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Case Scenario
A 75-year-old woman had been living in a nurs-
ing home for several years. She had moderate 
dementia and took citalopram for severe anxiety. 
She often shouted that she was dying, prompting 
her physicians to add quetiapine to her treatment 
regimen to modify her disruptive behavior. One 
day, she woke up quieter than usual and said her 
head felt like it was exploding. Her nurse was con-
cerned and contacted her physician. When the 
physician visited her later that day, she told him, 
“I feel dizzy, my head is exploding, and I’m going 
to die.” The physician told her to “calm down” and 
asked the nurse to administer a dose of lorazepam 
and the quetiapine earlier than scheduled. When 
the nurse visited the patient a few hours later, the 
patient was calm but obtunded. The patient was 
transported by ambulance to the hospital. Non-
contrast head computed tomography found a 
large cerebral hemorrhage. The patient died a few 
hours later.

Clinical Commentary
According to the Joint Commission, diagnostic 
overshadowing is “the attribution of symptoms 

to an existing diagnosis rather than a potential 
co-morbid condition.”1 Overshadowing, most 
common in patients with mental disabilities, 
originates from physicians’ cognitive biases and 
leads to assumptions about a patient that preclude 
an appropriate diagnostic approach and treat-
ment plan. People with psychiatric disabilities 
are more likely to have underlying medical con-
ditions, including a far higher incidence of cere-
brovascular and cardiovascular disease, arthritis, 
and diabetes mellitus. Physicians who focus on 
psychiatric issues may become myopic and not 
appreciate the underlying causes of new symp-
toms in these patients.1

Overshadowing is most commonly a result of 
three types of bias:​ anchoring bias (reliance on 
initial impressions even after receiving conflict-
ing information);​ premature closure bias (pre-
vents people from investigating problems when 
they think they have the answer);​ and implicit 
bias (involving preconceptions of race, ethnicity, 

Lown Institute Right Care Alliance is a grassroots 
coalition of clinicians, patients, and community 
members organizing to make health care insti-
tutions accountable to communities and to put 
patients, not profits, at the heart of health care.

This series is coordinated by Kenny Lin, MD, 
MPH, deputy editor.

A collection of Lown Right Care published in 
AFP is available at https://​www.aafp.org/afp/
rightcare.

 CME  This clinical content conforms to AAFP cri-
teria for CME. See CME Quiz on page XXX.

Author disclosure:​ No relevant financial 
relationships.

Lown Right Care
Reducing Overuse and Underuse

Diagnostic Overshadowing:​  
When Cognitive Biases Can Harm Patients

Andy Lazris, MD, CMD, Personal Physician Care, Columbia, Maryland

Alan Roth, DO, FAAFP, FAAHPM, Jamaica Hospital Medical Center, Jamaica, New York

Patient perspective by Helen Haskell and John James

TAKE-HOME MESSAGES FOR 
RIGHT CARE

Diagnostic overshadowing occurs when a 
known underlying condition leads to assump-
tions about a patient that prevent physicians 
from making a new diagnosis that may mimic 
symptoms of the underlying condition.

Anchoring bias, premature closure bias, and 
implicit bias can all contribute to diagnostic 
overshadowing.

Physicians with the lowest and highest levels 
of experience are the most vulnerable to 
diagnostic overshadowing.

Diagnostic overshadowing can lead to 
misdiagnosis, treatment delay, inappropriate 
treatment, and poor clinical outcomes.
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gender, and underlying psychiatric illness that 
lead to presumptive diagnoses).2

SCOPE OF THE PROBLEM

Approximately 13% of the U.S. population have 
mental illness and, as a whole, are less likely to 
seek medical help, even with a proportionally 
higher incidence of underlying physical illness 
than the general population.3 This group often 
has difficulty communicating symptoms, is fear-
ful of the health care system, and is less likely to 
get screening tests, attend physician visits, and 
receive immunizations. These patients often pres-
ent with symptoms that can “blind” physicians to 
the actual cause of their illness because the phy-
sicians may focus instead on the patient’s mental 
health issues.4

A 2019 article described a patient with primar-
ily physical disabilities whose symptoms were 
attributed to his known chronic illness rather 
than the gastrointestinal stromal tumor that was 
belatedly discovered.5 The author wrote, “His pro-
viders saw a patient with complete quadriplegia, 
paralyzed below the neck [and] when he devel-
oped new symptoms [they made] the erroneous 
attribution of all new symptoms to a [known] 
underlying health problem.” People with physical 
and intellectual disabilities have a much higher 
rate of gastrointestinal disorders than the gen-
eral population and have underlying pathology 
distinct from the manifestations of their psychi-
atric diagnoses.4

