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Presentation Notes
Welcome.
Thank you for attending today’s webinar Advanced Practice Professionals and YOU: Understanding Medical Liability.
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CAP CME Committee Planner, Jeff Shapiro, MD
disclosed relevant financial relationships with
Otsuka Pharmaceutical and Pfizer/IBM as a
speaker.

No other faculty, planner or presenter for this
CME activity disclosed any relevant financial
relationship with a commercial interest.
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Presentation Notes
Before we get started, please take a few seconds to read the CME disclosure.
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. Describe how physicians can create a
collaborative working relationship with APPs.

2. ldentify contributing factors involving APPs
that jeopardize patient safety and increase
liability risk.

3. Discuss risk management and patient safety

strategies that will improve patient outcomes
when care is shared by an MD/APP.

4. Define the duties and responsibilities of a
physician when supervising an APP.

5. Implement three strategies for improving
communication with APPs.
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After attending this webinar, I hope that you will:
…have a better understanding of how you can create a collaborative working relationship with advanced practice professionals. 

That you will be able to identify contributing factors involving advanced practice professionals that jeopardize patient safety and increases liability risk.

That you will be able to discuss risk management and patient safety strategies that will improve patient outcomes when you share care with advanced practice professionals.

That you will understand your duties and responsibilities when supervising advanced practice professionals.

 And that you will implement at least 3 three strategies for improving communication with advanced practice professionals.
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* Physician shortage, especially in primary
care.
* Increasing employment of Nurse

Practitioners and Physician Assistants
(APPs)

« New team approach to care.
]


Presenter
Presentation Notes
It’s well known that there is a physician shortage in the United States–--
Some physicians are choosing specialties with higher pay and reimbursements 
Rural and underserved areas are having difficulty even attracting and retaining physicians in their communities
Doctors, especially in primary care, report feeling intense work pressure leading to increased rates of burnout and driving some out of the profession all together.

This shortage, in addition to economic forces, such as the expansion of Medicaid and Medicare, has increased the need for mid-level providers or physician extenders, such as nurse practitioners and physician assistants-- now more commonly referred to as advanced practice professionals.  For the rest of the program, I will refer to nurse practitioners and physician assistants as APPs.

The Bureau of Labor statistics shows that between 2012-2016 physician assistant employment has increased+107% and nurse practitioners, 47%.
Another study indicates that physicians with APPs on their team has risen to nearly 60%.  

This new team approach in healthcare alleviates some of those burdens and efficiently allows each healthcare professional to do what they do best.  I like to think of it as mutualism, where physicians, APPs, and their patients ALL benefit from this symbiotic relationship.





enefits:for the Physician

o Allow focus on complex, high risk
patients.

* |ncreases patient satisfaction with
medical practice.
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Presentation Notes
This collaborative relationship allows physicians to focus more time and attention on complex, high risk patients.  The APP can attend to patients in good health or those with well-controlled conditions.     


Benefits. For the Patient

e Increased access to care.
e Shorter wait times.
 More time with providers.
* |ncreased practice satisfaction.
o Efficient patient education.

e Improved patient outcomes.
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Presentation Notes
Patients enjoy a greater access to care and shorter wait times increasing their overall satisfaction with the physician’s medical practice.  It also has been shown that when physicians and APPs work closely together patient outcomes improve--- there are fewer referrals to specialist, reduced hospitalizations and ER visits.
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* Increases vulnerability.

e False sense of assurance when APP has own
liability coverage.

e Hiring APP based on licensure.
« Uniformed of supervisory role.

 Unaware of APP education, training, and
scope of practice.

* No written procedures and protocols.
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Despite the obvious benefits, physicians will be more vulnerable to lawsuits--not because of inadequate care provided by the APP– but rather the sheer number of APPs that they will employ and be required to supervise.  And that is where the greater problem lies.  Many physicians involved in APP claims do not know how to go about hiring an APP and supervising their patient care—oftentimes they are simply unaware of the APPs lawful scope of practice.

Moreover, physicians can have a false sense of assurance when the APP has their own liability coverage. Keep in  mind that their professional organizations recommend that they carry their own liability policies.  It does not reduce your responsibility or your exposure.
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AP 2017.0\PP Data Study

Focused review of 42 cases involving member
physicians and their APP (n=42)

1/1/2011-12/31/2016 closed claims
Total Indemnity: $11,896,829

Total Expenses: $2,311,847

Total Incurred: $14,208,676
Average Indemnity: $223,149


Presenter
Presentation Notes
In 2017, CAP risk management staff evaluated forty-two closed claims occurring over a 5 year period involving member physicians and their APPs.   The sole purpose of the focused study was to identify trends and to develop strategies to improve patient care and reduce medical liability.   Even though the sample is small,  the results provided good insight and  the next several slides will demonstrate what we found.  I’ll start of with the financials…

As you can see, nearly 12 million dollars was paid to plaintiffs in that 5 year period.  The AVERAGE INDEMNITY per case was $223, 000 and we spent an additional $55,000 on average in defending each claim.  

Similarly, the Physicians Insurance Association of America—which has access to tens of thousands of closed claims data from member medical liability carriers-- reported  in  2014 an average indemnity of $247,000.  Experts anticipate that these figures will continue to rise as they have done so over the last 20 years.
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36%

ADVANCED
PRACTICE
PROFESSIONAL
CLAIMS

F '//(‘l

PHYSICIAN
ASSISTANTS

64%

2017 CAP
Data Study
N=42
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Presentation Notes

Of the 42 CAP closed claims reviewed, physician assistants were sued nearly double the frequency as nurse practitioners. 

