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know if I learned anything other than
when I make a clinical decision to NOT
test, I should be pretty sure of what I’m
doing. But I think I knew that before.

My next case was a true teaching case.
An 80-year old man who had suffered with
Parkinson’s disease for over 30 years, now
almost completely mute and wheelchair
bound, but with only mild cognitive im-
pairment, suddenly became short of breath,
with a look of terror. He could not explain
what was happening. I thought he may
have had a pulmonary embolus. His son
reported that his father had been better than
baseline for the past few days, had no symp-
toms to suggest an illness and was quite well
until he had been in the office for five min-
utes seeing the nurse practitioner. His heart
and lung exams were normal (as best a neu-
rologist with a cheap stethoscope can judge)
and his legs showed no signs of throm-
bophlebitis. The tachypnea persisted for
about 5 minutes and I wondered aloud
about sending him to the emergency room,
which his son did not want. He calmed
down for a minute and then started up
again. I was as stumped as I was worried
that he was about to die. I could not relate
this to his PD, although I suspected it was,
and I asked the son to stay with his father
and I parked them in an exam room next
to the one I was using while I examined
another patient. When I checked on him a
few minutes later he was back to his
baseline, breathing easily, comfortable, with
his usual severe parkinsonism. His son ex-
plained that his father’s underpants had
become too tight and that when he could
move himself sufficiently to relieve the dis-
comfort he was back to “normal.”

I don’t know how many hours and
thousands of dollars we saved, and the de-
cision was certainly made easier by the pa-
tient and son’s advance-directives, which
excluded emergency room visits, but I won-
der how much my 30 years of experience
with PD determined the decision to watch
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Commentaries

When I was in medical school, computedcomputedcomputedcomputedcomputed
tomography (CT) had not been devel-
oped. When I was an intern, it was first
introduced for brain scanning, so that
when I started my neurology residency, I
had not seen a CT scan. I started my resi-
dency at Harlem Hospital, which then had
no CT scanner, and which didn’t seem like
a problem, since I had never known their
merit. However, after several months it be-
came clear that not having access to a CT
was a major hindrance to good neurologi-
cal care. In the same vein, no pun in-
tended, angiography was only available
during the workday, on weekdays, at
Harlem Hospital. If a carotid angiogram
was required as an emergency, a non-En-
glish speaking radiology resident would
perform a single picture angiogram and
the needle injecting the dye had to be in-
serted directly into the carotid artery, a
“carotid stick.” In those days, the only rea-
son for obtaining an angiogram was to
check for a subdural hematoma. It was im-
portant to decide which side to inject on,
because, as unsafe as it was to inject dye
directly into the carotid, it was much worse
to inject dye into both carotids. (since rup-
tured aneurysms were operated on at least
7 days, usually 10-14 after a subarachnoid
hemorrhage, the angiogram was always a
non-emergent test). Therefore choosing
the side was a crucial decision, based, of
course, completely on clinical criteria.

I don’t think it was that experience
alone that pushed me along the path of
testing- minimalism. Perhaps it was the
prevailing gestalt of my training program,
a stubborn, and possibly dangerous ego-
tism that is part of my personality or con-
genital parsimony that makes me try to
order the minimum number of tests.

 I don’t know if my choice of neurol-
ogy niche reflects this tendency or vice versa.
There are few tests of value in movement
disorders. There is no test for Parkinson’s
disease, most causes of tremors, most gait

disorders, most ataxias, etc. I read a won-
derful paper recently comparing two dif-
ferent experts’ opinions of myoclonus in a
series of patients, with each other, and with
computerized EMG testing, as to whether
the myoclonus was organic or psychogenic.
The bottom line was that they could not
reliably distinguish between the two. Test-
ing was of no value.

Many years ago, a friend, who was
chief of a division at a prestigious medi-
cal school, told me that when he attended
on the ward one month each year he was
always amazed by the number of  exces-
sive tests. Each year he promised to buy a
case of beer for whichever intern could
reduce testing by 50%; after 10 years he
had never had to pay off.

I saw a patient in the  intensive care
unit with a clinical picture indicative of a
metabolic encephalopathy, with suffi-
cient metabolic abnormalities to explain
it. She did, unfortunately have a fixed,
dilated pupil on one side, which one usu-
ally interprets as a sign of a neurological
disaster, something pressing on the third
nerve. I thought the pupil was probably
the result of old trauma and I felt com-
fortable enough with my diagnosis that I
suppressed the knee-jerk reaction of or-
dering an emergency CT or MRI to ex-
clude tentorial herniation or an aneurysm
as the cause of the pupilary abnormality.
I felt uncomfortable enough, however,
that I felt compelled to check on her the
next day, something I didn’t routinely do,
and now found her comatose. I was
devastatingly humbled until her exten-
sive evaluation revealed no structural
brain abnormality and a worsened meta-
bolic picture. She then recovered. I can’t
recall whether I ever found an explana-
tion for her pupil. I promised myself I
would never again let my “clinical judg-
ment” prevent testing. When her tests
came back unrevealing, confirming my
original assessment, I backtracked. I don’t
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declared a higher measure of peer rejection or other disruptive
happenings, including being bullied as a child.

