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Question: In reviewing 53 autopsy studies, researchers discovered that ____% of the time clinicians had missed a 

diagnosis underlying the principle cause of death.   a) 5%     b) 15%     c) 25%     d) 50%.  

  

Outpatient Diagnostic Errors     Diagnostic 

errors occur when a diagnosis is delayed, totally 

missed, or wrong. In an outpatient setting the 

physician often must deal with a wide array of 

possible diagnoses and incomplete information. The 

frequency of diagnostic errors in an outpatient setting 

is difficult to estimate because methods to detect 

these are not well developed. I personally know of 

several people who have suffered from missed 

diagnoses with consequences ranging from 

inappropriate invasive testing to untimely death.  

A team of experts, mostly MDs, investigated the 

causes of diagnostic errors they had found using a 

trigger tool that scanned electronic medical records 

from two large healthcare systems. The tool flagged 

unplanned hospitalizations or visits to an ER within 

14 days of the initial outpatient encounter.1 They 

discovered 190 instances of diagnostic error. The 

major illnesses misdiagnosed were as follows: 

pneumonia (14), decompensated congestive heart 

failure (12), primary cancer (11), acute renal failure 

(11), urinary tract infection (10), acute heart 

problems (8), cancer metastases (7), symptomatic 

anemia (7), spinal cord compression (7), and adverse 

reaction to medication (7).   

The root causes for the diagnostic errors were 

ones that had been shown before: flawed history 

taking, incomplete physical examination, or ordering 

of wrong tests.2 About 80% of the time providers 

failed to document a differential diagnoses at the 

initial visit.1 Often there seemed to be symptoms that 

were nonspecific or ultimately not associated with the 

final diagnosis. An invited commentary on diagnostic 

errors by two MDs observed that such errors are 

associated with considerable patient harm and may be 

occurring more often than has been supposed.2  

In my opinion, there are lessons here for any 
outpatient. Make certain that your doctor takes the 

time to listen to your medical history and be ready 

to present this succinctly. Ask specifically about 

your physician’s differential diagnoses. When he 

orders tests, ask if there is any other test that 

should be considered, and then make sure you find 

out the results of those tests.   

  

Comparison Shopping for Hip Replacement      
Suppose you have put up with pain related to a 

degenerating hip long enough and decide to shop 

among hospitals to determine how much you will 

have to spend to get a replacement hip. Three 

investigators undertook this shopping expedition, 

contacting 2 randomly-selected hospitals in each 

state by phone and 

then contacting 20 

of the top-ranked 

orthopedic hospitals 

from May 2011 to 

July 2012.3 They 

asked  for 

 each hospital’s 

 lowest complete 

 cost  
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(bundle), including physician’s fees, for  

hip replacement for a 62-year old woman without 

insurance. Up to 5 calls were made to each hospital 

to obtain cost information.  

     The results were not surprising to me. Only 9 of 

the 20 top-ranked hospitals were able to provide a 

complete price and only 10 of 100 state-distributed 

hospitals gave total costs. When the investigators 

extended their efforts by contacting physicians 

separately from hospitals, the odds improved to 12 of 

20 top ranked hospitals/doctors and 64 of 100 state-

distributed hospitals/doctors. When total cost could 

be determined, the results were amazing.  

Among the top hospitals the cost range was $12,500 

to $105,000 and for the state-distributed hospitals the 

spread was $11,000 to $126,000.   

     In my opinion, these results are somewhat 

encouraging. With some tenacity, an uninsured 

person needing elective surgery for a common 

condition can play a significant role in keeping their 

health care costs down. Of course, when the 

confounding effects of rules set by insurance 

companies enter the picture our ability to cost-shop 

almost disappears. If you want to compare hospital 

quality look.  

  

Too Much Calcium  
     I just got through shopping at a well-known 

drugstore chain for my vitamin D3 pills, 

which I  

take daily. I noticed that the 

vitamin/nutritional supplement section of the 

drug store was full of various kinds of calcium 

supplements.   

