Moore’s Medical-legal Report- October, 2010
“I'll bet living in a nudist colony takes all the fun out of Halloween.”
Charles Swartz

"True love is like ghosts, which everyone talks about, but few have seen."
Anonymous

1. Hill v Goodman – Michigan
Facts: A 33 year old woman went to the ED, 3 days after delivering her child. She complained of shortness of breath, chest pain, headache and abdominal pain. A chest CT was ordered to rule out PE, heparin was started while awaiting the study. The radiologist read the CT as negative for PE.  She was discharged with no further testing.  The next day she went to the ED with right sided weakness and headache.  CT of the brain revealed left parietal intracerebral hematoma.  Despite ventriculostomy and evacuation of the hematoma, the patient was left with several permanent neurologic defects.

Plaintiff: You gave me heparin for no reason and worsened/caused my head bleed.  You failed to CT my brain on first visit and discover my problem. You should have reversed the heparin before I left since the CT was negative for PE.

Defense: You can’t prove that the heparin caused any of the problems.  Heparin should be given if PE is likely.

Result: Verdict for the defense.

Editor’s Note: Whenever a medication is given, it is optimal to review its necessity, side effects, risk/benefit.  It is common to pull the trigger on heparin in suspected PE but if the test is rapid, I am unsure of how much acute benefit it has.

2. Miller v Gordon – Illinois

Facts: A 49 year old walked into the ED after syncope.  The physician ordered a CT to rule out PE.  The test was not done when the patient suddenly expired 4 hours later. He was found to have PE.

Plaintiff: You should have obtained the test sooner, you should have treated me sooner.
Defense: A delay of 4-6 hours is acceptable. No treatment would have saved his life. (This case began before tPA generally accepted to degree it is now)

Result: A defense verdict from jury. ED doctor paid $250,000 under high/low agreement.

Editor’s Note: Note syncope was the presenting complaint. In contrast to the above case (no pun intended), if there is a delay, maybe therapy should be started. Or maybe, the physician should discuss the risks/benefits of initiating or delaying heparin and solicit the patient’s opinion/input.  A high/low agreement is: a settlement that is contingent on a jury's award of damages and that sets a minimum amount that the defendant will pay the plaintiff if the award is below that amount and a maximum amount that the defendant will pay if the award is above that amount.

3. Chambers v Quinones – New Jersey

Facts: A 41 year old man went to the ED after two syncopal episodes. He had hypoxia and an increased respiratory rate with heart strain on EKG. His PMH included hypertension and recent plane flights x 2 that were 4 hours long.  He was admitted and died 12 hours later from pulmonary embolus before any diagnostic testing.

Plaintiff: You should have tested me promptly for PE

Defense: Syncope is not a common presentation for PE. A 4 hour plane ride is not long enough to cause disease.

Result: Settled for $975k, the ED doctor contributed $400k of that

Editor’s note: Another case that illustrates syncope as a presenting complaint of PE and the importance of timely testing and treatment.

4. Gibson v Eugenio – Kentucky

Facts: A 37 year old woman went to the ED with nausea and vomiting.  Her abdominal exam was benign. She as given IV fluids and discharged to “return if worse”. She had received gastric bypass with weight loss from 300 to 93 pounds.  The ED physician had seen her many times for a variety of complaints.  She returned later and was told by the same physician, “What do you want me to do for you!!.”  She was released with pain medication.  The next day she died at home from a volvulus of the jejunum. 

Plaintiff: You should have done a CT scan and made the diagnosis.

Defense: A scan wasn’t required.

Result: Jury award of $2.192 million.

Editor’s Note: Our LLSA reading this year highlights the multitude of complications that occur in gastric bypass patients and the difficulty with diagnosis and evaluation based solely on physical exam.  A low threshold for CT evaluation with abdominal complaints in these patients may be wise.  They are recurrent users of the ED in many cases and this example again emphasizes what bias can do.  The case also again illustrates that a return visit should be viewed as an opportunity to make a diagnosis…not a hassle.
5. Meyers v Perea – Iowa

Facts: A 70 year old woman went to the ED after injuring her leg.  A fracture on x-ray was not noted by either the ED physician or the radiologist.  She was released with weight bearing of her leg.  The fracture displaced and required surgery with resultant disability.  

Plaintiff: You failed to diagnose my fracture.

Defense: It wasn’t obvious.

Result: Jury verdict of $260,000 (the ED physician paid out, the radiologist paid nothing).

Editor’s note: When ED and radiologist are involved, I note that more often than not the ED physician takes all or the bigger portion of the payout.  Missed fractures are among the most common malpractice actions.  If there is any doubt after evaluation, it is safest to non-weight bear the patient until specialist/follow-up is obtained.
