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Presenter Notes
Presentation Notes
Introduce why pregnancy remains a high-risk cognitive blind spot in the ED. Emphasize litigation and diagnostic delay. Discuss attribution bias and test-avoidance. Stress that pregnancy physiology should never normalize abnormal vitals.


Pregnancy = altered physiology + diagnostic bias
Pregnancy does NOT protect against other disease
High litigation risk from delayed or missed diagnoses
Attribution and test-avoidance errors are common

Goal: risk‑informed decisions, not reflexive over‑testing




Core Cognitive Traps

 Attributing abnormal vitals to pregnancy
 Anchoring on benign explanations
 Avoiding imaging or medications

Goal: risk-informed decisions, not reflexive over-testing

Presenter Notes
Presentation Notes
Frame the lecture as myth-busting and grey-zone reasoning rather than board-style diagnosis.



Case 1

 23 yo with headache + near syncope
- T 37.8°C, P 103, RR 20, BP 108/70, 98% RA
- Similar to previous migraines
- Nausea, vomiting
- Exam: pale, uncomfortable, neurologically intact

- Labs?
- Meds?

Presenter Notes
Presentation Notes
Walk audience through anchoring on migraine and syncope. Ask what diagnoses they considered first.

Case 1: Migraine, Syncope, and a Low hCG

23-year-old G1P0 presents with 2 days of severe migraine, persistent vomiting, and near-syncope at work.
She reports photophobia and says this feels like prior migraines “but worse.”
She denies abdominal pain but notes vague pelvic pressure when asked directly.




Case 1

 23 yo with migraine + near syncope
- Positive urine HCG
- h/o irregular menses
- Reassuring abdominal exam
- Serum hCG = 480  mIU/mL17806780

Presenter Notes
Presentation Notes
Walk audience through anchoring on migraine and syncope. Ask what diagnoses they considered first.

Microlitigation Pearl (1 sentence)
Most ectopic suits come from failure to obtain hCG or ultrasound in reproductive-age women with atypical symptoms.




Next steps?

A. Treat migraine + discharge w repeat hCG in 48 hrs
B. Bedside pelvic ultrasound
C. Formal transvaginal ultrasound
D. No imaging
E. Transfer



Formal US: No definite IUP

Plan?

A. Repeat hCG only
B. Discharge with precautions
C. Consult OB
D. MRI pelvis



Case 1 – Myth Busting

 Myth: “hCG too low to need ultrasound"
- Discriminatory Zone ?

 Reality: rupture can occur at any hCG level
- No pelvic pain does NOT exclude rupture
 10-20% present without localized pelvic pain

- Syncope may be the presenting symptom
- US may not show IUP but can detect ectopic / free fluid

Presenter Notes
Presentation Notes
Emphasize that ectopic rupture can occur at any hCG level. Litigation often cites false reassurance from low hCG.
Embedded Myths/Misperceptions
❌ “hCG too low to be ectopic.”
Reality: rupture can occur at any hCG, including <1000.
❌ “No pelvic pain = not ectopic.”
Reality: up to 10–20% present without localized pelvic pain.

Syncope, vomiting or shoulder pain may predominate (myth: no abdominal pain = low risk)
Imaging Factors
Transvaginal ultrasonography has reduced sensitivity when hCG levels are low or when a yolk sac is absent. In one study of 1,880 patients, overall ultrasound accuracy was 78%, but sensitivity dropped to only 13% for ectopic pregnancy and 4% for intrauterine pregnancy when no yolk sac was visible, though specificity remained above 90%.[1] When hCG levels are below 2,000 mIU/mL, sensitivity for detecting ectopic pregnancy falls to 34.3% compared to 75.9% at higher levels.[1]
The concept of the hCG discriminatory zone itself can lead to diagnostic errors. While traditionally set at 1,500-2,000 mIU/mL, case series have documented viable intrauterine pregnancies that were not visible on initial ultrasound despite hCG levels above this threshold.[2-3] The American College of Obstetricians and Gynecologists recommends using a conservatively high discriminatory level (as high as 3,500 mIU/mL) to avoid misdiagnosis and potential interruption of desired intrauterine pregnancies.[2]
Multiple gestations further complicate interpretation, as these pregnancies have higher hCG levels than singletons at any given gestational age and may exceed traditional discriminatory levels before ultrasonographic recognition.

