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Medical judgments 
and settlements

The plan called 
for a repeat 
gastroscopy to 
reevaluate the 
dysplastic polyp. 
However, neither 
of his doctors 
took follow-up 
steps.

Follow-up foul-up 
leads to metastatic disease
A PRECANCEROUS POLYP was found in the stom-
ach of a 50-year-old man during diagnostic 
gastroscopy. Th e pathologist’s report noted 
that an adjacent or underlying malignant pro-
cess could not be ruled out and recommend-
ed additional tissue sampling. Upon reading 
the report, the gastroenterologist who had 
performed the gastroscopy wrote that an-
other biopsy should be done within a few 
months. 

Th e patient was seen subsequently by 
his primary care physician, whose offi  ce note 
mentioned the precancerous biopsy fi ndings 
and indicated that another biopsy was nec-
essary; the physician also wrote that malig-
nancy in the stomach would have to be ruled 
out eventually. Th e doctor’s plan called for a 
repeat gastroscopy to reevaluate the dysplas-
tic polyp. However, neither the primary care 
physician nor the gastroenterologist took ad-
ditional steps to order, perform, or refer the 
patient for a follow-up endoscopy and biopsy 
of the lesion.

Th ree years later, the patient developed 
diffi  culty swallowing and lost weight rapidly. 
Diagnostic testing revealed a malignant tu-
mor, at the same location as the polyp, and 
malignant-appearing lymph nodes. 

Th e patient received a feeding jejunos-
tomy tube and underwent concomitant radia-
tion and chemotherapy. Surgery was planned, 
but the disease metastasized and was deemed 
inoperable. Despite additional treatment, the 
patient died at age 54.
PLAINTIFF’S CLAIM No information about the 
plaintiff ’s claim is available.
DOCTORS’ DEFENSE Th e primary care physician 
argued that both he and the gastroenterologist 
were responsible for making sure the follow-
up was done; the gastroenterologist claimed 
that the primary care physician was solely re-
sponsible for follow-up testing.
VERDICT $1.5 million Massachusetts settle-
ment.
COMMENT Poor coordination of care and follow-
up of results is a common source of malpractice 

actions. Keep a paper or electronic “tickler fi le” 
for important follow-up issues. 

Unaddressed cardiovascular risks 
prove fatal
A 46-YEAR-OLD MAN went to the hospital, where 
he was seen by a family practitioner. Th e physi-
cian noted that the patient had a history of smok-
ing, high cholesterol, and thyroid problems. 

Early the following month, the patient 
died of cardiopulmonary arrest. Autopsy re-
sults showed arteriosclerotic disease, acute 
dissection of the coronary plaques, and left 
ventricular hypertrophy. 
PLAINTIFF’S CLAIM Th e family practitioner failed 
to take a careful history and prescribe aspirin 
therapy and cholesterol-lowering medication. 
Th e patient should have been referred for a 
cardiac work-up. 
DOCTOR’S DEFENSE Th e patient was advised of 
the importance of treatment to correct his 
condition.
VERDICT $575,000 Michigan settlement.
COMMENT I’m seeing a great increase in cases 
involving failure to address cardiovascular risk 
factors. Be sure to thoroughly document refusal 
of interventions or nonadherence.

Lack of surveillance delays
lung cancer diagnosis
A 64-YEAR-OLD MAN was referred to a pulmo-
nary specialist in January by his primary care 
physician after a computed tomography (CT) 
scan showed a spiculated density adjacent to 
the right main-stem bronchus and a promi-
nent right hilar lymph node. Th e CT scan also 
revealed a noncalcifi ed nodule in the right 
middle lobe. 

Before examining the patient, the pulmo-
nary specialist ordered a positron emission to-
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mography (PET) scan, which he interpreted as 
showing no signifi cant uptake and considered 
negative. He attributed the prominent lymph 
node to bronchitis and ordered surveillance at 
3-month intervals. 

A CT scan in May showed no change, 
but the radiologist noted that “the possibil-
ity of malignancy cannot be excluded.” When 
the patient saw the specialist in early June, 
the doctor recommended another CT scan in 
3 months. 

Th e patient did not return to the special-
ist until September of the following year. By 
that time, a CT scan taken a couple of months 
before (June) as part of preoperative clear-
ance for knee surgery showed that the irreg-
ular mass had grown signifi cantly since the 
CT scan in May of the previous year. A bron-
choscopy done in September to evaluate the 
mass was negative. In November, however, a 
lymph node biopsy revealed that the patient 
had metastatic lung cancer. He died about a 
month later.
PLAINTIFF’S CLAIM Because the patient had a 
history of smoking and the CT scan revealed 
a density, the suspicion for cancer should 
have been high despite a negative PET scan. 
A specimen should have been obtained by 
thoracoscopy or thoracotomy to rule out 
cancer.
THE DEFENSE Th e pulmonary specialist fol-
lowed the correct protocol; failure to diagnose 
cancer at the September visit didn’t aff ect 
the outcome because the cancer was already 
metastatic and incurable. Th e patient didn’t 
quit smoking or follow up regularly with his 
primary care physician. Moreover, the cancer 
was at least stage IIA when the primary care 
physician referred the patient to the specialist.
VERDICT Pennsylvania defense verdict.
COMMENT Although a defense verdict was ulti-
mately returned, wouldn’t a “tickler fi le” or a 
reminder to the patient (and documentation if 
the patient failed to follow up as recommend-
ed) have been easier?


