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Compliance is Changing....

Compliance, risk, and quality goals and roles areni transition.

Physicians, Boards, Administration, and Complianceéfficers are
trying to understand new quality / compliance / ri& exposure.

Federal and State investigators recognize and willse the quality
‘hammer’.

Various measurement systems for quality now exist.
Pay for Performance (P4P)

Value Based Purchasing (VBP)

OIG Advisory Opinion 08-16

2009 OIG Work Plan

Goals

Understand the quantifiable similarities between Cmpliance,
Risk Management, and Quality of Care

Examine how to combine disciplines to improve quatly,
compliance, and patient safety

Arm ourselves with hard data that can be used to &ct quality
change and influence behavior

Examine evolution of quality, compliance, and risknanagement




How to Influence Administrators and Boards
in 10 Seconds

Hard data clearly linked to a specific position orgoal
Understand Profit / Image / Growth Analysis

Profit, Image, or Growth key to all decisions

2 Ways to make money:

Increase Income or Reduce Expense

“No Mission, No Margin” - Sisters of Mercy
Use data to illustrate your organizational needs
Don't surprise the CEO and Chairman
Provide regular reports and feedback
Ask politely for exactly what you need

Expect to get a little less than you ask for

How to Influence Physicians
in 10 Seconds

Understand the personality formed by medical educabn
Independent
Taught to quickly diagnose and make treatment decisions
Little shared responsibility for decisions
No tolerance for ambiguity
Appeal to empathy, care for patients, and quality prformance
Appeal to financial impact or benefit

Remember the power of identifying outliers (but doft embarrass
them)

Conventional Thinking:
Healthcare Risk Silos

MEDICAL




Reality:

Overlapping Circles of Risk

QUALITY
IMPROVEMENT
REGULATORY
COMPLIANCE

MEDICAL
PERFORMANCE

{)/ MEDICATION
MANAGEMENT

Cases for Quality 1

United Memorial Hospital and Physicians, 2003
Inadequate quality of care related to pain
management and anesthesia services

Complaints from patients and staff: Improper sterile
technique; failure of patients to improve; high voume
of procedures; other patient complaints

Federal guilty plea for wire fraud for failure to
investigate and Deferred Prosecution Agreement
“...systemic and widespread problems of quality...-

Gregory Demske, Assistant Inspector General for Legj Affairs, OIG Senate Testimony, 7/18/2007.

hitp:/Awww. oig.hhs 1807¢npdf

Cases for Quality 2

USA vs. Borne and Dynastar, 2003-2005 (Eastern
District, LA)

Systematic failure by administration and facility to
provide adequate care for nursing home residents
Prosecution under 18 USC 1347, as a criminal scheme
to defraud health care programs

“...charge under 18 USC 1347 represented the firstf
it's kind as it alleged a health care fraud....prerised
upon a...failure to provide care...."weienfies, auise, and Tayior,Anatomy of

a Nursing Home Case:fealth Care Fraud, US Department of Justice, Execite Office for Attomneys, Sept. 2005, Vol. 53,
No. 5, p.33, http://iwww.usdoj.gov/usao/eousa/foia_reading_roomAab5305.pdf




Cases for Quality 3

Redding Medical Center (CA) and Physicians, 2005
Lack of medical necessity for cardiac procedures,9B8-
2002

Qui Tam case

Prosecutors noted 13 medical malpractice lawsuits
against involved Physicians noted between 1988 a@602
$59.5 M settlement for False Claims Act (FCA) chares
“...inadequate credentialing and peer review...medally
unnecessary invasive cardiac procedures....”

Gregory Demske, Assistant Inspector General for Legj Affairs, OIG Senate Testimony, 7/18/2007.
http: oig.hh: 18074npdf

Raising Red Flags

JAMA 2005: “...patient safety system progress is
slow....and is cause for great concern.”