NURSE PRACTITIONERS were involved in 36% of  claims and 
PHYSICIAN ASSISTANTS were involved in 64% of  these claims.

Our findings mirror an extensive study done by the Federation of State Medical Boards (NPDB).   Several factors can influence a higher claims frequency for Physician Assistants--they are usually employed in  higher risk specialties, such as surgery, orthopedics, and emergency medicine and may not have had as much employment and clinical experience as Nurse Practitioners.



. Location

Claims Based on IL.ocation
OFFICE/CLINIC
HOSPITAL

URGENT CARE

2017 CAP
Data Study
N=42
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The majority of APP claims—67%-- occurred in the physician’s office or clinic . 17% in a hospital/inpatient setting. And  12% happening in urgent care.  
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.Specialty |
Claims Based on Specialty

Family Medicine
OB

General Practice
Emergency Room
Pediatrics
Urology

ORS

Urgent Care
Multi-Specialty
Internal Medicine
Pulmonology
GYN
Dermatology
Anesthesiology

SPECIALIST 50%
PRIMARY CARE 50%

2017 CAP
Data Study
N=42
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APP claims occurred equally among primary care and specialties, but as you can see the majority of the cases happened in family medicine, obstetrics, and general practice. 
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TREATMENT RELATED DIAGNOSIS RELATED MEDICATION RELATED

| | |

29% 26% 21%
» Most common patient » Most common patient » Most common patient allegation:

allegations: allegation: «  Improper Management of

*  Improper Management of *  Failure to Diagnose Medication Regime
Course of Treatment

*  Failure to Refer/Seek Of the 42 cases reviewed, the top 5 patient allegations (listed above) made up nearly
Consultation balf (47%) of the claims. Except for Failure fo Manage Pregnancy, these patient

*  Failure to Manage allegations appeared most offen in cases where patients were later diagnosed or treated
Pregnancy for infections or fractures.

2017 CAP
Data Study
N=42


Presenter
Presentation Notes

29% of  CAPs claims involving APPs were related to the treatment of the patient.  Patient injury often occurred as a result of the improper management of the disease or condition.  Frequently the APP failed to seek consultation with their supervising physician or the physician was not involved in patient care.

26% of the claims involving APPs were related to errors in diagnosis, specifically Failing to Diagnose a disease or condition.   PIAA’s national data reports that Errors in Diagnosis is the most prevalent allegation.

And 21% of our claims involving an APP  were related to medication errors. The most common patient allegation was medication mismanagement.
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" Risk Management
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DOCUMENTATION

COMMUNICATION
FAILURE

2017 CAP
Data Study
N=42
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Presentation Notes
Factors contributing to the patients’ injuries and the subsequent medical malpractice lawsuits include:
Poor clinical judgement--
Deficient documentation
Communication failure, and 
Lack of supervision

We will explore these contributing factors and the allegations, mentioned in the earlier slide, made against the physicians and the APP during the following 5 case studies. 


Underianding Error

Office Systems

Patient | 4
Communication
SAEETY ~ ¥
Risks o~ Culture

/ A
Education/Training \ Patient

Scope of Practice/ INJURY

Policy /Procedure
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Presentation Notes
If we’re interested in improving care provided by the physician and APP, understanding error – WHAT WENT WRONG – is essential.

James Reason, a high reliability engineer,  gave us this wonderful model for understanding error – it’s used throughout other high-risk industries like aviation and the military.  It offers healthcare professionals a way to conceptualize error as systemic  problem with multiple levels of failure versus a singular root cause.   The Swiss cheese analogy represents the multiple defensive layers that exist to prevent patient harm, such as employing trained and competent staff, as well as having clinical procedures and protocols in place.  For catastrophic error to occur, the safeguards fail and the holes, representing vulnerabilities, align.  I will use this model to explore “what went wrong” during the next five case studies.
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Commur‘cation Faillures

“The single biggest problem in communication
Is the illusion that it has taken place.”

- George Bernard Shaw



Presenter
Presentation Notes
(PAUSE)

Just as George Bernard Shaw said “The single biggest problem in communication is the illusion that it has taken place.” A patient nodding in agreement, doesn’t mean he or she understands.  A note written in a chart, doesn’t mean it’s been read.  Your colleague smiling as you give report doesn’t mean they grasp everything. 

In fact, a comparative benchmark study done by CRICO reflects that a third of all medical malpractice claims contain at least 1 incident of communication failure.   

As the first case will demonstrate, miscommunication---whether between a physician and the APP or between the physician, APP and the patient--- impacts patient safety and can have tragic consequences—the more failures the higher severity of adverse patient outcomes.  
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o 22 year old Spanish speaking male presented
to the FM/WC clinic with work-related back,
left knee and thigh pain and egg-sized mid-
thigh lump.

e X-ray “normal’.

* Treated with Ibuprofen, Vicodin, PT, and
activity/work restrictions.

 Over 4 months, patient saw 3 PAs and 5 MDs,
Including physician locum tenens.

e Patient transferred care to another physician
after no relief.



Presenter
Presentation Notes
A 22 year old Spanish speaking male presented to  a Family Medicine Workers Comp clinic with work-related back, left knee and thigh pain and an egg-sized mid-thigh lump—6 months earlier, he was involved in a wheelbarrow accident .   At this initial visit, a physician ordered an x-ray of the pelvis and  left knee as “normal.”   The patient was placed on activity/work restrictions, given a referral to physical therapy, and prescribed Ibuprofen and Vicodin for pain.