Transvaginal ultrasonography demonstrates markedly reduced sensitivity for ectopic pregnancy when hCG levels fall below 2,000 mIU/mL. In a 2025 comparative study of 682 patients, conventional transvaginal sonography achieved only 64.97% sensitivity and 53.85% specificity for ectopic tubal pregnancy diagnosis when hCG was <2,000 U/L, with an area under the curve of 0.594.[2] This represents a substantial decline from the 74.25% sensitivity observed across all hCG levels.[2] These findings confirm that the traditional discriminatory zone represents a threshold where diagnostic uncertainty is highest rather than a reliable cutoff for definitive diagnosis.
The positive predictive value of ultrasonography varies dramatically based on hCG levels. When hCG values are below 1,500 IU/L, the positive predictive value for intrauterine pregnancy is only 80%, and for ectopic pregnancy only 60%.[3] This means that even when ultrasound suggests a specific diagnosis at low hCG levels, there remains substantial risk of misclassification.
Despite these limitations, transvaginal sonography showing an adnexal mass with absence of intrauterine pregnancy remains the single most powerful diagnostic finding, with a likelihood ratio of 111 for ectopic pregnancy.[4] However, this finding requires definitive visualization of a mass separate from the ovary, which occurs in only a minority of early ectopic pregnancies when hCG levels are low.
Single hCG measurements have limited diagnostic utility for determining pregnancy location. Studies examining various thresholds (658 mIU/mL, 1,000 mIU/mL, and 3,000 mIU/mL) show inconsistent likelihood ratios, and higher values do not reliably exclude ectopic pregnancy.[4] A reanalysis focusing specifically on women with either ectopic or intrauterine pregnancy (excluding spontaneous abortions) found that hCG ≥1,000 mIU/mL had a likelihood ratio of only 1.8 for ectopic pregnancy, while hCG <1,000 mIU/mL had a likelihood ratio of 0.74.[4]
Emerging technologies may address the diagnostic gap at low hCG levels. Contrast-enhanced ultrasound (CEUS) demonstrated 97.5% sensitivity and 80% specificity (AUC 0.88) for ectopic pregnancy diagnosis when hCG was <2,000 U/L, significantly outperforming conventional transvaginal sonography.[2] This represents a potential advancement for cases where traditional imaging is nondiagnostic, though CEUS is not yet widely adopted in routine clinical practice.
The practical implication is that when hCG levels are below 2,000 mIU/mL and ultrasound findings are nondiagnostic, serial hCG monitoring becomes essential to distinguish viable intrauterine pregnancy (minimum 53% rise over 48 hours) from failing pregnancy or ectopic gestation.[3][5] Approximately 1% of viable intrauterine pregnancies demonstrate slower hCG rises and may be misdiagnosed if intervention occurs based solely on suboptimal hCG kinetics.[5-6]
Laboratory Factors
Gestational age uncertainty is a major confounding factor. Accurate gestational age calculation, rather than absolute hCG level, is the best determinant of when a normal pregnancy should be visible on transvaginal ultrasonography.[2] An intrauterine gestational sac with yolk sac should be visible between 5 and 6 weeks of gestation regardless of the number of gestations.[2]
Serial hCG patterns can be misleading. While approximately 99% of viable intrauterine pregnancies show hCG increases of at least 50% over 48 hours, the remaining 1% have slower increases and may be misdiagnosed as nonviable intrauterine or ectopic pregnancies.[4] Additionally, hCG levels in ectopic pregnancies may plateau or fall due to limited vascular supply in the fallopian tube, but this pattern overlaps with failing intrauterine pregnancies.[5]
The presence of a "pregnancy of unknown location" (PUL)—positive pregnancy test without definitive ultrasound findings—occurs in 8-31% of women presenting with early pregnancy symptoms, and 7-20% of these are ultimately diagnosed with ectopic pregnancy.[5] This diagnostic uncertainty necessitates serial monitoring and can delay definitive diagnosis.

