



Case study 

Diagnostic challenges in the perspective of a tertiary level hospital in Bangladesh : A case-based discussion 
Abstract 
Systemic Lupus Erythematosus (SLE) is a female-predominant autoimmune disease. It's presentation has  many forms.This piece of literature is about a diagnosed case of SLE who was admitted into a tertiary level hospital in Bangladesh.Patient had fever,respiratory distress and hemoptysis. After long-term hospitalization , thr patient fied amidst of management dilemma. Author attempted to identify the pitfalls, medical errors and limitations in the perspective of Bangladesh.
Introduction:

Appropriate diagnosis is an elementary part of management of patients. But the practical scenario can become challenging to reach a correct diagnosis. Therefore, diagnostic dilemma and diagnostic error are not uncommon in Medicine.

The National Academy of Medicine (NAM) defines diagnostic error as “the failure to (a)

establish an accurate and timely explanation of the patient’s health problem(s) or (b)

communicate that explanation to the patient.”(1)

I am sharing the diagnostic challenges of a case of SLE with fever with respiratory complains. I attempted to identify several system errors and cognitive errors in the diagnostic workup of this case. I provided a reflection and discussion on the basis of literatures. (2,3,4,5,6,7) I selected this case to reflect some common errors made by the doctors in hospital.

As physicians, we should be concerned about misdiagnosis-related harm.Misdiagnosis-related harm is harm resulting from the delay or failure to treat a condition actually present, when the working diagnosis was wrong or unknown [delayed or missed diagnosis (false negative)], or from treatment provided for a condition not actually present [wrong diagnosis (false positive)](2)

Case presentation
A known case of SLE admitted in Medicine department with fever, cough and respiratory distress. The fever didn't subside completely.Later she developed hemoptysis.But we didn't address this new-onset symptom properly.Parents of the patient had already spent a large amount of money.In spite of decision of doing HRCT of chest,parents couldn't afford it immediately. We choose "wait and watch" policy.We added Meropenem and Levofloxacin.Finally HRCT was done which revealed miliary shadows. Being an endemic zone of Tuberculosis, we started anti-TB drugs.But the patient didn't survive ultimately.
Discussion:

Clinical reasoning: There were several issues in this case:

•Evaluation of fever

•Evaluation of hemoptysis

•Evaluation of acute onset of respiratory distress over few hours.

Our final diagnosis was SLE with miliary tuberculosis.  But further evaluation was needed to explain the overall scenario. Fever has wide-range of differentials in SLE,even SLE itself can present with fever.

With the existing diagnosis, we can add differentials such as hospital acquired pneumonia, COVID -19 pneumonia,ARDS, diffuse alveolar hemorrhage, acute lupus pneumonitis,fungal infections , pulmonary embolism as underlying cause of rapid deterioration.(8,9,10)  Hemoptysis can occur in the above mentioned conditions except ARDS.

Every part of the respiratory part can be involved in SLE, and the severity can vary from mild self-limiting to life threatening forms.(8)

In this particular case, diffuse alveolar hemorrhage (DAH) is a strong suspicion. It can present with both acute and sub-acute manner. Early bronchoscopy with bronchoalveolar lavage (BAL) is required to confirm the diagnosis of DAH and rule out infection.(10) 

Acute Lupus Pneumonitis is a rare manifestation of SLE that occurs in 1–8% of SLE patients, in particular younger patients and patients with a recent diagnosis. (8)

The pitfalls:
 Systemic errors occurred in this case were: 1.Limitations of health-care facilities (e.g.basic investigations free of charge) 2.Lack of team-work , 3.Multidisciplinary approach was not well-established.

Cognitive error occurred in this case were:1.Premature closure 2.Anchoring 3.Framing 4. Search satisficing

When the patient started hemoptysis, an urgent repeat x-ray might give some valuable clues. The patient stayed hospital around 3 weeks and the course of illness changed with time. But we didn't address the changes properly. During ward round, we gave more importance on the initial scenario(Anchoring and framing).(3,4,5) Critical thinking and clinical reasoning of new-onset hemoptysis inspite of antibiotic coverage was mandatory. But we didn't do our best in this context. Ground-glass lesion and milliary nodules have number of differentials like COVID-19 pneumonia and DAH. Radiological reports should be reviewed if diagnostic dilemma is present.  We stopped to search underlying alternative cause when we found miliary shadows on HRCT (search satisficing ).(3) We labelled the case as miliary TB and stopped further clinical reasoning (premature closure).(3,4,5)

In the setting of healthcare of Bangladesh, multidisciplinary approach is not routinely practiced. In this case, involving consultants of Rheumatology, Respiratory medicine, Radiology was essential.We failed to do so.

How to avoid bias: We should practice dibiasing strategies in our practice.(3,4) Some examples of dibiasing strategies are:

1.Generating a problem list. (4)

2.The process of generating a differential diagnosis works against anchoring on a particular diagnosis too early, thereby avoiding search satisficing and premature closure.(4)

3.Red flags and ROWS (rule out worst-case scenarios) help to avoid ‘framing effect’ and ‘premature closure’.(4)

4. For each patient being assessed, clinicians should ask:

•What else might this be? (forcing a differential diagnosis to be made)

•What doesn’t fit? (making sure unexplained abnormal findings are not dismissed)

•What critical diagnoses are important not to miss? (injecting consideration of “don’t miss” diagnoses, red flags, and known pitfalls).(3)

Conclusion:

Practicing critical thinking ,clinical reasoning ,debiasing strategies should be maintained in all cases. Even the patient is stable,we should not ignore any single new-onset symptom. In case of diagnostic dilemma, we should arrange multidisciplinary approach at the earliest possible time.
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