NIH Public Education Campaign 2007: “120 patient
deaths per day due to medical errors — more than are
due to MVA's, breast cancer, or AIDS”

State Regulation: Mandatory serious event reportig
in 24 of 50 States

Never Events: CMS refusal to reimburse for
reportable events

More Quality Concerns

AMA, 2005:
Physician shortfalls nationwide by 2020
85,000-200,000 fewer Physicians than needed by an
aging population

Boomer Boom:

Beginning 1/1/2007, one Baby Boomer turns 65 every 7
seconds

National Nursing staff shortage and staff turnover




HPIX ;
Fewer Physicians, Older Physicians, Older
Patients, 1990-2006

Landmark Event:
Tenet Healthcare CIA 9/27/2006

First CIA to directly link quality performance to d eferred
FCA prosecution

23 of 66 pages include discussion of quality meassto
some degree

www.tenethealth.com
www.hhs-oig.com Fraud Prevention and Detection page

Quality functions must demonstrate effectiveness,at just
existence




Tenet CIA requirements

Chief Medical Officer, Clinical Quality Department, clinical
quality staff and officers

Clinical Audits of Physicians, medical care
Improved Physician Credentialing
Improved Physician Privileging

Improved Physician Peer Review
Evidence Based Medicine Programs
Standards of Clinical Excellence
Utilization Management and review
Quality Metrics

Means to an End:
Federally Mandated Quality

Medicare Conditions of Participation (CoP):
Patient Rights 64 FR 36069, 1999

Quality Assessment, Performance Improvement 48 FR
3435, 2003

Authentication of Verbal Orders 42 CFR 482.24(c)(1)
False Statements Concerning Health Care
(18 USC § 1035)
Schemes to defraud health care programs
(18 USC 1347)
Patient Safety and Quality Improvement Act, 2005
(42 U.S.C. 299c-21)

Identifying Risks Facing Physicians

Ongoing PIAA Claims and Risk Study —2001-2007

57 Physician-owned professional liability Insurers from across
the United States

Insure 60% of private practice Physicians, plus dentists,
hospitals, and other practitioners

400,000 insured members internationally

The leading national database of reported malpractice claims,
risk and exposure data

35,000 closed malpractice claims




Combined Quality, Compliance, and
Risk Management Exposures, 1995-2005

Failure to Supervise / Monitor medical cases
16,430 Medical Malpractice Cases
$1.2 Billion indemnity payout
Medication Errors
9,326 Medical Malpractice Cases
$369 Million indemnity payout
Unnecessary Procedures
6,702 Medical Malpractice Cases
$382 Million indemnity payout

Combined Exposures
1995-2005

Medical Records Documentation problems
6,702 Med-mal Cases
$382 Million indemnity

Premature Discharge
2,625 Med-mal Cases
$242 Million indemnity

Lack of adequate facilities / equipment
1,985 Med-mal Cases
$217 Million indemnity

Combined Exposures
1995-2005

Improper Conduct by Physicians
1,943 Med-mal cases
$70 Million indemnity
Unnecessary Medical Treatment
1,693 Med-mal cases
$118 Million indemnity
Breach of Confidentiality
918 Med-mal cases
$8 Million indemnity




Combined Exposures
1995-2005

Failure to Conform with Regulations / Statutes
902 Med-mal cases
$68 Million indemnity
Pharmacy Error
355 Med-mal cases
$18 Million indemnity
Managed Care Referral problems
276 Med-mal cases
$15 Million indemnity

Combined Exposures
1995-2005

Failure to Communicate with or inform patients
(Informed Consent and Patient Education)
4,771 Med-mal cases
$118 Million indemnity

Example: Patient Education
and Informed Consent

New Nationwide Top 10 Allegation against the
following Medical Specialties:

Anesthesia

General Surgery

Internal Medicine / Geriatric Medicine

Ophthalmology

Orthopedic Surgery

Pediatrics

General and Family Practice




Chasing the same rabbits

Quality Improvement, Corporate Compliance, and
Risk Management offices are focused on similar
concerns.

OIG / DOJ / HHS investigative efforts are aimed at
these same concerns.

Some of the Quality Rabbits

Inadequate Medical Record Documentation
Poorly executed patient Informed Consent
Inadequate patient education

Lack of medical necessity for services
Improper performance of services

So, just how big are those rabbits?

