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The most 
important thing 
in 
communication is 
hearing what isn’t 
said.

--Peter Drucker



Perfect Storm

An unusual combination 
of events or things that 
produce an unusually 
bad or powerful result.

Collins English Dictionary, 2018



Day 1: Dog Bite Wound 
Sept. 22, 2015



Day 2: 1st Urgent Care Center Visit 
(UCC)

• Tetanus shot 

• Decline antibiotics 
– 5% dog bite wounds become infected
– Over prescribing of antibiotics 

Presenter
Presentation Notes
David visits the doctor’s office the next day – his primary care physician is the local Urgent Care Center – they have his records
Tetanus shot administered – spouse’s request
I did not think to ask for antibiotics b/c the wound bled so much 
After discussion- David decides against the antibiotics – he learns that only 5% of dog bites become infected, his wound was healing well; he decides to wait



Day 3: 2nd UCC Visit

• Flu-like symptoms 
• Temp: 102.9 F 
• BP: 112/70
• Achy & Nauseous
• Quiet – incomplete answers

• Doctor refers patient to 
emergency department (ED)

“They will be expecting you”



Day 3: Emergency Dept. 
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• Registration desk not expecting us
• Patient seems responsive
• Triage wait - 90 min. 

• Temp: 101.9F
• BP 95/60
• Spouse returns home to care for 

dogs 
• Upon return, triage nurse:

“…sent blood sample to lab so 
doctors will have it when [patient] is 
called.”

Presenter
Presentation Notes
We arrive at the ED and I am thrilled. I think that they have the information about my husband sent by the clinic doctor. They are expecting us and will know what to do for my husband. I am no longer on guard, but feel trusting of the system and the medical personnel. 

After waiting 30 minutes for triage, I am getting worried about our dogs that have been crated now for almost 14 hours. I was supposed to have gone home at 5:00 to let them out. Now it is 8:00 p.m. I leave to take care of them so I can be back to talk with the doctor. 

When I return, my husband has just gotten out of triage (90 minute wait before he was called). Triage nurse – I do not know how she new I was the patient’s spouse, is in the waiting area and sees me coming toward my husband. She says, “I have taken a sample of your husband’s blood and sent it to the lab so the doctor will have it when your husband is called.” It seems all is going as it should. I am still so glad to be here. The waiting areas is busy. 

We continue to wait. Another triage person – I thought a second nurse – calls my husband to his stand to have his vitals read about once an hour or every 45 min. or so. Sometimes my husband looks so bad, the nurse obtains a wheelchair for my husband so he does not have to walk to the stand. We continue to wait another two hours. By nearly 1:00 a.m. – 12:40am. We are both exhausted. My husband looks awful. He is visibly the sickest person in the waiting area. I check with the registration desk to see how much longer is the wait. With several patients in front of us, it is about another four hour wait. I have my husband’s vitals read one more time – no change from the last reading. My husband and I decide to go home and return the next morning. It is now 12:45. 




Temp: 99.1F
BP: 72/55 
Hypoglycemic
Confused
Imbalanced 

2 hours after arrival:  

“You need to be 
prepared for your 
husband not to make 
it through the day.”

Day 4: Emergency Dept. Visit 2

Clipart from <a href="https://clipartxtras.com/">clipartxtras.com</a>

Presenter
Presentation Notes
We arrive at the emergency room drop off around 6:55a. I walk around the car to help my husband out and notice he seems unstable on his feet. I put him back in the car and get a wheelchair. This time when I try to help him into the wheelchair, he is so unstable, he does not even know where the arms are located on the wheelchair. He can’t sit himself down, and I can’t hold him up. I put him back in the car and ask for help at the registration desk. A lovely young lady comes out to help – I suspect she is an aid. She is 8-months pregnant and cannot list anything heavy. Ugh! Fortunately we were both able to get him into the wheelchair. The aid rolls him into the waiting area while I park the car. There are no parking spaces near the ED drop off area, so I have to go several blocks to find parking. When I return, I walked into the ED waiting area and find a nurse there waiting for me. She says, “You are needed in the back, you husband is no longer verbally responsive to the doctors.” 

That morning things when from bad to worse. After relaying the evens of the past three days – and the fact were in the ED for hours the last evening – I answer questions about my husband’s health including dog bite wound, his developing fever and all over malaise, and his splenectomy. His fingernails are blue, fingers white, hand natural colored. After administering fluids and glucose directly into a vein, my husband become alert. Within seconds he complains of not being able to catch his breath, screams in pain from his abdomen, and then can’t breath at all. His lungs are filling with fluid. The medical team intubates him and continues to work. I am eventually asked to leave as a catheter is inserted. I did not see my husband or medical team for another two hours. Then a team met with me. The doctor explained that I needed to be prepared for my husband to not make it through the day. I knew he was very sick, but expect him to die? That was not in the cards if I could help it. 