    In fact, more than half of middle-aged 

women living in the US take dietary calcium 

supplements, presumably to decrease their 

risk of osteoporosis, but recent studies have shown 

that these supplements can be risky for women who 

already consume an adequate amount of calcium in 

their diet. In a medical news article in the JAMA, a 

writer cites two studies published in the British 

Medical Journal documenting significant risk to a 

woman’s  

cardiovascular system from too much calcium.4  

    In a study of 61,000 women followed for 19 years, 

the investigators found that the risk of death from 

ischemic (low blood flow) heart disease was more 

than doubled in women consuming more than 1400 

mg of calcium per day. The risk of death from all 

causes was approximately 40% higher in these 

women. In another group of women who consumed 

more than 1400 mg of calcium per day and took a 

500 mg daily calcium supplement, the risk of allcause 

mortality was 2 ½ times the risk in women 

consuming less than 1400 mg per day. The authors 

conclude that calcium supplements should be 

recommended only for women that have a low intake 

of calcium from their normal diet. Here is one link to 

calculate your ideal dietary calcium intake, which 

varies considerably with age:  

  

Risks from Radiation Used to Treat Breast 
Cancer  
    Cancer and heart disease are the greatest killers of 

Americans; most of us have witnessed loss of life 

from these common illnesses. It has been known for 

some time that radiation therapy used to treat breast 

cancer increases the risk of ischemic heart disease. A 

recent study provided more quantitative data on this 

serious risk.5 The investigators looked at the medical 

records of about 2200 women treated between 1958 

and 2001, and estimated the dose of radiation 

delivered to the entire heart. Radiation 

doses are measured in units called gray 

(Gy).      The investigators discovered that 

the risk of a major heart event increased 7% 

for each Gy delivered to the whole heart of 

women being treated for breast cancer. 

They defined a major event as a heart 

attack, insertion of a stent in a coronary 

artery, or death from ischemic heart 

disease. This increased risk began within 5 years of 

the treatment and persisted for at least 20 years. The 

intention of this article was to alert oncologists using 

radiation to treat patients with breast cancer to the 

increased risk of  

heart disease in treated women.   

    As a cautious and informed patient who has had 

or will have radiation therapy for breast cancer, 

ask two questions of your oncologist: 1) what dose 
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of radiation was or will be delivered to my heart, 

and 2) what measures do you anticipate to help me 

better managed my additional risk of heart 

disease? These are especially important questions 

if you had heart disease before you received 

radiation therapy for breast cancer.   

  

New  Guidelines  for  Cervical  Cancer 
Screening  
    According to a notice from the Centers for Disease 

Control, the major groups writing guidelines for 

cervical cancer screening using the Pap test reached 

a consensus guideline.6 That guideline specifies that 

women under 21 years of age do not need to be 

screened regardless of the start of sexual activity, and 

those between the ages of 21 to 30 years need 

screening only every 3 years. The guidelines 

recognize the reality that too much screening can lead 

to harm through overtreatment.  

Women must ask their doctor about these guidelines 

if they feel they are being over screened or should be 

screened and are not being screened. Early detection 

can save lives, but cervical cancer in young women 

is rare and most precancerous lesions regress on their 

own. Here’s a link to more information. 

  

  

Toward Safer Healthcare  
    Those of us who advocate for safer medical care 

in the U.S. were pleased to see an entire 

supplement to the journal Annals of 

Internal  

Medicine devoted to “Making Health 

Care Safer.” As I culled through this 

supplemental issue my disappointment 

rose. I had hoped to find studies 

showing clear evidence of Patient 

Safety Strategies (PSSs) that make healthcare safer, 

and then follow up studies showing widespread 

adoption of those PSSs by the provider community. 

Lives were being saved, I hoped. I was disappointed. 

Unfortunately, even now, 13 years after To Err is 

Human we are only just beginning to think about 

ways to slay the dragon of medical errors.   

    The huge team of experts involved in compiling 

information on PSSs did come up with a list of 10  

“strongly encouraged” PSSs and another list of 12  

“encouraged” PSSs. Below I have given an 

abbreviated summary of the 10 strongly encouraged  

strategies:7  

1) Preoperative checklists  

2) Checklists to prevent central line infections  

3) Ways to reduce use of urinary catheters  

4) Bundle to improve bedside care  

5) Hand hygiene  

6) No use of hazardous abbreviations  

7) Strategies to reduce pressure ulcers  

8) Barriers to prevent healthcare associated 

infections  

9) Ultrasound use when placing central lines  

10) Interventions to prevent venous blood clots In 

the remainder of this newsletter, I’ll attempt 

to capture the status of some other PSSs that 

are  

“coming along.”   