OIG FY 2006 Report
$38.2 Billion in savings and recoveries
$35.8 Billion in implemented actions
$789.4 Million in audit receivables
$1.6 Billion in investigative receivables
HHS / DOJ FY 2007 Fraud and Abuse Control Program Rport
$1.8 Billion in judgments and settlements
$11.2 Billion to Medicare Trust Fund since 1997

Health Care Fraud Investigations: 878 opened, 1,&1pending,
434 criminal charges filed, 560 defendants found gjty

Department of Health and Human Services, Departmersf Justice, Health Care Fraud and Abuse Control Pagram,
Annual Report fo FY 2007,
hitp://wnw. oig.hh pdf
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http://www.0ig.hhs.gov/fraud/docs/advisoryopinionsz0
08/AdvOpn08-16A.pdf

P4P arrangement between hospital and physician
owned professional limited liability corporation
(PLLC)

All active medical staff members may join PLLC afte
one year employment

Compliance with hospital quality targets and specit
services to improve quality of care

OIG Advisory Opinion 08-16

Quality targets / services
Developing quality P&P
Reviewing / monitoring quality of care
Providing care in accordance with quality targets
Ensuring adequate peer review if targets not reached
Auditing medical records to track compliance
Hospital pays PLLC a percentage of P4P awards

OIG Advisory Opinion 08-16

P4P methodology: Value Based Purchasing (VBP) (refm
mandated by Deficit Reduction Act 2005)
9/25/08 Quiality FIRST Act (HR 7067)
Pays hospitals for performance on quality targets

Acute MI

Heart Failure

Pneumonia (CAP)

Surgical care / Infection prevention
2010 data (after 10/1/2009, Federal FY) = 2011 pagmts of .5%
of Medicare reimbursements
Graduated increases to 2% of Medicare payments basen
performance

Anderson, Rifenbark, Shankar,OIG Issues Green Light to Hospital “Pay for Qualiygreement, Compliance Today,
Vol. 11, No. 1, Jan, 2009, pp. 4-7




Impact of OIG AO 08-16

Aligns Hospital and Physician quality efforts
Compensates Physicians for quality focus

Creates new working relationship rather than old
‘symbiotic’ relationship

Performance Improvement and CME

For 50 years, Continuing Medical Education (CME)
was a didactic process (lecture or study materialtest).
Value of this process has been widely questioned.

(AMA CPPD Report, Winter 2007, No. 21)
New evidence-based learning CME emphasizes
Physician Performance Improvement (PI)

(AMA CPPD Report, Spring 2007, No. 22)

Physician Consortium for Performance Improvement®
and National Committee for Quality Assurance
(NCQA) have developed disease state Pl measures

(www.NCQA.org)

PI CME

In 2009-2010, ACCME plans to implement new
standards requiring Pl CME for license and board
certification

(ACCME Updated Ciiterion 2, 4, and 11; *CME as a Biidge to Quality” presentation, ACCME 2008 Conferency

Pl measures can be used as evidence measures to
quality for CMS P4P and VBP reimbursement
programs. (May also be accepted by various health
plan quality improvement incentives)

(DHHS/CMS Strategic Action Plan, 2006-2009)




Pl CME
Previously, 1 hour of work = 1 CME credit

PI CME may award up to 20 credits for as little as5
hours of CME effort
Example: Community Acquired Pneumonia (CAP)

MD self-review of medical records to validate current treatment
patterns for CAP, report data = 5 credits

Provide 1 hour learning webinar discussion for implementation of
CAP / P4P approved measures — O2 sats, influenza vaccine,
pneumonia vaccine =5 credits

MD second self-review of medical records, report data = 5 credits
Completion in sequence = 5 credits

(Chris King, Exec. Director, Physician Network / www.ppiinst.org ~ 520.818.3037)

Risk Management
Case Studies in Quality 1

Emergency Departments, 3 Hospitals

Patient throughput issues
Triage RN / PA staffed at 11 a.m.
Lobby full by 10 a.m.
Patient entry time recorded starting 10 a.m.
Nursing floor admissions stalled 1 - 5 p.m., aftgr.@.
Hospitalist admissions occur end of day only

Diagnostic issues
Medication analysis / contras take 48 hours
Radiology reads available next day

Observations, Case 1

10 a.m. mid-weekday
Lobby full, appx. 40 patients
Patients waiting included one crushed foot injury

