Anxiety Case Examples:

1. 50 year old married male retired O-5 with 20 years service presents with “spells” characterized by brief episodes of sweating, nausea, palpitations, shortness of breath, diaphoresis, upper respiratory congestion, and tremor.  Though the patient is concerned about the attacks, he denies feelings of impending doom.  These episodes occur at least daily, often late in the afternoon or in the middle of the night around 2:00 a.m.  These “spells” have been occurring intermittently for 10 years, but appear to be increasing in frequency.  Prior treatment with Xanax has resulted in some relief of his symptoms.  His past medical history is unremarkable, he does not take medications, and he admits to occasional alcohol consumption.  He denies drug use.

a. What is the differential?

b. What would you look for on exam and what, if any, lab tests would you order?

On exam the patient is noted to have a visible tremor, flushed face, and palmar erythema; otherwise his exam is normal.  His labs show an AST 450 and an ALT 224.  His HCT is 36 with an MCV of 103.  His thyroid and other basic chemistries are normal

d.
What is your working diagnosis and what treatment would you recommend?

2. A 73 yo widowed female dependent of a retired USN E-8 presents to the emergency room with generalized anxiety and fatigue X 3 weeks.  She is followed in the psychiatry clinic for depression and had been adequately treated with Wellbutrin SR 100mg po BID.  She denies any life stressors.  This is her third visit to the emergency room this week.   Her past medical history is notable for Non-Hodgkin’s Lymphoma and chemotherapy induced cardiomyopathy.  

a. What is the differential?

On exam the patient is noted to have 6cm JVD, and intermittent S3, and decreased BS in the right lung base.  Her CXR shows a moderately sized right pleural effusion.

b. How would you treat this patient’s anxiety symptoms?

c. What is the potential psychological contribution to her anxiety and how should it be addressed?

3. A 45 yo active duty E-7 Vietnam vet with 21 years service presents to the medicine clinic for his fifth appointment in a month.  He is complaining of stomach upset.  Previous endoscopy one year ago was normal and he has been taking OTC Zantac since, with partial relief.  Review of volume IV of his records reveals a long history of somatic complaints without clear identified etiologies.  His surgical history is significant for a spinal fusion with a revision in 1996 and 1998.  He takes T#3 prn for continued pain.

a. What is the psychiatric differential?

b. How would you decrease the patient’s utilization of medical resources?
Answers:

There are no right answers.  These are real cases from the psychiatry clinic at WRAMC.

1. This patient was diagnosed with EtOH dependence.  His anxiety symptoms were from alcohol withdrawal, despite the patient’s denial of heavy alcohol.  Emphasis has been on developing a therapeutic alliance and working on insight.  He has refused detox but has remained engaged in the clinic.

2. This patient ended up having severe CHF.  Her EF was 10%.   While depression can be associated with anxiety, anxiety due to general medical condition should remain in the differential.  Once this patient’s CHF was treated, her anxiety resolved, allowing for discussion of the impact her illness has had on her life.

3. This patient suffered extreme trauma in Vietnam and has PTSD.  He has co-morbid EtOH dependence, opioid dependence, major depressive disorder, and panic disorder.   His physical complaints were treated in a manner similar to Somatization Disorder. 

