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Doctors, Patients, and the Public Trust:
Conversations in Literature and Medicine

Using fiction, essayé, and other forms of literature, the following questions will be explored:

Doctors: are they devils or deities? Or are they just human?
What problems do physicians face in today’s world?
- How do physicians cope with those problems?
What effects do such problems have on our medical and social systems?
How can the problems best be dealt with? '
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Fourth program: Wednesday, January 21, 2009
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- Fletcher Free Library
- 235 College St (at 5. Winooski Ave.), Burlington

Readings:

Jerome Groopman, “What’s the Trouble: How Doctors Think,” The New Yorker, 1/29/07.
Frank Huyler, “A Difference of Opinion,” from The Blood of Strangers, Picador, 1999.
Frank Huyler, “Liar,” from The Blood of Strangers, Picador, 1999. :

For copies of the readings and for further info: 802-657-4220
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MEDICAL DISPATCHES

WHAT'S THE TROUBLE?

How doctors think.

BY JEROME GROOPMAN

On a spring afternoon several years
ago, Evan McKmley was hiking in
the woods near Halifax, Nova Scotia,
when he felt a sharp pain in his chest.
McKinley (a pseudonym) was a forest
ranger in his early forties, trim and ex-

tremely fit. He had felt discomfort in.

his chest for several days, but this was
more severe: it hurt each time he took a

breath. McKinley slowly made his way

i rhrough the woods to a shed that housed

his office, where he sat and waited for
the pain to pass. He frequently carried
heavy packs on his back and was used to
muscle aches, but this pain felt different.
He decided to see a doctor. -

Pat Croskerry was the physician in
chargc in the emergency room at Dart-
mouth General Hospital, near Halifax,
that day. He listened intently as McKin-
ley described his symptoms. He noted
that McKmley was a muscular man;

“that his face was ruddy, as would be ex-

pected of someone who spent most of
his day outdoors; and that he was not
sweating. (Perspiration can be a sign of

cardiac distress.) McKinley told him -

that the pain was in the center of his

chest, and that it had not spread into his

arms, neck, or back. He told Croskerry

“that he had never smoked or been over-

weight; had no family history of heart
attack, stroke, or diabetes; and was

.under no particular stress. His famﬂy

life was fine, McKinley said, and he
loved his job.

Croskerry checked McKinley's blood
pressure, which was normal, and his
pulse, which was sixty and regular—
typical for an athlétic man. Croskerry
listened to McKinley's lungs and heart,
but detected no abnormalities. When

he pressed on the spot between McKin- -

ley’s ribs and breastbone, McKinley felt

- no pain. There was no swelling or ten-

derness in his calves or. thighs. Finally,
the doctor ordered an electrocardio-
gram, a chest X-ray, and blood tests to

| measure McKinley's cardiac enzymes.
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.‘(Abnormal levels of cardiac enzymes in-

dicate damage to the heart.) As Cros-
kerry expected, the results of all the tests

were normal. “T'm not at all worried
about your chest pain,” Croskerry told
McKinley, before sending him home.
“You probably overexerted yourself in
the field and strained a muscle. My sus-
picion that this is coming from your
heart is about zero”

Early the next evening, when Cros-
kerry arrived at the emergency room to
begin his shift, a colleague greeted him.
“Veryinteresting case, that man you saw
yesterday,” the doctor said. “He came in
this momihg with an acute myocardial

‘ infarction.” Closkenywas shocked. The

colleague tried to console him. “If I had
seen this guy, I wouldn't have gone as
far as you did in ordering all those tests,”
he said. But Croskerry knew that he had

made an error that could have cost the

ranger his life. (McKinley survived.)

“Clearly, T missed it,” Croskerry told
me, referring to McKinley's heart at-
tack. “And why did I miss it? I didn’t
miss it because of any egregious behav-
ior, or negligence. I missed it because
my thinking was overly influenced by
how healthy this man looked, and the
absence of risk factors.”