I was so frustrated. I asked my husband to see a doctor the morning following the dog bite event. I revisited with a doctor the following day when the fever developed. We were referred to yet another medical facility – the emergency department. Not one of these visits provided us information on the dangers of dog bite wounds to asplenics. We were just supposed to know this. Further, my husband’s asplenic status was never uncovered at the first ED visit. Would this information not have caused them to act differently? I simply did not know to expect such total lack of communication between medical facilities – clinic ED. Nor did I expect such lack of concern for an asplenic patient. 
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Presenter
Presentation Notes
We arrive at the emergency room drop off around 6:55a. I walk around the car to help my husband out and notice he seems unstable on his feet. I put him back in the car and get a wheelchair. This time when I try to help him into the wheelchair, he is so unstable, he does not even know where the arms are located on the wheelchair. He can’t sit himself down, and I can’t hold him up. I put him back in the car and ask for help at the registration desk. A lovely young lady comes out to help – I suspect she is an aid. She is 8-months pregnant and cannot list anything heavy. Ugh! Fortunately we were both able to get him into the wheelchair. The aid rolls him into the waiting area while I park the car. There are no parking spaces near the ED drop off area, so I have to go several blocks to find parking. When I return, I walked into the ED waiting area and find a nurse there waiting for me. She says, “You are needed in the back, you husband is no longer verbally responsive to the doctors.” 

That morning things when from bad to worse. After relaying the evens of the past three days – and the fact were in the ED for hours the last evening – I answer questions about my husband’s health including dog bite wound, his developing fever and all over malaise, and his splenectomy. His fingernails are blue, fingers white, hand natural colored. After administering fluids and glucose directly into a vein, my husband become alert. Within seconds he complains of not being able to catch his breath, screams in pain from his abdomen, and then can’t breath at all. His lungs are filling with fluid. The medical team intubates him and continues to work. I am eventually asked to leave as a catheter is inserted. I did not see my husband or medical team for another two hours. Then a team met with me. The doctor explained that I needed to be prepared for my husband to not make it through the day. I knew he was very sick, but expect him to die? That was not in the cards if I could help it. 

I was so frustrated. I asked my husband to see a doctor the morning following the dog bite event. I revisited with a doctor the following day when the fever developed. We were referred to yet another medical facility – the emergency department. Not one of these visits provided us information on the dangers of dog bite wounds to asplenics. We were just supposed to know this. Further, my husband’s asplenic status was never uncovered at the first ED visit. Would this information not have caused them to act differently? I simply did not know to expect such total lack of communication between medical facilities – clinic ED. Nor did I expect such lack of concern for an asplenic patient. 



Anatomy of Communication Issues

Essential medical 
information needed 

Presenter
Presentation Notes
In analysis of the events leading up to my husband’s septic shock I identified two major areas for concern. The first area of concern was the lack of important information provided to my husband regarding dog bite wounds and immunocompromised patients. That seems like an extremely important fact to overlook. Had he known the dangers of dog bite wounds to asplenic patients, it is likely my husband would have taken the antibiotics. However, several research articles I have read describe patients that still developed a server infection and sepsis even after taking prophylactic antibiotics. 



Essential Medical Information 
Needed

Dog bites
• ~ 18% of wounds become 

infected1

• Asplenic patients more 
susceptible 2-10

OPSI
• 50% - 70% mortality rates within 

24-48 hrs10-11

• Early medical treatment can 
decrease mortality to ≤ 10%10-11

Presenter
Presentation Notes
Essential medical information not shared between my the health care provider and my husband was the fact that the chances of infection are greater and much more life-threatening for immunocompromised patients, such as individuals that have had a splenectomy. In fact death can occur in these patients within 24 to 48 hours of the initial stages of an overwhelming post-splenectomy infection. There simply is not time to correct issues that might come about due to handoff issues.



