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From the editors: 
  
 Welcome to the inaugural issue of 
“Inbound”.  This publication is designed to fill a 
niche in medical education which has been previ-
ously unfulfilled.  We in medicine are extremely 
good at highlighting interesting cases and the great 
“catches” that we make in medicine.  We are also 
fairly good at discussing cases that went bad and 
result in a Morbidity or Mortality.  But so much of 
medical education falls in between these areas.  
There are better ways of doing business that are 
discovered every day.  Sometimes, these better 
ideas are the result of a flash of brilliance.  More 
often, however, these teaching moments are the 
result of an error in judgement or action.  Even 
though the error may not have resulted in patient 
injury or even affected the outcome of the patient 
encounter at all, it is still important to get these les-
sons learned out there.  This will better patient care, 
better patient satisfaction, and hopefully ultimately 
improve outcomes.   
  
 The ground rules for Inbound are simple: all 
stories must be something where a “better way it 
could have been done” was identified.  No signifi-
cant injury or insult to the patient can have oc-
curred.  And the point is not necessarily to highlight 
how great we are at doing something, rather to 
highlight mistakes that we made that, while not 
harming the patient, resulted in a good learning 
point.   
 
 We invite you to submit your stories.  The 
goal is to make this a quarterly publication and per-
haps expand it to other programs.  Stories that are 
published cannot include any identifying information 
about the author, patient, or hospital.   
  
 Stories should be interesting, and to the 
best of your ability, humorous.  The humor, how-
ever, should be at your own expense, not at the pa-
tient‟s.  They should be stories of times when you 
reflect on a patient encounter, and think “this could 
have gone better.”  Thus the name of the publica-
tion.  “Inbound” is a call made by EMS that carries 
tremendous meaning:  excitement, anxiousness, 
energy, and the opportunity to reflect on what is 
coming and how you are going to handle it.  Hope-
fully, this magazine will provide you with some tips 
and insight that will better prepare you to handle 
whatever is brought through those doors. 
  
 Each issue the cover photo will change, with 

the intention to depict a significant place or event in 
Navy Medicine.  If you have a photo, drawing, or 
otherwise interesting idea of what you‟d like to see 
on the cover, please let us know.  We can think of 
no better subject for the first cover than the very 
first Navy Hospital, Building One of NMC Ports-
mouth.  In addition, we will have other features 
such as case of the month, visual stims, and hu-
morous anecdotes.  Any ideas are welcome.  This 
is a magazine by us, for us, and should reflect us. 
  
 We hope you enjoy this issue!  Please give 
us your feedback, and most importantly, your sto-
ries.    
  

  - Todd and Dave 

 INBOUND is a quarterly publication to im-

prove patient care in Navy Emergency Medicine.  

Stories occurred in both Navy and civilian emergency 

departments worldwide.  For more information, or for 

submissions, please contact the editors at  

todd.parker@med.navy.mil.  

 The views expressed in this article are those 

of the authors and do not necessarily reflect the offi-

cial policy or position of the Department of the Navy, 

Department of Defense, or the United States Gov-

ernment.  Information contained in this publication is 

for  staff education and training purposes only, and iit 

s not an official Navy publication.  Any information is 

meant as guidance and does not reflect actual U.S. 

Navy policy. 

 For all military service members, this work 

was prepared as part of their official duties.  Title 17 

U.S.C. 105 provides that „Copyright protection under 

this title is not available for any work of the United 

States Government.‟  Title 17 U.S.C. 101 defines a 

United States Government work as a work prepared 

by a military service member or employee of the 

United States Government as part of that person‟s 

official duties. 

 This publication was created as an integral 

part of the Performance Improvement Program in 

Navy Emergency Medicine, and as such, is a privi-

leged document protected from unauthorized disclo-

sure, discussion, or reproduction by Title 10, US 

Code Section 1102 (1968). 
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 Did you ever walk into a room to get 
something and completely forget what you 
went there for?  Have you ever poured orange 
juice into your cereal or coffee?  Have you ever 
started to drive to the store and found yourself 
driving to work instead?  These innocent slips 
and lapses of attention happen to all of us oc-
casionally.  They usually occur when we are 
doing something we have done many times be-
fore without incident.  On those rare occasions 
when we are distracted we might write a note 
on the wrong patient‟s chart or order an x-ray of 
the left ankle when the right ankle was injured.  
Those errors are easy to fix and don‟t cause 
much harm, but what if we mix up Norcuron 
with Narcan, or mix up 1:1000 epinephrine with 
1:10,000 epinephrine?  The consequences 
could be devastating for the patient, their fam-
ily, the hospital and the physician or nurse. 
 
 As human beings we will make mis-
takes.  It is not a matter of if; it is only a matter 
of when and how often.  So should we just give 
up now and resign ourselves to inevitable fail-
ures from time to time?  Should we find the 
guilty parties and punish them severely so they 
never make the same mistake again?  That 
system has been in place for many years and it 
has not been very successful. 
 
 So how do we prevent errors?  Part of 
the answer is to use technology.  Pharmacies 
that have gone to electronic pill dispensers 
have tremendously reduced medication errors.  
Prescriptions entered via computer are com-
pletely legible.  Have you ever tried to read 
your own handwriting?  Also, most computer-
ized systems can look for allergies, drug inter-
actions and dosing problems.  However, even 
when using computers we have to make sure 
they are programmed properly and updated if 
weaknesses are discovered.  We had a recent 
event where a prescription was entered via 
computer for a five year old boy to take two 325 

mg adult acetaminophen tablets four times per 
day as needed. The computer never flashed a 
warning to the prescriber or the pharmacist be-
cause that error was never anticipated.  The 
computer system has since been updated to 
catch this error. 
 