Croskerry, who is sixty-four years

old, began his career as an experi-
mental psychologist, studying rats’
brains in the laboratory. In 1979, he de-
cided to become a doctor, and, as a med-
ical student, he was surprised at how lit-
tle attention was paid to what he calls

. the “cognitive dimension” of clinical

decision-making—the process by which
doctors interpret their patients’ symp-

- toms and weigh test results in order to

arrive at a diagnosis and a plan of treat-
ment. Students spent the first two years
of medical school memorizing facts
about physiology; pharmacology, and
pathology; they spent the last two learn-
ing practical applications for this know!-



edge, such as how to decipher an EKG

and how to determine the appropriate

dose of insulin for a diabetic. Cros-

kerry's instructors rarely bothered to de-

scribe the mental logic they relied on

to make a correct d1agn031s and avoid -
- mistakes.

101990, Croskerry became the head

of the emergency department at Dart- .

quency of misdiagnoses. Research from
the nineteen-cighties and nineties sug-
gests that they occur in about fifteen
per cent of cases, but Croskerry suspects
that the rate is significantly higher. He
believes that many misdiagnoses are the

result of readily identifiable—and often -

preventable—errors in thinking.

Doctors typically begin to diagnose

lives, they can also lead them to make

' grave errors. In fetrospect, Croskerry re-
- alized that when he saw McKinley in the
_emergency room the ranger had been ex-

_ periencing unstable angina—a surge «

* chest pain that is caused by coronary-

- artery disease and that may precede 4
~ heart attack. “Theunstable ahgina didn't
show on the EKG, because fifty per cent

Most physicians already have in mind two or three possible dingnoses within minw‘es of meeting a patient.

mouth General Hospital, and was

struck by the number of errors made by

doctors under his supervision. He kept
lists of the errors, trying to group them
into categories, and, in the mid-nine-

ties, he began to publish articles in.

.medical journals, borrowing insights
from cognitive psychology to explain
how doctors make clinical decisions—
especially flawed ones—under the stress-
ful conditions of the emergency room.

“Emergency physicians are required to

make an unusually high number of de-
cisions in the course of their work,” he
wrote in “Achieving Quality in Clinical
Decision Making: Cognitive Strategies
“and Detection of Bias,” an article pub-
lished in Academic Emergency Medicine,
in 2002. These doctors’ decisions nec-

. essarily entail a great deal of uncer-

tainty, Croskerry wrote, since, “for the
most part, patients are not known and
their illnesses are seen through only
small windows of focus and time.” By

calling physicians’ attention to common -

mistakes in medical judgment, he has
helped to promote an emerging field in
medicipe: the study of how doctors

There are limited data about the fre-

GUY BILLOUT

‘patxcnts the moment thcy meet them

Even before they conduct an exarnina-

. tion, they are interpreting a patlents ap—'

pearance: his complexion, the tilt of his.
head, the movements of his eyes and
mouth, the way he sits or stands up, the
sound of his breathing, Doctors’ theories

about what is wrong continue to evolv;: :
as they listen to the patient’s heart, or.

press on his liver. But research shows that

‘most physicians already have in mind

two or three possible diagnoses within
minutes of meeting a patient, and that

- they tend to develop their hunches from
very incomplete information. To make -

* diagnoses, most doctors rely on shortcuts -
and rules of thumb——known in psychol-

ogy as “heuristics.”

Heuristics are mdlspensable in med-
icine; physicians must often make quick
Judgments about how to treat a patlcnt
on the basis of a few, potentially serious
symptormns. A doctor is trained to as-
sume, for example, that a patient suffer-
ing from a high fever and sharp pain in
the lower right side of the abdomen
could be suffering from appendicitis; he
immediately sends the patient for X-rays
and contacts the surgeon on call. But,
just as heuristics can help doctors save

of such cases don't,” Croskerty said. “1
unstable angina didn’t show up on the

cardiac-enzymnes test, because there had

been no damage to-his heart muscle yet.
And itdidn’t show up on the chest X-ray,
because the heart had not yet begun to

" fail, so there was no ﬂu1d backed up in -

the lungs.”.

