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Case Study

GAPS IN CLINICAL 
WORKUP LEAD TO YOUNG 
PATIENT’S MISSED 
COLORECTAL CANCER
By Melissa DeMayo, CRICO

DESCRIPTION
A 33-year-old woman was diagnosed with colon cancer more than 
two years after her initial complaint of rectal bleeding.

KEY LESSONS
 • Gaps in clinical workup can lead to flaws in medical 

decision-making.

 • Sub-optimal surgical/invasive procedures can lead to missed 
diagnoses.

CLINICAL SEQUENCE
A 31-year-old woman with no significant medical history complained 
of rectal bleeding to her primary care physician, a cardiologist. At this 
visit, she also described hard stools with hematochezia and possibly 
hemorrhoids. The cardiologist performed a digital rectal exam which 
identified external hemorrhoids and was negative for occult blood. 
The cardiologist recommended the patient increase her dietary fiber 
intake and noted a colonoscopy would likely be ordered, although 
this did not happen.

Eleven months later, when the patient returned to the cardiologist, 
she complained again of rectal bleeding. Lab work, including a 
complete blood count, was normal. At this visit, the patient was 
scheduled for the colonoscopy, which was performed the following 
week. It revealed a single, mild internal hemorrhoid and a normal 
colon to the cecum. Per the gastroenterologist’s notes, the colon 
was well-prepped for the exam and the “cecal area was seen from 
a short distance” using a pediatric scope. A single image was 
obtained during this procedure.

Several months following the procedure, the patient returned to 
her cardiologist with complaints of hard stool and blood on the 
toilet paper. The cardiologist documented the assumption that this 
was associated with the hemorrhoid seen via colonoscopy.

Four months later, the patient was seen by another provider in the 
cardiologist’s office for complaints of hematochezia. She was 
advised to return if her symptoms persisted, and a 
gastroenterology referral would then be initiated.
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The patient returned to her cardiologist several times over the 
following months for complaints of extreme fatigue. Her 
weight was noted to be stable; no further tests were ordered 
or completed. Neither discussion of her previous complaints 
of rectal bleeding nor any differential diagnoses were 
documented.

A year later (32 months after her initial complaint), the patient 
presented to the Emergency Department with severe 
abdominal pain, nausea, and vomiting. She was severely 
anemic and received three units of packed red blood cells. A 
CT scan revealed distention and free fluid in her colon, and 
two hepatic lesions.

Surgical intervention included a right-sided colectomy, 
resecting the mass in the patient’s hepatic flexure, and 
removal of the lesions from the right lobe of her liver. 
Pathology diagnosed moderately differentiated mucinous 
adenocarcinoma, positive lymph nodes, and (Stage IV) liver 
metastases. A subsequent PET scan identified three 
additional hepatic lesions.

Despite ongoing treatment, the patient died nine months later.

ALLEGATION
A case was asserted against the cardiologist and gastroenter-
ologist for failure to diagnose colon cancer.

DISPOSITION
This case settled in excess of $1M.

DISCUSSION POINTS
Medical Decision-Making
The patient’s self-reports of rectal bleeding were misman-
aged for more than two years.

Several factors contributed to the missed diagnosis, 
including an over-reliance on previously normal findings 
and narrow diagnostic focus. The abnormal findings were 
not adequately evaluated, even as the patient returned 
multiple times to be evaluated for related complaints. This 
was exacerbated by an overall failure to establish a differ-
ential diagnosis.

Behaviors that support medical decision-making:
  • Aggressive follow up and communication with the 

patient
Continued on Page 2

  • Use of decision-support tools (e.g., diagnostic checklists; 
algorithms)

  • Generate, filter, and rank differential diagnoses (e.g., mental 
CT scan, constellations, bundling)

  • Engage in formal cognitive debiasing (What can’t I afford to 
miss?)

Poor Technique
A sub-optimal colonoscopy led to an adenoma being missed.

The plaintiff and defense experts criticized visualization of the 
cecum from a distance, and that only a single image was 
captured during the procedure. The patient’s good bowel 
preparation would have allowed for meticulous visualization and 
photo-documentation into the cecum at the time.

Examples of factors related to high-quality colonoscopy:
  • Adequate bowel preparation

  • Meticulous visualization of the mucosa

  • Intubation of the cecum (rate equal to or greater than 95 
percent for screenings)

  • Photo-documentation including the appendiceal orifice and 
ileocecal valve/terminal ileum

  • Adenoma detection rate greater than or equal to 25 percent 
overall
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