64% of ED beds occupied by patients admitted byn& the
day before

In Triage: 1

Triage complete: 2

Unable to determine time of presentations
3 patients left AMA / without treatment

Hospital reports indicated patients still in the B&d been
transferred to nursing floor rooms the night before




Outcomes, Case 1

Discovery protected risk assessment 3 ED locations
Developed recommendations to address throughput,iage,
tracking, communications with patients, staffing, @missions,
hospital reporting and billing systems

Presented findings to hospital management, legal eosel,
compliance, practice Physicians, PA’s, risk manageent, quality
improvement

Joint meeting to discuss changes and implementation

Quality / RM / Compliance Committee designated tomplement
and report back to Board of Directors / CEO

Case Studies in Quality 2

Orthopedic Medical Practice
On-Campus Services include:
Chiropractic manipulation

Physical therapy

Exercise room and pool

On site radiology

Pain Management

Podiatry

Orthopedic evaluation, surgery
Rehabilitation

Observations, Case 2

Exceptional volume of patients

High volume of patients entering system tend to fdw all modes
of treatment (Diagnostic imaging, Chiropractic, Phical
Therapy, Pain Management, Surgery, Rehabilitation)

Appears that Physicians schedule services to maxiea
reimbursement

Very limited dictation, medical records documentaton,
documented follow up

No outcomes data
High number of malpractice lawsuits




Outcomes, Case 2

Group unwilling to implement recommendations
identified in risk assessment

Professional liability carrier declined to write coverage
without improvements <$800,000>

Group obtained alternate lines coverage in non-
standard market

Group limited from surgery at hospital pending qualty
and performance peer review

Case Studies in Quality 3

OB-GYN Group
50 specialists linked in ‘confederation’ of practices

Formed joint Risk Management / Compliance / Quality
Committee

Developed RM / Compliance / Quality goals and plan
Risk Assessment all 16 locations

Implemented recommendations with timelines and
performance measures
Added processes to address other risks

Observations, Case 3

Risk assessment visits to all locations with recomendations
Staff, Physicians eager to identify concerns and address them

New management staff installed with strong support for quality
improvement, patient safety

Mandated implementation by Physician Board and Executive
Committee

Follow up assessment reveals active implementation




Outcomes, Case 3

Group malpractice lawsuit experience dropped from mderate / average
to very low levels, in one year

Group malpractice insurance cost decreased 10% fall Physicians
participating

Malpractice carrier able to provide ACCME credits to Physicians
participating in RM program education

Group used RM program to document positive outcomeneasurements /
metrics

Group negotiated increases in managed care paymerdtes by
demonstrating improvements in quality of care

Group gearing up to achieve P4P standards using sgific quality
measures adopted by joint committee

Case Studies in Quality 4

Anesthesia Group / ASC Joint Venture with host hosipal
Risk Assessment all venues

Concerns about case supervision load, time elapsbdtween
supervision of CRNA’s by MD’s

Hospital / practice with different perceptions of low often
supervision was rendered, extent of supervision

Hospital / group contract at jeopardy due to percefion,
miscommunication

Observations, Case 4

Hospital: 30 minute lapses between supervision Vs,
CRNA /MD

MD’s: Up to 2 hour lapses

Hospital: Anesthesia Case load ‘moderate’
MD’s: 7 a.m. — 4 p.m. case load often expanded to as
late as 2 a.m. due to surgery add-ons

Hospital: No quality concerns in L&D

MD’s: 60% of OB-GYN cases at mid-delivery before
attending MD arrives




Outcomes, Case 4

Joint Hospital / Practice meetings to address risk
issues, develop communications

Moderation of case load; implementation of hospital
rules regarding add-on cases

Increased OB-GYN monitoring, staff training, MD
presentation requirements

Additional Exposure considerations

Potential medical malpractice exposure for Physicias /
Hospitals under quality of care investigation by OG /
DOJ
Impact of specific types of treatment under quality
investigation

Anesthesia

Pain Management

Cardiac Care

(United Memorial and Redding Hospital cases)

Emerging Risk: Medicaid Compliance Program

Budget Reconciliation Act of 2005 (effective 1/1/27)
mandates States set up Medicaid Compliance Programs