" "The mistake that Croskerry made is
called a “representativeness” error. Doc-
tors make such errors when their think-

‘ing is overly influenced by what is typi-
cally true; they fail to consider possibilities
- that contradict their mental templates of

a disease, and thus attribute symptoms to
the wrong cause. Croskerry told me that

- he had immediately noticed the ranger’s

trim frame: most fit men in their forties
are unlikely to be suffering from heart
disease. Moreover, McKinley's pain was
not typical of coronary-artery disease,
and the results of the physical examina-
tion and the blood tests did not suggest 2
heart problem. But, Croskerry empha-
sized, this was precisely the point: “You
have to be prepared in your mind for
atypical and not be too quick to reas.
yourself, and your patient, that every-
thing is O.K.” (Croskerry could have

" kept McKinley under observation and
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done a second cardiac-enzyme test or
had him take a cardiac stress test, which
might have revealed the source of his
chest pain.) When Croskerry teaches
students and interns about representa-

tiveness errors, he cites Evan McKinley
as an example.

Doctors can also make mistakes

when their judgments about a pa-
tient are unconsciously influenced by
the symptoms and illnesses of patients

they have just seen. Many common in- .
- fections tend to occur in epidemics, af-

flicting large numbers of people in a

- single community at the same time;
_ after adoctor sees six patients with, say,

the flu, it is common to assume that
the seventh patient who complains of
similar symptoms is suffering from the
same disease. Harrison Alter, an emer-
gency-room physician, recently con-
fronted this problem. At the time, Alter
was working in the emergency room of
a hospital in Tuba City, Arizona, which
is situated on a Navajo reservation. In a
three-week period, dozens of people

, had come to his hospital suffering from

viral pneumonia. One day, Blanche Be-
gaye (a pseudonym), a Navajo woman
in her sixties, arrived at the emergency
room complaining that she was having

_trouble breathing. Begaye wis a com- -

pac‘t woman with long gray hair that she
wore in a bun. She told Alter that she

had begun to feel unwell a few days ear-

lier. At first, she said, she had thought

 that she had a bad head cold, so she had
drunk orange juice and tea, and takena

few aspirin. But her symptoms had got

worse. Alter noted that she hada fever .

of 100.2 degrees, and that she was
breathing rapidly—at almost twice the
normal rate. He listened to her lungs
but heard none of the harsh sounds,
called shonchi, that suggest an accumu-

lation of mucus. A chest X-ray showed .

that Begaye’s lungs did not have the
white streaks typical of viral pneumo-

" nia, and her white-blood-cell count was

not elevated, as would be expected if she
had the illness. X

However, a blood test to measure her
electrolytes revealed that her blood had
become shghtly acidic, which can occur
in the case of a major infection. Alter
told Begaye that he thought she had
“subclinical pneumonia.” She was in the
early stages of the infection, he said; the
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THE GIFT OF MEDIATION

Shadow warns shadow that you appr oach,

light warns light.

Frightened, a wild dove starts up. You are an obstacle,
not foreseen here between the pines’ loftiness

and the penal divisions of low grasses.

You are a foundling looking for a family,

~ aprodigal son who has fled

and returns to bear witness to the independence '
of trees, thistles, the quick butterflies and dying dragonﬁxes
Itis through them this moment of peace comes to us,

they help grace descend on the wing

- of an unknown bird,

and it 1s their vmces——the ermine’s cry, moan of a dove
complaint of an owl—that remind us

the hardship of solitude is measured out equally.

]ulza Hartfwzg

(Tram/az‘ed from t}.m Polish, by John and Bogdana Carpenter.)

virus had not yet affected her lungs in

a way that would show up on a chest.’

X-ray. He ordered het to be admitted to
the hospital and given intravenous fluids
and medicine to brmg her fever down.

Viral pneumonia can- tax an older per-
son’s heart and sometimes cause it to
fail, he told her, so it was prudent that
she remain under observation by doc-

-tors. Alter referred Begaye to the care of

an internist on duty and began to exam-
ine another patient. .

