Today's article is brief, and comes from the New York Times, entitled, "Anxiety About Anxiety Saved a Patient's Life".  
 

This article is timely, given our discussion yesterday in the Core Seminar series ("Interdisciplinary Decision Making Regarding Diagnosis") which raised the issue about diagnosing children based on limited tools and screening tests available.  Although this attached NY Times article describes a psychiatrist's suspicion about a medical illness in an adult masquerading as anxiety (in this case, a pulmonary embolus), his point that "if you're a hammer, everything looks like a nail" (not his words, but it's his point) is fully applicable in developmental pediatrics.  One of the recent articles sent to you suggested that the prevalence of autism is not, in fact, on the rise.  There are many reasons that autism may be more frequently diagnosed these days (including, perhaps, a valid increase in its incidence), but we mustn't overlook the possibility that experts, including ourselves, are prone to overexposure and generalizations, limiting ourselves from the broader perspective.
 

One contributor to yesterday's core seminar discussion suggested that, while it may be difficult to diagnose children who visit developmental pediatricians and other developmental specialists, this problem may reflect limitations in our tools available to best understand a child who may have some, but not all, features of a specific diagnosis, such as ADHD or autism.  In other words, it's not that the child doesn't fit the diagnostic criteria, but rather the diagnostic criteria don't fit the child.
 

There are many important advantages and lesser "evils" that might persuade us to diagnose or label children (including absence of available better diagnostic options, opportunities at more appropriate educational services that are otherwise unavailable without a diagnosis, and insurance reimbursements, among others).
 

Sometimes a nail is a nail (Freudian license).  Still, hammers are for nails only.
 

RESOURCES
Check out the DSM-PC (a copy is available at the CHDD in CD221).  This tool was designed for pediatricians, to assist them in considering mental health diagnoses (based on DSM-IV classifications) for their patients, and was created by docs among the best and brightest in developmental pediatrics.
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There is probably not a person alive on this planet who is immune to anxiety.

As a psychiatrist, I'm often accustomed to thinking of anxiety as a symptom of a disorder like social phobia or major depression or as an aspect of normal everyday mental life. As unpleasant as anxiety can be, it is unlikely to represent a major threat, let alone kill someone — at least that's what I thought until I met my patient Mark. 

A 42-year-old man with a long history of anxiety and depression, Mark had made a remarkable recovery with medication and psychotherapy. Long after he'd been in remission from his depression, he came to see me about some financial problem that was upsetting him.

Sure, he looked a bit anxious and troubled, but he was facing a real hardship, so a little anxiety seemed a perfectly reasonable, if not healthy, response to an unpleasant situation. 

But something about his appearance bothered me. He seemed ever so slightly short of breath and restless in his seat, something I'd never seen even in the throes of his worst anxious depressions. 

When I asked him if he was aware of having trouble breathing, he said yes and also thought it was strange. Even though he seemed relieved toward the end of the session about the financial conflict, he was still breathing faster than normal.

Then I did something out of pure intuition that I didn't fully understand at that moment. I called his internist while he was in my office and sent him for an appointment a few hours later.

I was puzzled by my own gut feeling. Here was a patient whom I knew to be a perfectly healthy middle-aged man without any known medical illnesses who also happened to have plenty of reasons to be anxious. And anxiety can make patients restless and short of breath. 

Why wasn't I satisfied? I had a neat explanation for his symptoms, and everything seemed to fit together. Case closed. I even anticipated the ribbing I'd surely get later that day when my internist colleague would tease me for chasing a zebra instead of a common horse.

Dead wrong. Mark, it turned out, was throwing pulmonary emboli to his lungs — explaining why he was breathing rapidly. And the emboli were large enough to impair the transfer of oxygen in his lungs, meaning that he was being deprived of oxygen. 

Hypoxia, or a low blood oxygen level, if severe enough, is lethal. But milder forms of hypoxia can impair thinking, alter levels of consciousness, cause depression and stir up anxiety. 

I certainly wasn't thinking of hypoxia as the cause of my patient's anxiety. After all, it's rare in a healthy male, and I was doing what any reasonable physician does — making a plausible explanation from common and obvious causes first.

The problem is that the vocabulary of disease is limited. There are only so many physical and mental symptoms that we humans are capable of producing, far fewer, it turns out, than the number of illnesses and physical insults that we have to bear. That means that for any given symptom, like anxiety, there are a multitude of potentially responsible medical culprits. 

Have you ever noticed those small medical books jammed into the pocket of every intern in the hospital? Among other things, these young doctors are learning differential diagnosis, a fancy term for working backward from symptoms to possible medical cause. The patient has malaise and fever? There is a list of literally several hundred possible diseases.

Experienced doctors don't look at those lists because they've learned that most of the time when a patient has a given constellation of symptoms, he most likely has one of a small number of common diseases. 

Complicating the problem of diagnosis is the fact that each subspecialty has its own list of frequently seen conditions. When a depressed patient goes to his internist, for example, complaining of vague physical symptoms but not depressed mood, depression will probably not be at the top of his doctor's differential diagnosis. If this same patient walked into my office, in contrast, depression would be high on my list. 

Doctors, just like everyone else, find only what they are looking for. In other words, physicians can't diagnose a disease they are unaware of.

I didn't really know at the time what was making my patient anxious. It's just that I was not satisfied with my own explanation of his symptoms. He and I were both lucky.

