MISPLACED CERTAINTY: THE HOBGOBLIN OF DIAGNOSTIC SAFETY / BY DAN BERG

INTRODUCTION:

Patient: 15-year old white female high school student;
5'3",130 [bs.

BACKGROUND/PRESENTATION:

Presenting Symptoms: 1+ weeks fatigue, fever, sore throat,
abdominal pain, jaundice.

Chronology of medical analysis and intervention:

- Day 1: Dramatic, hard-to-control nosebleed triggers
urgent care visit. ive Dx: UTI. RX: Ct i

- Day 3: Visit to pediatric clinic when symptoms don’t
improve. Rx changed to Cipro.

- Day 5: Visit to pediatric clinic for permission to travel. Lin-
gering pain on right flank; sent to pediatric hospital for CT.
Radiology Differential Dx: “intrinsic gallbladder abnormali-
ties such as cholecystitis and diseases which can affect the
gallbladder secondarily such as hepatitis.” (italitcs added)

HOSPITAL COURSE:
Patient admitted to pediatric hospital.
Admitting diagnosis: cholecystitis.
- Day 6: US; Radiology impression: Acute acalculous cholecystitis.
- Gl consult: “No need to search for alternative etiology.”

- Day 9: HIDA; with acute cholecystitis.

impression: C

- Day 10: ERCP. Adult GI practice found no stone; performed endoscopic
biliary sphincterotomy.

- Gl chart note: “Have we found unifying diagnosis?”

- Gl to parents: “Not sure your daughter should have surgery”

- Day 11: Patient goes to surgery, following consult between surgeon
and pediatric GI: “...this most likely is the cause of patient’s illness.”
Clean laparoscopic cholecystectomy; intraoperative liver biopsy. Nurs-
ing observation: jaundice and petechiae.

Post-surgery, patient is returned from PACU to non-surgical floor. PRBC,
FFP, VIT K ordered but never arrived.

Patient dies 4 hours after surgery.

ULTIMATE DIAGNOSIS:
Autopsy cause of death: Complications of disseminated
intravascular coagulation (DIC) and liver failure due to
fulminant Epstein-Barr virus infection.
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LAB VALUES:

Normal Range Hospital Day 10
Adnussion  Pre-Surgery
0.2-1 mg/dL Bili* 7 96
0.0- 03 mg/dL. Direct bili* 53 73
3549gd Ab* 25 2
42168 UIL AkPhos' an 659
3065 UIL AT 184 179
2360 UIL AST 132 m
20210 UIL Gamma GT* 290 D
114-286 UL Lipase® 406 301
20110 UL Amylase 8 102
1216 g/l Hgb* 19 14
150-450 Kl Pits* 134 147
45113 KiplL wBe* 2 033
25-45% % Lympbs® 6% 92%
“Outside Normal Range
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DISCUSSION:

- “The team attending the patient was experienced and well-qualified.
But in this case, with its contraindications there was, perhaps, too much
trust. Where was the empowered skeptic, or the culture that rewards
those who question, question and question again? - DOUBT, Academic

Pediatrics 2009;9:209-11

- There were multiple cognitive errors in the diagnosis and treatment of
this patient. From the initial misdiagnosis—a UTI—one flawed observation
led to another. Among the classic diagnostic errors, this case exhibits:

Premature closure/anchoring
Dx momentum
Overconfidence

Confirmation bias

[ bias (c to do

- Care providers had: 1) a lack of curiosity—why were these labs so
irregular and why hadn't someone else questioned them? 2) a misplaced
certainty—following the admitting dx, acute cholecystitis was confirmed

repeatedly as the correct diagnosis, disregarding clear indications of liver

disease; and 3) a lack of effective communication between labs, radiology,
and bedside providers, with no successful challenge to the assumptions

that were ultimately, and fatally, wrong.
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“How could we, Julia’s parents, have prevented this
outcome? We are haunted by this question. We
can’t undo what has been done; we can't bring Julia
back. We believe the best we can do is share Julia’s
story and advocate for changes in the training,
systems, and culture of medical care.”

- Dan Berg and Welcome Jerde
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OPPORTUNITIES TO IMPROVE:

- Lead with curiosity: For doctors, curiosity is fundamen-
tal to understanding each patient’s unique experience of
illness, building respectful relationships with patients and
families, deepening self- , supporting clinical

ing, (and) avoiding p closure.
- Embrace uncertainty: Providers can reduce everyone's
discomfort by reframing uncertainty as a surmountable
challenge, rather than as a threat. Expressing uncertainty
can elicit additional history from the patient leading to a
more accurate diagnosis.
- Reassure honestly: Rather than keeping the patient and
family on the periphery of medical care planning, sharing
the process—c ing the with
the patient/family—can be reassuring in a stressful time.
Reassure them that there is a team—and who is leading
it—that will do all they can to find the correct diagnosis
and treatment plan.
- Communicate effectively: Effective communication is a
two-way street. Information is transmitted by one party
and received by another. But it must be understood, as
well. It's the obligation of the medical provider to be clear
and accurate, AND patient and insightful to ensure that the
message is understood.
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LEWIS BLACKMAN: A CASE OF FAILURE TO RESCUE // HELEN HASKELL

