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Approaching Differences in Risk

Tolerance (Part 2 of 2)

In our last Bouncebacks article, we

explored the difficulties that

arise when the patient and

doctor disagree on treatment

through the case of a 28-year-

old pregnant patient who left

against medical advice (JUCM,

February 2009).

In the second part of this

series, we present a case which

explores differences in expecta-

tions between a patient and

the physicians.

The patient and her husband

received different advice from

two physicians, the first recom-

mending a CT scan to evaluate for pul-

monary embolism (PE), and the second telling

her the test was not necessary.

Traditionally, medical schools have taught that a di-

agnostic test needs to be administered whenever the

physician considers the diagnosis of PE.

Current thinking is that PE should be

considered in every patient with chest

pain, but often this diagnosis can

be clinically excluded without

potentially harmful and expen-

sive testing.

Our patient initially went to

an urgent care center for pleu-

ritic chest pain and was referred

to the ED for a CT scan.

Though she had a history of

deep vein thrombosis (DVT),

the ED physician thought

the exam findings were most

consistent with a muscular

strain, as her pain started sev-

eral hours after falling out of 

a hammock, was worse with

movement, and there was point

tenderness. Additionally, the patient was a diabetic

with only one kidney, increasing the risk of contrast

nephropathy.
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This was not a patient to be “cookbooked!”

The ED physician felt that the risks of the CT ex-

ceeded the benefits and so did not order the test, to the

consternation of the patient and her husband.

This begs several questions:

! Is a physician ever obligated to order a test?

! Is the decision to order a test sometimes influenced

by patient expectations or fear of a patient com-

plaint (or, should it be)?

! Is there a legal risk from over-testing?

! Are physician practice patterns changed by fear of

litigation, and can this change result in harm to the

patient?

! What is the best way to approach the patient when

disagreement exists, even after extensive discussion

of risks and benefits?

In this article, we will discuss approaches to these

questions and suggest management techniques. Addi-

tionally, we will briefly review the diagnosis of PE and

present a unique way to reliably exclude the diagnosis

in low-risk patients using history and exam alone.

Initial Visit

(Note: The following is the actual documentation of the

providers, including punctuation and spelling errors.)

CHIEF COMPLAINT: Rib pain

VITAL SIGNS

Time  Temp (F) Rt. Pulse Resp

12:15 97.3 O 68 16

13:58 78 18

Syst Diast Pos. O2 Sat O2% Pain Sc

115 67 S 8

110 68 S 98% 8

HISTORY OF PRESENT ILLNESS: 

71 year old female presents with right sided chest pain

which is sharp and worse with movement. Her pain be-

gan two days ago which was one day after she fell out

of a hammock. Her pain is worse when she moves her

body and takes a deep breath. She did go to an urgent

care who did a chest x-ray which was read as normal and

sent her to be evaluated for a blood clot. The patient

does have a history of DVT which occurred 24 years ago

after a Cesarean section and she did take Coumadin and

heparin for six weeks and has not had a problem since

that time. She denies any further risk factors for blood

clots such as pain or swelling of the lower extremities,

prolonged immobilization, long plane or car trips re-

cently or trauma requiring the use of any casts or splints

of the lower extremities. No history of recent surgery, he-

moptysis, cancer, or hormone therapy. 

PAST MEDICAL HISTORY/TRIAGE:

Triage nurse: Patient states that she fell out of a ham-

mock Thursday. Patient states that since she has had

right rib pain and was unable to sleep last night because

of pain. “Patient unable to breath deep.” Patient sent in

by Urgent Care, presents with chest films.

PMHx: Meningits, Ulcer disease, Diverticulitis, dia-

betes, Remote DVT after surgery

PSHx: TAH, Tubal Ligation, Back Surgery, C-Section, Ap-

pendectomy, Cholesectomy, Bladder Suspension, Right

Nephrectomy, 

Med Allergies: Dilaudid

Medications: None

Social History: Smoker

Family History: Negative for heart disease

EXAM (shortened):

General: Well-appearing, well nourished; A&O X 3, in

no apparent distress. Significant pain evidenced by fa-

cial wincing when she sits up for lung auscultation.

Resp: Normal chest excursion with respiration, breath

sounds clear and equal bilaterally, no wheeze, rhonchi

or rales.

Card: RRR no m/r/g

Chest: very severe right sided chest pain with palpation

of right chest under the breast which is point tender.

Abc: Non-distended, Non-tender, soft without rigidity,

rebound or guarding. No pulsatile mass

Extremities: Pulses are 2 plus and equal times 4 ex-

tremities, no peripheral edema or calf tenderness

ORDERS:

Percocet 10mg po

RADIOLOGY:

Chest x-ray: Normal

PROGRESS NOTES:

I did have a long discussion with the patient and her

husband as she was sent here to be evaluated for pul-

monary embolism. I did obtain additional history in

that she did fall about 3 feet out of a hammock onto her

right side 3 days ago onto hard ground. She has pain

when she moves and also when she breathes which
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would be consistent with a muscular strain. She does

have risk factor for PE as she did have DVT 24 years ago.

