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WARNING: THE COGNITIVE TRAP

Thisisnota Premature
diagnostic exercise. o |
The error of treating neutropenia

It is a reserve-threat —| asa simple puzzle to be named
jUdgment pI'Oblem. ; rather than a dynamic risk to be

managed. The consultant’s task is
not to eliminate uncertainty

A falling neutrophil count is not just a lab quickly. It is to manage uncertainty
value; it is a signal of failing host defense. safely while the biology is still

The danger lies in vulnerability, trajectory, and declaring itself. ,
consequence, not just the absolute number. M '*&e?\\--/ 5,
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The Three Cognitive Lenses

A Roadmap for Expert Consultation

1. Orientation
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What kind of clinical world

am|in?
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2. Thinking
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Assigning Weight.
Which explanations deserve
vigilance right now?

3. Execution

ACTION SEQUENCE >

Making Judgment Visible.
How does judgment become
safe behavior?
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Bottom Line: Errors rarely arise from lack of knowledge. They arise from misclassifying the terrain or acting in the wrong sequence.



Orientation: Defining the Problem Space

Orientation does not diagnose. It defines constraints on urgency and uncertainty.

r r o 7
PATIENT A PATIENT B
ANC: 0.8 ANC: 0.8
Context: Receiving Chemotherapy Context: No prior disease
Trajectory: Stable for weeks Trajectory: Fell from 4.0 in 24 hours
Resulting Terrain: Resulting Terrain:
EXPECTED. ACUTE VULNERABILITY.
TREATMENT-RELATED. EVOLVING MARROW FAILURE.
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~ Expected terrain does not imply safety; it describes context.
Same number. Different worlds.
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The 5 Orients: A Rapid Point-of-Care Compass

A structured framework for defining the boundaries of the clinical problem.

: ((4g)

1. Danger () ot

Is this immediate host defense failure?

(Constrains urgency).
2. Context e

Is this new or expected?

(Constrains plaugibility}. ; 2' CONTEXT
3. Scope

Is it isolated or broad?
(Look for pancytopenia).

4. Plausibility 3y

Does the setting suggest marrow
failure? (Defines lens width).

NOTE: These are
not linear steps.

5- TrajECtory /J ; : 'rl;hey are
What is the tempo? 4. PLAUSIBILITY 3.SCOPE . c:todefine
(Constrains speed of thinking). the boundaries of

the problem.

|
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Trajectory Outranks Snapshot

B Precipitous Drop (Acute)

4
Different Meaning.
/ High Velocity Signal.
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2 |ldentical ANC

_ Snapshot.
A Stable Low (Chronic)
1
B | 1 I |

Time

Neutropenia is a signal. The meaning of the signal depends on its velocity.
Do not assume a shared process simply because one number is abnormal.



Thinking: The Discipline of Vigilant Uncertainty

e 58-year-old man.

o Admitted for pneumonia.
 New, declining ANC.

* No other details.
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Diagnostic
Clarity

Risk Weighting
y/ (Uncertainty) 3
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The goal is not to guess the diagnosis. The goal is to determine “Stance”.
We hold multiple frames in parallel: Infection? Drug? Marrow?

The consultant’s discipline is to avoid
‘Forced Elegance’—adopting an explanation
just because it feels complete.



The Two Phases of Consult Thinking

Phase 1: Immediate Risk Weighting

Question: How much uncertainty can this patient tolerate?

Case Application

The 58-year-old has acute infection (pneumonia) + falling
reserve. Tolerance for uncertainty is LOW.

g

Phase 2: Diagnostic Framing

Question: Which provisional categories deserve weight?

Marrow Suppression Infection-
(High Weight/High Risk) Related

Drug-Induced

Action: We do not choose one. We assign high weight to
Marrow Suppression because the risk is high, even if unproven.



Recalibration: Release by Non-Progression

High Concern Hypothesis Released
(Marrow Failure)

Trajector
Mnnitnring Recalibration
|
_____________ i g e L R ey L
| @
Day 2 Day 4
ANC stabilizes.
Patient stable.
Day 1 No new dysfunction.

Changing your mind is a sign of expertise. The “high
risk” hypothesis is dem not because it was disproven
by a test, but because the bad outcome didn't happen.
This is “Release by Non-Progression”,



Execution: Making Judgment Visible

Translating internal thought into external safety.

Consultants don’t run one checklist.
They run different lists at different moments.

Protective Escalation Visible Restraint Communication
Acting before knowing. Not over-acting when safe. Aligning the team.




Protective Escalation

If this patient deteriorates overnight,
what will | wish | had protected?

R A o s e
Reserve-Threat Protocol seterains mono Logic:
B Neutropenic precautions This escalation is based on
| _ PLAUSIBILITY of danger, not
I Cultures if febrile (Low threshold) & Settraine wora PROBABILITY of diagnosis.
I Hold non-essential marrow-suppressive meds We act to protect the
i e D L reserve while the answer
I Shorten monitoring intervals (Trend monitoring) is hidden.




Communication as Intervention

Aligning the team'’s vigilance to the patient’s risk.

We don’t yet know the cause... What matters now 1is
protecting the patient while the trajectory declares
itself. Treat fever as an immediate trigger for
escalation. We will reassess daily.

v

1. Prevents Premature 2. Defines Reassessment 3. Aligns Vigilance.
Reassurance. Triggers.



The Consultant’s Workflow

ORIENTATION (Map) THINKING (Stance) EXECUTION (Action)
The Task Define the Terrain / Vigilant Uncertainty / Protective Escalation /
Check the 5 Orients Weigh Risks Communicate Uncertainty
The Trap Assuming Diagnosis Forced Elegance Private Judgment
The Goal Define Problem Space Assign Weight Make Judgment Visible




The Language of Expert Judgment

Problem Space The clinical world the patient occupies (not a diagnosis).
Reserve-Threat Danger caused by loss of defense, independent of cause.
Vigilant Uncertainty Holding multiple possibilities without premature closure.

Forced Elegance The error of adopting a tidy explanation before the biology earns it.
Recalibration Revising weight based on trajectory.

Release by Non- Dropping a hypothesis because the feared event failed to
Progression materialize.




The Bottom Line

New-onset neutropenia is not just a low count. It is a signal
about immune reserve, vulnerability, and tempo.

ORIENTATION DEFINES THE MAP.
THINKING ASSIGNS THE WEIGHT.
EXECUTION MAKES JUDGMENT VISIBLE.

That is how hematologists reason when immune reserve
is falling and the stakes are real.




