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Case 1: Acid indigestion or a heart attack?
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57 year-old executive woman presented at her local hospital’s emergency room complaining of
sharp abdominal pain localized just below the sternum, nausea and dyspnea. She had eaten
lunch two hours prior at a local restaurant. The woman is the vice president of human resources
at a Fortune 500 company and she remarked to the physician that she had been under a lot of
stress because the company had just laid off ten percent of its workforce. She has a sedentary
lifestyle and is moderately overweight.

Her vital signs were: blood pressure 150/90, heart rate 110 and respiratory rate 17. The
following tests were performed: basic EKG, blood chemistry and cardiac enzymes. The results
of the EKG and cardiac enzymes were within normal limits. Her blood chemistry showed a
cholesterol level of 285 with all other parameters within normal limits.

The woman was diagnosed with acid indigestion and prescribed antacids. She was discharged
and instructed to return if the pain continued. She was also told to follow-up with her primary
physician to address her high cholesterol levels.

That night the woman died. An autopsy revealed that the cause of death had been an acute
myocardial infarction (MI).

The patient did not have a history of acid reflux or other related ailments. It is now well know
that women suffering from heart attacks often present with atypical chest pain which appears to
be abdominal in origin. With this in mind, the emergency room physician should have expanded
his differential diagnosis to include heart conditions. Serial cardiac enzymes and EKG’s should
have been performed, as it is well known that the enzyme levels and EKG changes characteristic
of MI may not appear for several hours. The patient should have been kept under observation for
a longer period of time while these additional tests were performed. A patient should not be
discharged until a serious potential diagnosis such as an MI can be ruled out.

The patient’s family filed a claim against the local hospital and the emergency room physician
due to their failure to diagnosis her heart condition.

Discussion questions

1.  Please summarize this case. What is the main point of the article?

2. Was the patient’s initial work-up complete? If not, what other tests should have been

performed?

Was the emergency room physician’s initial diagnosis justified? Why or why not?

4. What are some of the differences between men and women suffering from a
myocardial infarction?

5. Was the emergency room physician negligent? Why or why not?

Was the hospital negligent? Why or why not?

7. What should the hospital do to avoid this type of negligence in the future?
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Case 2: Hemoptysis and lung cancer
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Having suffered from hemoptysis (the expectoration of blood from the larynx, trachea, bronchi
or lungs) for a few weeks, a 33-year-old female contacted her primary care physician’s office.
She spoke to her primary care physician, who prescribed antibiotics and instructed the patient to
call again if her condition did not improve.

The patient went to the primary care physician’s office four weeks later, complaining of dyspnea
and hemoptysis. A radiologist determined that her chest X-ray was normal except for a small
area of infiltrate in her left lobe. The same physician who had spoken to her on the telephone
examined her and diagnosed pneumonia. Another course of antibiotics was prescribed and the
patient was instructed to return after completing the antibiotics.

The patient did not complete the antibiotics and did not return to her doctor’s office until six
weeks later, after suffering from hemoptysis again. Another X-ray was taken and the staff
radiologist determined that signs of infiltrate in the left lobe were still present. The doctor
believed that the infiltrate was pneumonia-related and resistant to the previously prescribed
antibiotics. So he prescribed different antibiotics and instructed the patient to take them for
seven days and then return. However, within a few days she experienced dyspnea and a sharp
pain in her left lung. She called her primary physician and was immediately referred to a
respiratory specialist.

When she was examined by the respiratory specialist she also complained of headaches. He
performed a CT scan and diagnosed stage IV lung cancer with metastasis to the brain. The
patient passed away the following year.

The patient filed a claim against her primary care physician due to the delay in diagnosis and
treatment of lung cancer.

Discussion questions

Please summarize this case. What is the main point of the article?

Was the patient’s initial work-up complete? Why or why not?

Was the primary care physician’s initial diagnosis justified? Why or why not?

Do you think the primary care physician suspected lung cancer? Why or why not?
Did the respiratory specialist perform the appropriate tests? Why or why not?
Should the patient have been informed of the worst possible diagnosis or would this
have frightened her unnecessarily?

