Moore’s Medicolegal Report (MMR) - December, 2009

Happy Holidays!!

"Why is Christmas just like a day at the office? You do all the work and the fat guy with the suit gets all the credit."  - Unknown

"The Supreme Court has ruled that they cannot have a nativity scene in Washington, D.C.  This wasn't for any religious reasons.  They couldn't find three wise men and a virgin."  - Jay Leno   

Luoma v Kaiser- California

Facts: A 37 yo had been diagnosed with mild migraines with non-prescription therapy.  She later was diagnosed with hypertension and put on atenolol.  She presented to the ED complaining of the worst headache she had ever had.  Prior to arrival she had had transient leg weakness, and left eye vision problems.  No studies were done.  She was told to be compliant with atenolol and follow up with her doctor.  The next day she stayed in bed due to the headache.  The following day she presented to the ED again.  CT was done and read as negative.  LP revealed xanthochromia and a neurologist was consulted but the patient was released with “nothing to worry about”.  The next day she presented again and was admitted.  A cerebral arteriogram revealed an anterior communicating artery aneurysm.  She suffered a re-bleed following the study.  It was clipped but she died 7 days after first presentation.

Plaintiff: You failed to diagnose.

Defense: Yes we failed to diagnose in timely way but rebleed was AFTER angiogram and outcome unpreventable.

Result: Jury verdict of $700,000

Editor’s Note:   SAH is the cause of death in 0.5% of population.  About 2% of us have one.  About 3 million occur yearly in the US and early clipping usually leads to successful outcome.  CT will pick up over 90% of bleeds.  About 1/3 have no localizing findings.  About half will have neck pain, stiffness.  Aneurysmal bleeding is unlikely in first 3 days after sentinel bleed thus early diagnosis is the key.  It is more common after arteriogram in the 7-14 day range after sentinel leak, as this case illustrates.  Poor initial mental status or extremity weakness leads to poorer prognosis.  Also look for a new onset 3rd nerve palsy which is a sign of expansion of the aneurysm. 

Cohn v Frost – Illinois

Facts: A 39 yo woman with history of menstrual migraine and no other illness presented to her PMD with unusually severe headaches.  Chiropractic treatment was recommended.  A CT scan was done 8 days later and read as normal.  She did not improve and was admitted to the hospital.  A neurologist diagnosed viral meningitis clinically.   Three weeks later, after release, she collapsed and died from a ruptured middle cerebral artery aneurysm.

Plaintiff: You should have done an LP since the CT was done 8 days after symptom onset.

Defense:  The diagnosis was reasonable.

Result: Jury awarded $9.8 million.

Editor’s Notes: One study showed CT is positive in SAH 92% on day of bleed, 86% next day and 58% after 5 days.  Another study with late generation scanners showed 100% positive in first 12 hours and 93% positive 24 hours later.  Xanthochromia can be found as early as 12 hours and up to two weeks, making LP imperative if suspicion of the diagnosis exists and the CT is negative.  Several studies have reported patients with severe headaches treated with anti-emetics who return from the CT suite with their headache resolved but nevertheless have SAH.  This must be realized when using response to therapy as a guide to diagnosis and disposition.  About 20-59% of SAH will present prior to severe symptoms with a ‘sentinel headache’.  These two cases illustrate the difficulty in making the diagnosis of SAH in patient with pre-existing headache syndromes.

Engolia v Allain – Louisiana

Facts: A woman developed sudden onset of neck pain while exercising and went to the ED.  She was found to have severe tenderness over her neck and upper back.  The ED MD claimed there was no complaint of headache, the family claimed there was. C-spine x-rays were negative.  She was discharged as musculoskeletal injury and given NSAID’s and muscle relaxers.  Her symptoms continued and her physician ordered an outpatient CT scan.  On the morning before the study she collapsed and died from an aneurysmal rupture.

Plaintiff: You missed the diagnosis

Defense: The diagnosis was reasonable based on the evaluation.

Result: Jury verdict for the defense after the contradictory testimony was taken.  The judge instructed the jury, “It is not malpractice to make a mistake in diagnosis.  Making a diagnosis is an act of professional judgment and an incorrect diagnosis is not necessarily an act of negligence.”  The plaintiff appealed this instruction but lost the appeal.

Editor’s Note: Realize the court does not expect a doctor to be perfect, as this case illustrates.  A reasonable thought process with appropriate charting can result in a defense verdict, even in bad patient outcomes. 

Carroll v Zawislak – Texas 

Facts: A 78 yo male presented to the ED with a complaint of severe pain in the proximal left thigh.  There had been no trauma.  The physician performed a physical exam and did not find any abnormalities.  He diagnosed a torn quadriceps and prescribed pain meds.  A week later the patient returned with cyanosis of the left lower extremity and evidence of embolization to the lower extremity.  Angiography revealed an aneurysm of the left profunda femoris artery at the site of previous pain.  Ultimately gangrene set it and the patient required an above the knee amputation.

Plaintiff: You should have diagnosed my aneurysm in a timely way and this would not have happened

Defense: The diagnosis was reasonable, even if wrong.  This also is a very rare condition.  You should have returned as soon as vascular symptoms develop.

Result: Jury verdict for the defense.

Editor’s Note:  When the history and/or physical exam doesn’t clearly point to a diagnosis, there is no substitute for a well documented physical exam.  Key components such as skin appearance, pulses, neurologic and motor function can be referred to later as evidence that “it just wasn’t apparent”.  Juries don’t expect doctors to figure every diagnosis out, especially when they are rare, as long as the physician appeared to have done a good job.  Patients also can be held accountable for not reasonably returning when their condition has changed.

Winkler v Razack et al – Texas 

Facts: A 57 yo woman presented to the ED with shortness of breath and chest pain.  The ED doctor diagnosed PE and treated her with heparin 5000 unit bolus, followed by 100 units per hour.  An INR was drawn later that was not therapeutic but the heparin dose was not adjusted for 15 hours as the nurse did not notify the MD of the ‘normal’ result. She was admitted to intensive care but died from the PE two days later.  

Plaintiff: Sued the ED doctor for using a standard dose rather than a weight based dose of heparin.  Sued the hospital for not monitoring the blood test.

Defense: The initial dose of heparin is an accepted dose.  Further testing of the INR would guide the subsequent dosing anyway.  The PE that killed the patient was present initially anyway and the heparin would not have changed the outcome.

Result: A jury verdict for defense with regards to the doctor.  The hospital settled the case.

Editor’s Note: Sometimes, diagnosing a tricky disease still isn’t enough to prevent a suit.  Frequently, suits will revolve around the timing of medication administration as well as correct dosing.  Protocols will be scrutinized and when one deviates from their own procedure book standards, it is very difficult to defend.
