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DR. WILLIAM NORCROSS (Assistant Clini-
cal Professor of Family Medicine): Although
health care practitioners have long suspected that
their interactions with patients have far-reaching
implications, few data are available describing or
guantitating these sequelae. A recent study dem-
onstrated that absenteeism from work increased
by 80 percent after the diagnosis of hypertension
in male employees in an industrial setting.1 Al-
though hypertension is a common, highly treat-
able, and frequently symptomless disease, labeling
people as hypertensive would appear to have a
major impact on their productivity and possibly on
their perception of personal health. The practi-
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tioner must be seriously concerned with the impli-
cations of diagnosis.

Perhaps, with a greater understanding of the ef-
fects of their interactions with patients, physicians
will be better able to minimize the detrimental
sequelae that often are inadvertently generated.
Another recent article suggests that patients with
nonspecific chest pain who receive an electrocar-
diogram and serum creatine phosphokinase test in
addition to a history and physical examination
have less short-term disability and perceive that
they receive better medical care than patients
upon whom diagnostic tests are not performed.2

I would now like to introduce Barbara Ryan,
who willjoin me in the presentation and discussion
of her medical illness and the effects that it had
upon her life. Let me briefly present the story of
her illness.

Barbara is a 34-year-old white married woman
whom | saw at the Family Medical Center in June
of 1980. At that time her chief complaint was that
of a ten-day history of an intermittent tingling and
numbness in the left upper extremity and left side
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CONSEQUENCES OF DIAGNOSIS

of her face. The symptoms began acutely when
she was awakened by the onset of tingling in the
left side of her face as well as pain, numbness, and
weakness in her left arm. Over the course of the
following day the symptoms gradually subsided,
but she was left with intermittent numbness. She
presented ten days after the onset of symptoms
following another abrupt episode of numbness,
weakness, and tingling identical to the first. There
was no history of headache, nausea, vomiting, di-
abetes, heart disease, or intravenous drugs. At
that time she smoked one pack of cigarettes daily
and took a low-dose oral contraceptive. She was
happily married, had no children, and adminis-
tered an educational program for persons con-
victed of driving while intoxicated.

The physical examination revealed a pleasant,
intelligent woman in no acute distress. Formal
mental status examination was completely normal.
Blood pressure was 118/80 mmHg and tempera-
ture was 99.2°F. The carotid pulse was 2+ bilat-
erally without bruits. The lungs were clear. First
and second heart sounds (S[ and S2) were regular,
and there was a grade 2/6 systolic ejection murmur
at the left lower sternal border, but no click, gal-
lop, or rub. There were no Roth spots, petechiae,
or other evidence of embolic phenomena. Neuro-
logic examination revealed a mild anisocoria, with
the left pupil approximately 1 mm larger than the
right. Cranial nerves were otherwise intact, as
were visual fields. The patient experienced numb-
ness in the left arm at the time of examination;
however, this was difficult to demonstrate. Deep
tendon reflexes, muscle strength and mass, gait,
cerebellar function, stereognosis, and speech were
normal. There was no palmar drift. Complete
blood count, erythrocyte sedimentation rate,
platelet count, VDRL, glucose, rheumatoid factor,
antinuclear antibody, serum protein electropho-
resis, thyroxine, vitamin B2 level, electro-
encephalogram, electrocardiogram, computerized
axial tomographic study of the head, cardiac echo-
gram, visual evoked responses, and auditory
evoked responses were all normal.

The leading diagnosis was a small stroke sec-
ondary to oral contraception, but the differential
diagnosis also included psychophysiologic reac-
tion and multiple sclerosis. A neurological con-
sultant concurred.

The oral contraceptives were discontinued im-
mediately, and the patient was begun on aspirin,
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10 grains twice daily. The patient was subsequent-
ly followed closely, and her symptoms continued
to wax and wane for several weeks. During subse-
guent visits, much time was spent discussing the
differential diagnosis, pathophysiology, and prog-
nosis. Her symptoms gradually resolved.

Six months later she was seen again for fatigue
and headache. Physical examination at that time
revealed no abnormalities. On further questioning,
it became apparent that the patient still had major
concerns about her prior medical illness. Specifi-
cally, she was afraid that her headaches repre-
sented cerebrovascular disease, and that she might
have a stroke and be an invalid for the remainder
of her life. Further discussion revealed that her
previous illness had a major impact on her life.

Barbara, it has been nearly two years since the
onset of your first symptoms. You have had time
to reflect upon all of the things that happened to
you at that time and afterward. | wish that you
would share some of your feelings about this ill-
ness and its impact on your life.

BARBARA RYAN: | clearly remember that my
initial response was one of fear and uncertainty. It
is terrifying to face the prospect of becoming an
invalid for the remainder of your life. | also felt a
great deal of frustration because the diagnosis was
initially unclear, and to some degree remains so
even to this day. This sense of frustration was also
shared by my husband, who is a physicist. He is
accustomed to dealing with highly quantifiable
data and could not understand why a specific
diagnosis could not be rendered, particularly in
light of the sophisticated medical technology that
was utilized in my diagnostic evaluation.

After the acute episode subsided, I continued to
be concerned about my health, and maintained the
fear that | could suddenly die or be paralyzed.
| took far more aspirin than Dr. Norcross pre-
scribed, 10 to 12 aspirin a day, which was clearly
unlike me to do. Subsequently, headaches devel-
oped, which | attributed to impending stroke. |
used more sick leave from work during this period
than | ever did before in my life. Even when | went
to work, my performance was diminished. Sitting
at my desk, 1 would frequently develop headaches
or feel “strange,” and | would have to take a walk
before being able to resume my work.

