


HOW MUCH ANXIETY

“There is a common tendency in our day, both
on the part of professional psychologists and laymen,
to look upon anxiety as a negative, destructive,
“abnormal” experience, one which must be fought
and if possible annihilated....”

O. H. Mowrer!

Since 1950 the literature on anxiety, both
professional and lay, has increased a thousandfold in
the form of articles, symposia, reports and scientific
exhibits. And virtually all of this output reflects a
common presumption —that anxiety is a negative,
nonproductive experience. This viewpoint leads nat-
urally to a discussion of how to combat or eliminate
anxiety.

But anxiety, as Mowrer implies, has its uses.

It can play a positive and constructive role in human
development. Without it neither an individual nor a
society can grow.

Productivevs.
nonproductive anxiety:
a matter of degree

For the physician the difference is not an
academic one. He must distinguish between produc-
tive and nonproductive anxiety. And the difference
is often one of degree.

In low levels of anxiety, for example, the indi-
vidual is alert and sensitive to threats and acquires
an increased ability to cope. Performance is often
improved.’

But at higher levels of anxiety the opposite is
true? The ability to distinguish between the danger-
ous and the trivial is reduced and often leads to

inappropriate behavior. Apprehension becomes fear.

And coping becomes difficult, if not impossible.

Crossing the
anxiety threshold

The key question for the physician then be-
comes: Is the degree of anxiety experienced produc-

tive or nonproductive for the individual patient?
And while some patients may require relatively large
amounts of anxiety to perform optimally, for others
lower levels of anxiety may prove unproductive.

Librium’(chlordiazepoxide
HCI): to help lower
the level of anxiety

When anxiety has reached levels that seriously
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DELAND: CEREBRAL DYNAMIC PERFUSION STUDIES 71

NORMAL DYNAMIC FLOW
Vertex View

"9 gec - 10.5 sec 12 sec

. 3637
13,5 sec 15 sec

Fig. 14—Early phases of normal dynamic flow (vertex).

NORMAL DYNAMIC FLOW
Vertex View

22.5 sec 25.5 sec

; 36
28.5 sec 3

Fig. 1B—Venous and recirculatory phases of normal dynamic
flow.

36 sec

ministered in the veins of the antecubital fossa. It is
imperative that the medial basilic vein be used
whenever possible because this is the most direct
route to the axillary vein. Injection into the lateral
cephalic vein may result in: 1) delay and lengthening
of the bolus because of the narrower caliber of the
vessel and the right angle junction with the axillary
vein, and 2) fractionation of the bolus because of
anastamotic channels and the right angle junction
(10). The Valsalva maneuver may also contribute to
poor bolus characteristic.

Adequate shielding of the chest and shoulders
with lead-impregnated drapes minimizes undesirable
activity from the heart and great vessels. During the

18.0 SEC 21.0 SEC 22 .5 SEC

Fig. 2—Nuclear angiography on 65-year-old patient being
evaluated for seizures.

first passage of the radionuclide bolus through the
head, unwanted activity in the scalp can be
eliminated by compression with a blood pressure cuff
at the level of the external occipital protuberance and
the forehead. When the cuff is inflated to above
systolic pressure, the amount of radioactivity
detected during the first transit is reduced about 15%
to 30% (11).

We use the vertex projection as the position of
choice for routine cerebral dynamic perfusion
studies. This projection will provide data on the cor-
tical distribution of most of the anterior cerebral
artery, a portion of the posterior cerebral artery, and
a splay of the middle cerebral artery. Not only is a
greater area of cortex visualized, but a spread of the
middle cerebral branches also provides greater sen-
sitivity for the detection of partial decreases in blood
flow. Other projections are used when the clinical in-
formation dictates, particularly in patients with
suspected subdural hematomas.

Cases. Figure 1A illustrates the early phases of a
normal dynamic flow (vertex). At 10.5 seconds after
intravenous administration of #*mTcQ,, the activity is
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9.0

28.5

STATIC

TIME IN SECONDS

Fig. 3—Dynamic study on patient with left cortical lesion.

first noted in the head; at 12 seconds distribution can
be observed in branches of the middle cerebral artery
and early filling of the anterior and posterior cerebral
arterial areas; further distribution in all three major
cerebral arterial regions is demonstrated; and at the
end of the early circulation, the cerebral cortex is per-
fused and activity is beginning to drain into the
superior sagittal sinus. Figure 1B illustrates the
“venous’’ and recirculatory phases. Venous drainage
is noted throughout the sequence. Demarcated areas
of persistent activity are found in the superior sagittal
sinus, torcular Herophili, and the bilateral jugular
bulbs (36-second frame).