Over the next 4 months, the patient was seen 13 times by 3 APPs and 5 physicians, including a locum tenens.  Treatment remained the same, focusing on the patient’s back and left knee.

Eventually,  his pain became so sharp and severe--radiating down his leg--that he had trouble walking and used a cane.  The lump on his mid thigh grew to the size of a football.  And, he was complaining of losing weight. 

The patient had been complaining of pain since his injury—almost 9 months ago; his symptoms were worsening;  and he felt that the physician assistants and the doctors at the medical group weren’t listening.   Eventually, he lost confidence in them and transferred his care.  
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Case 1:jPatient Injury

e Ewing’s Sarcoma.
* Progression of disease.
e Died one year later.



Presenter
Presentation Notes
The patient’s new physician suspected osteosarcoma.  When an MRI revealed a left thigh mass,  a biopsy and chromosomal analysis of the tumor confirmed Ewing’s Sarcoma.

The patient endured multiple rounds of chemotherapy, had hip & knee replacement surgeries, and was hospitalized numerous times.  Despite their best efforts, the cancer metastasized and he died a year later, leaving behind a wife and two small children.




Case J. Allegations

 Failure to Diagnose Ewing’s
Sarcoma.



Presenter
Presentation Notes
The family alleged that the medical group failed to diagnose Ewing’s Sarcoma.  
An early diagnosis of Ewing’s Sarcoma has 65-75% survival rate, but  less than <25% once the cancer metastasizes. 
Unfortunately, the patient’s diagnosis took 2x longer than average.
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B Case 1: What went wrong?

Lack of Policy/Procedures:

Inadequate examinations; requirements for consultation

¢ Poor Clinical Judgement:

Lack of appropriate diagnostic testing; limited-focus

L. / treatment.
~
b S

S
N TS
Ly

Deficient Documentation:

Records silent on mid-thigh mass; no complete history.

Communication Failure:

No interpreter; over-reliance on other’s findings.



Presenter
Presentation Notes
There was a cascade of events that contributed to the failure to diagnose cancer.

Lack of Policy and Procedures:
(Exam) During testimony, it was discovered that neither the APPs nor the physicians conducted a proper exam—they did not require the patient to wear a gown and palpated over his clothes.  The experts opined that examining the patient with his clothes on was below the standard of care.

Poor Clinical Judgement:
(History)  Moreover, no appropriate medical history was taken and all of the treatment was inappropriately focused on the patient’s low back and left knee. The patient’s pain diagram, from his initial visit , demonstrated mid- thigh pain. (Deficient Documentation)  However, medical records only showed subjective left thigh complaints without direct observation or physical examination. 

(Imaging)—Experts were also critical  that no appropriate imaging studies of the femur were obtained—no MRI, no CT, no PET scan.  The only x-ray of the left leg focused on the knee--which was underexposed and should have been repeated.. They said that although the x-ray was of poor quality, soft tissue involvement was noted, and that the left thigh mass would have likely been visible during physical exams, if only they had looked. They believe that the mass could have been diagnosed if an x-ray of the left femur would have been ordered.  But it never was, even when complaints worsened.

Communication Failure: 
With multiple APPs and physicians involved in this patient’s care, none of them had a good understanding of the patient’s complaints or clinical condition. The patient was Spanish speaker, yet no interpreter was used at any of the visits.  The physician who misread the initial x-ray mislead others.  And the APPs over-relied on previous providers information.












@i ase 1: Risk Management and Patient

fety Strate.es

v Develop and implement policies and
procedures:

« Complete clinical history and physical
exam at each visit.

* Order diagnostic tests/procedures to
confirm/eliminate diagnoses.

e APP to consult with MD.
v Obtain certified medical interpreter.
v Explore all complaints.
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e Poor documentation.
e Miscommunicating patient’s condition.
e Failure to read the medical record.

 Lack of education about medications, follow-
up, test results language barriers.

« Unsympathetic response to patient
complaint.

e Inadequate informed consent.



Presenter
Presentation Notes
The previous case demonstrates, communication failure often occurs because information is not documented, misdirected, never received, and/or ignored. Communication is essential to continuity and successful coordination of care. 
Note the common areas where communication breaks down…
Documentation that is inaccurate, incomplete, or unread
Incomplete handoff between providers regarding patient’s condition--as transitions in care increase and the number of providers increase, so to do our communication burdens
Failure to respond to patient concerns, calls, questions
Inadequate patient education
Failure to accommodate low health literacy or provide language assistance
 Inadequate informed consent.
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Strategies to Improve
Cc.nmunication

v Timely, accurate, complete, legible
documentation.

v Handoff between providers regarding
patient condition.

v" Invite questions and verify understanding.

v Recognize when critical information has not
been conveyed or confirmed.

v’ Escalate patient safety concerns.


