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In February 2007, a 65-year-old 
man consulted an internist. A 
blood test showed an infection. 

Antibiotics were administered 
successfully, and the patient was 
declared free of infection. He was 
noted to have a heart murmur, 
however, prompting the internist 
to refer him to a cardiologist, Dr 
K., for an echocardiogram.

But the internist’s nurse prac-
titioner provided the wrong clini-
cal indication for the referral. As a 
result, Dr K., unaware of what to 
look for, read the echocardiogram 
as negative. The internist and 
NP did not realize the mistake, 

because they never requested a 
copy of the results. 

The internist later sent the pa-
tient to an infectious disease (ID) 
specialist, Dr G., to rule out endo-
carditis. Dr G.’s opinion was that 
there was no infection. 

The patient’s condition dete-
riorated, however, and he was ad-
mitted to a hospital in early May 
2007. Two day later, he was diag-
nosed with endocarditis. He sub-
sequently underwent open-heart 

surgery and received antibiotics. 
He died later that month. 

OUTCOME
A $1.2 million settlement was 
reached, with Dr K. paying 
$500,000, the internist and NP 
paying another $500,000, and Dr 
G. responsible for $200,000.

COMMENT
Here, the causal problem was a 
communication breakdown be-
tween the primary care provider 
and the cardiologist.

When ordering a test, the indi-
cation may be as important as the 

choice of modality. Be mindful 
to include the indication and pa-
tient history wherever relevant—
particularly when you as the re-
ferring clinician do not directly 
speak to the specialist. This holds 
true for all diagnostic studies, but 
particularly for laboratory analy-
sis and imaging studies, when 
the clinician and the appropriate 
department do not communicate 
verbally. 

We think of studies as auto-
mated—and some are. But many 
more involve human decision 
making and interpretation. 

Imaging always involves the 
selection of modality, which 
may not be chosen correctly if 

the technician does not know or 
understand what the clinician is 
looking for. 

The same is true with labora-
tory analysis: While a complete 
blood count and electrolyte mea-
surements are automated, other 
tests aren’t. When a lab techni-
cian performs a manual differen-
tial or reviews a stool specimen 
for ova and parasites, a human is 
selecting a technique and inter-
preting the results. When a pa-
thologist analyzes a specimen, a 
human process of evaluation and 
interpretation is rendered based 
on an understanding of the issue. 

Don’t order tests in a vacuum. 
Give your human interpreters—
technicians, pathologists, radi-
ologists—as much information 
about the clinical case as you rea-
sonably can. Any unusual cases 
involving zebra hunting are ripe 
candidates for misunderstanding 
and require a phone call.   

Clearly communicating the 
patient history and indication 
also may be helpful when the cli-
nician has ordered an incorrect 
or suboptimal study. If you order 
a standard forearm radiograph, 
you will get imaging of the bones. 
However, if you are looking for 
soft-tissue foreign bodies, a soft-
tissue technique is better. When 
the indication is communicated, 
it gives the technician a chance 
to call the unknowing clinician to 
discuss the better option. Keeping 
diagnostic staff in the dark helps 
no one.  

Finally, when you are the eval-
uator, protect yourself and the 
patient. When asked to review a 
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When the Biggest Mistake Yields 
the Smallest Impact

  ‘‘ We think of studies as 
automated—and some are. But many 
more involve human decision making and 
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study, in your report echo back 
the indication for the study and 
what you’ve been asked to ad-
dress. This  ensures the ordering 
clinician knows how the study was 
undertaken and what you were 
looking for, and it  provides an 
opportunity to restudy if needed. 
Make sure to discuss limitations 
in the test modality and what fol-
low-up or repeat studies would be 
required to properly  address the 
indication. Make sure the report 
is forwarded to the ordering clini-
cian. If the indication is unclear or 
the wrong test was chosen—call 
the ordering clinician.  

Here, the internist’s NP or-
dered an echocardiogram to eval-
uate a heart murmur. We don’t 

know what the stated indication 
for the echocardiogram was, but it 
was not endocarditis. The cardiol-
ogist interpreted the echocardio-
gram as normal. Would he have 
detected valvular vegetations if he 
knew the ordering clinician was 
concerned about endocarditis?  