Another way to reduce errors is to learn 
from mistakes that have already been made at 
other institutions.  This requires two vital ac-
tions to take place.  First, the cause of the error 
needs to be determined through careful analy-
sis and then the information needs to be 
shared with other institutions.  A few years ago 
there was a Sentinel Event report distributed 
worldwide about a heparin dosing error caused 
by mixing up two different concentrations of 
heparin.  When we looked at our pharmacy at 
the US Naval Hospital in Okinawa, we realized 
that we had two different concentrations of 
heparin on the shelves so we were at risk for 
the same mistake.  After a few phone calls we 
eliminated the lower concentration and only 
kept the higher concentration in the hospital.  
Look alike and sound alike medication errors 
were common in the recent past but changing 
the packaging and the names has helped de-
crease these errors.  Color coding medicine 
containers by function works very well for eye 
drops as long as you know the code. 

 
Human errors including slips, lapses and 

mistakes will always occur.  Slips and lapses 
are made by experts who become distracted 
while performing routine tasks.  Mistakes are 
made by everyone and generally involve knowl-
edge- or skill-based errors.  Examples of skill-
based mistakes include wrong site surgery or 
leaving a sponge in a patient.  An example of a 
knowledge-based error is giving heparin to a 
patient with chest pain from a dissecting aneu-
rysm.  How can we prevent errors when human 
beings are involved?  We already have some 

(Continued on page 5) 

NEAR MISSES:  WHAT ARE THEY AND 

HOW DO THEY HAPPEN?  Tim McGuirk, D.O. 
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procedures in place to minimize errors.  For ex-
ample, when a physician orders a medication 
drip, nurse A will look up how to prepare the 
drip in a nursing manual, write down the calcu-
lations and then have nurse B check the book 
and the math.  We can also learn from other 
industries where human factors are critical.  
Aviation is an example of an industry where 
checklists are commonly used and all verbal 
orders are repeated to ensure that information 
is passed correctly.  EMS crews often use 
checklists, and all radio orders are repeated 
back to the sender and acknowledged. 

 
We usually respond effectively after a 

serious event occurs but by then it is too late.  
What if we looked at our processes and tried to 
figure out where they could break down?  We 
could anticipate problems during high risk, high 
stress procedures and develop safer proce-
dures to eliminate those threats.  This process 
is called Failure Mode Effects Analysis (FMEA) 
and the ability to implement it  is critical to re-
ducing these breakdowns. 

 
We need to develop procedures that will 

catch the slips, lapses and mistakes we will in-
evitably make before we actually harm the pa-
tient. This will require carefully coordinated 
team work in an environment where everyone 
is empowered to speak up when they have 
concerns or see problems. Everyone must par-
ticipate in the process. 
 

(Continued from page 4) 

“As human beings we 
will make mistakes.  It 
is not a matter of if; it 

is only a matter of 
when and how  
often.”   

How do near- misses and medical errors 
happen?  As the previous article elucidated, er-
rors are inevitable as long as humans practice 
medicine.  The key is to have procedures and 
practice styles that minimize the chance of an 
error happening, or to catch the error before it 
results in patient harm.    There are many types 
of errors that occur resulting in near-misses or 
patient harm.  Many of these errors are proce-
dural or administrative (i.e. a lab result incor-
rectly typed into the computer, ordering an x-ray 
of the incorrect limb, etc).  While important, 
these are not errors that can be easily corrected 
during a patient encounter.  Instead, they usu-
ally require administrative policies and proce-
dures to minimize the chance of the error occur-
ring again.  The types of errors that cannot be 
corrected by policies are cognitive errors.  
These are errors that occur during reasoning, 
forming judgments, and making decisions. 

To understand how cognitive errors are 
made, we need to understand the types of cog-
nitive errors that occur.  We need to be able to 
take a step back, give some thought to the deci-
sions we have made, and try to make sure we 
haven‟t committed one of these errors.  This is 
more difficult than it sounds, and for different 
reasons based on the level of experience of the 
practitioner. This is often especially hard in 
emergency medicine.  We are a specialty that 
thrives in a fast paced, sometimes chaotic envi-
ronment. We are constantly interrupted, and yet 
are expected to keep patients moving through 
the department at a brisk pace.  

Identifying these errors can be especially 
difficult for attending and supervising residents.  
They must listen to the presentations and deci-
sion making of medical students and residents 
that may include cognitive errors, and then 

(Continued on page 6) 

COGNITIVE ERRORS IN 
MEDICAL DECISION 
MAKING TODD PARKER, M.D. 
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avoid making cognitive errors of their own.  
Likewise, when a resident has invested time, 
and energy into a particular diagnosis, it can be 
difficult to move them in a different direction. In 
some cases, the resident is so invested that s/
he will respond inappropriately to suggestions 
they have made a mistake. 

A 2005 study found that cognitive error 
is the most common cause of diagnostic error, 
and premature closure the most common cog-
nitive error.  Many of the biases below result in 
premature closure.  Hopefully, the knowledge 
of the different types of cognitive errors can 
provide ammunition against committing them.  
Following are the main types of cognitive errors 
that result in near-misses or outright error. 

