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Hospital discharge is 
followed by stillbirth
A 38-year-old woman’s pregnancy was 
proceeding uneventfully. After about 7 
months of prenatal care, she presented 
to her physician with persistent vaginal 
bleeding and abdominal and back pain. 
One hour of monitoring at the hospi-
tal indicated that she was not in labor 
and the signs of fetal well-being were 
reassuring. Despite continued bleeding 
and abdominal pain, the woman was 
discharged. She returned to her physi-
cian’s offi ce in early afternoon with in-
creased bleeding and pain, and was sent 
to the hospital for delivery. On the way 
there, she suffered massive hemorrhag-
ing due to placental abruption. Before 
an emergency cesarean section could 
be performed, the child was stillborn. 
The mother received transfusions for 
disseminated intravascular coagulation 
and blood loss. 
Patient’s claim She was discharged with-
out a proper workup for the bleeding 
and abdominal pain. A sonogram should 
have been ordered, and she should not 
have been discharged.
Doctor’s defense The mother’s condition 
had improved and delivery was not im-
minent, so the discharge was proper. The 
sudden massive placental abruption could 
not have been predicted.
Verdict $1,651,166 Illinois verdict.

Did MD cause kidney 
loss by injuring ureter?
A 36-year-old woman underwent a total 
hysterectomy performed by her ObGyn. 
A week later, she still complained about 
right fl ank pain. Additional surgery in-

dicated an atrophied right kidney and 
an injured ureter, and a nephrectomy 
was performed. 
Patient’s claim The physician injured the 
ureter during the hysterectomy, and this 
caused the loss of the kidney. He should 
have protected the ureter during the 
surgery—and identifi ed the injury once 
it occurred. 
Doctor’s defense The ureter was not in-
jured during the surgery; rather, the 
patient had a slow-developing ureteral 
blockage.
Verdict $974,683 Kentucky verdict. Post-
trial motions were pending.

$57 million verdict 
after admission of fault
A 39-year-old woman was in labor for 
8 hours under the care of an ObGyn, an 
anesthesiologist, and a nurse midwife. 
When the child was eventually delivered 
by cesarean section, he was limp and 
pale, with no heart rate. He was diag-
nosed later as quadriplegic with cerebral 
palsy. He has global developmental de-
lay and both bladder and bowel incon-
tinence, and will never walk or live on 
his own. 
Patient’s claim Despite signifi cant ab-
normalities on the fetal heart monitor, 
labor was allowed to continue. A cesar-
ean section should have been performed 
sooner. Also, it was negligent to not 
have specialists present at delivery; 11 
minutes elapsed before a neonatologist 
arrived to resuscitate the infant.
Doctor’s defense Before the start of the 
trial, all defendants conceded liability. 
Verdict $57,623,113 Pennsylvania ver-
dict, which was reduced to $23,000,000 
under a high-low agreement.

C O N T I N U E D

More on 
HIGH-LOW 
AGREEMENTS
Dr. Jeffrey Segal
discusses whether to 
fi ght or settle lawsuits 
on page 48 in this issue
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vated, and a thermal injury to the bowel 
occurred. Ten days later, the patient re-
turned to the hospital with extreme ab-
dominal pain. She was diagnosed with 
peritonitis and taken to surgery, where 
the removal of 32 cm of small intestine 
and repair of the colon and uterus were 
performed. She returned to the hospital 
2 weeks after this and was hospitalized 
for another 2 weeks for peritonitis. 
Patient’s claim The physician was neg-
ligent for failing to recognize and treat 
the uterine perforation.
Doctor’s defense Not reported.
Verdict $245,000 Minnesota settlement 
was reached in mediation.

Mom blames injury 
on lack of cerclage
A woman who had already experienced 
preterm delivery was pregnant with twins 
and was being seen by both her ObGyn 
and a perinatologist. At 23 weeks’ gesta-
tion, she was admitted to a hospital for 
bed rest. A month later, due to signs of 
immediate delivery, she was transferred 
to a hospital with a better neonatal in-
tensive care unit. She gave birth the fol-
lowing day to both a healthy twin and a 
twin suffering an intraventricular brain 
bleed, leading to diplegia, microcephaly, 
cognitive defects, and visual problems.
Patient’s claim She required cerclage for 
an incompetent cervix. If cerclage had 
been performed, the baby’s injuries 
would have been avoided. She disputed 
the defendants’ claim.
Doctor’s defense A cerclage had been of-
fered, but the mother declined. 
Verdict California defense verdict. A 
posttrial motion was pending.

Did mother’s behavior 
cause preterm births?
A woman pregnant with twins fi rst 
sought prenatal care at 12 weeks’ ges-
tation, at which time she was smoking 

Was hysterectomy 
overly invasive?
Following laparoscopic surgery, a 33-
year-old woman reported vaginal bleed-
ing to her ObGyn. Three weeks later, he 
performed a total hysterectomy.
Patient’s claim The ObGyn made an im-
proper diagnosis. Less invasive methods 
were available to address the vaginal 
bleeding.
Doctor’s defense Treatment with less 
invasive procedures was unsuccessful. 
Also, the patient was informed of the 
risks before the surgery.
Verdict Kentucky defense verdict.