Capnocytophaga canimorsus (DF-2)
• Oral flora of dogs (up to 74%); cats (57%) saliva1,2,5

• 1-7 day incubation period with flu-like symptoms

• Rapid development in immunocompromised – may 
present as sepsis, meningitis, osteomyelitis, 
peritonitis, endocarditis, pneumonia or septic 
arthritis4,9

• Mortality most often caused by septic shock (60%)9

• Should no longer be considered a rare infection1,4,9

• Second leading cause of sepsis for asplenics behind 
Streptococcus pneumoniae 4

“C. canimorsus is one of the most lethal of sepsis pathogens ever described, 
with its estimated case-fatality rate of 26 %.” (Butler, 2015)

Presenter
Presentation Notes
Capnocytophaga canimorsus is not the only pathogen transferred from animals to humans, but it is one of the most lethal pathogens causing sepsis, according to Butler, 2015). It is particularly dangerous for the immunocompromised, such as individuals with a splenectomy. I wish my husband and I had known this when he sustained his dog bite wound. I would have acted very differently had I known this information. 



Preventing Sepsis from C. 
canimorsus Infection

Medical personnel on the front lines should be 
aware of C. canimorus infections, its symptoms, and 
patients most at risk

We did not find this to be the case

Presenter
Presentation Notes
Too often doctors and other specialists explain that a C. canimorsus infections are extremely rare. Often it is said that C. canimorsus infections just don’t happen. A quick online search for C. canimorsus infections published in the news media indicate they happen often enough to call attention to specific cases annually. Prophylactic antibiotics might prevent some C. canimorsus infections, but individuals need to consult a doctor hours after the bite incident for prophylactic antibiotics to make a difference. It is important for medical personnel on the front lines (i.e., primary care, urgent care centers, emergency departments) to have dog bite wounds (and wounds from cat bites and scratches) on the radar for potential infection, particularly for immunocompromised patients. 



Preventing Sepsis from C. 
canimorsus Infection

Medical personnel on the front lines should be 
aware of C. canimorus infections, its symptoms, and 
patients most at risk

We did not find this to be the case

“I have never seen a C. canimorsus infection in my 25 year career [in infectious 
disease].” Doctor that observed my husband in the ICU

“Dawn Manteufel said doctors told them her husband’s case is not common but more like a 
‘crazy fluke.’” 12 Washington Post, July 31, 2018 

“More than 99 percent of the people that have dogs will never have this issue. It’s just 
chance,” said Munoz-Price.13 New York Post, July 31, 2018

“It’s just really, really, really rare,” said Scott Weese , a professor at Ontario Veterinary 
College’s Centre for Public Health and Zoonoses. “The risk posed by a dog is really low. Most 
dogs are carrying this bug in their mouth, but few people get sick.” 

Huffington Post, August 3, 2018

“Anyone in those [immunocompromised] groups should be more aware of the possibility of 
infection from animal bites. For instance, a person without a spleen should go to a doctor for any 
dog bite, even a “little nip” that most people wouldn’t need to worry about.”

Scott Weese, Huffington Post, 8/3/2018

Presenter
Presentation Notes
Too often doctors and other specialists explain that a C. canimorsus infections are extremely rare. Often it is said that C. canimorsus infections just don’t happen. A quick online search for C. canimorsus infections published in the news media indicate they happen often enough to call attention to specific cases annually. Prophylactic antibiotics might prevent some C. canimorsus infections, but individuals need to consult a doctor hours after the bite incident for prophylactic antibiotics to make a difference. It is important for medical personnel on the front lines (i.e., primary care, urgent care centers, emergency departments) to have dog bite wounds (and wounds from cat bites and scratches) on the radar for potential infection, particularly for immunocompromised patients. 



Anatomy of Communication Issues

Misinformation to caregiver; no 
evidence of  record transfer

Presenter
Presentation Notes
A second area of concern was the absence of patient handoff between the urgent care center and the emergency department on Thursday when the caregiver was given the clear indication that such a handoff was present. The absence of the patient handoff (most likely a communication issue between institutions) and the caregivers strong belief that the health system would not possibly drop a patient’s information between facilities, particularly in a situation that could quickly turn critical, created the “perfect storm.” 



Day 3: 1st Emergency Dept. (Ed) Visit 

Patient Record UCC ED

History Dog bite Flu shot

Temp 102.9°F 101.9°F

BP 112/70 95/60

Pulse 70 76

Splenectomy Given No data

Clipart from <a href="https://clipartxtras.com/">clipartxtras.com</a>

Presenter
Presentation Notes
An analysis of information collected at the second urgent care (UCC) visit Thursday evening does not match the information the receiving emergency department collected during the triage assessment two hours later. There was no mention of the dog bite wound, nor of my husband’s splenectomy, nor of the high fever and low BP he demonstrated during the UCC assessment. Instead, the emergency department record portrayed a 50 year-old man that claimed to have had a flu shot two days earlier and was now complaining of a high fever. Based on my four-week experience in the ICU, I have learned that hospitals would not consider a temperature of 101.9F to be a high fever. The emergency department medical record makes no mention of my husband’s splenectomy, and I was not present to correct this error. In the end, the emergency department did not identify my husband’s case as urgent. 