I thought a lot more about death, and I still do,
but this has not been an entirely negative experi-
Continued on page 472
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ence. For one thing, 1 am more concerned about
my health. | have almost stopped smoking, and
plan to stop entirely in the near future. | take
vitamins, get more exercise, and take more time
out of life for myself. Along with a greater appre-
ciation of my own mortality has come a greater
appreciation of life. Now that | have confronted
my own death, it is much easier for me to appre-
ciate the simple pleasures of life.

DR. NICOLE CFIAUCHE (Second-Year Resi-
dent in Family Medicine): Dr. Norcross perceives
that he spent a good deal of time discussing the
illness with you. Do you share this perception?
Ten or fifteen minutes of discussion may seem a
lot to a physician, but may be insignificant to a
patient who is ill.

MRS. RYAN: | believe the amount of time and
effort that was given to me was more than ade-
quate, but when one is nervous and afraid, one
may not absorb very much information. Frequent
visits at this time were helpful.

DR. CHAUCHE: Is there anything that you
feel should have been done differently?

MRS. RYAN: Not really. Nothing can remove
the terror of feeling that death or disability may be
near at hand. | was frustrated at times because the
results of the diagnostic studies seemed unclear
to me, but by and large, communication was good.
| feel that much of what | have experienced was
unavoidable. In fact, participating in this confer-
ence is helping me to bring this entire thing to
closure.

DR. THEODORE GANIATS (Assistant Clini-
cal Professor of Family Medicine): Often we en-
courage patients to call us with questions or con-
cerns. Would this have been helpful for you?

MRS. RYAN: Dr. Norcross was very accom-
modating in that regard. He even gave me his
home telephone number and encouraged me to call
if any problems or questions developed. My incli-
nation, however, is to stay away from the medical
profession as much as possible. 1 was and prob-
ably still would be reluctant to call.

DR. JEAN NIDORF (Assistant Clinical Pro-
fessor of Family Medicine): If you were address-
ing the medical profession on the topic of sharing
medical information with patients, what recom-
mendations would you make to diminish the anxi-
ety and frustration that frequently ensue?

Continued on page 477
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MRS. RYAN: I believe that physicians should
share as much information as possible with pa-
tients in language that the patient can understand.
Of course, this will vary a great deal from patient
to patient depending upon a host of variables. Tim-
ing is also critical. As | mentioned previously,
anxiety can sometimes prevent the absorption of
information. Frequently, it will be necessary to
have repeated discussions with patients, gradually
increasing their fund of information regarding their
illness. Nothing can substitute for empathy and
concern on the part of the health care practitioner.

DR. NORCROSS: This sharing of information
and experience has contributed to our personal
growth, but as with any enriching experience, it
creates new frontiers and new questions to be an-
swered. What are the responsibilities of health
care practitioners in relating medical diagnoses to
their patients? | believe that the answer to this
guestion is clear in the extremes, such as cancer
and the common cold, but what of the vast gray
area in between? What should patients with mitral
valve prolapse be told? Mitral valve prolapse is an
extremely common condition, and yet it is undeni-
ably organic cardiac pathology. If the diagnosis
of asymptomatic hypertension has been shown to
have such a dramatic effect on absenteeism, what
will the diagnosis of mitral valve prolapse do to a
person’s life? Even though, for the vast majority
of patients, mitral prolapse has little or no effect
on quality or quantity of life, a very small percent-
age will develop bacterial endocarditis or other
sequelae of a most serious nature. How much
should patients with this disorder be told? Should
they be told that on rare occasions the disorder
can be lethal?

How do the physician’s responsibilities in relat-
ing diagnoses change with their perception of the
patient’s ability to assimilate the data? Do these
responsibilities change with the patient’s age?
What about patients who are reluctant to receive
data? These are all critical questions that must be
answered in the future.

DIANE MASON (Licensed Clinical Social
Worker): My belief is that knowledge is not ours to
keep, and is the property of the patient as well.
Regardless of the implications that a diagnosis
may have to a patient, the physician’s obligation is
to share that information with the patient—not al-
Continued on page 480
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which follows:
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ways at one sitting, not bluntly, not insensitively,
but always to share it, nonetheless. The physi-
cian’s relationship with his patient is critical in this
regard. With a thorough understanding of the pa-
tient, one can determine the best way to provide
information. The obligation then comes to help the
patient adjust to the knowledge of the illness.

DR. NORCROSS: The truth can be a dangerous
thing. My conflict lies between the truth and the
physician’s responsibility to assist his patients in
finding quality in their lives.

MS. MASON: In this instance, the experience
seems remarkably positive. At a young age you
were confronted with your own mortality, which
resulted in a greater appreciation of life.

MRS. RYAN: | would like to say, though, that
in many ways | regret the loss of innocence.

DR. NORCROSS: | would like to thank the
participants in today’s conference, especially Bar-
bara Ryan, for their thoughtful contributions to
this discussion. Even with the scant data available
today, it is clear that medical diagnoses can have
serious and longlasting effects on the lives of
patients. The physician must be sensitive and em-
pathic in sharing information with patients. Noth-
ing can surpass a trusting and caring relationship
between the patient and practitioner. The physi-
cian should carefully help his patients adapt to the
knowledge of their illness, and should provide an
open atmosphere in which the patient can feel free
to communicate his or her concerns. Careful at-
tention should be given to the possible sequelae of
diagnoses by actively searching for problems that
arise in the patient’s life. This must be an active
function on the part of the health care practitioner,
since many patients may not easily share that their
illness is generating dreadful problems for them.
Perhaps, in this way physicians can diminish the
adverse effect of their diagnoses and increase their
patients’ chances of leading happy and productive
lives.
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