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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.

Productive vs.
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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KIDNEY _ TRANSPLANT _ SCINTIGRAPHY
7-8-75__ 3246 JJHIPPURAN __ I-131
DIVERGING COLLIMATOR

24-28 Min.

Fig 5—Selected scintigraphs obtained in a patient with two
transplanted kidneys studied with '*!I-hippurate. Both kidneys are
seen. The kidney on the patient’s right (observer’s left) was
transplanted 15 months previously and is the site of severe chronic
rejection. The other kidney was inserted one day previously and is
not functioning because of acute tubular necrosis.

bladder is visualized. Figure 5 shows pictures selected
from a series of scintigraphs obtained because of
severe oliguria one day after transplantation of a sec-
ond kidney into the left iliac fossa. The first kidney
was inserted 15 months previously on the right side
and had developed severe chronic rejection. The re-
jected kidney is visualized on the patient’s right
(observer’s left) as an area of poor concentration sug-
gesting a small kidney. The new transplant is well
visualized on the patient’s left (observer’s right), but
maximum concentration is definitely delayed and no
excretion from the kidney is seen even after 30
minutes. Within a week there was good function ‘of
the new kidney.

Rejection. Rejection may be of varying acuteness
and severity. Hyperacute rejection occurs im-
mediately after transplantation and is associated with
severe acute inflammatory and vascular changes in
the kidney. Thrombosis of small vessels occurs, and
on scintigraphic study the findings may be the same
as in arterial occlusion. The transplanted kidney must
always be removed following hyperacute rejection.
Rejection of less severity may occur at any time fol-
lowing transplantation. This reaction may develop
quite abruptly and may cause sudden oliguria. On
scintigraphic study, acute rejection produces delayed
and sometimes irregular concentration of hippurate.
Excretion is also delayed or may be absent. Figures 6
and 7 show scintigraphic studies of a patient who
received a transplant on 5 December, 1974. The scin-

HADEN: EVALUATION OF RENAL TRANSPLANTS

DONEY ARISEL AL
12-9-74 PPURAN

0565

izic i B 1520 o}

Fig 6—Transplant scintigraphic study four days post-transplant
with good function.

tigraphic study on 9 December, 1974, (Fig 6) shows
that the kidney is working quite well. On 11
December, 1974, the patient developed sudden
oliguria, and a repeat study on that day is shown in
Figure 7. Concentration is delayed and there is no ex-
cretion. These findings are compatible with either
acute tubular necrosis or acute rejection. However,
the time after transplantation and the demonstration
of good function two days previously exclude acute
tubular necrosis resulting from the transplant
procedure as a cause of the acute oliguria. This
patient was treated for acute rejection with resulting
improvement.

Chronic rejection is associated with delayed con-
centration and delayed excretion as shown in Figure
8. These findings are not specific for chronic rejection
since they may occur with other chronic parenchymal
disease of the kidney. Concentration of colloidal par-

DNEY TRANSPLANT
0565 12-11-74 HIPPURAN

Fig 7—Same patient as Fig. 6 two days later. Acute rejection.
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and skull radiographs should be used. Bony lesions
can be elucidated with ®™Tc-labeled phosphate
studies. In addition, serial studies with ®*™Tc-
pertechnetate over a several-hour period may be
useful, since most intracranial abnormalities show in-
creased uptake with time, while most bone and soft
tissue lesions seem to lose activity with time (6).

5. Previous surgery. Surgical flaps and other
defects may concentrate a tracer and show activity
for several years after an operation. It is useful to ob-
tain a baseline study shortly after surgery. This makes
judgments on subsequent studies concerning
residual or recurrent abnormalities more lucid.

6. Vertex view artifacts. Mouth activity from the
tongue and oral mucous membranes may mask a
frontal lesion. Prior administration of atropine helps
diminish this. Obvious attention to this use of
atropine in problems of the elderly, for example,
glaucoma and urinary retention, should be given.
Visualization of the stomach on the vertex view in a
child has been reported to cause some difficulty as
well, since the appearance on that one view simulated
a neoplasm.

7. Need for serial studies after injection. Con-
siderable emphasis has been placed on the need to ob-
tain delayed scintigrams in many intracranial
problems, such as avascular primary neoplasms,
metastatic lesions, and extracerebral hematomas. By
confining the static brain scan to 45- or 60-minute

] -

Fig 3—Abnormal **™Tc-pertechnetate brain image following a
stannous pyrophosphate bone image. This 4-view static study 2
days after a pyrophosphate bone scan demonstrates increased ac-
tivity in all vascular structures (sagittal sinus, transverse sinus,
neck vessels, carotid siphon). The choroid plexus is particularly
well seen on left lateral view despite perchlorate premedication (see
text for explanation).