We did discuss getting a cat scan of her chest and the

risks of having this test with contrast in her particular

situation with only one kidney and a history of diabetes.

I explained to her that I thought the risks were greater

than the benefits. I did tell her we cannot exclude a pul-

monary embolism 100% based on exam alone, but it

seems unlikely given her history. She will return if her

symptoms worsen or do not improve. I spoke with the

PCP to ensure follow up who agrees with plan of care

and will see patient as an outpatient.

DIAGNOSIS:

Chest Pain—musculoskeletal

DISPOSITION:

Rx for Percocet and instructions for chest wall pain. F/u

with PCP in 2-3 days. Record FAX’ed to PCP

Discussion Point 1: Managing Patient Expectations

Every patient comes to the physician with an agenda.

Some agendas are clear and communicated directly,

like “Why am I coughing?”, and some are hidden, such

as when the patient is actually thinking, “I am really

scared this is cancer.”

Some are known to the patient and

intentionally hidden (“I have had panic

attacks in the past but really think this is

a heart attack”) and some are not so

conscious, such as secondary gain of

being sick or pain from narcotic with-

drawal attributed by the patient to “my

migraines.”

The art of medicine involves localiz-

ing a patient’s concern and addressing

it during the visit; however, the pa-

tient’s known or hidden agenda should

not drive the medical decision making.

In the case presented here, our pa-

tient’s agenda was clear; the urgent care

physician had a concern for pul-

monary embolism, a life-threatening

disorder, and sent the patient to the ED

for a CT scan.

Though the stakes are raised when a

patient is concerned about a specific

disease, be it pneumonia or anthrax,

we need to provide the best medical

advice possible and to, first, do no

harm. Just as a surgeon is never forced to operate, we are

not forced to order tests or administer medications we

feel may harm the patient.

It is the successful physician who can address a pa-

tient’s realistic fears without falling into the trap of prac-

ticing defensive medicine or altering the diagnostic or

therapeutic approach to preempt a patient complaint or

poor comments on a customer satisfaction survey.

We practice in a time where the paternalistic ap-

proach to medicine is out of favor. Most clinicians pre-

fer to engage their patients as partners and to include

them in the decisions of their medical care. In lieu of

this relationship, the physician is still ultimately re-

sponsible for a safe and successful medical visit.

If we think of patients as partners or clients who hire

us as medical consultants, we can offer our best advice

and lay out the options to approach the specific issue.

We have specific training in issues usually not consid-

ered by the average patient, including pretest probabil-

ity and risk/benefit ratio, but should try to explain

these concepts to our patients when they request a test

that would not be in their best interest. We are hired to

give advice, but are not required to let our patients dic-

tate the final medical testing or treatment. An adult of

sound mind and body is always at liberty to refuse our

Table 1. Modified Wells Criteria for PE

Criteria Points

Clinical signs of DVT 3.0

An alternate diagnosis is less likely than PE 3.0

Heart rate >100 beats per minute 1.5

Immobilization or surgery in past 4 weeks 1.5

Previous DVT or PE 1.5

Hemoptysis 1.0

Malignancy (being treated, treated in past 6 months, or

palliative)

1.0

Traditional Clinical Probability Assessment

0-1 points Low probability of PE

2-6 points Moderate probability

>6 points High probability

Simplified Clinical Probability

PE likely             >4 points

PE unlikely        4 points
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advice and seek another opinion, as demonstrated

in the first article in this series.

Our patient did have some risk of PE, as she had

a history of DVT, and it was reasonable for her to be

referred from the urgent care if the physician had

any doubt as to the cause of her chest pain. The pa-

tient was understandably concerned; she had been

told she may have a life-threatening condition and

it was incumbent on the emergency room physician

to address her concerns and fears.

This does not mean an imaging study was re-

quired. She needed to have the pretest probability

estimated, as a decision for diagnostic imaging

would need to be interpreted in this light.

This is the essence of what it means to be a physician.

Anyone can randomly order tests, but physi-

cians are specifically trained to think in terms of

probabilities and risk vs. benefits; it is our job to

understand that any intervention carries an inher-

ent risk and to communicate this information to

patients in language they can understand.

Though our patient had a history of DVT, placing

her at higher risk of PE, her pain had a defined mech-

anism, was worse with movement, and reproducible

with palpation, suggesting a musculoskeletal etiology.

The ED physician determined that because she

had a low pretest probability and also was at a higher

risk for contrast nephropathy due to her diabetes

and one kidney, the risk of the test outweighed the

benefit and she needed no further work-up. This

raises an interesting question: Is the emergency room

physician held to a higher standard if he misses a di-

agnosis in a patient who presents to be specifically

ruled out for that particular condition?

Discussion Point 2: Defensive Medicine

Defensive medicine is a tremendous financial bur-

den on the medical system; cost estimates range

from $100 billion to $126 billion per year. Be-

tween 7% and 11% of all healthcare dollars are

spent on defensive medicine, a practice so preva-

lent that over 90% of physicians have admitted or-

dering inappropriate tests, and over 50% admit

unnecessarily ordering invasive surgical proce-

dures such as biopsies.

On the other hand, it is so devastating just to be

named in a lawsuit that many physicians report that

they just don’t care about the extra cost to society.