Mirror of Federal Medicare Compliance Program managed
by HHS OIG since HIPAA 1996 ($3.2B / year + recovégs)

State False Claims Act mirrors Federal False Claiméct
(fines of $5,500 - $11,000 plus double and treblaakes per
false claim filed)

State gets to keep 10% of all recoveries

Mandated training, education from payees receiving5Mm
per year in Medicaid funds

Expect aggressive interest from State investigators




Claims that involve associated issues
(all specialties)

Informed Consent 6%
Vicarious liability 2%
Equipment malfunction 2.5%
Medical Records 2%
X-Ray Error 2%
History and Physical Exam, work up 2%
Premature Discharge 1%
Communication between Providers 1.5%

PIAA, Data Sharing Report 071; Specialty Group — Geeral and Family Practice Report 6, Associated Issseand
Associated Personnel. Data rounded up.

Demographics of Claimants

Male 44.06%

Female 55.94%

Age
Newborn 6.04%
Under 1 2.35%
1-18 8.30%
19-30 14.7%
31-50 33.97%
51-60 14.43%
Over 60 20.20%
PIAA, Data Sharing Report 071, Claimant Report 9, Claimant D Combined Specialties

Treatment Length for Claimants

Absolute First Encounter 25.75%
Prolonged First Encounter 53.10%
Extended treatment, regular patient 40.97%
No patient contact 6.25%

PIAA, Data Sharing Report 071, Claimant Demographis, Report 9, Treatment Length, Combined Specialties




Location of Claim / Loss

Hospital 65.18%
Patient's Home 26.17%
Hospital Outpatient facility 3.33%

Reference Lab .90%
Nursing Home 73%
Surgery Center .52%
Physician’s Office A43%

PIAA, Data Sharing Report 071, Location of Loss / Jpe of Institution, Combined Specialties, Report 10

Additional cost considerations

AHPIS Study, 2007: Lawsuit defense costs Physiciari12 hours
of active practice time
Attorney discussions of case
Records review
Deposition prep
Deposition
Trial attendance
Little advance notice
112 hours of patient visits rescheduled = 112 origal hours +
lost opportunity of 112 hours
Staff rescheduling time cost
Patient satisfaction exposure

Conclusions

Quality focused management works with partnership
buy-in from MD’s and Hospitals
Quality focus can yield bottom line measurable
dividends in the form of:
Reduced number of lawsuits
Decreased suit defense cost
Decreased professional liability insurance cost
Improved managed care contract rates
Improved patient satisfaction




Combining resources

The case for combining Quality Improvement, Risk
Management, and Corporate Compliance

Shared risk exposure

Shared investigative focus

Shared targets and goals

Duplicated efforts and cost

Reasons it will be difficult

Shifting sources of power
Hospital bureaucracy

Risk divided into silos
Territory and turf

Physician / nurse cooperation
Economic considerations
Political considerations
Ostrich mentality

Benefits

Reduced expense by combining efforts
Improved results through combined action

Better preparation for regulatory / quality of care
investigations

Improved safety for patients
Better ability to monitor quality




D. Scott Jones, CHC, LHRM

Former medical practice administrator

Former hospital administrator

Board Certified Healthcare Compliance Officer (CHC)

Licensed Healthcare Risk Manager (LHRM)

Author, 12 nationally published books and over 50 dicles on quality,
practice management, and regulatory compliance

Frequent speaker on risk and quality topics to sta, regional and
national organizations

Over 1000 risk assessment service visits to

healthcare organizations nationwide

904.294.5633 sjones@ahpis.com
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AllPhysicians  ANESTHESIOLOGY G ioionl HOSCARA peruaTOLOGY
EMERGENCY GENERALand FAMILY  GENERAL SURGERY
MEDICINE ENT GASTROENTEROLOGY PRACTICE
NELROLOGY
GYNECOLOGY  INTERNAL MEDICINE onsuged NEUROSURGERY 0BGYN

