Unit 2 Cases

Case 1

KEY - Case 1)  The well-liked forty-two year old UVFM facilities manager, who is also a UVFM patient, presents to clinic with worsening of his ‘heartburn.’  He reports intermittent chest discomfort after meals but also with exertion.  He is a little overweight and has recently been attempting to increase his exercise routine.  He thinks this has worsened his heartburn.  He quit smoking 3 years ago.  He has a significant family history of heart disease and a personal history of hypertension and GERD.  Physical exam is unremarkable as is an EKG in clinic.  Cardiac enzymes are not available.  Given his normal exam, normal EKG and his history of heartburn, he is diagnosed with GERD exacerbation, given a PPI and placed on a restricted activity for the following month.  Four weeks later he suffers a fatal MI while doing yard work at his home.

What was the missed diagnosis in this case? _____Symptomatic coronary artery disease misdiagnosed as GERD_____ 

Identify and describe the cognitive contributors to misdiagnosis in this case using the categories below.  Describe how the mental shortcuts may have contributed to the misdiagnosis.    


	Issue
	Description
	Re-evaluation
	Action

	Availability
Judging by ease of diagnosis
	Chest discomfort in a patient with known heartburn, GERD easily comes to mind as the most likely cause.

Appropriate diagnostic aids not readily available (ROMI, treadmill, Cards)
	· Is there anything about this case that argues against my diagnosis?
· Have I seen the same problem recently?  If so, how is this case different?
· What are the two or three next most likely causes of this problem?  Do I have a plan to catch these if my initial impression is incorrect?
	· Create and consider differential diagnosis

	Framing effects
Swayed by wording or presentation
	Stoic co-worker in a prominent position, serious illness presumed absent
	· Would this same case in a different location or setting prompt the same diagnosis?
	· Re-evaluate pt’s presentation ignoring information external to the medical facts.
· Consult a colleague, less affect by frame

	 Blind obedience
Undue deference  to authority or technology
	NA
	· NA
	· NA

	Anchoring (Confirmation Bias)
Over-reliance on initial impressions or supportive data, ignoring contradictory information
	Over reliance on prior history of GERD.  Ignoring case details that are contradictory to working diagnosis.
	· Does new data support my original impression? 
· Does new data argue more for a different cause?
	· List data supporting and refuting current plan.

	Premature closure  
(Search Satisficing)
Narrow-minded belief in single idea.  Prematurely halting workup

	Failure to consider other causes, no plan for re-evaluation and change of course if not responding appropriately.
	· Do I have a plan that allows for re-evaluation and change of plans if expected response is not seen?
	· Formulate plan for re-evaluation

	Other  - other factors present that may lead to misdiagnosis


	
	· 
	· 




Case 1)  The well-liked forty-two year old UVFM facilities manager, who is also a UVFM patient, presents to clinic with worsening of his ‘heartburn.’  He reports intermittent chest discomfort after meals but also with exertion.  He is a little overweight and has recently been attempting to increase his exercise routine.  He thinks this has worsened his heartburn.  He quit smoking 3 years ago.  He has a significant family history of heart disease and a personal history of hypertension and GERD.  Physical exam is unremarkable as is an EKG in clinic.  Cardiac enzymes are not available.  Given his normal exam, normal EKG and his history of heartburn, he is diagnosed with GERD exacerbation, given a PPI and placed on a restricted activity for the following month.  Four weeks later he suffers a fatal MI while doing yard work at his home.

What was the missed diagnosis in this case? ____________________________________________ 

Identify and describe the cognitive contributors to misdiagnosis in this case using the categories below.  Describe how the mental shortcuts may have contributed to the misdiagnosis.        
	Issue
	How might this mental shortcut have contributed to the misdiagnosis?