FREEMAN: PITFALLS AND ARTIFACTS

Fig 4—Misinjection in cisternography. Six hours after lumbar in-
trathecal administration of **I-Human Serum Albumin, no in-
tracranial activity was detectable. This scan of the back shows the
column of tracer split instead of as a solitary column. This is the
appearance of subdural instead of subarachnoid injection.

studies, one may miss or have to equivocate on some
lesions that often are well demonstrated on two- to
four-hour studies (7,8).

8. Abnormal pertechnetate brain scans following
bone scans. Several investigators have reported an
altered appearance of radiopertechnetate brain scans
performed one or two days following pyrophosphate
or polyphosphate bone studies (9, 10, 11). This con-
sisted of abnormally increased activity in the area of
the sagittal sinus, transverse sinus, and choroid
plexus (Fig 3). It has been postulated that tin attaches
to red blood cells following bone imaging and subse-
quently administered pertechnetate undergoes in-
tracellular reduction with labeling of the erythrocytes
during the brain scan (10). It is suggested that brain
scans should precede pyrophosphate bone scans or,
alternately, the brain scan, as the second procedure,
should be performed with ***Tc-DTPA.

9. Problems with cisternography. Only a couple
of problems will be discussed here. The first relates to
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Fig 9—Interference of pleural fluid on dual-headed scanner study. Anterior scan (lower left) shows minimal diminution in right lung perfu-
sion. Posterior scan (lower right) demonstrates much more severe apparent diminution in right lung activity due to interposed pleural fluid

shown on chest x-ray (see text for explanation).

of blood supply, as in bone infarction, is a major
cause of this finding (Fig 7). Other lesions such as oc-
casional metastases and Legg-Calvé-Perthes’ disease
in children (17) also have shown this finding. In ex-
amining a bone scan, one, therefore, should be aware
of this alternate evidence of an abnormal lesion.

6. Asymmetries in chest activity due to radical
mastectomy. With reduced muscle mass following
mastectomy, the osseous structures on the involved
side appear more intense on the anterior scan (15). If
the asymmetry appears on both anterior and
posterior studies, a different explanation, such as
pleural fluid, should be sought. Orice again, a history,
physical, and chest x-ray should solve any problems
in this regard.

7. Prosthesis, for example, pacemakers. As in
brain studies, overlying metallic or bulk objects such
as pacemakers will attenuate radiation and create a

void on scan. The characteristic rounded shape of a
pacemaker should help differentiate it from a possible
“photon deficient” lesion (see section 5 above).

8. Femoral vessel activity. Some patients, par-
ticularly in older age groups, will show linear bands
of increased activity medial to the femoral shafts. It is
felt that, in some cases, this may represent actual
changes in the femoral vessel wall. It may or may not
be associated with radiographic evidence of calcifica-
tion.

V. Lung Imaging.

1. Radioactive ‘“‘pulmonary emboli.” On occa-
sion, large “‘hot” spots are seen on a lung scan (Fig 8)
(18). This finding is most often encountered in situa-
tions where difficult venipunctures have allowed ex-
cessive red cell and macroaggregate mixture time
in the syringe. Larger than usual aggregates (100 to
1000u) are formed which lodge in more proximal
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kidney. In severe azotemia, '**I-orthoiodohippurate
is the agent of choice and its use should avoid any of
the aforementioned problems (Fig 14).

4. False results after urography or angiography.
High doses of organic iodides in the form of
radiographic contrast media often cause transient
changes in renal function that will effect the kidney’s
ability to concentrate subsequently administered
radiopharmaceuticals. This is particularly true in
patients with obstructive uropathy and, also, after
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Fig 14—Pitfall in scanning azotemic patients with *’Hg
chlormerodrin. Patient shown had blood urea nitrogen of 112
mg/100 ml and plasma creatinine of 5.5 mg/100 ml. The *"Hg
chlormerodrin (fop) has all been excreted by the liver. No renal
concentration is evident. A frequent misinterpretation of this study
is an enlarged solitary right kidney. The **'I-Hippuran study (bot-
tom) is successfully concentrated in both kidneys which are slightly
smaller than normal.

FREEMAN: PITFALLS AND ARTIFACTS

selective renal artery studies. Optimally, the
radionuclide studies should precede the radiographic
studies. If this is not feasible, an interval of three or
four days should be obtained between the studies.

X. Thyroid Imaging.

1. Poor uptake and image due to saturated iodine
pool. In patients who have been taking iodide-
containing medications or who have had
radiographic examinations with organic iodide con-
trast media, the iodine pool is saturated. Subsequent
administrations of tracer amounts of radioiodine
within a few days will result in poor uptakes and im-
ages.

2. Failure to palpate nodules at the time the scan
is performed. A vague history of a palpated nodule in
the right lobe is insufficient data to accurately assess
whether the nodule is functional or not. Nodules
should be palpated with the immobilized patient on
the scanning bed. It should then be transcribed directly
to the scan image. Such one-to-one relationships are
best obtained with rectilinear scanner. By knowing
exactly where a nodule is, one is able to offer an ac-
curate interpretation. In order for a nodule to be con-
sidered functional, it must concentrate greater ac-
tivity than the surrounding tissue.