 

1. Confirmation Bias  

Confirmation bias is a tendency to 
search for or interpret new information in a way 
that confirms one's preconceptions, and like-
wise to avoid information and that contradicts 
prior beliefs.  Tests are ordered merely to 
“prove” the diagnosis that you have made, and 
tests are avoided that may lead you away from 
your diagnosis.  This type of error is especially 
common in the fast paced decision-making en-
vironment of most emergency rooms. These 
errors are frequently based on:   

Availability/routine:  When you see a lot 
of, or have studied a diagnosis recently, you 
tend to look for it, such as attributing a young 
child‟s pneumonia symptoms to bronchiolitis 
simply because you have seen 20 cases of 
bronchiolitis this week.  

Diagnosis Momentum:  When a patient 
has been diagnosed with condition “A” previ-
ously, the assumption is that A was a correct 
diagnosis and that present symptoms are re-
lated to the previous diagnosis. This is more 
likely to occur when the initial diagnosis came 
from a physician, but has also occurred when a 
patient self diagnoses (such as a patient telling 

you “I have a migraine”). 

Lack of Experience: Lack of experience 
may cause an inexperienced practitioner to de-
pend on incomplete textbook or journal knowl-
edge, or they may have used the same diagno-
sis successfully in the past  and incorrectly ap-
ply that diagnosis again. 

Search Satisfaction:   The practitioner 
eliminates other diagnoses once one is made. 

Overconfidence:  The provider is so in-
tent on proving themselves right that the patient 
is put at risk. 

Hindsight bias: The assumed ability to 
see how errors were made in the past. This is 
linked to the tendency to believe that one‟s pre-
vious decision-making was better than it was. 

2. Attribution Errors  

A 65-year-old man arrives in the ED on a busy 
night, unconscious after being found in an al-
ley. He is well known in the ED as being alco-
hol dependent, and is placed in a bed ñto sleep 
it offò. The next morning, he isnôt responding 
and is found to have a subdural hematoma. 

When stereotypes about a race, gender, relig-
ion, age, addictions etc. result in misdiagnoses, 
the underlying assumption is often that the per-
son is judged unworthy of full attention.  A sub-
set of attribution errors is liking the patient too 
much and not wanting to cause pain or embar-
rassment, so you avoid potentially embarrass-
ing questions or invasive examinations such as 
a pelvic or digital rectal exam.  

3. Commission Bias  

An obviously stressed out mother presents to 
the ED with her 2 y.o. daughter, who was diag-
nosed yesterday with a viral URI and sent 
home without antibiotics.  The mother is con-
vinced her child needs antibiotics because ñthat 

(ñCognitive Errorsò Continued from page 5) 

(Continued on page 7) 
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is the only way she gets betterò.  Your exami-
nation is consistent with the previous workup, 
but you can tell that sending her home without 
antibiotics  is going to need a lengthy explana-
tion that will not be well received, so you pre-
scribe the antibiotics anyway. 

Commission bias is the result of overwhelming 
internal or external pressure to do something 
NOW rather than wait. Doctors want to help pa-
tients and their fearful families. Antibiotics, 
painkillers and sleep aids are all over adminis-
tered because of commission bias. There are 
two additional subsets : 

 Aggregate bias:  the ordering of tests 
and x-rays when the guidelines don‟t recom-
mend them.  

 Omission bias:  doing very little in the 
hope of avoiding errors.  

4. Investigation Errors  

A 56-year-old woman comes to the ED with 
pain in her chest after eating dinner and a feel-
ing that something isnôt right. Her symptoms 
improve with a GI cocktail.  The patient is given 
a prescription for reflux medication and sent 
home. Two hours later, she returns with a myo-
cardial infarction. 

Investigation errors usually result from asking 
the wrong questions because of the following : 

 Anchoring:  The tendency to rely heavily, 
or "anchor," on one piece of information can 
lead to search satisfaction and other confirma-
tion biases. 

 Base Rate Neglect:  Under or over esti-
mating how common a disease is in a commu-
nity, gender, ethnic group etc. 

 Framing Effect:  The way a patient is de-
scribed influences clinical reasoning. Some stu-
dents may be unable to pick up key words and 
nonverbal cues from nurses, patients and fam-

ily members to make judgments about severity, 
frequency and urgency because of fatigue, 
coming from a different culture or inexperience. 
Others may rely too heavily on the frame and 
fail to look at the bigger picture. For example, 
when a patient is labeled as having fever, 
shortness of breath and cough, the student 
may jump to a diagnosis of pneumonia in a pa-
tient with pulmonary embolism. 

 Fear:  Fear of death, failure, or uncer-
tainty can lead to avoiding patients with possi-
ble unpleasant outcomes.  

 The Last Bad Experience:   When a 
practitioner has recently made an error, they 
can tend to be over vigilant and order numer-
ous studies or consults that are not indicated. 

  
 While this list is not all inclusive, it cov-
ers the main types of cognitive errors that we 
as a physicians commonly make.  Do these 
sound familiar to you?  Can you think of times 
when you have made, or continue to make, 
these errors?  I suspect all of us can.  Reading 
this article won‟t prevent you from making 
these errors.  But by being aware of the types 
of errors that we routinely make, you can per-
form self-analyze and catch those errors.  If 
you are supervising other physicians, you can 
recognize errors they have made and not only 
teach them about the applicable medicine, but 
also educate them on avoiding errors in their 
own clinical decision making.   
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It was another typical busy day in a local 
ED, and I was weeding my way through the 
countless emergencies of several weeks dura-
tion, when I picked up a chart that said “1-2 cm 
forehead lac.”  Noting the patients young age I 
quickly went into the room, knowing the family 
likely had been waiting a long time with a 
young child.  When I walked in, I saw a young 
girl sitting in mom‟s lap, with a 1.5 cm lacera-
tion over her eyebrow.  I introduced myself to 
the parents and to the girl, who withdrew as I 
approached her.  Her mom explained that she 
was afraid of doctors.  I understood, as many 
people are a little afraid of me! 