opraLioLogy RSO cpmuopenics PATHOLOGY PEDIATRICS
ON THERAPY

PLASTICSURGERY ~ PSYCHIATRY  RADITI RADIOLOGY UROLOBY
and ONCOLOGY UROLOGIC SURGERY

Event Claim #Paid %Paid Total Average

Frequency Indemnity Indemnity
Improper 1,115 336 32.09% $64,404,601 $191,680
Performanc
e
Intubation | 948 427 47.34% $107,017,701 $250,627
problems
Surgical 821 346 45.59% $113,164,635 $327,065
Monitoring
Med/agent | 620 226 38.50% $62,225,884 $275,336
Error
Recovery | 281 113 44.31% $40,057,821 $354,494
monitoring
Admin. 259 111 45.49% $21,204,717 $191,033
fluids, blood
Improper 249 93 40.53% $20,402,714 $221,769
Preop Eval

P CmTative ATty ST,




Anesthesiology Trends:
Average Case Severity, 2005

(Compared to average 2001-2005)

Monitoring, Surgery ~ $786,328
($327,065)
Intubation problems  $610,848
($250,627)

Improper Performance $575,514
($191,680)

Med/agent errors $551,600
($275,336)

Monitoring, recovery or case
$437,222 ($354,494)

Failure to instruct, communicate
with patient $375,500 (NEW to top
10, 2005)

PIAA, Closed claims, 2005 only 12/31/2005

Event Claim #Paid Y%Paid Total Average

Frequency Indemnity Indemnity
Diagnosis error | 875 179 21.83% $53,057,029 $296,408
Improper 620 116 20.32% 527,242,284 $221,332
Performance
Failure to 529 89 17.49% $19.698,563 $221,332
supervise
Medication 340 58 19.27% $11,647,685 $200,822
errors
Complication | 169 41 26.62% $10,690,916 $260,745
Contra- 155 33 22.60% $6,594,735 $199,840
indication
Delays, 3 303 88 31.42% $21,891,869 $248,771
categories*

PIAA, Cumulative Analysis, 1/1/2001-12/31/2005

Cardiology (non-surgical) Trends:
Average Case Severity, 2005

(Compared to average 2001-2005)

Improper Performance  $278,883
($234,847)

Medication Errors $251,167
($200,822)

Failure to recognize complications
$537,500 ($260,745)

Failure to supervise case
$173,571 ($221,322)

Diagnosis Error $195,000
($296,408)

PIAA, Closed claims, 2005 only 12/31/2005




Event Claim #Paid Y%Paid Total Average

Frequency Indemnity Indemnity
Improper 2411 573 25.41% $126,588192 $220,922
Performance
Diagnosis error | 710 183 28.20% $33,479,905 $182,950
Failure to 514 154 32.42% $35,551,107 $230,851
monitor
Complication of | 425 92 24.15% $28.324,278 $307,873
T
Surgical foreign | 299 117 40.91% $4,757,208 $40,660
body
Delays, 3 574 175 30.48% $42,422,360 $242,413
categories*
Medication 120 37 33.94% $9,446,466 $255,310
error

P C TV ATt ySTS 17200

Cardiovascular and Thoracic Surgery Trends:
Average Case Severity, 2005

(Compared to average 2001-2005)

Complication of Treatment
$468,800 ($307,873)
Failure to supervise case
$380,526 ($230,851)
Diagnosis Error

$232,571 ($182,950)
Surgical foreign body
$70,900 ($40,660)

Delay in performance
$372,500 ($275,663)

Failure to properly respond
$225,000 (NEW to top 10, 2005)

PIAA, Closed claims, 2005 only 12/31/2005

Event Claim #Paid Y%Paid Total Average

Frequency Indemnity Indemnity
Diagnosis Error | 1854 558 32.84% $112,997382 $202,504
Improper 435 92 23.83% $10973,970 $119,282
Performance
Failure to 122 39 33.05% $6,556,056 $168,104
monitor
Delay referral | 113 35 35.71% $4,914,826 $140,424
Delay hosp. 110 32 32.32% $8,508,905 $265,903
Admission
Delay 84 22 28.57% $6,278,288 $285,377
performance
Medication 122 28 24.56% $694,392 $24,800
Errors

P ST Ve ATt ySTS 17200




Emergency Medicine Trends:
Average Case Severity, 2005

(Compared to average 2001-2005)