Presenter
Presentation Notes
Always be critical of your communications . Ask yourselves…
What types of critical information do you communicate in your practice? 
Where could this communication break down? 
What safeguards can you implement to prevent breakdown?  
Let me recommend the following strategies for effective communication between you and the APP:
Ensure documentation is timely, accurate, complete, legible
Handoff between providers regarding patient condition
Invite questions & verify understanding
Recognize when critical information has not been conveyed or confirmed
Escalate patient safety concerns




ICE

Scope of Pract
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Presentation Notes
(PAUSE)

Our data reflects that many physicians do not understand the APPs role and scope of practice.
Improper Delegation:  Delegating medical care to an APP that is not within their scope of practice is unlawful.  Physicians should understand their duty to patients and only delegate what the APP is trained and licensed to do.  The following case is a good example of improper delegation.
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e 52 year old active female presented to ORS
complaining of right knee pain.

* Right knee arthroscopy performed,
Including microfracture, meniscectomies,
lysis of adhesions, removal of loose body.

* Developed fabella syndrome.



Presenter
Presentation Notes

A 52 y/o female physician presented to the orthopedic surgeon with complaints of right knee pain. About 15 years prior, she had an ACL repair after a ski accident, but other than that she was a healthy, active person.

After examination and imaging studies, the surgeon recommended a right knee arthroscopy to remove several intra-articular loose bodies and tibia bone spurs, lysis of adhesions, and a lateral release to allow the patella to float and track normally. The APP conduct the informed consent discussion---going over the risks, benefits, and alternatives of the knee arthroscopy-- and got the consent form signed. 

The orthopedic surgeon performed the right knee arthroscopy and 10 additional procedures, including medial and lateral meniscectomies and a microfracture of the trochlea.







* Persistent knee pain.
« Additional surgeries.



Presenter
Presentation Notes
Postoperatively, the patient didn’t improve much and she continued to complain of persistent pain making it difficult for her to walk and affecting her ability to work.

The patient sought 5 orthopedic opinions, and eventually left the surgeon’s care.  She required several more surgeries, including one for Fabella syndrome-- a small bone embedded in the tendon at the back of the knee.
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| Case a Allegations

 Improper performance of surgery (knee
arthroplasty).

e Lack of informed consent.
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Presentation Notes
Improper Performance of surgery:

The patient, now plaintiff, alleged that the orthopedic surgeon was negligent in the performance of her knee surgery—she believed that more conservative treatment should have been attempted. 

Lack of Informed consent:
She also alleged that more extensive surgery was performed than what was described to her by the APP.  She asserted that she did not give consent for the microfracture and meniscectomies. 

 



C

S Cose 2: What Went Wrong?

Communication Failure:

MD assumed patient had greater ortho knowledge and no

informed consent discussion; PA not aware of additional . .
Outside Scope of Practice:

planned procedures.
\ MD improper delegation to PA.

Sy
~,
Deficient Documentation:

Microfracture and Meniscectomy not listed on consent
form; no documentation in record of Microfracture and

Meniscectomy discussion with the patient.

g
~
N s



Presenter
Presentation Notes
Communication Failure/Lack of Informed consent: 

The experts were not critical of the surgeon’s technique; they opined that he was a fine orthopedic surgeon.  However, it was discovered that the surgeon assumed that the plaintiff had greater knowledge about orthopedic surgery than she truly had---she was a dermatologist and cosmetic surgeon not an orthopedist.  She testified that there was never a discussion of microfracture or the meniscectomies with the surgeon, nor with the APP.  

Poor Documentation:
The APP was not aware of the additional planned procedures; therefore the APP only discussed the risk, benefits, and alternatives of the knee arthroscopy and  solely listing it on the consent form. There was no mention about  microfracture or meniscectomies during the discussion nor on the consent form.  Therefore, the judge awarded the plaintiff multiple millions of dollars for the failure to provide adequate informed consent.  

Out of Scope of Practice/Improper Delegation:
Furthermore, the surgeon improperly delegated the informed consent discussion to APPs.  As a result of the California Supreme Court case, Cobbs v Grant, a physician has a non-delegable duty to obtain the patient’s informed consent, because the patient relies on the physician’s advanced education and knowledge to give them the information that they need to make an informed decision.  A doctor cannot delegate this responsibility to an APP, if they are performing the procedure.  Rather, an APP can teach pre-op and post-op care instructions, answer appropriate questions about surgery, and ensure that the consent form is signed. 

An APP can only give consent for those procedures within their scope of practice.











ase 2: Risk Management and
Patient Safety Strategies

v" Clinician performing procedure conducts
Informed consent discussion.

v Document discussion and memorialize with
procedure and patient-specific consent form.

v Don’t assume health literacy--provide patient
with written educational materials, videos,
diagrams.
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TREATMENT RELATED DIAGNOSIS RELATED
29% 26%0
» Most common patient » Most common patient
allegations: allegation:
* Improper Management of * Failure to Diagnose
Course of Treatment
* Fallure to Refer/Seek
Consultation
* Failure to Manage
Pregnancy
2017 CAP
Data Study

N=42
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Presentation Notes
(PAUSE)

More than half of CAP’s closed claims involving APPs were due a failure to diagnose AND treat a patient’s condition or disease.  The typical patient was an adult with co-morbidities, such as diabetes, presenting with symptoms associated with an infection or musculoskeletal injury/fracture.  Paying close attention to these patients, especially ones that are non-compliant or may be non-adherent with the recommended treatment plan, is essential.  
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o 57-year old diabetic male presented to an
urgent care clinic with complaints of right
foot pain, tenderness, swelling, and
Inability to bear weight.

* Treated with NSAIDs, Vicodin, cold pack,
crutches, open-toed shoe.

* Instructed to elevate leg and return in 2
days.

o 2 days later, MD diagnosed severe cellulitis
with lymphangitis.