 
After doing a good history and quick 

physical exam to rule out other injuries, I de-
cided that this would be an easy repair with tis-
sue adhesive.  I advised the parents of the 
good news, and was a little surprised when 
they asked why I was not going to suture it, 
since they understood that sutures would leave 
no scar.  I explained that the healing process 
always involved some scarring, and that tissue 
adhesive would likely have just as good of a 
cosmetic result as suturing on this small and 
superficial laceration.  They also asked about 
sedation, and I explained that with the child‟s 
age and obvious trepidation, she would likely 
require sedation to suture the laceration., and 
the risks of sedation for such a small laceration 
far outweighed the benefits.  The mom then 
gave me the look that my wife gives me when I 
give medical advice regarding our kids…you 
know, the “You may be a doctor, but I‟m her 
mother and that trumps doctor any day” look.  
But the family eventually agreed and I pro-
ceeded to get ready. 

 
When I walked back into the room with 

the supplies, I began explaining the sequence 
of events.  Her mother again gave me “the 
look” and asked why I was not planning on co-
piously irrigating the laceration.  As this is a 
common question, I was well prepared with my 
answer, citing research showing that irrigation 

of small, clean scalp and forehead lacerations 
made no difference in outcomes.  I also relayed 
a joke that an ENT surgeon had once told me 
that you can practically spit in a scalp or facial 
laceration and it won‟t get infected because of 
the robust blood supply.  Well, this went over 
about as well as any of my jokes, which is not 
at all (again, just ask my wife)!  More impor-
tantly, I was concerned with the child‟s anxiety 
and that I might have only “one shot” at the re-
pair.  I didn‟t want to ruin that opportunity with 
an uncomfortable or frightening irrigation.  The 
parents still insisted that I use some cleaning 
solution, so I gave the mom gauze and hydro-
gen peroxide to clean it, hoping to avoid direct 
contact until it was time to do the repair. 

 
 I came back in the room 10 minutes later 
and again explained the sequence of events to 
the parents, who expressed understanding.   A 
nurse and the mother held the girl, and I posi-
tioned myself over her head.  We had a new 
low-viscosity, fast-drying tissue adhesive, and it 
was taking some getting used to.  My normal 
practice is to put a small ring of topical antibi-
otic ointment around the wound and create a 
“dam” effect, however I realized that I had for-
gotten to bring the ointment with me.  I was al-
ready in position, and this laceration was so 
small I didn‟t feel I needed it.   I proceeded to 
pull the edges of the laceration together, but as 
I was applying the first coat, the girl turned her 
head causing a small stream of the liquid to run 
up against my finger, which was positioned 
over her eyebrow.     

 
I could have immediately lifted my finger, 

but I didn‟t want to allow the laceration to open 
back up and have liquid adhesive drip into the 
wound, so I held my fingers in place for another 
45 seconds or so until it dried.  And dry it did, 
not only over the wound, but also under my fin-
ger.  As I removed my finger I realized I was 
also pulling off a few hairs of her eyebrow.  
This caused her to jump, which then provided 

(Continued on page 9) 

EYEBROWS GROW BACKé.DONõT THEY?  
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just enough tension for half of the wound to re-
open.   Understandably, the girl started crying 
and the parents looked at me as if I was the 
devil.  Embarrassed, I quickly reapproximated 
the remaining section of the laceration, applied 
additional adhesive and completed the job. 

 
 The patient‟s mother scooped her child 
up into her arms, likely to protect her child from 
me as much as to comfort her.  I apologized 
profusely, and somewhat sheepishly explained 
that the wound was closed and well approxi-
mated, and should heal nicely, and (more 
sheepishly) that the portion of the eyebrow I had 
inadvertently pulled off would grow back quickly.  
I asked the parents if they had any questions, to 
which they replied “Yes, can we get our dis-
charge papers now?!” 

 
 I left the room and immediately reflected 
on the things I could have done differently dur-
ing this encounter.   Unfortunately, these reflec-
tions were reinforced in the copy of the com-
plaint letter I received several weeks later.  So 
what would I do differently?  First, I would not 
have changed my mind about sedation for such 
a small laceration.   The risks simply out-
weighed the benefits, and I like to apply the “if I 
wouldn‟t do it to my child I won‟t do it now” rule 
in cases like this.  But I should have gone into 
more detail on this with the parents, especially 
on the specific risks of sedation to help them 
understand.  Likewise, I should have explained 
more about irrigation (or the lack thereof) and 
made sure that the parents understood better 
the pros/cons of irrigation before handing the 
mother the hydrogen peroxide. 

 

 Most importantly, however, I skipped a 

step in my normal preparation by not putting 

ointment around the wound first.  Fortunately, 

the wound was finally closed properly, and eye-

brows grow back, but I am certain that even 

though this was a minor incident I no longer 

have any credibility with this family.    Trust me, 

the memory of the look that this  mother gave 

me is certain to pop-up any time I am thinking of 

skipping a step again in the future. 