7. Was the primary care physician negligent? Why or why not?
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Case 3: Colon Cancer
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A 60-year-old male visited his primary care physician complaining of abdominal cramps and
blood in his stool. Upon examination the patient was noted to be severely overweight and a
smoker. He mentioned that his uncle had died of colon cancer at the age of 65. Physical
examination, including rectal exam, were normal. His stools were guaiac-positive but other
laboratory findings were unremarkable. The physician mentioned that a colonoscopy would be
advisable and ordered the patient to return in one week if the cramps did not subside.

Three months later the patient returned to the doctor complaining of flu symptoms. The
physician treated him with antibiotics. The abdominal cramps, blood in the stool and
colonoscopy were not discussed.

Six months later the patient presented with lower abdominal pain. His stools were guaiac-
positive again. The physician ordered a colonoscopy. The colonoscopy revealed a large
ulcerated lesion five centimeters proximal to the rectum. Biopsies revealed an adenocarcinoma.
The patient underwent a colectomy and chemotherapy but died one year later.

The patient’s family filed a claim against the physician for failure to diagnose the colon cancer
during the patient’s initial visit, which would have greatly improved his prognosis.

Since the initial stool samples were guaiac-positive and the patient mentioned a family history of
colon cancer, the doctor should have requested a colonoscopy immediately, not just mention that
it would be advisable. Furthermore, the doctor should have followed up or asked about the
colonoscopy when the patient visited his office two months later.

In addition, the patient was not informed of the potential consequences of a guaiac-positive stool.
If the physician had provided additional information the patient probably would have been more
inclined to have the colonoscopy. But since the physician did not appear too concerned and the
abdominal cramps disappeared within a few days, the patient did not have the colonoscopy.

Discussion questions

1.  Please summarize this case. What is the main point of the article?

2. Was the patient’s initial work-up complete?

3. Was his second work-up complete?

4.  Did the physician provide the patient with sufficient information regarding his
guaiac-positive stools? Why or why not?

Why is patient education important?

6.  Was the physician negligent? Why or why not?
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Case 4: Retained Foreign Body
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Retained foreign body

A 12-year-old boy complaining of abdominal pain was seen in the emergency department. Upon
examination, his vital signs were stable and he was afebrile. His right lower quadrant was tender
to the touch and showed rebound and guarding. CBC showed a moderately elevated white blood
count and urinalysis was normal. The patient had taken Tylenol but the pain did not respond. A
consult with a pediatric surgeon was scheduled, after which the surgeon diagnosed appendicitis
and decided to operate.

The operation was performed the same day and confirmed the diagnosis of appendicitis. The
appendix was removed successfully and the recovery period was without complications. The
patient was discharged.

Two months later the patient returned to the emergency department complaining of abdominal
pain and fever. The attending physician ordered a CBC and urinalysis. The CBC revealed a
slight elevation of white blood cells and the urinalysis was normal. The patient was told to take
Tylenol and follow up with his pediatrician if the pain did not subside.

The next day the patient returned to the emergency department complaining of considerably
worse pain, fever and vomiting. CBC and urinalysis were unchanged. A CT scan revealed an
abscess near the cecum. The physician consulted the pediatric surgeon and he decided to operate.
During the operation the surgeon found what appeared to be a piece of gauze that was apparently
left during the appendectomy two months before. The abscess was drained, the gauze removed
and a Penrose drain was left in the wound so that drainage could continue. The boy recovered
without further complications. The pediatric surgeon (who had performed both operations)
apologized to him and his family.

The boy and his parents filed a claim against the surgeon for negligence.

In general, suits over retained foreign bodies are difficult, if not impossible, to defend. The
surgeon refrained from finger-pointing or blaming an assistant, and he sincerely apologized to
the patient and his family. In addition, the hospital agreed to waive all charges for the operation
to remove the gauze and drain the abscess.

Discussion questions

Please summarize this case. What is the main point of the article?

Was the patient’s initial work-up complete?

Were the diagnosis and treatment appropriate?