The positive predictive value of ultrasonography varies dramatically based on hCG levels. When hCG values are below 1,500 IU/L, the positive predictive value for intrauterine pregnancy is only 80%, and for ectopic pregnancy only 60%.[3] This means that even when ultrasound suggests a specific diagnosis at low hCG levels, there remains substantial risk of misclassification.
Despite these limitations, transvaginal sonography showing an adnexal mass with absence of intrauterine pregnancy remains the single most powerful diagnostic finding, with a likelihood ratio of 111 for ectopic pregnancy.[4] However, this finding requires definitive visualization of a mass separate from the ovary, which occurs in only a minority of early ectopic pregnancies when hCG levels are low.
Single hCG measurements have limited diagnostic utility for determining pregnancy location. Studies examining various thresholds (658 mIU/mL, 1,000 mIU/mL, and 3,000 mIU/mL) show inconsistent likelihood ratios, and higher values do not reliably exclude ectopic pregnancy.[4] A reanalysis focusing specifically on women with either ectopic or intrauterine pregnancy (excluding spontaneous abortions) found that hCG ≥1,000 mIU/mL had a likelihood ratio of only 1.8 for ectopic pregnancy, while hCG <1,000 mIU/mL had a likelihood ratio of 0.74.[4]
Emerging technologies may address the diagnostic gap at low hCG levels. Contrast-enhanced ultrasound (CEUS) demonstrated 97.5% sensitivity and 80% specificity (AUC 0.88) for ectopic pregnancy diagnosis when hCG was <2,000 U/L, significantly outperforming conventional transvaginal sonography.[2] This represents a potential advancement for cases where traditional imaging is nondiagnostic, though CEUS is not yet widely adopted in routine clinical practice.
The practical implication is that when hCG levels are below 2,000 mIU/mL and ultrasound findings are nondiagnostic, serial hCG monitoring becomes essential to distinguish viable intrauterine pregnancy (minimum 53% rise over 48 hours) from failing pregnancy or ectopic gestation.[3][5] Approximately 1% of viable intrauterine pregnancies demonstrate slower hCG rises and may be misdiagnosed if intervention occurs based solely on suboptimal hCG kinetics.[5-6]

Beyond uterine aspiration, serial hCG measurements provide critical evidence for distinguishing ectopic pregnancy from spontaneous abortion when initial levels are low. A viable intrauterine pregnancy demonstrates an hCG rise of at least 53% over 2 days (based on the 99th percentile confidence interval), while declining values suggest a failing pregnancy.[2-3] However, the rate of decline differs significantly between spontaneous abortion and ectopic pregnancy.
An 85% hCG drop within 4 days or a 95% drop within 7 days rules out ectopic pregnancy with 100% certainty.[4] In a retrospective cohort of 1,551 women with pregnancy of unknown location and declining hCG values, these thresholds successfully differentiated all 146 ectopic pregnancies from 1,405 spontaneous abortions, with validation in an independent cohort of 179 ectopic pregnancies.[4] This evidence demonstrates that ectopic pregnancies exhibit slower hCG decline compared to spontaneous abortion, allowing clinicians to safely discontinue intensive monitoring in patients meeting these criteria.
For spontaneous abortion, hCG levels decline at least 21-35% every 2 days depending on the initial value, though this rate does not entirely exclude resolving ectopic pregnancy.[2-3] Transvaginal ultrasonography remains the single best diagnostic modality for detecting ectopic pregnancy, with a likelihood ratio of 111 when an adnexal mass is present without intrauterine pregnancy.[5] Even when hCG levels are below 1,000 mIU/mL—well below the traditional discriminatory zone of 1,500-3,000 mIU/mL—comprehensive ultrasound can identify ectopic pregnancy with 86-92% sensitivity.[6]
The discriminatory hCG threshold represents the level at which absence of intrauterine pregnancy on ultrasound suggests abnormal gestation, but a single low hCG value does not predict rupture risk.[7] Women with ectopic pregnancies frequently have hCG levels below 1,000 mIU/mL, and ultrasonography is indicated in any woman with clinical suspicion regardless of hCG level.[7] The following algorithm illustrates the diagnostic approach integrating hCG patterns with ultrasound findings:
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Teaching Pearl

Ectopic can occur at any hCG level
 Discriminatory zone ≠ ectopic exclusion zone
 Rupture reported at hCG <100
 Ultrasound indicated for symptoms — not hCG level alone
 Pregnancy of unknown location = high-risk diagnosis



Teaching Pearl

Framework for ectopic:

1. Shock vs stable?
2. IUP?
3. HCG level?



Litigation Pitfalls

“Positive HCG + syncope = ectopic until proven otherwise.”

Common plaintiff arguments:
 Failure to ultrasound symptomatic pregnant patient
 Overreliance on discriminatory zone
 Anchoring on migraine diagnosis

High-risk documentation gaps:
 No ectopic precautions
 No repeat vitals/ exam before discharge

Presenter Notes
Presentation Notes
Most ectopic suits come from failure to obtain hCG or ultrasound in reproductive-age women with atypical symptoms.