(Continued from page 8) 

Visual Stim  

25 y/o F with ulcerative colitis presents to the ED 
with a 1-week history of bilateral leg and feet 
wounds.   The lesions started as a presumed 
small insect bites and progressed to the lesions 
seen above.  The chief complaint is worsening 
pain and non-healing of the lesions.  Her past 
medical history is significant for ulcerative colitis.   

 

What is the diagnosis? See p11 for answer 

 

Old Sawbones saysé 
“Holy cow what was this doc thinking?  
Sure, in the end no harm no foul.  But 
no gloves?  I think even a brand new 
tech knows better!  And stick to your 
guns with that irrigation son!  Hydro-
gen peroxide inhibits healing more 
than helps.  We‟re all going to encoun-

ter insistent parents, but it shouldn‟t change your 
practice of good, sound medicine. 
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 At this point in my residency, I am ex-
pected to know how to do virtually every ED 
procedure on my own, as well as supervise/
teach others how to do those procedures.  I rel-
ish that challenge.  I love to teach folks how to 
perform procedures since I am fairly confident 
that I can get almost any lumbar puncture, air-
way, or central line.   The first month of the 
year for new residents is essentially a chance 
to “show off”  my prowess at doing lines by 
walking/talking the first years and interns 
through procedures.  Plus, I like to do the pro-
cedures myself, and the “newbie‟s” often miss 
the first time or two that they try, so then I get 
“to show „em how it‟s done.”  Well, here‟s some 
humble pie served to me earlier this year.      

 
I was at the end of a particularly busy 

shift when a 28-year-old woman with severe 
lupus presented with altered mental status and 
a fever of 103 after having been discharged 
from another hospital for sepsis 1 week prior.   
She was hypotensive, tachycardic to 140, and 
clearly septic.    As the senior resident on shift, 
I immediately enlisted the help of a new resi-
dent to help familiarize him with the manage-
ment of a septic patient as well as place a cen-
tral line.   An unsuccessful “pimping” on the 
SIRS criteria further reinforced that this was an 
excellent learning opportunity!   
  
 I presented this patient to the attending 
who agreed she was in septic shock.  Her pre-
sumed source was a urinary tract infection, 
which I cleverly deduced from the urine sample 
that resembled water from the local river.  Her 
previous septic episode was also attributed to 
pyelonephritis,  We implemented Early Goal 
Directed Therapy with a 2-liter bolus of normal 
saline, which did not improve her blood pres-
sure, heart rate, or mental status.  We then de-
cided to place an ultrasound guided Internal 
Jugular central line to monitor her central ve-
nous pressure and central venous oxygenation. 
  

 As I reviewed how to do a central line 
with the junior resident, more labs returned 
confirming sepsis.  The first year resident was 
very confident, stated he‟d done many before, 
and he had been very competent in my experi-
ence with him (SIRS criteria knowledge not-
withstanding) so I felt like he would do a good 
job with the line with only minimal supervision.  
My plan was to continue finishing a few sets of 
orders and discharges on other patients while 
he got the line set up, and when he was ready, 
I would go in and hold the ultrasound.  I wanted 
him to be the one to place the line because . . . 
well really, that‟s the best part of the procedure, 
and he was very motivated to do it. 
  
 When the resident told me he was 
ready, everything seemed in order and the pa-
tient was appropriately positioned, prepped, 
and draped.  I set up the ultrasound and we 
could see the Internal Jugular vein easily.  The 
procedure‟s risks and benefits had been previ-
ously explained to the patient and her spouse 
who agreed we should proceed.  She had a 
central line placed during her previous hospi-
talization and so knew the drill.   
  
 I demonstrated to the resident my 
method for setting up the kit and flushing the 
lines, and we were ready to go.  The first year 
placed the needle in the vein on the first stick 
with good blood return.  From personal experi-
ence, I never got it on the first stick when 
someone else was watching or critiquing me, 
so I figured he was either lucky or quite good.  
He passed the wire, and we saw some ectopy, 
so pulled the wire back until the rhythm normal-
ized again.  Next, he made an adequate cut in 
the skin and passed the dilator expertly.  Every-
thing was going well, so I began putting the 
away when I realized something seemed not 
right.  I tried to discern what was wrong, and 
suddenly realized that he had removed the wire 
and was trying to pass the catheter through the 

(Continued on page 11) 

HOLD òITó AND DONõT MOVE! 
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dilator (unsuccessfully as you can imagine).  
Quickly and quietly, I asked him to hold still ex-
actly where he was and not to move the dilator.  
“First Year,” I said, “hold that dilator completely 
still and don‟t move a muscle.”  He looked at me 
like I was smoking something, and didn‟t seem 
to realize anything was wrong.   
  
 Fortunately, there was good flow of blood 
still through the dilator, so we took the wire and 
placed it back through the dilator and easily got 
ectopy again on the monitor.  We were back in 
business, so we then removed the dilator and 
were able to easily place the catheter over the 
wire.    All lines were able to pull back and flush, 
and we sutured the line in place.  An X-ray con-
firmed a good placement and we were able to 
use the line and transduce a CVP of 1.   
  
 We had been lucky on this procedure to 
catch the complication quickly and correct it 
without any harm befalling the patient.  Because 
we handled it quietly, the patient and her 
spouse seemed to be completely unaware of 
the error.  Most importantly, the patient did well 
overall.  She received her antibiotics, multiple 
fluid boluses, and was admitted to the ICU 
where she recovered over the next week. 
  