Figure 2 illustrates the information that can be
obtained from a dynamic study. The sequence was
performed from the posterior projection. The patient,
65 years old, was being evaluated for the recent onset

9.4 Seg

Fig. 4—Nuclear angiography on 14-year-old drowning victim.

of seizures. The primary drainage from the superior
sagittal sinus is by the right transverse sinus with no
venous structures observed on the left side. Although
asymmetrical transverse sinus drainage is frequently
encountered, displacement of the torcular Herophili
to the right indicates an abnormality that originated
in utero or shortly after birth. The interpretation was
a left infratentorial fossa mass that displaced the
venous structures to the right. Since the patient had
been asymptomatic for 65 years, we concluded that it
probably was a large arachnoid cyst. Cisternography
confirmed the diagnosis.

13.5 5EC

10.5:5EC

120 EC

00039

mEee . . _ ‘
Fig. 5—Nouclear angiography on patient with head trauma.
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18 SEC 19.5 SEC y .0 SEC

0958

2 i 74 §Be
Fig. 6—Diminished flow of left middle cerebral artery in patient
with right hemiparesis.

Correlation of the sequential concentration of
activity in a lesion with the sequential distribution of
activity in the normal brain provides information on
the type of pathology. For eight years a young college
student had had muscular twitching of the right
hand, usually precipitated by physical stress. Static
radionuclide images revealed a left cortical lesion,
oriented with the rolandic sulcus, in the distribution
of the rolandic branch of the left middle cerebral
artery. The dynamic study (Fig 3) presented the
characteristics of a large rapid arteriovenous shunt.
Circumscribed radioactivity was first observed in the
left mid-hemisphere nine seconds after administra-
tion of the radiopharmaceutical. By the 12-second
frame, activity was heavily and focally concentrated

@ AT

15,0 SEC

2 ! 9972
16,5 SEC:

Fig. 7—Diminished flow to left hemisphere in patient with right
hemiparesis.

MENINGIOMA

12 sec 13.5 sec 16.5 sec

8906

31.5 sec

21 sec

Fig. 8—Dynamic study on patient with suspected arteriovenous
malformation.

in the left hemisphere, and early distribution to right
cortical area was present.

Within 1% seconds (13.5-second frame), there
was venous drainage through the superior sagittal
sinus. Since the 1.5-second interval was too short a
period to attribute the venous drainage to the right
hemispheric circulation, only a vascular shunt would
produce this sequence of events. The diagnosis was a
rapid arteriovenous malformation that originated
from branches of the left middle cerebral artery and
drained into the superior sagittal sinus. Contrast
angiography demonstrated the arteriovenous malfor-
mation and also revealed that there was a ‘steal”
from the right internal carotid blood supply by way
of the anterior communicating artery.

A 14-year-old boy nearly drowned and subse-
quently developed pneumonia and pulmonary
abscesses. He became somnolent, and an electroen-
cephalogram demonstrated diffuse encephalopathy.
In the radionuclide angiogram there was no perfu-
sion through the right middle cerebral artery with
little evidence of collateral circulation (Fig 4).
Angiography revealed obstruction of the internal
carotid at the base of the skull. The absence of flow
and collateral circulation suggested cerebral edema
which was demonstrated by autopsy examination.

Cerebral radionuclide angiography has been
particularly helpful in the detection of concussion
and contusion with associated vasospasm. For exam-
ple, a 40-year-old man received head trauma with
contusion of the scalp on the left side. The static im-
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80 FRATKIN: EVALUATION OF THYROID NODULES

RAIU-Bhr.-15%
Free T4 ~ 1.9 ng/dI,

Pre- Treatment | LC |
6-20-73 ' ?