	Availability
Judging by ease of diagnosis
	

	Framing effects
Swayed by wording or presentation
	

	 Blind obedience
Undue deference  to authority or technology
	

	Anchoring 
Over-reliance on initial impressions or supportive data, ignoring contradictory information
	

	Premature closure  
Narrow-minded belief in single idea.  Prematurely halting workup

	

	Other  - other factors present that may have lead to misdiagnosis





	




Case 2

KEY - Case 2)  An otherwise healthy, fit appearing 43-year-old woman is brought to the Emergency Room by her husband at 0200 in the morning because of acute shortness of breath. The dyspnea began suddenly at 1100 pm and had awoken the patient from sleep. She felt nauseated and vomited a small amount of bile. She complained of retrosternal chest pain that was worse on deep breathing. For 4 days prior she had felt unwell with a sore throat and sinus congestion but that seemed to be resolving. Her past history includes recurrent bronchitis and she is currently a smoker. Vital signs showed mild tachycardia, some tachypnea, borderline hypoxemia and fever of 101.  Chest xray, cbc and chemistry profile were unremarkable.  She was diagnosed with bronchitis or early pneumonia and prescribed a 10 day course of antibiotics.  She returned 6 hours later in cardiac arrest due to saddle pulmonary embolus.

What was the missed diagnosis in this case?  _____PE misdiagnosed as pneumonia____

Identify and describe the cognitive contributors to misdiagnosis in this case using the categories below.  Describe how the mental shortcuts may have contributed to the misdiagnosis.    
	Issue
	Description
	Re-evaluation
	Action

	Availability
Judging by ease of diagnosis
	Prodromal symptoms of upper respiratory infection and productive cough in an otherwise healthy female – most easily attributed to lower respiratory infection
	· Is there anything about this case that argues against my diagnosis?
· Have I seen the same problem recently?  If so, how is this case different?
· What are the two or three next most likely causes of this problem?  Do I have a plan to catch these if my initial impression is incorrect?
	· Create and consider differential diagnosis

	Framing effects
Swayed by wording or presentation
	“Otherwise healthy, fit appearing”
	· Is there anything about the way this case was presented to me that may have influenced my initial impression?
	· Re-evaluate case from the beginning

	 Blind obedience
Undue deference  to authority or technology
	NA
	· NA
	· NA

	Anchoring (Confirmation Bias)
Over-reliance on initial impressions or supportive data, ignoring contradictory information
	Over reliance on prior history of bronchitis, recent symptoms of infection and fever.  Ignoring tachypnea, normal CBC and unremarkable chest xray that were not supportive of initial impression.
	· Does new data support my original impression? 
· Does new data argue more for a different cause?
	· List data supporting and refuting current plan.

	Premature closure  
(Search Satisficing)
Narrow-minded belief in single idea.  Prematurely halting workup

	Failure to consider other causes, no plan for re-evaluation and change of course if not responding appropriately.
	· Do I have a plan that allows for re-evaluation and change of plans if expected response is not seen?
	· Formulate plan for re-evaluation

	Other  - other factors present that may lead to misdiagnosis




	
	· 
	· 






[bookmark: _GoBack]Case 2)  An otherwise healthy, fit appearing 43-year-old woman is brought to the Emergency Room by her husband at 0200 in the morning because of acute shortness of breath. The dyspnea began suddenly at 1100 pm and had awoken the patient from sleep. She felt nauseated and vomited a small amount of bile. She complained of retrosternal chest pain that was worse on deep breathing. For 4 days prior she had felt unwell with a sore throat and sinus congestion but that seemed to be resolving. Her past history includes recurrent bronchitis and she is currently a smoker. Vital signs showed mild tachycardia, some tachypnea, borderline hypoxemia and fever of 101.  Chest xray, cbc and chemistry profile were unremarkable.  She was diagnosed with bronchitis or early pneumonia and prescribed a 10 day course of antibiotics.  She returned 6 hours later in cardiac arrest due to saddle pulmonary embolus.

What was the missed diagnosis in this case?  ___________________________________________________________

Identify and describe the cognitive contributors to misdiagnosis in this case using the categories below.  Describe how the mental shortcuts may have contributed to the misdiagnosis.     
	Issue
	How might this mental shortcut have contributed to the misdiagnosis?