 The main lesson I took from this encoun-
ter was to be sure to supervise closely when-
ever you‟re helping someone less experienced 
perform a procedure.  This junior resident is ex-
cellent, and I made the mistake of being too 
confident in him and not watching everything he 
was doing on the first line we ever did together.   
More than likely, he was so excited to get the 
line on the first stick that his adrenaline took 
over and led him to forget the proper sequence. 
I‟m sure he will never make that mistake again, 
and I know that I will never take someone‟s 
skills for granted on an invasive procedure that 
can be fraught with dire consequences if done 
incorrectly.   

 
We were lucky to catch the complication 

early and correct it.  Central lines are invasive 
procedures, so they must be done correctly the 
first time.  No matter how experienced I might 

think that I am at a procedure, I know that it only 
takes a moment‟s inattention for something to 
go wrong, whether doing the procedure myself 
or supervising a junior physician. 

(Continued from page 10) 

Visual Stim (Continued from page 9)  

 

Answer:  Pyoderma Gangrenosum 

 
¶ Pyoderma gangrenosum (PG) is an uncommon 

cutaneous condition of uncertain etiology. In 
the U.S., it occurs in 1:100,000 persons per 
year, and s associated with systemic disease in 
> 50% of affected patients. 

 
¶ Commonly associated diseases include inflam-

matory bowel disease (ulcerative colitis or 
Crohn‟s disease), polyarthritides, leukemia, he-
patic diseases, systemic lupus erythematosus, 
and Sjögren syndrome. 

 
¶ Patients usually describe the initial lesion as a 

bite reaction: a small, red papule or pustule that 
grows into a larger ulcerative lesion. Often, pa-
tients give a history of a spider bite, but they 
have no evidence that a spider actually caused 
the initial event. 

 
¶ Pain is the predominant complaint. Arthralgias 

and malaise are often present. 
 
¶ Two main variants of PG exist: 
 1.  Classic PG (this case): deep ulcer 
 with a violaceous border that over hangs 
 the ulcer bed. These lesions most com-
 monly occur on the legs, but may occur any
- where on the body. 
 2.  Atypical PG has a vesiculopustular 
 component, usually at the border.  It is 
 erosive or superficially ulcerated, and 
 most often occurs on the dorsum of the
 hands, the extensor parts of the fore a r m s , 
 or the face. 
 
¶ No specific cause of PG has been identified, 

but skin trauma in patients with PG may induce 
new lesions. This is called pathergy.  
 

¶ The mainstays of treatment are corticosteroids 
and immunosuppressive agents. 

 
From “Annals of NMCP” Oct 2007 
. 
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I was on my second month at a local ED 
that had a high proportion of elderly patients, 
when I came in for a 7am shift after my usual 2 
large cups of coffee ready to get to work.  My 
first patient of the day was like many of the oth-
ers that we see at this particular hospital: an 
elderly lady with mild dementia who lives at 
home with her daughters, and relies on them 
for most of her activities outside basic ADLs.   
She arrived to the ED with a chief complaint of 
worsening exertional dyspnea since she awoke 
this morning, but when I saw her she was lay-
ing fairly comfortably in the bed, meeting that 
common “no apparent distress” criteria.  “Not 
sick” was my first thought, but I dutifully pro-
ceeded to complete my history and physical, 
happy that at least it was not another case of 
“do everything” for the advanced dementia pa-
tient presenting from a nursing home for 
“altered mental status.” 

 
Due to the dementia, her daughters re-

layed most of her information:  for the last day 
every time she walked down the hall she would 
get short of breath.   She used a walker due to 
a history of chronic back and leg pain secon-
dary to severe disk disease in her lumbar 
spine, for which she was being actively fol-
lowed by an orthopedic surgeon.  She other-
wise had no significant medical history except 
mild hypertension and well controlled Type 2 
diabetes.  She denied any chest pain, dyspnea 
at rest, or URI symptoms, and denied any GI 
complaints.  Her symptoms were only repro-
ducible by exertion.   Her daughters also stated 
that she was eating and drinking less than nor-
mal lately.  Her initial vitals were remarkable 
only for a tachycardia of 115 and a resting 
pulse oxygenation of 95%.  Her exam was un-
remarkable except for pain from her lower back 
to both legs, as well as some mild bilateral an-
kle edema.  When I asked the patient how she 

felt, she kept mumbling that her legs hurt, but 
her daughters were quick to refocus me back 
on her dyspnea, since her leg pain was chronic 
and she was already being seen for it.   

 
After leaving the room, I decided that my 

main concern was whether this was her anginal 
equivalent.  I ordered an EKG, chest X-ray, and 
the usual labs including CBC, BMP, cardiac en-
zymes, and urinalysis.   I performed a bedside 
cardiac ultrasound that revealed no evidence of 
pericardial effusion.  The EKG was unremark-
able except for sinus tachycardia, and the 
chest x-ray revealed moderate spinal DJD but 
was otherwise normal.  I wrote for a 500ml nor-
mal saline bolus to address the tachycardia. 

 
After discussing the case with my at-

tending, we quickly formulated our plan.  Since 
the patient had arrived early in the morning and 
had her symptoms since the previous day, we 
decided that we would obtain the initial cardiac 
enzymes and an additional set six hours later.  
We consulted with cardiology who then agreed 
to perform a resting and then stress echocar-
diogram on her after the second set was back.  
If all went as planned, we could discharge her 
home from the ED that afternoon.  We dis-
cussed the plan with her and her daughters, 
and all were relieved that they may avoid an 
admission. 

