EDITORIAL

Why Did I Choose That Diagnosis?

T FIRST glance, the purposes of diagno-

sis are clear-cut: to enable the formation

of a plan of action; to allow the physi-

cian to define the probable extremes of

prognosis, on the basis of which the pa-
tient and his or her family can make decisions; to trigger
secondary prevention, as with the administration of an-
tihypertensives; and to facilitate communication be-
tween physicians. The diagnostic process has uses in ad-
dition to those just mentioned. In primary care, a diagnosis
is often applied as a retrospective label to make the thera-
peutic urge more respectable.! Holmes? has shown, ina
classic but neglected report, that giving a diagnosis may
be a way of ignoring the patient’s real problem. Diagnos-
ing a patient’s condition can serve, t0o, as a permissive
factor in family dynamics, freeing the members from the
constraints of uncertainty.> Finally, since reassurance is
arguably the most important duty of the family physi-
cian (Jack Froom, MD, oral communication, 1992), a di-
agnosis can be useful in suggesting what the patient does
not have.

Furthermore, diagnoses possess attributes deter-
mining their usefulness to the patient. A discussion of
some of these attributes, including the relevance and the
historical and geographic “environments” of the diag-
nostic process and two paradigmatic contexts in which
the diagnostic process transpires, makes up the remain-
der of this editorial. '

RELEVANCE

If a person is hospitalized because of acute abdominal
pain for which no cause can be found, he or she may ben-
efit from the incidental discovery of hyperuricemia or el-
evated blood pressure, but neither label is relevant to the
chief complaint. It has been shown that as many as 37%
of patients in whom a duodenal ulcer can be demon-
strated endoscopically are unaware of their condition.*
Similarly, many patients with peptic disease continue to
experience pain after healing is observed by gastros-
copy,’ so that the question of what the diagnosis really
means arises. Does it bespeak a predilection to bleeding

of the upper gastrointestinal tract or to pyloric stenosis?
Might something else be causing the pain? Even a suc-
cessful therapeutic trial, as proposed in a set of guide-
lines delineating the correct approach to dyspepsia,® can-
not settle the issue, although we often behave as if it could.
A herniated disk can be seen in 20% of asymptomatic sub-
jects who undergo computed tomography of the lumbar
spine.” This being the case, how far can we trust a posi-
tive result combined with findings typical of sciaticaas a
basis for referral to a surgeon? Unfortunately, there will
always be people who fulfill the diagnostic criteria per-
fectly but for whom the outcome of surgery is unsatis-
factory because the diagnosis was not explored to a suf-
ficient depth.® I can recall the time when I was a clerk on
the medical service and a gastroenterologist was sum-
moned to the bedside of a woman with gallstones to con-
sult about the need for operative intervention. He took a
careful history and came to the conclusion that she should
not be referred because, as he said, she gave evidence of
a “prepostcholecystectomy syndrome”! In other words,
he believed that the diagnosis of cholelithiasis, which was
not in doubt, had no relevance to her symptoms.

A few weeks ago, a youthful-looking man in his early
70s presented with increasing dyspnea. Although em-
physema stood at the head of his problem list, he con-
tinued to smoke. The nurse, who knew him well, said
that his pride and joy was the beautiful garden surround-
ing his modest home. Every flowering shrub, every patch
of grass, and every tree was planted and lovingly tended
by him, right up to the present. This information, to-
gether with the fact that he was able to walk to the clinic,
should have served as a warning that the painfully ob-
vious diagnosis might not be related to his distress. I con-
sidered three possibilities: infection, the need to in-
crease his dose of steroids, and heart failure. Opting for
the last mentioned, I weighed him and prescribed a di-
uretic. He returned a few days later with no change in
weight, but reporting a slight improvement. On this oc-
casion I asked what he thought might account for the ex-
acerbation, and he wondered out loud if it could have a
psychological origin. Seeing my surprise, he went on to
explain that his wife of 50 years had, in the past, been
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under psychiatric care because of paranoid delusions con-
cerning his alleged relations with other women. She had
now discontinued her medication, and matters at home
had come to a bad pass. He expressed his sense of hurt
that, at an age when he should be enjoying retirement,
grandchildren, and his garden, he had to contend with
her jealousy and bickering. The following day, he re-
turned to have his arm bandaged where she, in a fit of
rage, had slashed him with a kitchen knife. In this in-
stance, too, there was no question about the correctness
of the diagnosis that had been confirmed by laboratory
tests and any number of specialists, but it had surpris-
ingly little to do with his dyspnea.

The relevance of a diagnosis can also be a function
of whether or not treatment is available. The possibility
of effecting a cure or providing complete relief from symp-
toms puts a premium on diagnosing such disorders as
tuberculosis or hypothyroidism and may even promote
awareness of them, leading to an apparent increase in
prevalence.

