CORRESPONDENCE

atone extreme, ifone choosesto
obtainthe b-dimer,acknowledging a
very low likelihood of disease (1%) and
giventhe worsttest characteristics
identifiedinthe literature, the posttest
probability of disease only movesto
1.3%, with a cost offalsely labeling
98.7% of the patients as needing fur-
thertestingto exclude a pulmonary
embolus. Giventhe besttestcharac-
teristicsidentified inthe literature,
oneonlymovesuptoa2.1% likelihood
of disease, stillwith an unfortunate
false-positive rate ashigh as 97.9%.

Asthe pretestprobability of dis-
easeincreases,the percentage of all
positive testresults being true posi-
tiveincreases. So, ifone estimates
the pretest probability of the patient
having a pulmonary embolusin-
creasingto 10% (probably more typi-
calofanED scenario), the range of
posttestprobabilities of disease
movesto 12.9%to 19.3%. Althoughin
the bestof circumstances, theincre-
mentalimprovementin decisionmak-
ingisenhanced by 9.3%, one still mis-
classifies 81.7% of the patients who
test positive.

Clearly, giventhe need to minimize
therisk of missing a disease witha
grave outcome, one mustaccepta
certainmanageable number of
falsely positive testresults. | wrestle
with how many patientsidentified as
falsely positive are appropriateina
busy ED. Until amore useful screen-
ingtestwith better characteristicsis
available, | plan on limiting my use of
D-dimertesting to patients who
exceed alow pretest probability of
disease (whorequire notesting)and
are belowamoderate pretestproba-
bility of disease forwhom Iwould go
directlyto the definitive test.

Douglas A. Propp, MD, MS
Department of Emergency Medicine
Advocate Lutheran General Hospital
Park Ridge, IL
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Deadly Game Among
Children and Adolescents

To the Editor:

Inthe February 2003issue of Annals,
Shlamovitzetal (article #49) are to
belauded ontheirdescriptionofa
dangerous game of self-inflicted suf-
focationamong adolescents. Acase
reportonasyncopaleventinateen-
agerrevealed ahazardous game
called “suffocationroulette,” a find-
ingthatdemonstratesthe potential
gravity of the problem. Still, it should
be made clearthatsuchtragic sto-
riesarenotunheard ofinthe emer-
gencymedicine literature and are
more common than hitherto appreci-
ated. Notably, mortality resulting
fromthe “game” hasbeenreported,
further attesting tothe importance
forparentsand emergency physi-
cianstorecognizeit.

Awareness ofthe game of produc-
ing atemporary state of asphyxia (for
otherthan erotic purpose) dates
backtothe observation of Eskimo
children by anthropologistsdecades
ago.2Clearly, such “games” are not
asinnocentasthe name mightimply.
Acaseofrecklessassaulthad even

beenfiled againstateenagerinthe
actof playinginagame of “pass out”
onaschool playground.®Arecent
nationwide survey of coroner’s
reportsidentified4 deathsand 1
near-deathresulting from self-stran-
gulation. Two ofthese cases were
attributed to a “choking/blackout
game” being played atschool by pre-
viously healthy boys.*ltwas alleged
thatthe game provided a dizzy sen-
sation (resulting fromthe impending
loss of consciousness), whichwas
describedas “cool.” The pleasure
derived from suchthrill-seeking
behaviorhas been putatively linked
with an altered consciousness level
from constricting cerebralvenous
and arterial blood flow, accompanied
by elevated carbon dioxide tension.
Withthe evolving acknowledg-
ment of this potentially fatal game,
we must question how many cases of
“accidental orsuicidal death” might
have beenascribedtothe “choking
game.” Theneedforincreased
awarenessis clear. Physicians, par-
ticularlythoseinemergency depart-
ments, should learn more about such
apparently “childish” games, justas
theywould for otherteenagerrisk
behaviors (suchas substance
abuse).
Kai Ming Chow, MD
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