 
As expected, both sets of cardiac en-

zymes were normal, and serial EKGs remained 
unchanged.  With two more 500ml boluses her 
heart rate decreased to 100.  She then went to 
cardiology where her echocardiogram revealed 
no evidence of inducible ischemia, and she re-
turned to the ED.  I gave the good news to the 
patient and her daughters, and I began prepar-
ing her discharge. 

(Continued on page 13) 

òDOC, THATõS HIGH ISNõT IT?ó 
HOW NOT TO WORKUP A PATIENT 
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While typing up the paperwork, I wrote 

my usual medical decision making spiel for a 
negative ED cardiopulmonary workup.   
“Subjective exertional dyspnea not reproducible 
in the emergency department with normal pulse 
ox.  Serial EKGs, cardiac enzymes, and stress 
echo all unremarkable making ACS unlikely.  
Chest x-ray and exam revealed no evidence of 
pneumonia, pneumothorax, pulmonary effusion 
or other primary pulmonary etiology.  Low suspi-
cion for pulmonary embolism based on…..”.   
Well, I thought to myself, based on what?  Nor-
mal pulse ox?  95% is certainly not “abnormal” 
but in someone with no known pulmonary dis-
ease you can‟t really call it “normal”.   Not tachy-
cardic?  Actually, this tachycardia that was only 
mildly responsive to fluids has been bugging me 
all day.  No recent immobility?  Shoot, she has 
moderately severe lower back disease that re-
quires her to use a walker.  I‟ll bet she only 
walks when she absolutely has to.  No symp-
toms of DVT?  Hmmm, am I really sure that the 
leg pain is secondary to her disk disease? 

 
Not wanting to unnecessarily expose a 

75-year-old with a mildly elevated creatinine to 
the risk of IV contrast, we rolled the dice on a D-
Dimer and continued getting her prepared for 
discharge.  It wasn‟t that long before the nurse 
came back to report the D-Dimer level:  44.  I 
said “you mean 0.44 right?”  She said “No Doc, 
44.  That‟s pretty high isn‟t it?”  Gulp.  Well, the 
remainder of the story is obvious:  Pulmonary 
CTA / Pulmonary embolism / admission.  Ve-
nous duplex studies found bilateral DVTs.  Yes, 
she did have leg pain from DJD, and that pain 
had essentially kept her in bed for the past 
month.  And I don‟t need to even mention the 
tachycardia.  Fortunately she received appropri-
ate treatment and was doing well at last check. 

 
So what did I learn from this?  Besides to 

bring two sets of underwear to shifts, the single 
most important thing that I learned is that the 
time to develop your differential diagnosis is 
early in the case, after gathering your initial in-
formation, not when you are actually writing 
your discharge paperwork.  This patient re-

mained in the ED for almost 10 hours before a 
potentially life threatening diagnosis was made 
that could have been made in less than 2 hours.  
What I did was “anchor” around ACS, and tried 
to explain away those little clues that perhaps 
something else was going on.  In doing so, I 

subjected the patient to a potentially dangerous 
stress echo that amazingly did not cause any 
additional problems.  Secondly, I again proved 
the adage that “The greatest barrier to the cor-
rect diagnosis is an existing diagnosis.”  I al-
lowed her known history of disk disease and her 
daughters‟ persistence to color my judgment.  I 
even ignored the patient herself, who insisted 
that her biggest complaint was her leg pain. 

 

I now have incorporated these lessons 

into my practice.  Fortunately, I am able to dis-

cuss this case in this forum, and not as an 

M&M.  Learning from this mistake will hopefully 

help prevent you from having to do it to! 

(Continued from page 12) 

 

“The greatest bar-
rier to the correct 

diagnosis is an ex-
isting diagnosis.”   

Old Sawbones saysé 
“Yikes! Now that was a close call!  
Great job with the last minute pickup 
but this is a perfect example of that 
“early closure” thingy.  In my day, we 
didn‟t have these fancy same day 
“echos” ...we had to develop our as-
sessments based on good old History 

and Physicals!  But as long as the echo was 
done I wonder why it didn‟t pick up right ventricu-
lar abnormalities?” 



Volume 1  Issue 1 Inbound Magazine  Winter 2008 

14 

 “Ma‟am, I know you probably didn‟t want 
to be cut with a scalpel when you got up this 
morning, but we‟re going to need to do that to 
try to relieve your pain.”  I‟ve probably said that 
sentence about a million times in my time work-
ing in the emergency room, and I actually look 
forward to draining abscesses.  I like that this 
type of procedure gets immediate results and 
provides significant pain relief for the patient.  
It‟s rewarding to know you‟ve fixed a problem.  
But after my first abscess drainage as a new 
resident, with my chief resident at the time no 
less, I would come to dread them for quite a 
while. 
  
 Having taken the history and done the 
physical exam on a 34 year-old woman with 
pain and swelling on her left inner thigh for two 
days, I approached the chief resident and staff 
to present my findings.   She had a large ab-
scess that needed to be drained.   It had been 
a long time since I had drained an abscess, 
and I wanted to go over the procedure for doing 
it before I ventured in. 
  