Prehospital-ED handoff Issues
Caregiver 
• Expects communication btw 

facilities

• Unaware of patient’s delirium 

• Unfamiliar with OPSI

• Unaware of dog bite dangers to 
asplenics

ED Triage Personnel 
• Unfamiliar with patient 

• No data on dog bite w0und, 
splenectomy  

• Unaware of UCC vital statistics

• Blood test never reviewed first 
evening

Presenter
Presentation Notes
By the time my husband saw triage – over 90 minutes after we arrived, he was confused. He did not remember the dog bite wound, nor did he relay information on his splenectomy. Even the place where he worked was incorrect on the medical record. When I returned to the ED waiting room soon after his triage assessment, I was unaware of his confusion. To exacerbate the issue, I expected triage to have his UCC patient information, so I did not ask for confirmation about it. Nor was I aware of how dangerous and extremely fast developing overwhelming post-splenectomy infections can be. There was not time for communication errors in our case, and none of the parties involved had all of the information to identify the issue. Worse yet, since medical personnel did not react to my husband’s case, we made the poor assumption that my husband was not extremely ill. After waiting hours untreated in the ED, we left in the early morning hours expecting to return early the next morning. By the time we returned, it would be nearly too late to save his life. 




Severe Sepsis

Severe sepsis is a common, expensive, 
and frequently fatal condition, with as 
many deaths annually as those from acute 
myocardial infarction.  

-- Angus, Linde-Zwirble, Lidicker, et al.15

Presenter
Presentation Notes
In their study of sepsis cases in seven states (Florida, Maryland, Massachusetts, Virginia, New York, New Jersey, Washington), Derek et al. found sepsis to be common among the 6,621,559 hospitalizations recorded in the seven states. In total, researchers identified 192,980 cases of severe sepsis in 1995. That is 2.26 cases per 100 hospital discharges or 3 cases per population of 1000.



One of the Lucky Ones

• Loss of hearing – cochlear 
implant

• Necrosis partial 
amputation of 3 toes

• Otherwise healthy

Presenter
Presentation Notes
In review of other cases where patients have lost limbs or their lives from septic infections, we view ourselves as the lucky ones. The fast actions of the emergency department medical personnel Friday morning, followed by teams of doctors and specialists that oversaw my husband’s case during his four-weeks in the ICU all led to his recovery. He developed bacterial meningitis from a C. canimorsus infection in less than 48 hours after the dog bite infection. He lost his hearing – nearly all in one ear and 70% in other ear, and eventually had the top digit of three toes amputated because of complications from septic shock and the infection. Even after all this, a cochlear implant allows him to hear. And he is now back to running four or more times a week. He may not run another marathon, but who knows what the future holds!



Improving Patient Safety 

To be safe, care must be seamless—supporting 
the ability of interdependent people and 
technologies to perform as a unified whole, 
especially at points of transition between and 
among caregivers, across sites of care, and 
through time. It is in inadequate handoffs that 
safety often fails first.16  

Cheung, et al.

Presenter
Presentation Notes
Annals of Emergency Medicine 



Concluding Thoughts

• For some patients, better doctor-patient 
communication and clear provider –> ED 
communication could prevent sepsis or septic 
shock

• Better systems in ED to prevent patients from 
sitting untreated for hours

• Knowledge of C. canimorsus infections, its 
early signs, and treatment strategies necessary 
among first responding doctors

• Some pathogens like C. canimorsus too often 
are overlooked as potential infection sources 
during initial infection diagnosis

Presenter
Presentation Notes
We are so fortunate to have David with us today. He has not only adopted his new normal, but he has embraced it and looks forward to many new challenges. We are deeply thankful for the efforts of the many medical teams that have gotten us here. 

I compel medical personnel to consider our case with utmost seriousness, rather than discount it as an outlier. Tightening chains of communication between referring medical facilities primary care and urgent care facilities can only enhance the medical performance of the ED, and someday may prevent the severity of a referred patient’s symptoms. Capnocytophaga canimorsus is one of several bacteria in the dog’s mouth that have the potential to cause bacterial infections from bite wounds. Being open to the possibility of C. canimorsus as a source of an infection may improve the potential for a diagnosis in mysterious cases of sepsis, meningitis, and endocarditis. 



“...it only takes one voice, at the right pitch, 
to start an avalanche.”

― Dianna Hardy, Return Of The Wolf



THANK YOU! 
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