A few minutes later, the internist

approached Alter and took him aside.-

“That'snot a case of viral pneumoma ” the-

doctor said. “She has aspirin toxicity.”
Immediately, Alter knew that the
internist was rlght Aspmn toxicity oc-
curs when patients overdose on the
drug, causing hyperventilation and the

-accumulation of lactic acid and ¢ther

acids in the blood. “Aspirin poison-

" ing—bread-and-butter toxicology,”

Alter told me. “This was something
that was drilled into me throughout my
training. She was an absolutely classic
case—the rapid breathing, the shift in
her blood clectrolytes——-and I missed it.
I got cavalier.”

Alter’s rmsdiagnosié resulted from the
use of a heuristic called “availability,”
which refers to the tendency to judge the
likelihood of an event by the ease with

which relevant examples come to mind. -

This tendency was first described in

1973, in a paper by Amos Tversky and
Damel Kahneman, psychologists at the
Hebrew U niversity of Jerusalem. For ex-
ample, a businessman may estimate the
likelihood that a given venture could fail
by recalling difficulties that his associates
had encountered in the marketplace,
rather than by relying on all the data
available to him about the venture; the
experiences most familiar to him can bias
his assessment of the chances for success.
(Kahneman won the Nobel Prize in
Eeconomics 1n 2002, for his research on
decision-making urider conditions of
uncertainty.) The diagnosis of subclini-
cal pneumonia was readily available to
Alter, because he had recently sten so
many cases of the infection. Rather than
try to integrate all the information he
had about Begaye’s illness, he had fo-
cussed on the symptoms that she shared
with other patients he had seen: her
fever, her rapid breathing, and the acid-
ity o‘f her blood. He dismissed the data
that contradicted his diagnosis—the ab-
sence of rhonchi and of white streaks on
the chest X-ray, and the normal white~
blood-cell.count—as evidence that the
infection was at an early stage. In fact,
this information should have made him
doubt his hypothesis. (Psychologists call .
this kind of cognitive cherry-picking
“confirmation bias”: confirming what
you expect to find by selectively accept-
ing or ignoring information.) :



After the internist made the correct
diagnosis, Alter recalled his conversa-
tion with Begaye. When he had asked
whether she had taken any medication,
including over-the-counter drugs, she
had replicd, “A few aspirin.” As Alter
told me, “T didn’t define with her what ‘a

few meant.” It turned out to be several
dozen.

Representatweness and availability

errors are intellectual mistakes, but
the errors that doctors make because of
their feelings for a patient can be just as
significant. We all want to believe that
our physician likes us and is moved by
our plight. Doctors, in turn, are en-

couraged to develop positive feelings |

for their patients; caring is generally
held to be the cornerstone of humanis-
tic medicine. Sometimes, however, a

* doctor’s imipulse to protect a patient he
likes or admires can adverscly affect his
judgment.

In 1979, I treated Brad Miller (a
pseudonym), a young literature instruc-
tor who was suffering from bone cancer.
I'was living in Los Angeles at the time,
completing a fellowship in hematology
and oncology at the U.C.IL.A. Medical

Center. “You look familiar,” Brad said.

to me when I introduced myself to

him in his hospital room as the doctor

. who would be overseeing his care. “Tsee

you running with two or three friends

around the university,” he said “I'm a
runrier, too—or, at least, was.”

T'told Brad that I hoped he would be

able to run again soon, though Twarned

- him that his chemotherapy treatment
would be difficult.

About six weeks earlier, Brad had :

noticed an ache in his left knee He had
been training to run in a marathon, and
at first he thought that the ache was
caused by a sore muscle. He saw a spe-
cialist in sports medicine, who exam-
ined the leg and recommended that he
wear a knee brace when he ran. Brad
followed this advice, but the ache got

worse. The phy51c1an ordered an X-ray, -

which showed an osteosarcoma, a can-

\
N\

cerous growth, around the end of the
femur, just above the knee.

Several years carlier, the surgical-
oncology department at U.C.L.A. had
devised an experimental treatment for
this kind of sarcoma, involving a new
chemotherapy drug called Adriamycin.
Oncologists had nicknamed Adriamy-
cin “the red death,” because of its cran-
berry color and its toxicity. Not only did
it cause severe nausea, vomiting, mouth
blisters, and reduced blood counts; re-
peated doses could injure cardiac mus-
cle and lead to-heart failure. Patients
had to be monitored closely, since once
the heart is damaged there is no good
way to restore its pumping capacity.
Still, doctors at U.C.L.A. had found
that giving patients multiple doses of
Adriamycin often shrank tumors, al-

lowing them to surgically remove the-

cancer without amputating the affected
limb—the standard approach in the
past.