	Availability
Judging by ease of diagnosis
	

	Framing effects
Swayed by wording or presentation
	

	 Blind obedience
Undue deference  to authority or technology
	

	Anchoring 
Over-reliance on initial impressions or supportive data, ignoring contradictory information
	

	Premature closure  
Narrow-minded belief in single idea.  Prematurely halting workup

	

	Other  - other factors present that may lead to misdiagnosis





	




Case 3
KEY Case 3)  56 year-old white female a with complicated history of diabetes with gastroparesis and peripheral neuropathy, hypertension, hyperlipidemia, as well as severe depression presented to the clinic for a first time visit with her new provider, freshly out of residency.  She was accompanied by her husband who appeared comparatively healthy and very engaged in his wife’s health.  The patient was noticed to be fidgety and constantly moving during the interview and did not look at the provider.   Her response to questions was somewhat odd.  When asked by the provider about her baseline neurologic and mental status, the husband laughed and reported, “Oh, this is normal.  She is always like this.”  The rest of the exam was unremarkable.  The visit went considerably over the scheduled 20 minutes.  As the encounter was ending and the provider was leaving the room, the husband produced a list of medications that needed to be refilled and asked they be entered ASAP as the family was leaving town tomorrow.  Among those medications was Metoclopramide (Reglan), a prokinetic agent used to treat diabetic gastroparesis and known to cause neurologic symptoms with chronic use.  The medications were hurriedly refilled and the patient left the clinic.  6 months later the patient came to clinic with worsening uncontrollable movement problems.  She was diagnosed with Tardive Dyskinesia felt to be related to her long term use of Reglan.  The family filed a lawsuit seeking 44 million dollars in damages.

What was the missed diagnosis in this case?  __unrecognized early tardive dyskinesia__

	Issue
	Description
	Re-evaluation
	Action

	Availability
Judging by ease of diagnosis
	NA
	· NA
	· NA

	Framing effects
Swayed by wording or presentation
	First time visit, no base line for comparison, time pressure.
	· Is there anything about the way this case was presented to me that may have influenced my initial impression or increases risk for medical error?
	· Awareness of high risk situation, plan accordingly, follow up for re-eval.
· Identify time pressure as a risk factor for medical error

	 Blind obedience
Undue deference  to authority or technology
	Husband’s assurance that ‘this is normal’, agreement to refill meds under time pressure.
	· What am I basing my medical decision on?
· Have I considered this case based on my own observations?
· Is there anything about this case that is not consistent with the diagnosis and treatment already in place?
	· Resist pressure from authority, establish independent assessment and plan.

	Anchoring (Confirmation Bias)
Over-reliance on initial impressions or supportive data, ignoring contradictory information
	NA
	· NA
	· NA

	Premature closure  
(Search Satisficing)
Narrow-minded belief in single idea.  Prematurely halting workup

	Acceptance of ‘normal’ results in lack of further investigation.
	· How strongly have I validated my diagnosis?  How?
· Do I have a plan that allows for re-evaluation which will capture potentially missed causes of the patient’s problem?
	· Secondary sweep of differential Dx

· Establish a plan for f/u

	Other  - other factors present that may lead to misdiagnosis



	
	· 
	· 


Identifying potential sources of cognitive error


Case 3)  56 year-old white female a with complicated history of diabetes with gastroparesis and peripheral neuropathy, hypertension, hyperlipidemia, as well as severe depression presented to the clinic for a first time visit with her new provider, freshly out of residency.  She was accompanied by her husband who appeared comparatively healthy and very engaged in his wife’s health.  The patient was noticed to be fidgety and constantly moving during the interview and did not look at the provider.   Her response to questions was somewhat odd.  When asked by the provider about her baseline neurologic and mental status, the husband laughed and reported, “Oh, this is normal.  She is always like this.”  The rest of the exam was unremarkable.  The visit went considerably over the scheduled 20 minutes.  As the encounter was ending and the provider was leaving the room, the husband produced a list of medications that needed to be refilled and asked they be entered ASAP as the family was leaving town tomorrow.  Among those medications was Metoclopramide (Reglan), a prokinetic agent used to treat diabetic gastroparesis and known to cause neurologic symptoms with chronic use.  The medications were hurriedly refilled and the patient left the clinic.  6 months later the patient came to clinic with worsening uncontrollable movement problems.  She was diagnosed with Tardive Dyskinesia felt to be related to her long term use of Reglan.  The family filed a lawsuit seeking 44 million dollars in damages.

