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(http://www.ihi.org/education/IHIOpenSchool/resources/Pages/Activities/LockedIn.aspx)  

Dr. Paul Griner, Professor Emeritus of Medicine at the University of Rochester 

 

Learning Objectives 

At the end of this activity, you will be able to: 

 Recognize how an early misdiagnosis can affect a patient’s care experience. 

 Discuss the importance of a patient’s relationship with his or her primary care physician.  

 Identify how breakdowns in provider-patient communication can lead to negative patient 

outcomes.  

 

Description 

A cancer diagnosis leads to tears and heartache. But is it correct? Dr. Paul Griner, Professor Emeritus 

of Medicine at the University of Rochester, presents this case study for the IHI Open School. 

 

Related IHI Open School Online Courses 

 QI 105: The Human Side of Quality Improvement 

 PS 106: Introduction to the Culture of Safety 

 PS 103: Teamwork and Communication 

 PFC 101: Dignity and Respect 

 

Key Topics 

Cancer care, adverse event, engage patients and families in care, patient- and family-centered care, 

communication.

 

In How Doctors Think, author Dr. Jerome Groopman reflects on the reasoning process that doctors 

use to arrive at a diagnosis. He refers to the problem of physicians becoming “locked in” to a diagnosis 

so early in the process that they overlook the important clues. The result, very often, is an incorrect 

diagnosis and inappropriate treatment.  

http://www.ihi.org/education/IHIOpenSchool/resources/Pages/Activities/LockedIn.aspx
http://app.ihi.org/lms/coursedetailview.aspx?CourseGUID=6d2b36c7-eee1-41b4-a852-67d1c4837404&CatalogGUID=6cb1c614-884b-43ef-9abd-d90849f183d4
http://app.ihi.org/lms/coursedetailview.aspx?CourseGUID=789d9cbb-7dd3-4fe9-8df2-e0c63725b350&CatalogGUID=6cb1c614-884b-43ef-9abd-d90849f183d4
http://app.ihi.org/lms/coursedetailview.aspx?CourseGUID=3e37eb4a-4928-4d8b-976e-3a2a1a5f2c08&CatalogGUID=6cb1c614-884b-43ef-9abd-d90849f183d4
http://app.ihi.org/lms/coursedetailview.aspx?CourseGUID=8eb52137-21d7-4b30-afcd-fd781de6d6d5&CatalogGUID=6cb1c614-884b-43ef-9abd-d90849f183d4
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The best example I can recall involved my twin brother, John.  

He had developed a chronic pain in his right hip and was referred to an orthopedic surgeon for advice. 

The surgeon obtained a CT scan of the hip. It showed some activity at the head of the femur, 

suggesting the possibility of a cancerous growth. My brother called me from San Francisco (he was on 

a business trip) and I advised him to arrange a visit with an oncologist at the university hospital 

located in his hometown. I flew up to be with him during a day of consultations and examinations.  

The oncologist, with knowledge of a possible malignancy involving the head of the femur, ordered a 

new CT scan of the hip. It showed evidence of increased blood flow, furthering the conclusion that 

there was a tumor. At that time, I asked whether the pain could be due to aseptic necrosis (bone death 

caused by poor blood supply) of the hip. The response: “Oh no, the nuclear scan would not light up 

like this. It would be just the opposite.” 

A chest x-ray was obtained as part of the workup for presumed metastatic carcinoma. The radiologist 

noted numerous tiny densities throughout both lungs. Equipped with the referral note from the 

oncologist and the interpretation of the CT scan, he said to me, “This has to be metastatic carcinoma.”  

Late in the afternoon, the oncologist informed John that all findings indicated a cancer that had 

traveled to his bone and lung. (The three main cancers in men that metastasize to both bone and lung 

are prostate, lung, and lymphoma.) A biopsy of the hip lesion was arranged, and we returned home 

where John sat down with his family and shared what the doctors had said. He told everyone that he 

had enjoyed a good life and was ready to die. Many tears were shed.  

But John looked very healthy for a man with a tumor that had metastasized to his lungs and bone. 

Except for his hip pain, he felt well. Sure enough, when the biopsy was done, there was no cancer 

found. Evidence of aseptic necrosis was found, however, which was healing spontaneously. This 

explained the findings on the CT scan. Again, there was much cheering and more tears among the 

family members — this time, though, it was tears of joy and relief.  

(The report of a chest x-ray taken some years earlier in another city was tracked down and found to be 

identical with that of the current chest x-ray — findings thought to be scarring from old granulomas, 

small areas of inflammation due to tissue injury.)  

Within a matter of weeks, John’s hip pain disappeared. 

 

Discussion Questions 

1. What information did the oncologist likely have available which, on further reflection, might 

have prevented him from reaching a premature conclusion that the patient had metastatic 

cancer? 

2. Pretend that you are the oncologist. What would you have done first after receiving the 

information about the possibility of the cancerous growth? 

3. As the oncologist, how would you follow-up with the patient after learning that there was no 

cancer found? Would you acknowledge the error of a premature diagnosis of cancer? Why or 

why not? 
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4. Have you ever seen a similar example of a hasty, incorrect diagnosis? What happened? What 

was the result?  

5. Did Dr. Griner himself contribute to a premature diagnosis by arranging an appointment with 

an oncologist in lieu of a visit with the patient’s personal physician — a person who knew his 

medical history? 

6. This case is an illustration of poor patient-centered care, as John, the patient, was not 

consulted much during the process. Think of a recent experience you’ve seen when the patient 

wasn’t at the center of his or her care. What happened? How could the situation have been 

improved? 

 

Case Commentary 

This is a powerful example of how physicians can become blinded to evidence after having 

prematurely locked themselves into a diagnosis. We never asked John when and where his last chest 

x-ray had been taken, which clearly we should have done during the visit with the oncologist. We also 

never raised the question of whether someone who looked and felt so well might have something 

other than metastatic carcinoma. A lot of heartache, tears, and stress for both John and his family 

might have been avoided if more attention had been paid to these important details.  

 