[RAIU- Shr. -18%

T3 Suppression | A TS
6-28-73 S | Pest Tratimen «

RAIUZSHE-6%
(Free T-4~18ng/dl

[i-26-73

Fig. 2—Left. Functioning 4 X 3 cm right thyroid nodule with normal RAIU and serum free thyroxine concentration; no radioiodine
uptake in area of left lobe. Center. Triiodothyronine (T-3) administration produced no decrease in RAIU or nodule uptake. Right.
Following radioiodine treatment, nodule has been ablated; right and left lobes concentrate radioiodine; overall thyroid function remains

normal.

Fig. 3—Nonfunctioning thyroid nodule in lower pole of right
lobe. Pathologic diagnosis was follicular adenoma.

The question arises, though, should a nontoxic,
autonomously functioning nodule be treated at all?
What is the natural history of a functioning follicular
adenoma? There are case reports of nontoxic nodules
progressing to toxic nodules which then require
treatment because of the development of clinical
hyperthyroidism. Such a course of events is shown
in Figure 6. Patient W. W. first noted a goiter 15 years
ago, but was advised that no treatment was necessary.
In 1969, his protein-bound iodine (PBI) was normal,
and his nodule had gradually increased in size.
When seen in 1973, he was hyperthyroid. Treatment
with radioiodine achieved a euthyroid state but little
to no reduction in the size of the nodule. It can be
assumed that he had an autonomously functioning
nodule from the onset that progressed in size over the
years, achieving a sufficient mass to produce ex-
cessive amounts of thyroid hormone and hyper-
thyroidism.

TABLE 2
Pathology of Thyroid Nodules

FUNCTIONING NONFUNCTIONING

HisToLoGIc DIAGNOSIS No. PerRCENT No. PERCENT
Adenomatous 53 70 107 58
Adenoma 11 15 31 17
Carcinoma 0 0 24 13
Hyperplasia 3 7 0 0
Thyroiditis, Chronic 0 0 7 4
Unclassified _6 8 15 8
Total 75 184
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EVALUATION OF THYROID NODULES
APPROACH TO TREATMENT
|

NON-FUNCTIONING THYROID NODULE

SONOGRAPHY

SOLID*
Rx: SURGERY +
THYROID HORMONE

CYSTIC
Rx: ASPIRATION +
THYROID HORMONE

*FURTHER EVALUATION OF NON-FUNCTIONING, SOLID
THYROID NODULE IS INVESTIGATIONAL (1975)

Fig. 4—Role of sonography in therapeutic approach to nonfunc-
tioning thyroid nodules.

Is this case the exception or the rule? Horst and
associates (10) and later Ferraz et al (11) suggest that
the natural history of a nontoxic but autonomously
functioning thyroid nodule is one of progression to
hyperthyroidism. They based their conclusions on
data demonstrating toxic nodules being larger than
nontoxic ones, and the rather continuous spectrum of
functional activity from euthyroidism to overt
hyperthyroidism. Similarly, Hamburger and Meier
(12) noted that those patients who were hyperthyroid

RAIU-5 hr. - 23%
Free T-4- 6.2ng/dl

é
i

EVALUATION OF THYROID NODULES
APPROACH TO TREATMENT

FUNCTIONINGlTHYROI D NODULE

T3 SUPPRESSION TEST
150 ug/d x 7 d

SUPPRESSIBLE <———I—> NON-SUPPRESSIBLE

Rx: THYROID HORMONE

TOXIC<>NON-TOXIC
Re: 1311 Rx: 131
SURGERY
OBSERVATION
Fig. 5—Diagnostic and therapeutic approach to functioning
thyroid nodule.

were older and had larger nodules than euthyroid
patients with nonsuppressible functioning nodules. In
their prospective study of 28 nontoxic patients with
autonomously functioning nodules followed one to
ten years (majority followed less than six years), none
became hyperthyroid, but four glands increased in
size. A retrospective study by McCormack and
Sheline (13) revealed 1 out of 14 nontoxic untreated

-
R i
M&-%’-mﬁ --

Flg 6—Left. Large 9 X 6 cm toxic nodule wnth hxgh RAIU and serum free thyroxme concentration. Right. Estabhshment of normal

function, but persistence of nodule following radioiodine treatment.
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KIRKLAND: CARCINOMA OF THE THYROID

TCN ;

87

35N

Fig. 5—Left. AP scan of possible cold nodule; Right. Confirmed on lateral scan.