3. Pertechnetate uptake in nodules “‘cold”’ on
iodine scans. The categorization of functional or non-
functional nodules is a radioiodine classification.
Pertechnetate is handled quite differently from iodine
in that the thyroid traps, but does not organify it.
Therefore, a nodule may exhibit activity with the
former, but not the latter (Fig 15). Such a nodule is to
be considered “cold” and conceivably may represent
a carcinoma. All nodules of the thyroid should be
evaluated with radioiodine.

4. Retrosternal functioning tissue unappreciated
with low-energy gamma nuclides. lodine-125 has
achieved some popularity as a thyroid imaging agent.
Since it possesses very low energy imaging photons
(~ 27 kev), it is inappropriate for studies in the
thorax, for example, to search for retrosternal goiter.
Although *™Tc-pertechnetate with its 140 kev gam-
ma photon or '] with its 190 kev gamma photon
may suffice, the 364 kev gamma photon of Iodine-
131 appears best for this specific purpose.

XI1. Blood Pool Studies.

1. Excessive contrast enhancement on rectilinear
scan cardiac blood pool studies. The detection of a
pericardial effusion using the rectilinear scanning
method depends upon a comparison of the transverse
diameters of the cardiac blood pool activity and the
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how big adose will now

bring reliet if itis 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.S5adove, 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
TalwinTablets is rare.

Dependence rare: During three years of wide clinical use, there
have been a few reports of dependence and of withdrawal symp-
toms 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

of the The A. H Robins G |
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Part 2 — Palp:
on physical examination Abdomina
of the abdomen:
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Donnatal!

Normally palpable organs:
the edge of the liver descending,
an inspiration, below the costal
margin (A); the lower pole of the
right kidney (B); the abdominal
aorta (CJ; the descending colon
and the sigmoid (D); the ascend-
ing colon (E); and occasionally
the bladder (though rising of
this organ beyond the pubis
does not necessarily indicate
disease)

Impossible to outline. unless each lablel Brief summary. Adverse Reactions: Blurring of vision, dry mouth
HL¥e O sioncsd onsrlargad s A e difficult urination, and flushing or dryness of the skin may occur
the gallbladder, pancreas of elixir ) on higher dosage levels, rarely on usual dosage. Contraindica-

stomach, small intestine, trans-
verse colon and spleen

_(23%icohol) tions: Glaucoma; renal or hepatic disease. obstructive uropathy

ObCyaming sullate 0.1057'mg 011037'mg 03111mg. (fo, example, bladder neck obstruction due to prostatic hyper-

: 0.0194 mg 0.0184 mg 0.0582 mg b = _ = a v
: g rophy). or hypersensitivity to any of the ingredients
hydrobromide 0.0065 mg 0.0065 mg 001856 mg irophyJ.or hype ¥ ¥ g
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Before prescribing, please consult
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 ,
alcohol withdrawal; adjunctively in skele- ere S
tal muscle spasm due to reflex spasm to

local pathology, spasticity caused by

upper motor neuron disorders, athetosis,
stiff-man syndrome, convulsive disorders O I e SO 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-

[ J [
priate therapy.
Warnings: Not of value in psychotic P
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 anticonvulsant medication;
abrupt withdrawal may be associated
with temporary increase in frequency
and/ or severity of seizures. Advise e
against simultaneous ingestion of alcohol ™
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: |f combined with other
psychotropics or anticonvuléants, con-
sider carefully pharmacology of agents
employed; drugs such as phenothiazines, 1
narcotics, barbiturates, MAO inhibitors ol
and other antidepressants may potentiate A
its action. Usual precautions indicated in

patients severely depressed, or with latent When, for example, despite Counseling,

gepression, or with suicidal tendencies.

bserve usual precautions in impaired : 3 2

e ecautions i meared o tension and anxiety continue to produce
smallest effective amount in elderly and

debilitated to preclude ataxia or over- diStI' eSSil'lg SomatiC SYIl'lptOIIlS

sedation.
Side Effects: Drowsiness, confusion,

O
diplopia, hypotension, changes in libido,
nausea, fatigue, depression, dysarthria,
jaundice, skin rash, ataxia, constipation, P

headache, incontinence, changes in sali-

vation, slurred speech, tremor, vertigo,
urinary retention, bturred vision. Para-

doxical reactions such as acute hyper-

[ ) ®
excited states, anxiety, hallucinations, ®
increased muscle spasticity, insomnia, COI l Sl er a lu I I l
rage, sleep disturbances, stimulation
have been reported; should these occur, )
discontinue drug. Isolated reports of neu- d
tropenia, jaundice; periodic blood counts ( lazepam)
and liver function tests advisable during

long-term therapy. 2-mg, 5-mg, 10 -ng tablets

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