What was the missed diagnosis in this case?  _______________________________________________

You will use this worksheet to

a. Describe the presence of any of the following potential contributors to error under the column heading “Description.”   
b. Record the reflective questions that could help signal the significance of this type of error under the column heading “Re-evaluation.”    
c. Note what actions could be taken to minimize the risk of this type of error under the column heading “Action.
	Issue
	Description
	Re-evaluation
	Action

	Availability
Judging by ease of diagnosis
	
	
	

	Framing effects
Swayed by wording or presentation
	
	
	

	 Blind obedience
Undue deference  to authority or technology
	
	
	

	Issue
	Description
	Re-evaluation
	Action

	Anchoring 
Over-reliance on initial impressions or supportive data, ignoring contradictory information 
	
	
	

	Premature closure  
Narrow-minded belief in single idea.  Prematurely halting workup

	
	
	

	Other  - other factors present that may lead to misdiagnosis





	
	
	



Other notes:


Preceptor evaluation key

1. Did the resident identify the cognitive conditions predisposing to misdiagnosis that you feel may be present in the case?

	1- Strongly Agree  	2- Somewhat Agree	3- Neutral	4- Somewhat Disagree	5- Strongly Disagree
	
	Comment



2. Does the re-evaluation question suggested by the resident appropriately address the potential for misdiagnosis?

	1- Strongly Agree  	2- Somewhat Agree	3- Neutral	4- Somewhat Disagree	5- Strongly Disagree
	
	Comment



3. In your opinion will the proposed action effectively minimize the risk of misdiagnosis?

	1- Strongly Agree  	2- Somewhat Agree	3- Neutral	4- Somewhat Disagree	5- Strongly Disagree
	
	Comment




Case 4
KEY Case 4) 62 yo female presents at the end of clinic on a Friday with 3 days of right lower abdominal pain, nausea but no vomiting and somewhat loose bowel movements.  She has no fever or chills, no body aches or any other malaise, no frank blood in her stool, though she does report some mucus.  She does reports some improvement since her pain began including the passage of gas and some stool.  Her past medical history is significant for gastric bypass a number of years ago.  Her first colonoscopy has been recommended recently but she has been putting this off.  

Of note, she is very well known to the provider.  They have a fun, mutually enjoyable relationship.  She often brings in home baked goods for the clinic.

Vitals are normal. Her abdominal exam reveals vague RLQ abdominal pain, no mass, no rebound or guarding.  Abdominal Xray is available in the clinic.  To obtain a CT scan would require the patient travel a significant distance then wait hours for results.  

Noting her own improvement, the patient is somewhat dismissive about her symptoms.  Though uneasy, the provider is inclined to send her home with clear fluids and observation, especially given the hassle of an extended evaluation on a Friday afternoon.  

(On follow up by phone the next day she again reported some mild improvement though still some persistent discomfort. 6 weeks later she was admitted to the hospital with severe abdominal pain due to colonic rupture from undiagnosed right sided colon cancer.)  

What was the missed diagnosis in this case?  ___Symptomatic right-sided colon cancer misdiagnosed as gastroenteritis______
	Issue
	Description
	Re-evaluation
	Action

	Availability
Judging by ease of diagnosis
	Viral gastroenteritis the easiest diagnosis in a patient with nausea and abdominal pain.  Also results in the easiest treatment plan.
	· Is there anything about this case that argues against my diagnosis?
· Have I seen the same problem recently?  If so, how is this case different?
· What are the two or three next most likely causes of this problem?  Do I have a plan to catch these if my initial impression is incorrect?
	· Create and consider differential diagnosis

	Framing effects
Swayed by wording or presentation
	Patient’s dismissive attitude, presented at the end of the day after numerous cases of viral AGE.
	· Is there anything about the way this case was presented to me that may have influenced my initial impression?
	· Examining biases and potential aspects that may have swayed towards one plan over another.

