The Consultant’s Framework: Hospitalized Thrombocytopenia
Defining terrain, assigning weight, and making judgment visible

Adapted from the Consult Practice series by William Aird.
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Thrombocytopenia is not a lab problem. It is a signal.

The Static View The Expert View

Platelets: 48,000/uL i /\/_/\ /\/_/\ /\/_/\

In hospitalized patients, a low platelet count is rarely a standalone diagnostic puzzle.
It is a dynamic signal of physiologic reserve, clinical context, and evolving risk.

The Insight: The same count (48k) implies different dangers A in a stable ward patient
versus an ICU patient with sepsis. The number is identical. The danger is not.
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3. EXECUTION

(Action & Safety)

Making Judgment Visible

Y i

2. THINKING

Assigning Weight

(Plausibility & Context)

==

Defining the Map
(Problem Space)

1. ORIENTATION

The cognitive
architecture of
expert consultation

Expert consultation is not about naming a cause
instantly. It is about safely managing uncertainty.

= QOrientation asks: “What kind of clinical world
am | in?”

= Thinking asks: “What deserves the most
cognitive weight right now?”

= Execution asks: “What must be protected,
communicated, and revisited?”
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Orientation defines the terrain, not the diagnosis

SETTING

ICU vs. Ward vs. Labor & Delivery.
Defines baseline risk.

Before asking “why” the
platelets are low, you
must define the Problem
Space.

These lenses answer Isolated thrumb?cggjgfa ORIENTATION tITI:E?EEi”':“EC”YatE

:h h?%t kind of situation is vs. multi-lineage failure. physiologic threat?
IS ¢

rather than “What is the
mechanism?”

TRAJECTORY

Is the count new, falling, or stable?
Trajectory > Magnitude.
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|ldentify the problem space before the pathology

Immediate (1) | Reactive / Consumptive /
Physiologic Threat Expected Unstable

Harm could occur quickly Count reflects context (e.qg., Active iliness (e.g., sepsis)
(e.g., active bleeding). post-op inflammation). driving change.
Competing- éié Multi-Lineage Evolving /\]'
Harms Decline Picture

No option is risk-free (e.g., Part of broader marrow or Requires surveillance;

need for anticoagulation vs. systemic failure. trajectory determines risk.
bleeding).

Takeaway: These are not diagnoses. They are functional problem spaces that tell you how scared to be.
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Thinking assigns weight based on plausibility

/\ 1. Infection
_ (Sepsis/Inflammation)
Static e

Lab Value —— 2. Medications

" ) Context & (Heparin/Antibiotics)
v M &
/r Base Rates — — 3. Physiologic Reserve

In hospitalized patients, infection and medications dominate the base rates. We assign cognitive
weight to explanations based on the terrain, avoiding Premature Diagnostic Momentum.

Strategy: Hold multiple explanations provisionally while the biology declares itself.
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Trajectory matters more than magnitude

A platelet count of 48k that was 150k yesterday is a different disease
than a count of 48k that was 48k last month.

150k -

100k

Platelet Count

48K -

20k -

150k

20k

A. Stable (Chronic/Reactive)

B

" Plummeting (Consumptive/High-Risk)

C. Recovering

Same Number.

Different Terrain.

£,

48k

Time
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Execution is judgment made visible

PROTECT

Establish safety
(transfusion?
holding meds?)

CLARIFY

What is dangerous
right now?

Execution is not running a
checklist. It is translating
internal judgment into safe,
visible behavior.

The goal is to manage
uncertainty safely, not
necessarily to eliminate it

REVISIT immediately.

Recalibrate as
data evolves.

COMMUNICATE

Align the team
on the plan.
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Phase 1:

First Safety Pass

Is the patient bleeding?
Is count plummeting?

Action: Protective
escalation.

The four phases of execution

Phase 4:
Recalibration

Phase 3:

Communication

Phase 2:

Framing Stance

Prioritize trajectory. Tell the team what you Revise the plan as
Mol e g8scerntiEl are watching and why. data evolves.
marrow-suppressive Legitimize uncertainty.

agents.

Real-time clinical action.
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Recalibration is strength, not weakness

Time 0 | High Uncertainty Time +24hrs | Stability
HIT? Sepsis Clearing
HIT? TTP?
Sepsis? Sepsis?
< >
High Vigilance. Releasing Urgency.

As the clinical picture evolves, the weight of high-risk diagnoses
decreases. Recalibration is the discipline of adjusting stance without
defensiveness as the biology declares itself.
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Common cognitive traps

& AN AN AN

Premature Category Static Invisible
Diagnostic Failure Thinking Judgment
Momentum Treating trade-off Reassuring based Failing to tell the
Naming a cause problems like on a snapshot, primary team what
before checkingthe  diagnostic puzzles. ignoring the rate of would make you
trajectory. decline. worry.

The framework protects against these errors by strictly separating Orientation, Thinking, and Execution.
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How to speak “Consultant”

“This platelet count is low, but the patient is
stable (ORIENTATION).”

“The most plausible drivers are infection or

meds (THINKING).”

“We will follow the trajectory daily; please
notify us if bleeding develops (EXECUTION).”

Make your mental
model explicit. This
aligns the team's
vigilance without
causing paralysis.
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The Consultant’'s Framework at a glance

Define the Terrain.

Assess Urgency,
Stability, & Scope.

Question: “What kind
of world is this?”

515

Plausibility Weighting.

Context & Trajectory >
Magnitude.

Question: “What
deserves attention?”

ORIENTATION (The Map) | THINKING (The Weights) | EXECUTION (The Action)

=0
O

Visible Judgment.

Safety Pass,
Communication,
Recalibration.

Question: “What must
be protected?”
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=

Expert care is adaptive

Thrombocytopenia is a signal. The expert consultant
defines the world, weights the risks, and adapts their
posture as the truth reveals itself.

N e

“Orientation defines the map. Thinking assigns weight.
Execution makes judgment visible.”
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