I began admmlstcrmg the treatment
that afternoon. Despite taking Com-
pazine to stave off vomiting, Brad was
acutely nauseated. After several doses of
chemotherapy, his white-blood-cell
count dropped precipitately, Because
his immune system was weakened,; he
was at great risk of contracting an infec-
tion. | required visitors to Brad's réom
to wear a mask, a gown, and gloves, and
instructed the nurses not to give him
raw food, in order to limit his exposure
to bacteria.

“Not to your taste,” I said at the end :
~of the first week of treatment, seeing an

untouched meal on his tray.

“My mouth hurts” Brad whispered.-
“And, even if I could chew, it looks

pretty tasteless.”
Lagreed that the food looked dismal.
“What is to your taste?” 1 aqked
“Fried kidney?”

I had told Brad when we met that I

" had studied “Ulysses” in college, in a

freshman seminar. The professor had
explained the relevant Irish history, the
subtle references to Catholic liturgy,
and a number of other allusions that
most'of us in the class would otherwise

- not have grasped. I had enjoyed Joyce’s

descriptions of Leopold Bloom eating
fried kidneys.

Brad was my favorite patient on the
ward. Each morning when I made
rounds with the residents and the med-

1
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ical students, I would take an inventory

of his symptoms and review his labora-

tory results. 1 would often linger a few

 moments in hisroom, trying to distract
-~ him from the misery of his therapy by
~ talking about literature.

The treatment called for a CAT scan

after the third cycle of Adriamycin. If the
_cancer had shrunk sufficiently, the sur-
~ - gery would proceed. If it hadn’t, or if the
cancer had grown despite the chemo-
therapy, then there was little to be done
short of amputation. Even after amputa-
tion, patients with osteosarcomas are at
risk of a recurrence.

One morning, Brad. developed alow-
grade fever. During rounds, the resi-
dents told me that they had taken blood
and urine cultures and that Brad’s phys-

ical examination was “nonfocal’—they .

had found no obvious reason for the
fever. Patients often get low fevers dur-
ing chemotherapy after their white-
blood-cell count falls; if the fever has no
identifiable cause, the doctor must de-
cide whether and when to admxmster 2
course of antibiotics.

“So you feel even more wiped out?” I

asked Brad. .
He nodded. I asked him about vari-

ous symptoms that could help me deter-
mine what was causing the fever. Did "

“he have a headache? Difhiculty seeing?
Pressure in his sinuses? A sore throat?
Problems breathing? Pain in his abdo-
men? Diarrhea? Burning on urination?
He shook his head.

Two residents helped prop Brad up
in bed so that I could examine him; 1
had a routine that I followed with each
immune-deficient patient, beginning
at the crown of the head and working
down to the tips of the toes. Brad’s hair

was matted with sweat, and his face was

ashen. I peered into his eyes, ears, nose,

and throat, and found only some small

ulcers on his inner cheeks and under

his torigue—side effects of his treatment.
His lungs were clear, and his heart sounds
were strong. His abdomen was soft, and
there was no tendemess over his bladder.
“Enough for today,” I said. Brad

looked exhausted; it seemed wise to let
him rest.

, Latcr that day, Twas in the hematol-

ogy lab, looking at blood cells from

‘a patient with leukemia, when my

beeper went off. “Brad Miller has no
blood pressure,” the resident told me
when 1 returned the call. “His tempera-
ture is up to a hundred and four, and
we're moving him to the LC.U.”

‘Brad was in septic shock. When bac-
teria spread through the bloodstream,

they can damage the circulation. Septic
shock can be fatal even in people who |

are otherwise healthy; patients with im-
paired immunity, like Brad, whose
white-blood-cell count had fallen be-

- cause of chernotherapy, are at particular

risk of dying. :
“Do we havea source of mfcctlon>

I asked

“You have £ill sundown to getrid of those awful curtains.”