As this might be difficult, he would perform a nearly
total thyroidectomy. Myxedema as a result of surgery
is of no concern because the patient will be placed on
thyroid extract. All patients with carcinoma of the
thyroid should be on thyroid extract for the rest of
their lives in the hope that hormonal suppression of
the tumor will be achieved, just as one might treat
carcinoma of the breast with appropriate hormonal
treatment. Radical neck dissection is not often my
choice. The surgeon usually decides this. If he feels
that the nodes are within the range of surgical resec-
tion, he should try to get them out, but in my opin-
ion, severely disfiguring, radical neck dissection is of
no great value. The prognosis for carcinoma of the
thyroid is so good that, other than for anaplastic
types, I would not urge extensive neck dissection. In a
medullary carcinoma, there is one follow-up technique
and that is to check on calcitonin levels, because
this offers a marker for continuing disease. If the
calcitonin levels were high before removal and

afterwards fell to normal, it would be very reassuring
that the malignancy had been completely removed. If
calcitonin levels rose in the future, they would in-
dicate that the carcinoma had recurred and that
further treatment should be considered.

There is a difference of opinion regarding the
surgical follow-up schedule. Some authors would
wait a month and do a radioactive iodine uptake

Classification of Thyroid Neoplasms

A. Adenoma
B. Carcinoma
1. Adenoma malignum
. Papillary
. Follicular
. Medullary
. Anaplastic

wm A WN

Fig. 6—Main types of thyroid disease.
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how big adose will now

bring reliet ifitis anarcotic?

“Tolerance is an ever-present hazard to continued
use of narcotics. ... The very first dose diminishes the
effects of subsequent doses.”* And, as increasing
amounts of narcotics are required to control pain, dis-
tressing adverse effects— lethargy, hypotension, con-
stipation, etc.—can needlessly debilitate the patient.

1.Sadove, M. S.: A look at narcotic and non-narcotic analgesics, Postgrad.
Med. 49:102, June 1971.

how big a dose will now

bring relief if itisTalwin?

Chances are, the same 50 mg. Talwin Tablet you
prescribe originally will continue to provide good pain
relief. Talwin can be compared to codeine in anal-
gesic efficacy: one 50 mg. tablet appears equivalent
in analgesic effect to 60 mg. (1 gr.) of codeine. How-
ever, patients receiving Talwin Tablets for prolonged
periods face fewer of the consequences you've come

to expect with narcotics. There should be fewer
“adverse effects” on her way of life.

Tolerance rare: Tolerance to the analgesic effect of
Talwin Tablets is rare.

Dependence rare: During three years of wide clinical use, there
have been a few reports of dependence and of withdrawal symp-
tomns with orally administered Talwin. Patients with a history

of drug dependence should be under close supervision while
receiving Talwin orally.

In prescribing Talwin for chronic use, the physician should
take precautions to avoid increases in dose by the patient and
to prevent the use of the drug in anticipation of pain rather
than for the relief of pain.*

Generally well tolerated by most patients*: Infrequently causes
decrease in blood pressure or tachycardia; rarely causes respi-
ratory depression or urinary retention; seldom causes diarrhea
or constipation. Acute, transient CNS effects, described in
product information on following page, have occurred in rare
instances following the use of Talwin Tablets. If dizziness,
lightheadedness, nausea or vomiting are encountered, these
effects may decrease or disappear after the first few doses.

*See important product information on next page for adverse reactions, patient
selection, prescribing and precautionary recommendations.

in chronic pain

of moderate to severe intensity

Talwin::

brand of

pentazocine

(as hydrochloride)
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A service to medical education from A. H. Robins:

Excerpted from Volume 2

Gl
Séries

on physical examination
of the abdomen:

Normally palpable organs:
the edge of the liver descending
on inspiration, below the costal
margin (A); the lower pole of the
right kid (B); the abdominal

aorta (C) > descendi

and the sigmoid (D); the ascend-

ing colon (E); and o
the bladder (though r

does not nNe
disease)

Imposs

diseas

Gl

phy

2 a3 k Qm

edures and prac

each lablet,
capsuleor 5ce

—Athing may be habit forming)

leas, niul each
of efixir Donnatal each
3 . _[23% alcohol) Nao. 2 Extentab

yoscyamine sultate 0.1037 mg. 0.1037 mg 03111 mg

L aulfate 0.0194 mg 0.0194 mg 0.0582 mg

hydrobromide 0.0065 mg 0.0065 mg. 0.0195 mg

: arbinal (lagr)}186.2mg (lzgr)324mg. (Hgr)48.6mg.
wWa

2,

"\ Donnatal!