The jury was persuaded that 
the cardiologist’s negative in-
terpretation of the echocardio-
gram breached the standard of 
care—even given the fact he was 
given the wrong indication for the 
study. The jury also faulted the 
primary care clinicians, likely in 
part for providing the wrong in-
dication and in part for failing to 
review the report. 

Interestingly, the ID special-

ist was held least culpable (in 
payment terms), despite being 
explicitly requested to rule out 
endocarditis—and failing to do 
so. This is probably due to a short 
interval between the ID physi-
cian’s evaluation and the patient’s 
final admission. Even given the 
massive breach of the standard of 
care in failure to diagnose endo-
carditis, a short delay would have 
a relatively modest causal role in 
the patient’s deterioration. 

Thus, even though the ID phy-
sician arguably made the biggest 
mistake, it may have had the least 
impact on the patient’s overall 
condition—leaving the ID physi-
cian less legally culpable in terms 
of damages.  —DML              CR
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LEARNING OBJECTIVES
•  Describe the benefits of weight loss in over-

weight and obese persons
•  Describe recent actions taken by regulatory 

agencies, professional associations, and oth-
ers regarding obesity

•  Identify persons for whom weight loss is 
indicated

•  Compare the efficacy, safety, and tolerability 
of medications approved for long-term use 
for weight loss

•  Describe the efficacy, safety, and tolerability 
of medications that may be approved for 
weight loss in the near future

•  Describe the benefits of bariatric surgery
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Nurse Practitioners and Physician Assistants 
who are involved in the treatment of overweight/
obese patients.
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INTRODUCTION
Obesity is an increasingly prevalent disease that is associated with signi� cant 
consequences and conditions such as coronary heart disease, stroke, con-
gestive heart failure, hypertension, type 2 diabetes mellitus (T2DM), muscu-
loskeletal problems, and obstructive sleep apnea (OSA).1-6 Even though the 
risk of these conditions increases with increasing body mass index (BMI), it 
is not necessary for individuals to achieve a normal weight to achieve signi� -
cant health bene� t.1

� e bene� ts of modest weight loss (5%-10%) in people with obesity have 
been established in a number of studies.7-15 In the Look AHEAD trial, an in-
tensive lifestyle intervention produced a mean weight loss of 8.7% at 1 year 
compared with 0.7% weight loss with routine diabetes support and educa-
tion. Signi� cant improvement was also observed in mean values for glycated 
hemoglobin A

1c
 (HbA

1c
), systolic and diastolic blood pressure (SBP; DPB), 

high-density lipoprotein cholesterol (HDL-C), and triglycerides, as well as a 
reduction in the use of related medications. In addition, symptoms of depres-
sion, OSA, and sexual dysfunction were improved.16-21 In people with obesity 
and impaired glucose tolerance, a reduction in the development of T2DM 
has also been observed.14,15,22,23 Finally, the Look AHEAD study also showed 
that people who achieved 5% or 10% weight loss after the � rst year, compared 
with those who did not, were more likely to sustain 5% or 10% weight loss at 
4 years.24

� e consequences of obesity, and the substantial bene� ts of even mod-
est weight loss, create an imperative for primary care clinicians to address 
excess weight at every visit. � is article examines some of the challenges en-
countered in addressing this imperative by discussing some of the trends in 
obesity management.

TREND #1: The rates of obesity seem to have leveled off. Have we 
gotten the epidemic under control? 
In a word, no. It is true that the prevalence of overweight (ie, BMI 25-29.9 kg/m2)
remained stable in US adults between 1976-1980 and 2009-2010 and chil-
dren between 2003-2004 and 2011-2012.25,26 However, the prevalence of obe-
sity (ie, BMI ≥30 kg/m2) more than doubled during the same time period, 
while extreme obesity (ie, BMI ≥ 40 kg/m2) rose 4.7-fold to 6.6% of adults.25

While the prevalence of obesity since 2006 has not risen at the same rate as 
prior years, the so-called “skewing” of the population distribution is cause 
for alarm, especially because some subgroups seem particularly susceptible 
to extreme obesity.  Women are more likely to be extremely obese with a 
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