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Adventitia
During my career I have met several individu-
als who provided inspiration in both profes-
sional skill and personal behaviour. This
anecdote relates to one of them: Dr W
Proctor Harvey.
When resident at Georgetown Hospital I

was called to examine a young man with
venous thromboembolism. He was a strap-
ping young fellow, age 26, and this was his
first admission to Georgetown Hospital but
during the previous eight years he had had
multiple hospital admissions for pulmonary
embolism characterised by dyspnoea, severe
pleuritic chest pain, and haemoptysis, and
two months before he had had an inferior
vena caval ligation. Examination disclosed an
extremely anxious young man, writhing in
pain at intervals. His vital signs were normal.
Oddly, even while complaining of severe pain
he was often smiling and extremely friendly.
On admission, he had been placed on

heparin and had required four hourly doses of
morphine for pain control. The history was
compelling, but several features were dis-
quieting. No one had seen him have haemo-
ptysis. His recall of the local hospitals to
which he had been admitted was quite hazy
(he indicated that his severe pain and the
narcotics impaired his recall). His affect was
odd. We had just started to use perfusion
lung scanning in embolic suspects on an
investigational basis. It was completely
normal.

I advised the patient that we needed his
records from other hospitals. A strange
expression (of fear?) transiently crossed his
face. He said he understood and would try to
remember. I further advised him that a right
heart catheterisation, pulmonary angiogram
and venacavagram might be necessary and
began to explain the risks. He interrupted to
say, "Go ahead with whatever you need. I
don't need any explanation." Finally I said
we would have to cut back his narcotic use.
He said, "I'm in terrible pain. Please don't
make me suffer; I've suffered so much."

Later that day I discussed the case with a
colleague. "Ever seen a Munchausen?" he
asked. Still later Dr Harvey, the team and I
made rounds on the patient. He said that he
was receiving "superb" care but he felt threat-
ened by "one of the young doctors" who
wanted to reduce his narcotic dose. In the
conference room afterwards I presented my
views to Dr Harvey. He was briefly silent and

then said: "You may be right. But you know
scans are not proven. No one would allow his
cava to be tied if he knew it was not needed.
And he has haemoptysis. You can reduce his
narcotics if you wish, but we can't let patients
suffer from our suspicions. One way or
another, this young man needs our help."

I decided, uncertainly, to reduce his nar-
cotics and told the patient.
The next morning his bed was empty.

"Where is he?" I asked the ward resident.
"This morning he dressed, put on a red

wig and signed out. I think the night nurse
solved our problem. He was really complain-
ing about the pain and the narcotic cut. She
was worried so she checked him at about
2 a.m. He was sucking on his fingers and spit-
ting blood into his basin. There was a razor
blade in his other hand. He made little cuts
under his cuticles, sucked the blood and spat
it out. The nurse said she had better call a
doctor. He told her he was leaving, signed a
release, put on a red wig and left."

I sent a letter to every area hospital
describing the patient. It soon became appar-
ent that he had been admitted to many area
hospitals via the emergency room, always
with dyspnoea, pleuritic pain and, of course,
haemoptysis. Early narcotic use had always
been heavy, and as withdrawal was attempted
he would sign out, complaining of poor care.
He was a true "Munchausen," agreeing even to
a caval ligation.
Some months later when I met Dr Harvey

he said, "I apologise for not having talked to
you before about Mr- . You were correct."

I waited for an accolade.
"We all learn chiefly from our mistakes,

not our successes," he said. "But, you know,
patients trust us to be their advocates.
Making diagnoses is good. Helping our
patient is better. This young man was asking
for help and we did not help him."

This is an incident I have never forgotten.
Dr Harvey, with his usual gentility, had made
the key point I needed to learn: not to feel tri-
umphant for making a snazzy diagnosis but to
remember that a true physician is a patient
advocate. Even on my most busy, harried
days, facing the most difficult patients, these
are thoughts I try not to forget. And I still
wonder whether Mr- ever received the help
he needed and I did not provide.

KENNETH MOSER

This column is now open to allcomers for suitable contributions (maximum 700 words). We
would like to keep this column running.-SGS.
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