In pregnant patients with disabilities, diagnos-
tic overshadowing often leads to missed diagno-
ses and poor clinical outcomes. One review found 
that 83.5% of all symptoms in pregnant patients 
with known disabilities were physical, although 
many were ascribed to the disability by health 
care professionals.6 Similarly, people with dis-
abilities have a higher risk of cancer. However, in 
one study, clinicians ascribed cancer symptoms 
to the patient’s underlying disability in one-half 
of cases, leading to significant delays in diagnosis 
and treatment.7

A small study in British emergency depart-
ments found that a psychiatric disorder led to mis-
diagnosis or delayed treatment 77% of the time 
when the diagnosis was missed or other diagno-
ses were considered before arriving at the correct 
diagnosis. The likelihood of missing a diagnosis 
increased when the symptoms were complex or 
initial tests did not find a physical cause. Psychiat-
ric nurses were often the health care professionals 

who encouraged physicians to consider nonpsy-
chiatric causes.8

In the outpatient setting, people with psychiat-
ric illness and chronic ischemic heart disease are 
less likely to receive tests or procedures to address 
cardiac issues.9 A study in Portugal found that 
general practice physicians exhibit much higher 
rates of diagnostic overshadowing than psychi-
atrists. In this study, physicians with the lowest 
and highest levels of experience were most vul-
nerable to overshadowing.10 In patients with an 
intellectual disability, the degree of disability was 
proportional to the chance of overshadowing, 
and more experienced physicians were less likely 
to look beyond the disability than those with less 
experience. The biases associated with caring for 
patients who have an intellectual disability may 
become stronger over time, which is why experi-
enced physicians exhibit more overshadowing.11 
Overshadowing occurs equally in trainees and 
practicing physicians.12

OTHER FORMS OF STIGMA AND BIAS

Comparatively little has been written about 
diagnostic overshadowing outside the mental 
health realm. The term stigmatization is often 
used to describe overshadowing. A physician 
who believed that her obesity blinded her phy-
sicians to the actual cause of her ailments could 
not identify any literature on overshadowing and 
obesity.13 One study suggests that implicit clinical 
bias against ethnic and racial groups is common, 
even though overt bias has become rare.14 Stigma 
against certain groups is related to ignorance, 
attitude, or discrimination, all of which have been 
found to occur to some degree among physicians 
who approach patients with underlying assump-
tions.15 Such stigma leads to population inequities 
due to stigmatized populations being less likely to 
seek necessary health care.16

A psychologist who has physical and men-
tal illness described diagnostic overshadowing 
as “lazy medicine.” Because people with mental 
illness report negative attitudes from their phy-
sicians, they often avoid visiting a physician when 
sick and have a higher rate of physical illness and 
undiagnosed disorders leading to a higher prema-
ture death rate. The psychologist provides a guide 
for patients to take control of their health by find-
ing their voice, using the term diagnostic over-
shadowing with health care professionals, and 
refusing to be pigeonholed by their physician’s 
diagnostic blindness.17
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Patient Perspective
We have heard stories of people irreparably harmed 
by diagnostic overshadowing, which is probably 
the type of medical underuse that patients fear 
most. Although the term originated in the mental 
health arena, we have seen examples relating to 
conditions including physical disability, intellec-
tual impairment, obesity, old age, unusual diagno-
sis, and often female sex. The problem sometimes 
comes from the misapplication of general medical 
precepts, such as assumptions about mental illness 
or the idea that patients who are disabled or older 
should not be subjected to excessive medical inter-
vention. Our plea as patients is for all health care 
professionals to be skeptical about practices that 
may be based more on tradition than evidence.

Patients, especially those with limited men-
tal capacity, should have an advocate willing to 
challenge potential overshadowing with the ques-
tion, “Does your diagnosis explain all the symp-
toms reported by your patient?” This is especially 
important when a new symptom may be overshad-
owed by comorbidities, such as for this patient in 
the nursing home. Likewise, patients must never 
be afraid to ask their physician if their diagnoses 
explain all their symptoms or if new symptoms 
could be due to a medication’s adverse effect. We 
are aware of instances where patient tenacity about 
their unexplained symptoms has led to more com-
plete diagnoses than initially determined by their 
physician. Sorting this out may require a team of 
clinicians to work with the patient and their advo-
cate to discover the cause of any new symptoms. 
The patient’s primary care physician is critical to 
this team-building process.

Resolution of Case
The patient’s age and intellectual disability may 
have contributed to overshadowing. Following 
the patient’s death, the nursing facility’s medical 
director educated the staff and clinicians about 
the importance of approaching all patients with 
new symptoms—regardless of age and underlying 
issues—as though they have an illness separate 
from their chronic conditions.

Address correspondence to Andy Lazris, MD, CMD, at 
alazris50@​gmail.com. Reprints are not available from 
the authors.
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