Charting Pearls

 “Given positive pregnancy test with syncope and 
indeterminate hCG level, ectopic pregnancy was 
considered and pelvic ultrasound obtained.”

 “Symptoms not attributed solely to migraine in setting of 
pregnancy; pelvic ultrasound obtained due to 
consideration of ectopic pregnancy.”











Case 2:

 31 yo G3P2 at 28-week gestation with 4 days of 
cough and mild SOB
- T 38°C, HR 118, RR 20, BP 104/64, 94% RA
- Flu season, kids sick at home
- PMHx: childhood asthma

- Exam: faint end-expiratory wheeze
- Improves after albuterol

Presenter Notes
Presentation Notes
Ask audience how many would delay imaging due to viral season. Highlight PE as leading cause of maternal death.

Embedded Myths/Misperceptions
❌ “Pregnancy explains tachycardia.”
Reality: physiologic tachycardia ≠ pathologic tachycardia.
❌ “V/Q or CTPA too dangerous for the fetus.”
Reality: fetal radiation dose below teratogenic thresholds; maternal harm outweighs fetal risk.
❌ “Pregnancy fever + cough = viral syndrome.”
Reality: pregnancy doesn’t prevent pneumonia, PE, asthma exacerbation, or sepsis.




Next steps?

A. Discharge with inhaler
B. Steroids + nebs
C. D-dimer
D. PE imaging
E. Observe only



D-dimer in pregnancy



Pregnancy adapted YEARS Algorithm

1. Clinical signs DVT
2. Hemoptysis
3. PE most likely dx

D-dimer

1000 ng/mL 500 ng/mL

0 ≥ 1

Pregnant
US

Abn

Normal

Adapted from Van der Pol 2019

Approximate conversion: FEU = DDU * 2



Case 2 – Myth Busting

 Myth: physiologic tachycardia explains symptoms

 Reality: Abnormal vitals deserve explanation

 Imaging risk < missed PE risk when pre-test probability high
- LMWH prophylaxis does not prevent PE
- Imaging is safe when indicated
- Maternal risk outweighs fetal radiation risk

Presenter Notes
Presentation Notes
Reinforce safety of imaging and danger of diagnostic delay. Maternal stability equals fetal survival.

Grey Zone Twist
imaging delayed due to radiation concerns
viral season bias strong
OB unavailable → ownership hesitation




Teaching Pearl

PE Is a Leading Cause of Maternal Mortality

Key reminders:
 Pregnancy = hypercoagulable state
 Hypoxia is never “physiologic”
 Persistent tachycardia is not “physiologic”
 Imaging thresholds should be lower, not higher

Radiation pearls:
 V/Q often lower breast dose
 Both V/Q and CTPA generally safe in pregnancy

Presenter Notes
Presentation Notes
Why breast dose matters in pregnancy
Pregnancy causes:
Breast tissue proliferation
Increased vascularity
Higher radiosensitivity
So radiation to the breasts carries a theoretical increased lifetime breast cancer risk, especially in younger patients.

CTPA
Direct X-ray beam passes through the chest
Breasts sit directly in the radiation field
→ Higher maternal breast radiation dose
V/Q Scan
Radioisotope distributes via lungs
Imaging detects emitted photons
Less direct breast exposure
→ Lower breast radiation dose (slightly higher fetal radiation)
Both CTPA and V/Q are safe in pregnancy…. Choice depends on CXR, availability, and patient factors
“CTPA is kinder to the fetus; V/Q is kinder to the breasts — both are kinder than a missed PE.”




Litigation Pitfalls

Common claims:
 Dyspnea attributed to pregnancy or asthma
 Imaging withheld due to radiation fear
 Failure to risk-stratify tachycardia + hypoxia

Documentation gaps:
 No discussion of PE risk
 No shared decision documentation
 No follow-up plan if discharged

Presenter Notes
Presentation Notes
High-risk phrases in the chart:
“Likely physiologic”
“Improved with albuterol”
“Pregnant — avoided CT”

CTPA is kinder to the fetus; V/Q is kinder to the breasts — both are kinder than a missed PE.”




Charting Pearls

 “Persistent tachycardia and borderline hypoxia in 
pregnancy prompted evaluation for pulmonary embolism 
despite URI symptoms.”