PATIENT & FAMILY POSTER SERIES

PEAILEIEEETELAIILIASIIESS

SOOI ELETET I I8

b "SMOCETY-:
.DIAI GI Nosxs: 05iS
228 MEDICINE

SAVED BY A SECOND SCAN / STACY HURT

PATIENT & FAMILY POSTER SERIES

B SOCIETYe
IMPROVE
DIAGNOSIS
MEDICINE



HYPERTROPHIC CARDIOMYOPATHY: A COMMON BUT OFTEN OVERLOOKED HEART CONDITION / Gwen Mayes, JD, MMSc

HYPERTROPHIC CARDIOMYOPATHY: A COMMON BUT OFTEN OVERLOOKED HEART CONDITION / Gwen Mayes, 3D, MMSc




UNDER SURVEILLANCE BUT UNDER-SURVEILLED:
CANCER DESPITE SURVEILLANCE FOR TWO OTHE

UNDER SURVEILLANCE BUT UNDER-SURVEILLED: A DEL
CANCER DESPITE SURVEILLANCE FOR TWO OTHER CA




THE MISSED WRIST / SUZ SCHRANDT

INTRODUCTION:

- 40 year-old white female, with a 25 year history of
Juvenile Idiopathic Arthritis presenting for a total left
wrist replacement. (4th joint replacement)

- Works in patient advocacy and health policy.

BACKGROUND:

- In 2015, patient had initial surgical consult and r

a complication of excessive post-surgical bleeding with
all prior joint replacements, and asked that the procedure
be done inpatient with surgical drains.

- Surgeon explained cauterization and other techniques
had changed since her last surgery (in 2008) and that it
would not be necessary to do the procedure inpatient
or with any specific safeguards. She agreed to move
forward.

- Surgery was completed outpatient; took twice as long
as predicted but no noticeable complications, patient
discharged home same-day.

- Within 12 hours patient began reporting unusual pain
and significant swelling. She was seen in the office the
following morning. At that visit, the surgeon forcibly
cut off the “soft” casting that had become hardened from
the amount of bleeding from the site. Patient was sent
home and told the swelling and pain were normal.

- For the next 36 hours patient continued to report
pain, discoloration, swelling, and finally numbness

and paralysis.

- At 48 hours post-op patient unwrapped bandage and
found multiple blisters around the wound; surgeon
requested she report to the ER to be admitted.
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PRESENTATION:

- Patient presented to ER with grossly swollen bluish hand,
cold to the touch, numb, and non-responsive to stimuli.
Patient was admitted, and Morphine and steroids
administered while course of action was determined.

COURSE OF CARE:

- Provisional diagnosis was compartment syndrome-like
event due to excessive post-surgical bleeding.

- A fasciotomy was contemplated but there was concern
it would lead to another g event; patient
NPO for first four days as surgery continued to be discussed.

- Treatment was high-dose steroids and elevation, with
the affected hand hoisted to an IV pole.

- Patient discharged on the fifth day when swelling had
begun to subside and mild sensation was beginning to
come back. Instructed to continue “elevation” protocol
at home.

- Patient required multiple weeks of rehabilitation for
nerve damage caused by the event, before normal wrist
arthroplasty rehabilitation could begin.

- Elevation protocol exacerbated the inflammation and
arthritis in patient’s left shoulder and elbow.
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DISCUSSION:

- Despite the patient’s own recounting of prior surgical
bleeding episodes, her requests to have the surgery inpa-
tient with a surgical drain were declined.

- On the second day of the hospitalization, the surgeon
apologized, saying “you told me this was going to happen
and | should have listened to you, and I'm sorry”. There was
no further action by the hospital or the surgeon related to
the errors, beyond the general management of the clinical
situation.

- The mild nerve damage that resulted from the event was
fairly minor, but had the patient and her husband not been
vocal and persistent in their advocacy, the outcomes could
have been far worse. The original guidance was to be seen
two weeks from the date of surgery. As with so many issues
in diagnostic quality and safety, this raises questions about
what may have happened to a patient who was less re-
sourced, and felt less empowered to speak up for herself.

ULTIMATE DIAGNOSIS:

“For a long time, | was embarrassed to talk about what
happened because | am such a long-tenured patient and
have worked in health policy and patient engagement
for more than two decades. How could something like
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WHAT CAN WE LEARN?

-Listening to patients is paramount; this patient
accurately reported multiple prior instances of
excessive bleeding with a proposed approach to
prevent harm but the information was disregarded.
Clinical training should include methods and capacity
building for best integrating patient and family- pro-
vided information.

- Assessment of invisible symptoms like pain is a
critical skill; the surgeon only took action after an
objective finding (blisters) appeared.

- To the patient's knowledge, there was no official
action taken on the part of the hospital who may
not even be aware of the event, 50 no learning or
process imp could be from her
case. Hospitals and healthcare organizations need
systematic methods for capturing and responding to
diagnostic errors. In this case, the patient and her
health plan paid for all the additional care.

- The patient’s lack of a complete and accurate
medical record inhibited her ability to effectively

Compartment sy like event, excessive this happen to me?! But ultimately | decided that is wh communicate with the surgeon. No Informatlon
post-surgical bleeding. 1 neede‘:ipto be vocal. My outcome‘; could have been soy about the prior bleeding events—or the steps taken
much worse. What might have happened to someone to respond—were included in her records, despite
who did not speak up and waited for the two-week mark requests to each of the hospitals for all records from
o|haaens each episode of care. Perhaps if the patient would
) have had clinical documentation of these issues, she
- Suzschrandt would have been taken more seriously.
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