Presenter
Presentation Notes
Diagnosis and Treatment Related: Failure to Diagnose and Treat Infection/Deficient Documentation

A 57-year-old diabetic, male presented to an urgent care clinic complaining of throbbing right foot pain with tenderness to touch, swelling, and an inability to bear weight. He reported losing his balance while squatting and the steel-toe of his boot dug into the top of his foot.

Office protocol required a physician to see the patient at his initial visit. However, the physician was busy and the patient was seen by the APP.

The APPs exam revealed moderate swelling and erythema with slight ecchymosis. X-rays of the right foot and ankle were normal.  The patient was prescribed medication for pain and inflammation, given a cold pack, a set of  crutches, and an open-toed shoe. He was instructed to elevate his right leg and return to the clinic in 2 days. 

When the patient returned to the clinic two days later, a physician noted that the patient’s pain had worsened, the swelling and erythema was severe with a proximal streak upward to the knee, and that there was neuro and vascular compromise.  The physician diagnosed severe cellulitis with lymphangitis and sent him to the ER.
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Case 3:.Datient Injury

» Extended hospital stay, several
debridement and skin-grafting surgeries.

e Wears a foot brace and orthotic shoes.
e Uses a cane to walk.
e Disabled and unable to work.



Presenter
Presentation Notes
At the emergency room, the patient told the physician that he had a cut on his foot and developed a fever of 102 the prior day. The ER physician discovered a small laceration on the patient’s right foot, most likely occurring at the time of the injury.   He was diagnosed with a wound infection and specialists were consulted.   

The patient was admitted to the hospital that same day and scheduled for a surgical debridement. The surgeon found a sinus tract extending from the dorsum of the patient’s right foot progressing upward towards his ankle with liquefactive necrosis of the extensor digitorum muscle with purulent drainage

The patient received IV antibiotics , underwent two more debridement surgeries, and needed a skin grafting.  The patient now wears a foot brace, orthotics shoes, and walks with a cane leaving him unable to work.
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e Delay iIn Diagnosis and Treatment



Presenter
Presentation Notes
The patient alleged a Delay in Diagnosis and Treatment of Necrotizing Fasciitis
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Communication Failure:

APP did not read H&P, nor inquire about DM
complications; no written follow-up instructions
given to patient to return if symptoms worsened,;

APP did not consult with MD. \ DeV|at|0n from
: Policy/Procedure:

oy

Case B:NVhat Went Wrong?

Poor Clinical Judgement:

Exam limited to related injury, did not address skin
appearance or integrity; no test for peripheral neuropathy;
didn’t appreciate DM’s increased risk for cellulitis and
vasculopathy; did not prescribe prophylactic antibiotics.

MD did not examine patient first per

\ protocol.

B

Deficient Documentation:

No mention of diabetes in visit progress note; no temp
recorded; EHR auto-filled MD diagnosis into APP note.


Presenter
Presentation Notes
Decisions made during the patient’s initial visit resulted in some missed opportunities. 

Communication Failure:

The patient had disclosed his diabetes on the H&P, yet the APPs exam was limited to the work-related injury. The APP did not inquire about diabetic complications. 

Poor Clinical Judgement:
No test for peripheral neuropathy was conducted. A blood glucose test was not performed. And, the APP did not consult or refer with the supervising physician.  At trial, experts testified that the APP should have appreciated the patient’s increased risk for cellulitis and vasculopathy. It was their opinion that even in the absence of a laceration, it was necessary to prescribe prophylactic antibiotics to this patient. They believed that the APP did not recognize the presence of an infection or he/she would have treated it. 

*****Deficient Documentation*****

Further complicating defense was deficient documentation in the medical record. There was no mention of diabetes in visit progress notes. No temperature was recorded. The PA did not address the appearance and integrity of the patient’s skin – an important aspect of assessing a diabetic patient. And, there was no proof that the patient received any follow-up instructions to return to clinic before the return appointment, if symptoms worsened. Additionally, there was a glitch in the EHR system. The diagnosis of cellulitis with lymphangitis made by the MD at DM’s second office visit had auto-filled in to the PA’s office visit note. This created a challenge to the integrity of medical record.
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' Case 3: Risk Management and
Patient.Safety Strategies

Review H&P and address abnormal.
Take full set of vital signs, document.

Order necessary diagnostic tests to confirm or
eliminate diagnoses.

Discuss proposed treatment and provide patient with
written educational materials and follow-up
Instructions.

Adhere to protocols and collaborate with supervising
physician.
Contemporaneously document clinical findings,

provider actions, and patient discussions/responses
to care.

Never leave blanks or unfilled data spaces in the
EHR/medical record.
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Deficie‘ﬂ Documentation

Fy

e Inadequate communication of critical
Information.

e Implies that “what wasn’t documented,
wasn’t done.”

e Jeopardizes defense in medical liability
lawsuits.



Presenter
Presentation Notes

Because, when documentation in the medical record is deficient, critical information is not adequately communicated and the potential for medical errors and a poor patient outcome increases. There is the old adage that
“what wasn’t documented, wasn’t done”—so you and the APP should take credit for the care that is provided.  Because when you don’t, it could jeopardize your defense in a medical liability lawsuit.




Allegat')n Categories

MEDICATION RELATED

|
O

» Most common patient allegation:

Improper Management of
Medication Regime
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Presentation Notes
(PAUSE)

Many APPs have prescriptive authority, but that does not mean they should be given free license to prescribe any and all medications.  When an APP fails to consult with their supervising physician, or refer to a specialist, such as a pharmacist, for guidance on appropriate drugs and dosages; medication errors occur and bad things can happen.