Was his second work-up complete?

Were the diagnosis and treatment appropriate?

Should the surgeon have apologized?

Was the surgeon negligent? Why or why not? If so, what is a fair settlement?
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Case 5: Bowel Obstruction
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A 50-year-old male who had undergone gastric bypass surgery one year previously visited the
emergency room complaining of severe abdominal pain. The patient described his pain as
localized to the lower abdomen and gave it a 10 on a scale of 1-10 during an exam performed by
the Emergency Department physician in the early afternoon. The patient’s white blood cell
count and temperature were normal.

A few hours later, the physician noted that the abdomen was distended, rebound positive and
very tender to the touch. A CT abdominal scan was consistent with a partial small bowel
obstruction. The attending physician was informed of the results of the CT scan and the patient
was admitted.

Surgery was scheduled for the next morning at 8:00 a.m. The patient’s pain continued without
relief and morphine was administered throughout the night. By 6:00 a.m. the patient developed a
fever and continued to complain of severe pain. During the surgery, the attending surgeon found
obstruction of the proximal ileum with an area of necrosis requiring that a large segment around
the site of obstruction be removed. The patient recovered without incident.

The patient filed a claim against the Emergency Department doctor, the attending physician and
the hospital, alleging that they failed to treat his obstruction in a timely manner causing undue
pain and suffering as well as the resection of a large segment of his small intestine, all of which
could have been prevented.

The physicians should have taken into account the patient’s medical history, including his gastric
bypass surgery since adhesions can cause bowel obstruction. The fact that the patient’s
abdominal pain did not improve was a clear sign that urgent surgical care should have been
provided. The necrosis in the small intestine could most likely have been prevented by early
surgical intervention.

Discussion questions

Please summarize this case. What is the main point of the article?

Was the patient’s initial work-up complete?

What additional steps should have been taken after the CT scan?

Was the patient’s surgery performed in a timely manner?

Were the Emergency Department physician, and attending physician and hospital
negligent? Why or why not?
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Case 6: Influenza
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A 13-year-old male visited his primary care physician complaining of flu-like symptoms. He
had not received a flu vaccination. His peak temperature was 102° F (38.9° C) and he suffered
from mild upper respiratory congestion. Group A streptococcus was found to be negative in a
rapid screening test. The physician prescribed an anti-pyretic, rest and plenty of fluids. The boy
took the medicine, but continued to suffer from fever, nausea, emesis, malaise and restlessness.
Two days later the boy was taken to the local emergency department. He was found to be
hypotensive. Despite intensive resuscitative efforts, he died ten hours later.

The postmortem examination revealed necrotizing pneumonia and extensive alveolar
hemorrhage. Influenza A (HIN1) infection was confirmed in a viral culture and methicillin-
resistant Staphylococcus aureus was isolated from a tracheal aspirate.

The boy’s parents filed a claim against the primary care physician for failure to recognize the
seriousness of his illness, failure to correctly diagnose the viral origin of his illness and failure to
prescribe an anti-viral agent.

Influenza vaccination is currently recommended for high-risk persons (including children and
pregnant women) and healthy adults who are likely to come into contact with those at risk.
Furthermore, there is strong evidence that immunization of healthy persons benefits the
community. The major influenza virus that was prevalent during this season was influenza A
(HINT), a strain that was included in the available vaccine. There was no shortage of vaccine
supply during this influenza season.

If a person develops influenza, antiviral treatment is routinely recommended for those who are
hospitalized and for those presenting to ambulatory facilities in the early phase of illness who are
considered to be at high risk for serious consequences. However, it is very difficult to predict the
eventual outcomes in the early stages of the illness.

Discussion questions

1.  Please summarize this case. What is the main point of the article?

2. Was the patient's initial work-up complete? Why or why not?

3. Based on the boy's history, should the physician have considered him to be at high
risk for serious consequences? Why or why not?

4. Who should receive an influenza vaccination? Whose responsibility is it to see that a
minor receives an influenza vaccination?

5. Was the physician negligent? Why or why not?
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