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LETTERS • COURRIER

Chest pain and panic disorder
in the ED?

To the editor: In the July issue of
CJEM, Fleet et al published an excel-
lent study suggesting that emergency
physicians often fail to diagnose panic
disorder (PD) in emergency department
(ED) patients with chest pain.1 This
may be true, but I wonder whether the
right physicians have been targeted. If
panic disorder goes undiagnosed for 2
years after an ED visit, is the emer-
gency physician at fault? Are we over-
looking the need for family physicians
to consider this diagnosis? Surely pri-
mary care doctors, who know their pa-
tients well, are in a better position to
make the diagnosis than an ED
doctor who sees them at one point in
time. Clearly, when patients make mul-
tiple trips to EDs for non-cardiac chest
pain, family physicians have an equal
or greater responsibility for diagnosing
PD than ED physicians. The vast ma-
jority of ED patients with chest pain
have family doctors, and it seems intu-
itive that primary care physicians have
a huge opportunity to reduce avoidable
ED visits by patients with this chronic,
debilitating condition. If, as Fleet and
colleagues suggest, family doctors miss
the diagnosis 61% of the time, then the
information presented in this study
would serve them well.

In a related commentary,2 Lee and
Dade suggest we develop “protocols”
to refer potential PD patients to mental
health experts; yet this seems impracti-
cal in a cash-starved system where
mental health providers are over-
stretched and when it is within the
scope of family doctors to treat this ill-
ness.

Many, if not most ED physicians, are
loath to diagnose PD during our one
and only encounter with a patient who
has chest pain — even if this patient
has diagnostic features of PD. Many
DSM-IV (Diagnostic and Statistical
Manual of Mental Disorders, 4th ed)
symptoms of PD are also symptoms of
organic diseases. For example, recent
studies have shown that many patients
with paroxysmal supraventricular
tachycardia were initially misdiagnosed
as having panic disorder.3,4

This study also raises the more im-
portant question of whether emergency
physicians are responsible for identify-
ing chronic diseases and functional con-
ditions not being addressed in the com-
munity when our generally accepted
mandate is to never err in cases of acute
illness. Is it reasonable to expect emer-
gency physicians to discern arthritides
from fibromyalgia and inflammatory
bowel from irritable bowel? And to do
so during a single, brief ED visit? Panic
disorder is one of many chronic debili-

tating diseases. Should ED doctors fo-
cus on all of them?

If PD is patently obvious, patients
should be advised of the diagnosis and
referred for definitive evaluation. Fur-
thermore, there is nothing wrong with
raising the spectre of the diagnosis,
even when there is uncertainty, contin-
gent on family doctor follow-up and di-
agnostic confirmation. Perhaps the best
thing you can do with this article is
copy it and give it to your primary care
colleagues, for they are certain to have
the biggest impact.

Norman L. Epstein, MD
Credit Valley Hospital
University of Toronto
Toronto, Ont.
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