AR Case f: Summary

o 28 year old male presents to APP at FM office
complaining of psychological symptoms.

« Worsening symptoms of muscle and joint pain,
migraines, “brain fog” over the last year.

 Western Blot test positive. Babesia test
borderline. Patient diagnosed with Lyme Disease
and Babesia.

e Treated with antibiotics (amoxicillin, Flagyl,
Rifampin, doxycycline), antifungals (Nystatin,
Malarone), anti-parasitics (Artemisinin, Malarone)
and lumbrokinase.

e Larium (anti-parasitic) added.
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Presentation Notes
A 28-year-old male came to the Family Medicine clinic as a new patient. Chief complaints included mood swings, depression, being over emotional, having brain fog, pressure headaches, and feelings of paranoia – he felt as though he was losing his mind. He also complained of muscle and joint pain – worsening over the last year, affecting mobility. 
He was a regular user of marijuana and had family history of mental illness.  He denied suicidal or homicidal thoughts. 
Upon questioning, three years prior, he had a target-shaped rash – indicative of a tick bite. The APP suspected Lyme disease and Babesia and prescribed antibiotics and antifungals. 
Over the next 7 months, the patient’s symptoms improved. However, the APP continued aggressive treatment with anti-parasitics, anti-fungals. The APP also added Malarone – a medication to treat malaria - and was also prescribing medications for the treatment of legionnaires, tuberculosis, and leprosy – none of which the patient had. The last medication the APP prescribed was Larium – known for its psychological side effects.  
 



» Case 4: ‘3 atient Injury

e Psychosis

e Assaulted girlfriend and was incarcerated
for 3 years.

e Treated for mental issues.

* Register as a sex-offender.
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Presentation Notes
The patient--who had no criminal history--, assaulted his girlfriend due to a medication induced-psychosis. He was found guilty by reason of insanity; was incarcerated for three years, and was treated for mental issues. He is now a registered sex offender. 
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 Improper medication management: Wrong
dosage of Malarone and Larium
administered.

« Lack of informed consent regarding
psychological side effects.
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The patient and his family accused the APP of overdosing him with Malarone and Larium resulting in a psychological break that caused him to feloniously assault his girlfriend. 
They alleged that he was given no warning that by taking these medications, he could experience possible mental changes or an exacerbation of his recent psychological symptoms.  
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Poor Clinical Judgement:

No definitive clinical presentation; marginal tests

results; high doses of Malarone & Larium prescribed in LaCk Of Su pe rV|S|0n

off-label manner; unconventional treatment; APP .
unaware of increased risk for psych. \ NOAW&ment.

W
~

Communication Failure:

No consent about medication side effects.

~,
~
s ~
Failure to Consult/Refer:

No formal referral to psychiatrist.



Presenter
Presentation Notes
Poor Clinical Judgement & Communication Failure:
 
It was difficult to find  supportive medical experts to defend this case.  They were critical of the APPs complex and unconventional treatment.  In their opinion, the APP should never have given the Larium and Malarone to the patient, especially at high doses and at the same time.  The APP was unaware that Larium should not be given to patients with psych issues.  

Lack of Supervision & Failure to Consult & Refer:
This was a complex case that the APP did not have the expertise to treat. The APP lacked the fund of knowledge to prescribe some of these medications, failed to conduct due diligence in looking these medications up, failed to give the patient proper informed consent regarding their side effects, and  never involved a physician either by consult or referral. In fact, despite this being a complex case outside of the APPs scope of practice, there was no physician involvement, at any time, during his care.  





SN Cosc 4 RESk Management and
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PatientiSafety Strategies

AN

Determine appropriate patient assignments for APP.
List authorized prescribing formularies in SPP/DSA.

Maintain current drug reference materials and
resources.

Consult with supervising physician and pharmacist.
Supervise APP patient care and prescribing practices.
Refer to specialists.

Provide verbal and written patient education about
all medications, side effects, follow-up
requirements.

v Develop tracking and recall procedures for referrals,
follow-up care, no-shows.

AN

<N X X




Supervision
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Managing a pregnancy can be complicated, especially when high-risk factors, such as advanced maternal age, obesity, and diabetes, are present.  Therefore, it is crucial for a physician to be involved, closely monitor patient’s with risk factors, and ensure the APP know their scope of practice.  



Case i: summary

e 39 year old G1 female with diabetes.

* Followed by APP during prenatal period.

« Vaginal delivery with forceps and vacuum
of 11 Ib. 2 oz. infant.
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Managing a pregnancy can be complicated, especially when high-risk factors, such as advanced maternal age, obesity, and diabetes, are present.  Therefore, it is crucial for a physician to be involved, closely monitor patient’s with risk factors, and ensure the APP know their scope of practice.  

One physician was faced with an unexpected obstetrical emergency when a 39 year old women, pregnant with her first child, presented to the hospital in labor.  An APP had been the only provider following her during the prenatal period.

The mom-to-be was overweight and had a history of diabetes. Her labor was slow and difficult.  When a shoulder dystocia was encountered--obstetrician tried the various recommended obstetrical maneuvers, including suprapubic pressure.  Finally, an 11 lb. 2 oz. infant was delivered.
 