Are there any physical signs visible to parents or teachers
that might hint that the child had voluntarily undergone epi-
sodes of self-choking? Certainly bloodshot eyes, small hemor-
rhages in the coverings of the eye, neck-marks, severe head-
aches and global disorientation after spending time alone.

Does informing the general public about a threat to chil-
dren lessen its peril? Or, by widely disseminating such informa-
tion, might it actually increase the hazard?  Two serious threats to
the lives of youngsters come to mind: About 20 children be-
tween the ages of 6 and 19 kill themselves each year in this na-
tion. And this number is surely less than the real number since
many families view such tragedies with shame and accordingly
hide the cause of death. Establishing suicide prevention pro-
grams, educating both parents and teachers to recognize the early
risk factors  which may culminate in a child killing himself, has
measurably lessened the frequency of suicide in youth. Child-
hood abuse was yet another  socially hidden subject until some
New York pediatricians in 1965 publicized this abomination;
and society, through the preventive actions of relatives, teachers,
and health workers, took measures to lessen it.

The Public Health Service cautions that educational messages
designed to prevent these self-strangulation tragedies should be care-
fully tested before being widely distributed “to minimize unintended
consequences such as increased participation“ in such activities.

 Awareness, ultimately, is better than ignorance. In the last
century, public health agencies have learned that sharing veri-
fiable information with the general public has always helped
to diminish the human burden of venereal disease, smoking,
teenage pregnancy and AIDS infection. And if but one par-
ent, by virtue of reading about self-strangulation and its visible
signs, can thereby prevent a tragedy in a single child, then the
750 words invested in this commentary become justified.
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Children know it by a variety of street names: the blackout
game, the pass-out game, space-monkey and particularly, the
choking game. This bizarre form of adolescent entertainment
consists of strangulation by one’s own hands or with a noose in
order “to achieve a brief euphoric state caused by cerebral hy-
poxia (reduced oxygen supply to the brain).” Thus in a nation
that provides its youth with an abundance of enteraining sources
of diversion, some of our children will nonetheless seek out
unconventional, and occasionally lethal, contrivances, perhaps
autoerotic, to achieve momentary feelings of rapture.

The United States Public Health Service took official notice
of this potentially dangerous practice in 2008, and solely by sur-
veying the American newspapers, identified 106 deaths in youths
6 – 19 years of age during the years 1995 – 2007, thus justify-
ing a more serious, prospective inquiry into self-induced asphyxia.

What was known in examining the limited information de-
rived, initially, from anecdotal newspaper accounts? First, it was
largely a male preoccupation (87 %) with an average age of 13.3
years. Of critical importance was the fact that such deaths, as judged
by newspaper reports, were increasing in number, with but two
or three case-reports in 1995 – 97, increasing to over 20 cases
annually beyond the year 2000. In general, interviewed parents
were unaware that their child had been engaged in “the choking
game.” Interviews with classmates, however, provided abundant
evidence that such involvement was well-known amongst the peers
of these dead children.

In 2008, public health agencies in Oregon, Ohio and Ontario
distributed questionnaires to 8th graders to assess the extent and gravity
of this aberrant behavior. The Oregon survey, with 10,642 respon-
dents, represented the first systematic study of the problem. Amongst
these 8th graders, 36.2% heard of the “choking game”, 30.4% knew
a classmate who had participated, and 5.7% had participated them-
selves. Children of Hispanic heritage were more likely to participate
while children of Asiatic parents, strikingly less so than the other
ethnic groups.  The independently gathered data in Ohio and
Ontario provided similar statistics to those from Oregon.

The following generalizations were offered: Boys much more
than girls undertake this activity; and rural youth significantly
more than urban youths  participate. Choking game participants
are more likely to have a self-admitted history of substance abuse,
other unhealthy behaviors  and self-identified mental health prob-
lems. And when asked a bland question such as how they would
measure their “well-being”, those youngsters admitting to self-
choking exercises also described their well-being as average or
poor. And those who admitted to self-choking experiences also

and wait. It could easily have gone the other
way. Tight underpants had not entered my
differential diagnostic list.

– JOSEPH H. FRIEDMAN, MD
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