Nothing in medicine is certain. In our profes-

sion, we are obliged to address this uncertainty

Stability

in an unstable market.

History has proven that insurance rates of member-

owned companies have not been subject to the wild 

fluctuations of the traditional insurance marketplace.  
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and make decisions while weighing

the risks and benefits of testing vs.

misdiagnosis.

In this case, our emergency room

physician did just that and felt that her

low pretest probability and risk of con-

trast nephropathy with one kidney and

diabetes did not merit the test. He also

felt that the risk of a false positive test

could further harm her, as this would

commit her to lifelong warfarin therapy

given her previous history of DVT.

For a clinician to lose a negligence cases, it must be

proven that a care standard was breached. He is no

more liable because the patient came in with a partic-

ular concern than he would be if she didn’t mention

the diagnosis by name. Clearly, he had a competent

thought process that many physicians would share.

Communication is the key to avoiding the vast

majority of suits. Anger, not injury, is the most fre-

quent precipitating factor to claims. Treating our pa-

tients with patience and respect can greatly improve

patient satisfaction, improve patient’s clinical re-

sponse to treatment, and decrease the risk of being

named in a malpractice suit. 

Visit 2: Next Day

The patient’s husband is not satisfied that there are

now two physicians with differing opinions and calls

the hospital administration, who calls the ED director;

it is decided to bring the patient back to have the con-

trast enhanced CT scan done at no charge. The study

■■  Age <50

■■  Heart rate <100

■■  Oxyhemoglobin saturation 95%

■■  No hemoptysis

■■  No estrogen use

■■  No prior DVT or PE

■■  No unilateral leg swelling

■■  No surgery or trauma requiring hospitalization within the past 4 weeks

Table 2. PERC Rule Criteria
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was negative and the patient was again discharged

to home with a final diagnosis of chest wall contu-

sion, with advice to follow up with her primary

care physician.

Discussion Point 3: Evaluation for Pulmonary

Embolism

Pulmonary embolism is the third-most common

cardiovascular cause of death (after ischemic heart

disease and stroke), with up to 11% dying within the

first hour of symptoms. There is a mortality rate of

approximately 30% without treatment.

Unfortunately, clinical clues are often nonspe-

cific and the symptoms and signs are often absent.

Classically, a patient may complain of a sudden on-

set of dyspnea, calf or thigh pain or swelling, appre-

hension, cough and pleuritic chest pain.

The physical exam may reveal tachypnea, tachy-

cardia, rales, fever, lower extremity edema, hypoten-

sion, cyanosis, heart gallop, friction rub, a loud P2,

diaphoresis, and phlebitis; often, however, it is normal.

Because the stakes of misdiagnosis are so high and

the presentations so varied and often nonspecific,

certain prediction rules have been established to

determine which patients are more likely to have a

pulmonary embolus. It is essential to think in terms

of pretest probability when evaluating for PE be-

cause no test is perfect, and false negatives and pos-

itives are common. 

One such guideline to assess probability of PE is

the Modified Wells Criteria (Table 1).

Recently described by Dr. Jeff Kline, director of re-

search in the Department of Emergency Medicine at

Carolinas Medical Center and one of the world’s au-

thorities on PEs is the Pulmonary Embolism Rule-

Out Criteria (PERC) rule. This set of simple questions

was developed by Dr. Kline (and validated in four

different academic centers) to deal with a complex

problem; many physicians are so paralyzed by fear

of misdiagnosis and litigation that they are testing

too many patients for PE.

The PERC Rule is simple and easy to apply; if the

physician feels there is a low likelihood of PE

(clinical gestalt that there is <15% chance of PE),

he or she can evaluate for the presence or absence

of eight specific criteria (Table 2). If none of

these criteria is present, the patient has <2% risk

of PE and no further testing is indicated.

In other words, PE can be excluded without fur-

ther diagnostic testing if the patient meets all PERC
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criteria and there is a low clinical suspicion—i.e.,

<15% chance of PE clinically.

(Note: The PERC rule would have been positive

for more than one criterion in our patient so could

not have been used to clinically exclude PE.)

Summary

Clearly, numerous factors—including her husband’s

dissatisfaction with the visit, the small risk that the

ED physician was wrong, and the hospital admin-

istration’s desire to please—were present in the de-

cision to bring the patient back for chest imaging.

There may have even been some additional defen-

sive medicine practiced by the initial urgent care

physician who sent the patient to the ED.

Could there have been legal implications if the pa-

tient had gone into irreversible renal failure and

ended up on dialysis after the CT study? Thankfully

for the patient and the physician who ordered the

test, we will never find out.

Part of our profession requires us to focus a pa-

tient’s fear and balance that with the risk of testing

while respecting the patient’s agenda—staying

healthy and being reassured that they are well. The

data are clear that physicians who are “test happy”

are no less likely to be sued, and that patient satis-

faction is most dependent on an open, honest ex-

change as opposed to a prescription for antibiotics,

an x-ray, or CT scan. 

Patients who feel that their doctor hears them and

understands their concerns are most likely to have

a successful visit and outcome. ■
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