 “Dyspnea not attributed solely to pregnancy physiology; 
PE risk assessed.”









Case 3:

 29 yo at 34-weeks gestation with wrist pain after fall 
- T 37.5°C, HR 98, BP 152/92 
- No headache or vision changes
- Wrist deformity, brisk pulses

Presenter Notes
Presentation Notes
Pause here and ask if anyone would have discharged this patient.

Embedded Myths/Misperceptions
❌ “BP high due to pain.”
Reality: pain contributes, but ≥140/90 in pregnancy is always abnormal.
❌ “Preeclampsia requires proteinuria.”
Reality: No. Severe features may present without proteinuria.
❌ “Normal platelets/LFTs rule out progression.”
Reality: labs may lag clinical deterioration.




Next steps?

A. Consult ortho
B. Treat pain, recheck BP
C. Attribute to pain from injury
D. Start antihypertensives
E. Send preeclampsia labs
F. Call OB immediately

126/96 162/101 142/88

125/83



158/100…. Next steps?

A. Outpatient follow-up
B. Send labs
C. OB consult only
D. Reduce fracture and discharge



Results

 UA: neg protein
 Platelets 92K
 AST/ALT elevated
 Creatinine ↑



Case 3 – Myth Busting

 Myth: pain explains severe hypertension

 Reality: ≥140/90 in pregnancy is abnormal
- Pain does not explain severe hypertension

 Preeclampsia can exist without proteinuria (10%)
- Labs may lag behind clinical deterioration
- ED recognition often precedes OB escalation

Presenter Notes
Presentation Notes
Discuss pain attribution myth. Emphasize that hypertension in pregnancy is never benign.

Grey Zone Twist
ortho consult distracts from maternal disease
OB tied up → delayed antihypertensives + MgSO₄
patient insists she came “for the wrist, not pregnancy stuff”

Myth:�“No protein = no preeclampsia.”
Reality:�Severe disease may lack proteinuria.
Myth:�“Pain explains severe BP.”
Reality:�Pain may elevate — but cannot exclude pathology.
Myth:�“Trauma takes priority.”
Reality:�Maternal physiology drives outcomes.





Presentation Title35

Definitions

 Preeclampsia 
- new onset hypertension (SBP ≥140 and/ or DBP ≥90) 

and proteinuria or 
- the new onset of hypertension plus significant end-

organ dysfunction with or without proteinuria in a 
previously normotensive patient

- typically >20 weeks of gestation or postpartum 



Presentation Title36

Definitions

 Preeclampsia with severe features 
- severe hypertension (SBP ≥160 and/ or DBP ≥110) 

and/or specific signs or symptoms of significant end-
organ dysfunction 

 HELLP syndrome (Hemolysis, Elevated Liver enzymes, 
Low Platelets) 
- Hypertension (82-88%) and/or proteinuria (86-100%)



37

Feature Preeclampsia Preeclampsia with 
severe features

Blood pressure ≥ 140/90 mmHg ≥ 160/110 mmHg
(at least 2 measurements)

Proteinuria Present (usually) May or may not be severe

Symptoms Mild or none Severe headache, vision 
changes, RUQ abd pain

Organ dysfunction Minimal or absent

Thrombocytopenia, liver 
dysfunction, renal 
insufficiency, pulmonary 
edema

Risk/ management Monitored, delivery 
often at 37+ weeks

High risk; immediate 
hospitalization and delivery 
often indicated



Presentation Title38

Definitions

 Eclampsia 
- tonic-clonic seizure in a patient with preeclampsia 

 Gestational hypertension 
- HTN w/o proteinuria or other signs/symptoms of 

preeclampsia-related end-organ dysfunction 
- >20 wks gestation; previously normal blood pressure.
- should resolve by 12 weeks postpartum. 