“IHe has what looks like an abscess on

- his left buttock,” the resident said.

Patients who lack enough white
blood cells to fight bacteria are prone to -
infections at sites that are routinely
soiled, like the area between the but-
tocks. The abscess must have been
there when I examined Brad, But I had
failed to ask him to roll over so that I
could inspect his buttocks and rectal
area.

The resident told me that he had re-
peated Brad’s cultures and started him
on broad-spectrum antibiotics, and that
the 1.C.U. team was about to take
over.

Twas furious with myself. Because I

_liked Brad, I hadn’t wanted to add to

his discomfort and had cut the exami-
nation short. Perhaps I hoped uncon-
sciously that the cause of his fever was
trivial and that I would not find evi-
dence of an infection on his body. This
tendency to make decisions based on
what we wish-were true is what Cros-
kerry calls an’ “affective error.” In medi-
cine, this type of error can have poten-
tially fatal consequences. i the case of
Evan McKinley, for example; Pat Cros-
kerry chose to rely on the ranger’s initial
test results—the normal KKG, chest
X-ray, and blood tests—rather than ar-
range for follow-up testing. Croskerry,
who had been an Olympic rower in his

thirties, told me that McKinley had re-

minded him of himself as an athlete; he

believed that this association contrlb—
uted to his misdiagnosis.
As soon as I finished my work.in

the lab, I rushed to the I.C.U. to check

" on Brad. He was on a respirator and

opened his eyes wide to signal hello.
Through an intravendus line attached
to one arm, he was receiving pressors,

.drugs that cause the heart to pump

more effectively and increase the tone
of the vessels to help maintain blood
pressure. Brad's heart was holding up,
despite all the Adriamycin he had
taken. His platelet count had fallen, as
often happens with septic shock, and
he was receiving platelet transfusions.
The senior doctor in the 1.C.U. had
told Brad’s parents, who lived nearby, .

that he was extremely ill. I saw his

parents sitting in'a room next to the
1.C.U,, their heads bowed. They had
not seen me, and I was tempted to
avoid them. But I forced myself to



speak to them and offered a few words
of encouragement. They thanked me
for my care of their son, which only
made me feel worse.

The next morning, T arrived before the
residents to review my patients charts.
Rounds lasted an hour longer than usual,

as ] insisted on dbublemheckirig each bit

of information that the residents offered
about the patients in our care.

Brad Miller survived. Slowly, his
white-blood-cell count increased, and
the infection was resolved. After he left
the 1.C.U,, 1 told him that I should
have examined him more thoroughly
that morning, but I did not explain
~why I had not. A CAT scan showed
that his sarcoma had shrunk enough
for him to undergo surgery without
© amputation, but a large portion of his
thigh muscle had to be removed-along

with the tumor. After he recovered, he

was no longer able to run, but occa-

sionally I saw him rxdmg hm bicycle on-

campus.

Medicﬂ education has not changed
%ubstantxaﬂy since Pat Croskerry
-and | were trained. Students are still ex-
pected to assirnilate Jarge amounts of basic
science and apply that knowledge as they
are taught practical aspects of patient care.

Andyoung physiciahs still learn largely

by observing more senior members of
their field. (“See ope, do one, teach one”
remains a guiding maxim at medical
schools.) This approach produces confi-

dent and able physicians. Yet the ideal it

implies, of the doctor as a dispassionate
and rational actor, is misguided. As Tver-
sky and Kahneman and other cognitive
psychologists have shown, when people
- are confronted with uncertainty—the sit-
uation of every doctor attempting to diag-
nose a patient—they are susceptible to
unconscious emotions and personal bi-
ases, and are more likely to make cogni-
tive errors. Croskerry believes that the first
step toward incorporating an awareness of
heuristics and their labilities into medical
practice is to recognize that how doctors
think can affect their success as much as
how much they know, or how much ex-
+ perience they have. “Currently, in medi-
cal training, we fail to recognize the im-~
portance of critical thinking and critical
reasoning,” Croskerry told me. “The im-
plicit assumption in medicine is that we
know how to think. But we don’t.” ¢
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