	 Blind obedience
Undue deference  to authority or technology
	NA
	· NA
	· NA

	Anchoring (Confirmation Bias)
Over-reliance on initial impressions or supportive data, ignoring contradictory information
	Over reliance on report of improvement and passage of gas and stool, de emphasis on hx of gastric bypass and lack of colon cancer screening.
	· Am I placing an inappropriate amount of value on certain aspects of this case?
· Does anything about this case justify a more thorough or aggressive evaluation?
	· List data supporting and refuting current plan.

	Premature closure  
(Search Satisficing)
Narrow-minded belief in single idea.  Prematurely halting workup

	Failure to consider other causes, plan for re-evaluation insufficient.
	· Do I have a plan that allows for re-evaluation which will capture potentially missed causes of the patients problem?
	· Formulate plan for re-evaluation

	Other  - other factors present that may lead to misdiagnosis



	
	· 
	· 






Case 4) 62 yo female presents at the end of clinic on a Friday with 3 days of right lower abdominal pain, nausea but no vomiting and somewhat loose bowel movements.  She has no fever or chills, no body aches or any other malaise, no frank blood in her stool, though she does report some mucus.  She does reports some improvement since her pain began including the passage of gas and some stool.  Her past medical history is significant for gastric bypass a number of years ago.  Her first colonoscopy has been recommended recently but she has been putting this off.  

Of note, she is very well known to the provider.  They have a fun, mutually enjoyable relationship.  She often brings in home baked goods for the clinic.

Vitals are normal. Her abdominal exam reveals vague RLQ abdominal pain, no mass, no rebound or guarding.  Abdominal Xray is available in the clinic.  To obtain a CT scan would require the patient travel a significant distance then wait hours for results.  

Noting her own improvement, the patient is somewhat dismissive about her symptoms.  Though uneasy, the provider is inclined to send her home with clear fluids and observation, especially given the hassle of an extended evaluation on a Friday afternoon.  

(On follow up by phone the next day she again reported some mild improvement though still some persistent discomfort. 6 weeks later she was admitted to the hospital with severe abdominal pain due to colonic rupture from undiagnosed right sided colon cancer.)  

What was the missed diagnosis in this case?  ______________________________________

You will use this worksheet to

d. Describe the presence of any of the following potential contributors to error under the column heading “Description.”   
e. Record the reflective questions that could help signal the significance of this type of error under the column heading “Re-evaluation.”    
f. Note what actions could be taken to minimize the risk of this type of error under the column heading “Action.
	Issue
	Description
	Re-evaluation
	Action

	Availability
Judging by ease of diagnosis
	
	
	

	Framing effects
Swayed by wording or presentation
	
	
	

	 Blind obedience
Undue deference  to authority or technology
	
	
	

	Issue
	Description
	Re-evaluation
	Action

	Anchoring
Over-reliance on initial impressions or supportive data, ignoring contradictory information 
	
	
	

	Premature closure  
Narrow-minded belief in single idea.  Prematurely halting workup

	
	
	

	Other  - other factors present that may lead to misdiagnosis





	
	
	



Other notes:



Preceptor evaluation key

1. Did the resident identify the cognitive conditions predisposing to misdiagnosis that you feel may be present in the case?

	1- Strongly Agree  	2- Somewhat Agree	3- Neutral	4- Somewhat Disagree	5- Strongly Disagree
	
	Comment



2. Does the re-evaluation question suggested by the resident appropriately address the potential for misdiagnosis?

	1- Strongly Agree  	2- Somewhat Agree	3- Neutral	4- Somewhat Disagree	5- Strongly Disagree
	
	Comment



3. In your opinion will the proposed action effectively minimize the risk of misdiagnosis?

	1- Strongly Agree  	2- Somewhat Agree	3- Neutral	4- Somewhat Disagree	5- Strongly Disagree
	
	Comment