Presenter Notes
Presentation Notes
Preeclampsia refers to the new onset of hypertension and proteinuria or the new onset of hypertension plus significant end-organ dysfunction with or without proteinuria in a previously normotensive patient, typically after 20 weeks of gestation or postpartum (table 1) [2,5-7]. Most patients have proteinuria, but it is important to emphasize that the diagnosis can be made in a pregnant patient with hypertension but no proteinuria if the new-onset hypertension is accompanied by specific signs or symptoms of significant end-organ dysfunction, as listed in the table.
Several subtypes of preeclampsia may exist, with a variety of pathophysiological pathways leading to maternal and fetal mortality and morbidity [8]. The most commonly described subtypes are early onset (<34 weeks of gestation) and late onset (≥34 weeks of gestation). The clinical features overlap, but the spectrum of disease and outcomes differ: Early-onset disease has been associated with more severe placental and maternal/fetal clinical findings and, in turn, poorer maternal/fetal outcomes [9,10]. For this reason, it has been hypothesized that the two phenotypes have different origins and pathophysiologies [9,11,12]. Other possible subtypes include "HELLP syndrome," "gestational hypertension," and "preeclampsia with versus without fetal growth restriction." However, these differences can also be explained by biological variation in the disease process. 
●Preeclampsia with severe features (formerly severe preeclampsia) is the subset of patients with preeclampsia who have severe hypertension and/or specific signs or symptoms of significant end-organ dysfunction that signify the severe end of the preeclampsia spectrum. The specific criteria for diagnosis are listed in the table (table 2).
●Preeclampsia superimposed upon chronic hypertension is diagnosed when preeclampsia occurs in a patient with chronic hypertension (hypertension that precedes pregnancy or is present on at least two occasions before the 20th week of gestation or persists longer than 12 weeks postpartum). It is characterized by worsening or resistant hypertension (especially acutely), the new onset of proteinuria or a sudden increase in proteinuria, and/or significant new end-organ dysfunction after 20 weeks of gestation or postpartum in a patient with chronic hypertension.
●HELLP syndrome (Hemolysis, Elevated Liver enzymes, Low Platelets) appears to be a subtype of preeclampsia with severe features in which hemolysis, elevated liver enzymes, and thrombocytopenia are the predominant features. Hypertension, central nervous system dysfunction, and/or kidney dysfunction may also be present. The majority of patients, but not all, have hypertension (82 to 88 percent, although in some cases the increase in blood pressure may be subtle initially) and/or proteinuria (86 to 100 percent) [13]. Rare patients have neither; other diagnoses associated with similar laboratory abnormalities should be excluded before making the diagnosis of HELLP in these atypical patients. (See "HELLP syndrome (hemolysis, elevated liver enzymes, and low platelets)" and "Hypertensive disorders in pregnancy: Approach to differential diagnosis".)
●Eclampsia refers to the occurrence of a tonic-clonic seizure in a patient with preeclampsia in the absence of other neurologic conditions that could account for the seizure. (See "Eclampsia".)
●Gestational hypertension refers to hypertension without proteinuria or other signs/symptoms of preeclampsia-related end-organ dysfunction that develops after 20 weeks of gestation in a patient with previously normal blood pressure. Up to 50 percent of these patients may ultimately develop signs and symptoms of preeclampsia. Development of proteinuria upgrades the diagnosis to preeclampsia. Even without proteinuria, patients who develop severe hypertension or other features of severe disease (table 2) are managed in the same way as those with preeclampsia with severe features. (See "Gestational hypertension".)
True gestational hypertension should resolve by 12 weeks postpartum. 





Teaching Pearl

Proteinuria not required  ~10-15% lack proteinuria.

Diagnosis = HTN + ANY severe feature:
 Platelets <100K
 Elevated LFTs
 Renal injury
 Pulmonary edema
 Neuro symptoms



Litigation Pitfalls

Common allegations:
 Severe BP attributed to pain
 No lab evaluation
 No fetal monitoring
 Delayed OB involvement

Framing argument:
 “Warning signs were present but dismissed due to 

distracting injury.”



Charting Pearls

 “Persistent severe-range BP despite analgesia 
prompted evaluation for preeclampsia with severe 
features.”

 “Hypertension not attributed solely to pain; obstetric 
pathology assessed.”



High-Risk Myths to Abandon

1. Low hCG rules out ectopic
2. No proteinuria rules out preeclampsia
3. Pain explains severe hypertension
4. Imaging at diagnostic doses harms the fetus

Presenter Notes
Presentation Notes
Low hCG does not rule out ectopic
Prophylaxis does not rule out PE
Pain does not explain severe hypertension
Normal fetal HR does not rule out trauma injury
Pregnancy does not protect from stroke, pyelo, ACS, or sepsis
No proteinuria does not rule out preeclampsia
Imaging does not cause fetal harm at diagnostic doses

Diseases pregnancy does not protect against: Pyelonephritis
Stroke
Appendicitis
Anaphylaxis
Asthma exacerbation
Sepsis and cardiomyopathy




Take-Home Pearls

 Treat abnormal vitals seriously
 Targeted testing beats reflexive testing

- Avoid test-avoidance bias
 Maternal stability = fetal stability

Presenter Notes
Presentation Notes
Rapid-fire slide. Emphasize pyelonephritis myth specifically.