 This chief, always eager to teach, 
grabbed the lidocaine, a suture kit, and a nurse 
and we were off.   After the patient positioned 
herself on the bed,  the chief turned to me and 
made the universally accepted face for “holy-
cow-that‟s-a-big-abscess,” and informed the 
patient he needs to examine it to see how deep 
it goes. 
  
 The patient, a rather stoic woman, grit-
ted her teeth for the pain of the exam, which 
was mercifully brief.  The chief concluded that 
we could probably do it with just a small 
amount of lidocaine since the patient was so 
compliant.   I deferred to his experience, and 
after we explained the procedure in great detail 
to the patient, I opened the kit to get started. 
  
 The nurse in the room leaned over to me 
before we got started and asked if I would like 
a culture swab.  She also suggested I get a 

mask and a face-shield.   My wife (another phy-
sician) advised me to generally defer to the 
senior nurse‟s suggestion if it won‟t result in 
any harm to the patient, so I agreed a mask 
would be a good idea.  The chief smiled at the 
suggestion of a mask, but it appeared to be a 
smirk that said, “Oh yeah, you‟re going to want 
that!” 
  
 So here I am, with my mask, gloves, 
blade and false sense of confidence about to 
do my first abscess drainage in a long while.  I 
took the #11 blade and made a stab incision to 
which the patient winced but handled as stoi-
cally as she has handled everything so far.  I‟m 
beginning to think that the patient is the most 
composed person in the room at this time!  The 
chief was underwhelmed by the amount of pus 
that dribbled out, so with little ado he pushed 
on the abscess to possibly “express” more pu-
rulent material.  At this point the small stab inci-
sion I had made turned into shooting geyser of 
malodorous purulent discharge. 
  
 Thank goodness for the nurse‟s sugges-
tion because I took a direct hit to the face-mask 
and scrub top.  In retrospect, I understand why 
the chief laughed out loud and the nurse 
gasped in either horror or to hold back laughter.  
I, however, remained completely professional 
and was able to hide my sudden diaphoresis.  I 
looked to the chief for acknowledgement of my 
plight and approval to leave the room.  Through 
tears and suppressed laughter, he nodded to 
the door, and I excused myself. 
  
 Before running to the bathroom, I walked 
past the physician‟s cube and removed my 
mask only to be stopped by the attending to 
assess the damage.  Only then did I realize the 
smell attached to my clothes and mask.  I could 
still hear the laughter around the corner at the 
scrub machine, where my credits were out. 
 

(Continued on page 15) 

EXTRA SCRUBS  
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Anally - occurring yearly 
Artery - study of paintings 
Bacteria - back door of cafeteria 
Barium - what to do when treatment fails 
Benign - what you be after you be eight 
Bowel - A, E, I, O, or U 
Caesarian section - district in Rome 
Cat scan - searching for kitty 
Cauterize - made eye contact with her 
Colic - sheep dog 
Coma - a punctuation mark 
Condom - small apartment complex 
Congenital - friendly 
D+C - where Washington is 
Diaphragm - drawing in geometry 
Diarrhea - journal of daily events 
Dilate - to live long 
Enema - not a friend 
Fallopian Tube - part of a TV set 
Fester - quicker 
Fetus - character in “Gunsmoke” 
Fibula - a small lie 
G.I. Series - soldiers‟ ball game 
Grippe - suitcase 
Hangnail - coat hook 
Impotent - distinguished, well known 
Intense pain - torture in a teepee 
Labor pain - got hurt at work 
Medical staff - doctor‟s cane 

Menopause - button on the remote control 
Menstrual cycle - thing with three wheels 
Morbid - higher offer 
Nitrates - cheaper than day rates 
Node - was aware of 
Outpatient - person who had fainted 
Pap smear - fatherhood test 
Pelvis - cousin of Elvis 
Post operative - letter carrier 
Protein - favoring young people 
Rectum - darn near killed „em 
Recovery room - place to do upholstery 
Rheumatic - amorous 
Scar - rolled tobacco leaf 
Scrotum - small planet near Uranus 
Secretion - hiding anything 
Seizure - Roman emperor 
Serology - study of knighthood 
Tablet - small tablet 
Terminal illness - sickness at airport 
Testicles - found on an octopus 
Tibia - country in North Africa 
Tumor - an extra pair 
Umbilical chord - part of a parachute 
Urine - opposite of you‟re out 
Vagina - heart trouble 
Varicose - located nearby 
Vein - conceited 
Vulva - automobile from Sweden 

F AST  (L AUGH ) T RACK  
The lighter side of medicine 

 I take several lessons from this encoun-
ter.  First, bring extra scrubs and shoes to the 
office.  Second, trust your nurse.  Third, don‟t 
trust anyone who sits you down in front of an 
abscess then tries to express it while he is 
comfortably out of harms way.  Fourth, it‟s 
really hard to get the smell of an abscess out of 
your nose.  Lastly, don‟t expect the rest of your 
shift to go well when the whole emergency de-
partment staff giggles at you. each time they 
see you. 

(Continued from page 14) Old Sawbones saysé 
“When you‟ve been around the block a 
couple times, you know that procedural 
purulence can wind up anywhere! While a 
Biohazard Suit may be overpreparedness, 
a face shield and cover gown is very rea-
sonable. Also, consider poking the scalpel 
through the center of a 4x4, to act as a 
shield. I do it all the time, and have come 

away with many a soaked 4x4, which beats a soaked 
set of scrubs any day. Also, IV pain control is a good 
idea if you think local is not a good idea.” 