Case 5:|3atient Injury

* Shoulder Dystocia.

e Severe nerve damage to the right arm of
the infant.
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Unfortunately, the infant suffered severe right arm nerve damage needing surgery to repair his Brachial Plexus nerves.  The new mother was devastated
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Case E' Allegations

 Failure to Manage Pregnhancy

* Negligent Supervision
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According to ACOG, Shoulder Dystocia is the 2nd largest category of litigation, in obstetrics. Therefore, it was no surprise that this family sued.  They accused the physician of negligent supervision of a nurse practitioner’s management of the pregnancy.
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No Policy and Procedures: Poor Clinical Judgement:

No “Standardized Procedure” defining NP’s Scope of Practice. Infant at increased risk for Macrosomia; no late term

\ ultrasound or scheduled C-section

~
gy
~

I

Lack of Supervision:

No MD involvement in prenatal course.
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Poor Clinical Judgement:

Medical experts were critical of the APP clinical judgement-- for not recognizing that this was a high-risk pregnancy and knowing that, as a APP, she cannot follow high-risk pregnancies. With the mother’s elevated BMI and diabetes, the baby was at an increased risk for macrosomia.  It was noted that no late ultrasound was done to determine fetal size.

No Policy and Procedures and Lack of Supervision:

Legal experts were critical of the Obstetrician for not having standardized policies and procedures in place defining the APPs scope of practice and for failing to supervise them.  In this case, the APP was working outside scope of “normal” pregnancies.  

 






Case 5: Risk Management and
Patient®*Safety Strategies

v Maintain effective collaborative agreement
(SPP/DSA) defining APP scope of practice,
establishing clinical protocols, guidelines,
treatment standards, and clinical pathways.

v Review SPP/DSA annually (minimum).
v Obtain appropriate diagnostic testing.




e APPs in Y‘)ur Medical Practice
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Presentation Notes
CAP’s Risk Management and Patient Safety Specialists frequently receives questions from member physicians about the employment and supervision of APPs. We recommend that you build a strong foundation in excellent care and patient safety.
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e Evaluate credentials.

* Perform background checks, including criminal
and professional board actions.

» Verify professional liability coverage.

* Investigate malpractice claims.

e Contact all references.
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This begins with ensuring that the APP is qualified, competent, and knowledgeable of his or her role.  So, take your time when hiring an APP. 
Evaluate credentials---Did they graduate from an accredited program and is their license active? Nurse Practitioners  are licensed by the CA Board of Registered Nursing. Physician Assistants are licensed by the Physician Assistant Board, a division of the Medical Board of CA.
• Perform background checks, including criminal and professional board actions.
• Verify that they have professional liability coverage and obtain a copy of current policy.   If your APP does not have an individual policy, CAP members should contact Membership Services to inquire about coverage options.
Investigate malpractice claims history with the National Practitioner’s Data Bank (NPDB).  You will want to know if and for what they were sued for.
• Contact all references, including past supervising physicians and coworkers; even those not listed on resume
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e Educati T and Training

 Determine areas of competency and
deficiencies.

e Provide on-the-job training.

o Support professional growth and need for
continuing education.
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Education and training can greatly reduce liability risk. Therefore, it is important to recognize that no two APPs are created equal—each has a unique skills set and level of experience.

Nurse practitioners are licensed registered nurses with advanced education and clinical training--a masters degree or doctorate in nursing. They are licensed to work in specialties such as family practice, pediatrics and women’s health. The can diagnose and treat routine conditions. A large part of their focus is on health education and counseling. 

Physician assistants are also licensed and have masters degrees. They are more technically focused, often working in specialties such as Emergency Medicine, Orthopedics, and surgery.  They are required to have some patient-care experience during  their PA program, but may have less clinical experience than nurses.  


I encourage you to play an essential role in mentoring and fostering their educational development.  Utilize skill checklists to determine areas of competency and deficiencies and provide ongoing on-the-job training, especially for those who are new to practice. If the APP is working in a group setting with multiple physicians, longer training time may be needed to learn specifics unique to each physician.  Experienced APPs will benefit from an  orientation where performance expectations and practice standards are clarified.  And support their professional growth and need for continuing education. Consider topics relevant to clinical practice—such as COMMUNICATION, cultural issues, and complaint management.






( omprehefsive Written Protocols

« Standardized Procedures and Protocols (NP) and
Delegation of Services (PA).

e Define role in written job description.

* Define scope of practice.

* Requirements for consultation with a physician
and referral to a specialist.
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Liability can be mitigated by tighter adherence to clinic guidelines.

A nurse practitioner is required to practice according to Standardized Procedures and Protocols (SPP). 
A Physician assistant works under a Delegation of Services Agreement (DSA).  
These collaborative work contracts define the APPs role in your practice and outlines how you will supervise their patient care.  Written protocols dictate what types of patients the APP can manage, the treatments they can provide, the type of drugs they can prescribe, and the types of procedures they can perform.  Furthermore, it exemplifies the types of problems, conditions, and clinical complaints that require real-time consultation with a physician and any requirements for referral to specialist.

APPs do not have as much training as physicians---they are not trained to handle complicated diagnoses or complex procedures on their own---they must work under supervising physician. Nurse Practitioners-- outside of the Federal Vaeteran’s Administration– and Physician Assistants cannot practice in independently in CA. 
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e APP Supervision

Understand state laws and regulations.
Conduct frequent meetings.

Maintain records.

Document all consultations.
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When it comes to supervision, Don’t be left out of the loop! 