Litigation Pearls in Pregnant Patients

 Failure to obtain pregnancy testing in reproductive-age
 Delayed diagnosis of ectopic pregnancy or preeclampsia
 Attributing abnormal vitals to pregnancy or pain
 Avoidance of imaging or treatment due to fetal concerns
 Failure to document shared decision-making

Presenter Notes
Presentation Notes
Emphasize documentation, reassessment, and clear discharge instructions as litigation shields.



Words That Kill (in Court)
Assumptions, not decisions, sink defense

 “BP elevated likely due to pain/anxiety”
 “Appears well / comfortable” despite abnormal vitals
 “OB aware” without time, name, or recommendation
 “Patient declined imaging” without documented risk 

discussion
 “Pregnancy-related symptoms” used as explanation, not 

diagnosis

Presenter Notes
Presentation Notes
These phrases are common in real malpractice cases.
They signal normalization of abnormal findings or incomplete decision-making.
Encourage neutral, objective documentation instead of causal assumptions.

“If you remember nothing else from this talk, remember these phrases.”
Key impact:
These are real phrases quoted verbatim in malpractice cases
Emphasizes that assumptions, not decisions, often sink defenses
Particularly powerful for senior attendings who recognize their own charting habits
Pause after the first bullet and ask:
“Who’s written this exact sentence before?”




Defensive Documentation: Pregnant Patient

 Gestational age and pregnancy status explicitly documented
 Abnormal vitals acknowledged and reassessed
 Repeat exam prior to DC
 Explicit differential includes pregnancy-related AND non-

pregnancy diagnoses
 Clear OB consultation: who, when, and recommendations
 Shared decision-making documented (risks, benefits, 

alternatives)
 Clear return precautions tied to pregnancy-specific red flags

Presenter Notes
Presentation Notes
This slide works well as a practical takeaway.
Emphasize that this is not defensive medicine, but defensible medicine.
Encourage attendees to screenshot this slide.

“This is not defensive medicine — this is defensible medicine.”
Why this lands:
Practical, not preachy (encourage incorporation into macros/ dot phrase)
Gives them a mental checklist they can use at 3 a.m.
Nurses in the audience usually love this slide too




Defensive documentation = “defensible”

“Given pregnancy at ___ weeks, abnormal vital signs were 
not attributed to pregnancy alone; patient was reassessed, 
pregnancy-related and non-pregnancy diagnoses were 
considered, and management decisions were made after 
discussion with ___.”

Presenter Notes
Presentation Notes
Ultra-short (ED macro friendly):
“Abnormal vitals in pregnancy prompted reassessment and consideration of obstetric and non-obstetric causes.”
Consult-heavy version:
“In a ___-week pregnant patient, abnormal findings were reassessed and not attributed to pregnancy alone; plan discussed with OB and patient.”
Discharge-focused version:
“Despite improvement, pregnancy-specific risks were reviewed, reassessment performed, and return precautions discussed.”

Why this sentence works
It quietly documents five critical protections in one line:
Acknowledges pregnancy (shows you recognized higher risk)
Rejects normalization bias (“not attributed to pregnancy alone”)
Shows reassessment (time + cognition)
Documents differential thinking (not anchoring)
Shows shared decision-making / consultation (not unilateral)
No speculation. No blaming pain/anxiety. No absolute claims.




Each of these cases wasn’t missed because of ignorance —
they were almost missed because they seemed reasonable.

Knowledge

Risk 
ToleranceGestalt

Presenter Notes
Presentation Notes
“The most dangerous radiation exposure in pregnancy is the one from the lawsuit after a missed PE.”

“We’re concerned about a blood clot in your lungs, which can be life-threatening if missed.”
“The imaging tests we use do involve radiation, but the levels are very low and considered safe in pregnancy.”
“One test exposes the baby to slightly more radiation, while the other exposes your breast tissue to more — but both are far safer than missing a clot.”
“Our goal is to choose the safest and most accurate test for you and your baby.”




Mimi.Lu@ucsf.edu
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