Error in Diagnosis
$359,120 ($202,504)
Improper Performance
$272,500 ($119,282)
Failure to supervise case
$196,049 ($168,104)
Delay in performance
$212,500 ($285,377)

PIAA, Closed claims, 2005 only 12/31/2005

Event Claim #Paid Y%Paid Total Average

Frequency Indemnity Indemnity
Diagnosis error | 1519 411 29.80% $110,506,923 $290,771
Failure to 825 100 13.46% 23,051,649 $230,516
monitor
Patient commo | 228 14 15.22% $4,237,776 $302,698
Complication of | 162 34 22.67% $9,906,996 $291,382
™
Delay of referral | 151 57 40.71% $14,200,222 $249,127
Not performed | 94 36 41.86% $11,168,500 $310,236
Delay in 94 33 42.31% $11,611,218 $351,855
performance
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General and Family Practice Trends:
Average Case Severity, 2005

(Compared to average 2001-2005)

Failure to supervise case
$335,833 ($230,516)
Improper Performance
$437,675 ($214,712)

Delay in referral $419,167
($249,127)

Improper supervision, residents
or staff $365,000 (NEW to top
10, 2005)

PIAA, Closed claims, 2005 only 12/31/2005




Quiality Concerns:

Patient conditions

Procedures

Medications

Complications

Diagnoses
Are MOST LIKELY to contribute to a lawsuit allegin g
improper quality of care?

Emerging Anesthesia Risk Exposures
Improper Performance

General, Epidural and Diagnosis Error
caudal anesthesia Malignant neoplasm, lung,
Procedures involving bronchus
spinal cord and canal Acute M|

Failure to monitor Hemorrhage during procedure
Cataract surgery Back disorders_, including

lumbago, sciatica
Medication Errors

Back disorders

Delivery
) Pregnancy
ASC and Pain Management Back Disorders
Exposures

Adverse drug reaction
Spondylosis and Inflammatory
Spondylopathy

PIAA, Claims by procedure / condition, 2001-2005

Emerging Cardiology (non-surgical) Risk

Exposures Improper Performance
Failure to recognize Cardiac Catheter
complications Diagnostic evaluation or

. . consult
Diagnosis Error ) )
Procedures involving
Acute MI blood vessels
Non-defined chest pain Pacemaker insertion /
PE removal
Coronary atherosclerosis Surgical clearance

PIAA, Claims by procedure / condition, 2001-2005




Diagnosis Error
Acute MI
Appendicitis
Abdomen and pelvis
symptoms
Chest Pain, undefined
Meningitis

Medication Errors
Diabetes

Lipoid metabolism
disorders

Back disorders
Arterial embolism,

Diagnosis Error
Acute MI
Appendicitis
Aortic aneurysm

Malignancy, lung
and female breast
Medication Errors

Emerging Cardiovascular and Thoracic Surgery Risk E

Emerging Emergency Medicine Risk Exposures

Improper Performance

Diagnostic evaluation or
consultation

General Physical
Examination

Operative procedures, skin
No care rendered
Failure to supervise

Chest Pain, undefined
Obesity
Abdomen and pelvis
symptoms
Back disorders
Hemorrhage,

thrombosi$an, ciaims by procedure / condition, 20gjggtrointestinal tract

xposures
Improper Performance
Coronary artery bypass
grafting
Vascular bypass / major
shunt
Gallbladder and biliary
tract surgery
Operative procedures
involving blood vessels

Congenital heart defect
repair

PIAA, Claims by procedure / condition, 2001-2005

General and Family Practice Risk Exposures

Diagnosis Error
Abdomen / pelvis symptoms
Chest pain, undefined
Acute M|
Malignant neoplasms, rectal
region and colon

breast
Medication Errors
Diabetes
Lipoid metabolism disorder
Heartburn
Obesity
Back disorders

Malignant neoplasms, female

Improper Performance

Medication prescription /
management

General Physical Exam

Diagnostic evaluation

Operative procedures, skin
Failure to supervise / monitor

Diabetes

Hypertension

Obesity

Decubitus Ulcer

PIAA, Claims by procedure / condition, 2001-2005
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