Undetected injury leads 
to extensive surgery
A woman underwent endometrial abla-
tion, performed by an ObGyn. During 
the procedure, the uterus was perforated. 
The physician did not recognize the per-
foration. The ablation device was acti-
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Anemia: Diagnosis and 
Treatment Options for Women

A
nemia, defi ned as a defi ciency in red blood cells (RBCs) or a 
decrease in hemoglobin (Hb), is a symptom that can result 
from many underlying pathologies. Its distinct etiologies 

include iron defi ciency, hemoglobinopathies, chronic disease, and 
nutritional defi ciencies.1,2 Whereas a diagnosis of anemia may read-
ily be determined, understanding and diagnosing the underlying 
pathology can be much more challenging. This newsletter uses a 
case-based approach to describe and explain the use of standard-
ized clinical tests in the diagnosis and differentiation of various un-
derlying pathologies of anemia, with a focus on women. A review of 
the physiology of RBC production, the classifi cation and differential 
diagnosis of anemia, and management of patients with anemia will 
also be presented. 

Presentation and initial examination
A 45-year-old woman, 5 feet 6 inches tall and weighing 204 pounds, 

presents because of dizziness and fatigue that has been progressive 

over the past 3 months. The patient occasionally has near syncope 

when she bends over to tie her shoes and straightens upright. She has a 

tingling sensation in her feet and noted that they are somewhat swollen 

toward the end of the day. She does not have any positive symptoms on 

review of systems, except that she has had pain on menstruation that is 

associated with some clots during the fi rst 2 to 3 days of her menstrual 

period. This has been ongoing for the past 2 years. The patient has 

been separated from her husband for a year and lives alone. She has 

been unemployed and is extremely distraught about the separation. On 

direct questioning, she states that she mainly eats frozen packaged din-

ners and spends the majority of her day watching television.

The patient has no jugular venous distension, the tongue is relatively 

smooth, the heart and lung exams are normal, the abdomen does not 

reveal any abnormalities, the liver is a normal size, and there is no sple-

nomegaly. The central nervous system exam shows minimal sensory 

loss to light touch over the heels, proprioception is intact, and the Rom-

berg test is normal.

Understanding and correctly diagnosing anemia is a concern of most 
primary care clinicians. The prevalence of iron deficiency anemia in
the United States is shown in TABLE 1. Anemia that is undiagnosed and 
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❙   Anemia, one of the most 
common disorders of the 
blood, is evidence of an 
underlying pathologic 
condition.

❙   Iron defi ciency, the most 
common type of anemia, 
affects up to 12% of 
nonpregnant women aged 
12 to 49 years in the United 
States.

❙   Other common types of 
anemia include thalassemia, 
chronic disease, and 
nutritional defi ciencies of folic 
acid and vitamin B12.

❙   Proper therapy for anemia 
requires that the underlying 
pathology causing anemia be 
properly diagnosed.
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half a pack of cigarettes a day. At 27 
weeks, ultrasonography indicated that 
both twins were growing normally, al-
though twin B had duodenal atresia and 
polyhydramnios. It also showed that the 
mother had a shortened cervix. To avoid 
preterm delivery, she was placed on strict 
bed rest. She presented at the hospital a 
few weeks later with vaginal pressure 
with contractions. She was placed on 
a fetal monitor, given tocolytics to stop 
contractions, and prescribed betametha-
sone to mature the twins’ lungs. Later 
records indicated that she had been non-
compliant regarding bed rest and smok-
ing cessation. She was discharged with 
no sign of contractions. Several weeks 
later, she was admitted to the hospital 
with diarrhea and contractions. Again 
she was administered tocolytics and be-
tamethasone; a fetal monitor was placed 
and biophysical profi les were obtained. 
On day 4, the fetal monitor showed 
nonreassuring signs and did not always 
monitor both twins, so a cesarean sec-
tion was scheduled for 4:10 pm. The 

delivering OB arrived at 5:20 pm and 
delivered the twins, now at 30 weeks’ 
gestation. Both showed signs of de-
creased oxygenation and were placed 
in the neonatal intensive care unit. Twin 
A developed meningitis 9 days later; a 
brain scan indicated hypoxic–ischemic 
encephalopathy. Twin B was discharged 
after 44 days, and twin A after 66 days.
Patient’s claim The babies suffered meta-
bolic acidosis, so they should have been 
delivered a few days earlier. The fetal 
monitors were not functioning properly 
all of the time. Also, the mother was 
compliant while she was hospitalized. 
Doctor’s defense Because of the twins’ pre-
maturity, an earlier delivery was contra-
indicated. Twin A’s brain injury occurred 
10 to 14 days before birth. The twins’ 
defi cits were due to both genetics and the 
mother’s smoking and noncompliance. 
Twin B had no brain injury, and her mild 
condition was a result of prematurity.
Verdict $2,250,000 Michigan settlement.

Midwife and nurse 
deliver CP baby
A 20-year-old primigravida went to the 
hospital in labor at term. A midwife 
and nurse examined her, conducted fetal 
monitoring, and administered oxytocin 
to enhance labor. The child was delivered 
about 24 hours later. He was diagnosed 
with spastic quadriplegic cerebral palsy, is 
almost blind, and will remain in diapers.
Patient’s claim Failure to recognize signs 
of fetal distress and summon an obste-
trician was negligent. Oxytocin contrib-
uted to a fetal heart rate deceleration, at 
which time an obstetrician should have 
been called and oxytocin discontinued.
Doctor’s defense An obstetrician was not 
needed. The fetal heart rate never de-
creased to an unsafe level, and oxyto-
cin did not affect the fetus. An infection 
caused the cerebral palsy, the onset of 
which occurred 24 hours prior to birth.
Verdict Pennsylvania defense verdict. A 
posttrial motion was pending. ■
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