  

Delirium  
     Delirium is a sudden decline in attentiveness and 

thinking ability and occurs often in hospitalized 

patients.8 One study has shown that the additional 

cost when delirium occurs is from $20,000 to 

$70,000 per patient and risk of death is increased. 

Higher age and depression have been associated with 

an increased risk of delirium. Its cause is 

multifactorial; hence PSSs used to avoid delirium are 

multifactorial. Some of the interventions that have 

 shown  success  include 

 the  following: anesthesia 

protocols, assessment of bladder 

and bowel  functions,  early 

 mobilization,  extra 

nutrition/hydration, medication 

review, and pain management.   

    In general, investigations of 

delirium  reduction  were considered at 

least moderately biased. Thus, the experts who 

summarized the evidence declared that specific 

interventions that are most effective have not been 

determined; however, multicomponent interventions 

appear to be effective in preventing delirium in 

hospitalized,  high-risk  patients.  If 

 you  are advocating for an older, 

hospitalized patient, then ask if a delirium-

prevention protocol is available and then be on 

the lookout for early signs of delirium.   
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Diagnostic Errors  
    Diagnostic errors occur when the right diagnosis is 

delayed, the wrong diagnosis was made, or no 

diagnosis was made when it should have been made.9 

Major diagnostic errors are very common. 

Depending on the setting and illness these occur from 

a few percent of the time to more than half the time. 

Strategies to prevent diagnostic errors have not been 

particularly well studied.   

    What seems clear is that systems-oriented 

strategies targeted at not making diagnostic errors are 

somewhat effective. These can come in the form of 

technology-based information sources; however, 

studies have not yet provided proof of reductions in 

suffering and death from fewer diagnostic errors, nor 

has the value of engaging patient advocates in the 

prevention of diagnostic errors been studied. As a 

patient advocate you must be tenacious in asking 

about how diagnoses were made, how other 

possibilities were excluded, and if any changes in 

the condition of the patient warrants rethinking of 

diagnoses.   

  

Medication Reconciliation  
    Medication reconciliation means not allowing 

unintended discrepancies in medications across 

transitions in care; for example, from outpatient to 

inpatient, from ordinary inpatient care to intensive 

care patient or from inpatient to outpatient.10 

Unintended medication discrepancies are common, 

but fortunately most do not harm the patient. The 

question is whether intentional medication 

reconciliation at transition points reduces the risk of 

harm to the patient. Such interventions are typically 

performed by a pharmacist. Of the patients studied by 

credible investigators, the median portion of patients 

with at least one clinically-significant discrepancy 

was about 45%; however, studies demonstrating that 

interventions are effective in reducing harm to 

patients are lacking. Someone advocating for a 

patient taking multiple medications should be 

aware of the risks at care transitions and ask the 

providers to identify who will be doing medication 

reconciliation at each transition.   
  

Nurse-Patient Ratios  
    Most of us have heard stories of hospitalized 

patients being ignored by the nursing staff when they 

call for help. This is bound to happen at times even 

in the best hospital. Intuition would suggest that 

improving nurseto-

patient ratios in 

hospitals  would 

reduce the risk of 

harm  to 

 patients. Have 

 high-quality 

studies shown that 

this intuitive thinking 

is actually true? The 

answer is that only 

one  such  study,  

conducted in a single hospital, has shown that higher 

nursing staff levels reduce the risk of mortality, in 

this case by about 5%.11 The problem is that 

intentionally manipulating the nurse-to-patient ratio 

upward or downward and then measuring how many 

patients are harmed or die is not easy to do and may 

be quite unethical. To me it is obvious that there is a 

minimal nurse-to-patient ratio where the risk of harm 

increases dramatically and there is an upper ratio 

where adding more nurses does not reduce risk. A 

diagram in this report11 shows that other factors, such 

as medical staff qualifications, resources for nurses, 

nurse autonomy, and nurse-physician relations, may 

modify the effect of differences in nurse-to-patient 

ratios. None-the-less, a wise patient advocate will ask 

about the ratio before selecting a hospital.   
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  Find past newsletters:  

 

Answer to question this month: c) the median error rate was 23.5%9  
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