HISTORY AND GEOGRAPHY

A recent essay on curriculum reform states that medi-
cine as a whole possesses social and economic environ-
ments that can influence the interpretation of data.® As a
corollary, this is true of diagnosis, since it is a category of
medical practice. The process, undergoing refinement over
time, has frequently been buffeted on the tides of his-
tory, and its essentials can vary with place, inducing
changes in relevance. Behcet’s syndrome, originally char-
acterized by recurrent oral and genital ulcerations and
hypopyon iritis,' is now diagnosed in 70% of Israeli pa-
tients without ocular involvement.!! When this disorder
was described, all the instances were typical, else Behcet
would not have recognized what they had in common.
However, once physicians become accustomed to work-
ing with an explanatory model of disease,'? they begin to
recognize atypical cases that do not fulfill all of the di-
agnostic criteria. In time, these cases come to outnum-
ber the typical ones so that, today, we have “incomplete”
Reiter’s syndrome affecting the joints alone, with a pat-
tern of rheumatological findings similar to that seen in
the full-blown condition."® Thus, the sensitivity and speci-
ficity of certain tests and criteria for diagnosis vary not
only according to the stage of the disease in question,?
but also with the historical period in which it is considered.

Jewish women of Yemenite origin living in Israel have
an 11% prevalence of leukopenia (Michael Weingarten,
MD, written communication, 1991), and if one consid-
ers that only three additional criteria have to be ful-
filled" for a person to be said to have lupus erythema-
tosus, the effects of geography on the sensitivity of the
criteria for the diagnosis are apparent. A hematological
disorder in a patient with systemic lupus erythematosus
isanindication for steroid therapy'® so that, in Israel, mis-

classification and an attendant treatment only a little less
dangerous than the disease are clear and present dangers.

OTHER CONTEXTS

The patient-centered diagnostic process is an integral part
of the biopsychosocial paradigm and an important means
to its realization.'” The paradigm requires that the phy-
sician explore meanings, fears, illness attributions, and
explanatory models.'® The explanatory models, in par-
ticular, may differ from the biomedical interpretations,
and, when they do, an attempt to foist a traditional di-
agnosis on the patient under the guise of the physician’s
having superior knowledge will lead to frustration and
poor adherence.'® The patient-centered diagnostic pro-
cess emphasizes negotiation and maximizes relevance.

A further context for diagnosis is that of romantic
science.!” This paradigm preserves “the wealth of living
reality,” in contrast to analytical science, which reduces
it to abstract schemas. Sacks'® points out that biomedi-
cine looks on empathy and humaneness as moral obli-
gations not belonging to science and, consequently, not
contributing to diagnosis. He writes: “But our mental pro-
cesses, which constitute our being and life, are not just
abstractand mechanical, but personal as well, and as such
involve not just classifying and categorising, but con-
tinual judging and feeling also.” Thus, empathy is an es-
sential part of medicine, the patient and the physician
being “coauthors and collaborators” in a single context
with moral overtones.!” According to Sacks,'® one must
examine not only the primary lesion, but the patient’s
reaction to it, which is composed of symptoms involv-
ing his or her “L.”!" In this sense, disease is not a random
occurrence, but is somehow meaningful, expressing the
character of its “victim.” If it cannot be cured (perhaps it
is not even desirable to do so0), it can be lived with tri-
umphantly. Sacks® goes so far as to speak of a patient’s
“choice” of disease, something that can be understood if
it is conceded that personhood consists of more than a
sum of neuropsychological properties.'” Diagnosis, then,
must consider the possibility that the patient has some-
thing wrong with his or her molecules, morals, or rela-
tions with the world. Will and moral being may be no
less important than heredity and lifestyle in determining
who will sicken.!”

Balint® enjoined the family physician to develop self-
awareness, a kind of higher-level audit that can avert a
somatically fixated physician-patient relationship.3!® Self-
awareness is as necessary to good practice as reviewing
the extent of diabetes control in the population and should
certainly apply to the diagnostic process, leading the phy-
sician to reflect on why he or she determined the nature
of the disorder presented by the patient in one way rather
than in another. The critical question then would be: “Why
did 1 choose that diagnosis?” Over a century ago, Sir James
Paget wrote that “to treat a sick man rightly requires the
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diagnosis not only of the disease but of all the manners
and degrees in which its supposed essential characters
are modified by his personal qualities, by the mingled in-
heritances that converge in him, by the changes wrought
in him by the conditions of his past life, and by many
things besides.”?® One can only guess at what he had in
mind when he spoke of many additional things that modify
the way a disease manifests itself in a given individual.
Nevertheless, it can be stated with certainty that all the
modifiers speak directly to the diagnostic process.

Joseph Herman, MD
Ben-Gurion University of the Negev
Beer-Sheva, Israel
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