Brief summary. Adverse Reactions: Blurring of vision, dry mouih,
difficult unnation, and flushing or dryness of the skin may occur
on higher dosage levels, rarely on usual dosage. Contraindica-
tions: Glaucoma; renal or hepatic disease. obstructive uropathy
(for example, bladder neck obstruction due to prosiatic hyper-
trophy); or hypersensitivity to any of the ingredients.

A'H'ROB I N S A.H. Robins Company, Richmond. Virgima 23220
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Warning: may
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Donnatal
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Donnatal.
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Reactions; ng of .dry mouth,

1 dryness of the ski may occur
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ple, obstr ‘i 1 due to prostatic hyper-
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A Robins Company. Richmond, Virginia 23220



Before prescribing, please consuit
complete product information, a sum-
mary of which follows:

Indications: Tension and anxiety
states, somatic complaints which are
concomitants of emotional factors; psy-
choneurotic states manifested by tension,
anxiety, apprehension, fatigue, depres-
sive symptoms or agitation; symptomatic
relief of acute agitation, tremor, delirium

tremens and hallucinosis due to acute ’
aicohol withdrawal; adjunctively in skele- el e S
tal muscle spasm due to reflex spasm to

local pathology, spasticity caused by

upper motor neuron disorders, athetosis,
stiff-man syndrome, convulsive disorders e S O
(not for sole therapy).

Contraindicated: Known hypersensi-

[ ]
tivity to the drug. Children under 6
months of age. Acute narrow angle glau-
coma; may be used in patients with open

angle glaucoma who are receiving appro-

® o
priate therapy.
Warnings: Not of value in psychotic PPPs
patients. Caution against hazardous

occupations requiring complete mental
alertness. When used adjunctively in con-
vulsive disorders, possibility of increase
in frequency and/ or severity of grand mal
seizures may require increased dosage of
standard anticonvuisant medication;
abrupt withdrawal may be associated
with temporary increase in frequency
and/ or severity of seizures. Advise
against simultaneous ingestion of aicohol
and other CNS depressants. Withdrawal
symptoms (similar to those with barbitu-
rates and alcohol) have occurred follow-
ing abrupt discontinuance (convulsions,
tremor, abdominal and muscle cramps,
vomiting and sweating). Keep addiction-
prone individuals under careful surveil-
lance because of their predisposition to
habituation and dependence. In preg-
nancy, lactation or women of childbearing
age, weigh potential benefit against
possible hazard.

Precautions: If combined with other
psychotropics or anticonvulsants, con-
sider carefully pharmacology of agents
employed; drugs such as phenothiazines,
narcotics, barbiturates, MAO inhibitors
and other antidepressants may potentiate
its action. Usual precautions indicated in

patients severely depressed, or with latent When’ for example, dgspite Counseling,

doepression, or with suicidal tendencies.

bserve usual precautions in impaired ki . 1

renal or hepatic function. Limit dosage to tenSIOn and anxlety Contlnue to produce
smallest effective amount in elderly and

debilitated to preclude ataxia or over- diStI' eSSiIlg SOmatiC SYII]ptOITlS

sedation.
Side Effects: Drowsiness, confusion,

o
diplopia, hypotension, changes in libido,
nausea, fatigue, depression, dysarthria,
jaundice, skin rash, ataxia, constipation, PY
headache, incontinence, changes in sali-
vation, slurred speech, tremor, vertigo,
urinary retention, blurred vision. Para-
doxical reactions such as acute hyper- O @
excited states, anxiety, hallucinations, B
increased muscle spasticity, insomnia, ‘ OI l Sl er a lu I I l
rage, sleep disturbances, stimulation
Zave been reported; should these occur, o

iscontinue drug. Isolated reports of neu- d
tropenia, jaundice; periodic blood counts ( lazepam)
and liver function tests advisable during

long-term therapy. 2-mg, S-mg, 10 -mg tablets

Roche Laboratories
Division of Hoffmann-La Roche Inc.
Nutley, N.J. 07110
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