Educate yourself on California’s state laws and regulations that define the APPs scope of practice and explains your role as their supervisor. You can find more information at the Medical Board of California and the California State Board of Registered Nursing. Keep in mind that that these legal regulations are only the minimal requirement. 

I encourage you to go above and beyond by
• Conducting frequent meetings with the APP. This is the perfect time to discuss patient care and review charts, to proctor and review skills, as well as to resolve conflicts and reinforce policies and
procedures.
• Maintain records in the APP’s personnel file as evidence of periodic performance evaluations and chart reviews 
• Document all consultations with the APP--a simple note in the chart is sufficient.

Physicians in California must direct, oversee, and inspect the APPs care.  Signing your name on a chart is simply not enough.
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alifornia‘aws and Regulations

Nurse Practitioners

e MD can supervise no more than 4 total,
If they furnish drugs.

 Be available by phone.
 Must have SPP.

 No requirement of MD to countersign
charts.

CA Business and Professions Code 2835, 2836
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CA laws and regulations require…
Read slide
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lifornia kaws and Regulations

Physician Assistants

 MD can supervise no more than 4 total if
they furnish drugs.

« Be available in person, phone.
e Must have DSA.
o 3 ways to supervise:

o Select, review, and date 5% of patient medical records
per month

o Examine patient same day as PA
o Countersign and date ALL medical records within 30days

CA Business and Professions Code 3500 et. seq.
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CA laws and regulations require…
READ slide

The nurse practitioner and physician assistant must be in same field as physician. 




| ollabora‘ve Relationships |

* Create a “culture of safety.”
o Prioritize provider well-being and participation
In quality improvement and workplace changes.



Presenter
Presentation Notes
According to ECRI, organizations that promote collaboration and a “culture of safety” among team members greatly reduces risk—not only a patient’s risk for an adverse outcome, but your liability risk too.

You can start creating a “culture of safety” by valuing good internal relationships, and encouraging open communication-- be available and approachable to the APP, and even invite consultation.  Your APP will feel more comfortable asking important clinical questions and seek your guidance and involvement in patient care.   
•Research solidly correlates a clinician’s job satisfaction with favorable patient outcomes and improved patient satisfaction. Prioritize provider well-being and participation in quality improvement and workplace changes.
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Your patient’s lives depend teamwork!
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R.sou rces

Cooperative of American Physicians:
WwWw. capphysicians.com

CA Board of Registered Nursing: www.rn.ca.gov
CA Physician Assistant Board: www.pac.ca.gov
CA Medical Board: www.mbc.ca.gov

National Practitioner Data Bank:
www.npdb.hrsa.gov
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And, for more information about APPs, please visit these websites.



http://www.capphysicians.com/
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Bl open (P A Session

e Any Questions??

o Additional questions/comments, email:
 AMcLain@CAPPhysicians.com
e RiskManagement@CAPPhysicians.com



Presenter
Presentation Notes
We have a few minutes for some questions.  If we run out of time before we get to yours, feel free to email me at either of these email addresses.

XXXX with facilitate Q&A session--Answer questions for the remainder of time.


mailto:AMcLain@CAPPhysicians.com
mailto:RiskManagement@CAPPhysicians.com
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Re.’erences

o Cooperative of American Physicians Medical Board of CA
 CA Board of Registered Nursing

« CA Physician Assistant Board

« (California Medical Association

 ECRI Institute

 PIAA

 CRICO-Harvard Medical Institutions Inc.
 Qutcome Engineering: The Just Culture Algorithm

e The Doctors Company

« CSHRM

o California Health Report

 American Association of Nurse Practitioners (AANP)
 American Association of Physician Assistants (AAPA)




	Advanced Practice Professionals and You: Understanding Medical Liability
	Disclosures
	Objectives
	Trends
	Benefits: For the Physician
	Benefits: For the Patient
	Physician Liability
	CAP 2017 APP Data Study
	Claims Frequency 
	Location
	Specialty
	Top 3 Allegation Categories
	Contributing Factors
	Understanding Error
	Communication Failures
	Case 1: Summary
	Case 1: Patient Injury
	Case 1: Allegations
	Case 1: What went wrong?
	Case 1: Risk Management and Patient Safety Strategies
	Common Areas of Breakdown
	Strategies to Improve �Communication 
	Scope of Practice
	Case 2: Summary
	Case 2: Patient Injury
	Case 2: Allegations
	Case 2: What Went Wrong?
	Case 2: Risk Management and Patient Safety Strategies
	Allegation Categories
	Case 3: Summary
	Case 3: Patient Injury
	Case 3: Allegation
	Case 3: What Went Wrong? 
	Case 3: Risk Management and Patient Safety  Strategies
	Deficient Documentation
	Allegation Categories
	Case 4: Summary
	Case 4: Patient Injury
	Case 4: Allegations
	Case 4: What Went Wrong?
	Case 4: Risk Management and Patient Safety Strategies
	Supervision
	Case 5: Summary
	Case 5: Patient Injury
	Case 5: Allegations
	Case 5: What Went Wrong?
	Case 5: Risk Management and Patient Safety Strategies
	APPs in Your Medical Practice
	Employment
	Education and Training
	Comprehensive Written Protocols
	APP Supervision
	California Laws and Regulations
	California Laws and Regulations
	Collaborative Relationships
	Your patients’ lives depend on teamwork!
	Resources
	Open Q&A Session
	References

