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EXECUTIVE SUMMARY 
More research is confirming that off-peak hours in health care facilities pose a 

higher risk of medical errors and subpar care. The reasons for the drop in qual-
ity are not clear, but risk managers can take steps to mitigate the risk.

Off-peak hours threaten patient safety, 
require more vigilance from RM
Research shows greater risk on nights, weekends

A risk manager would never want to sit down with a family and try 
to explain that their loved one was harmed because the patient was 
treated in the middle of the night or on a Saturday, when standards 

are lower and risks are higher. But that could be the truth in some facilities, 
where patients are at higher risk during off-peak hours.

The threat to patient safety in off-peak hours is common to all health 
care providers, but the difference comes in how they address it, says Patti 
Hamilton, PhD, RN, graduate studies at Midwestern State University 
in Wichita Falls, TX. Hamilton is the lead author on a recent study that 
confirmed prior research showing off-peak threats and explored ways to 
address the problem.1

“The thing that was the most compelling to me was the moment that 
I realized the majority of hours nurses work are off-peak hours, usually 
nights and weekends,” Hamilton says. “When they’re working 12-hour 
shifts, the majority of those are not Monday through Friday and 7 a.m. to 7 
p.m. It’s important to remember that being in this off-peak environment is 
not an aberration, that it is normal for most nurses.”

Off-peak hours represent a challenge, because patient safety and quality 
of care should be maintained at the same level no matter when the patient 
is treated, says Theresa Zimmerman, RN, JD, CPHRM, DFASHRM, presi-
dent of the American Society for Healthcare Risk Management (ASHRM) 

■
patients  . . . . . . . . . cover

■ Gather data the right way 
to find problems . . . . . . 76

■ 
in off-peak hours .  .  .  .  .  . 76

■ Wrong phone numbers 
create liability risk . . . . . 77

■ Contact info for doctors 
must be up to date . . . . 78

■ Joint Commission 
underscores privacy.  .  .  . 79

■ Retained items still a 
challenge  . . . . . . . . . . 80

■ 
but not enough  . . . . . . 82



74 ® / July 2010

Healthcare Risk Management®

Review & Commentary™

262-7436. Periodicals Postage Paid at Atlanta, GA 30304. 

POSTMASTER:
Healthcare Risk Management®

Atlanta, GA 30374.

AHC Media LLC is accredited as a provider of continuing nursing edu-
cation by the American Nurses Credentialing Center’s Commission on 
Accreditation. 

60-minute contact hour.  
Provider approved by the California Board of Registered Nursing, Provider 

This activity is valid 24 months from the date of  publication. 
Healthcare Risk Management® is intended for risk managers, health sys-

tem administrators, and health care legal counsel.
Opinions expressed are not necessarily those of this publication. Mention of 

products or services does not constitute endorsement. Clinical, legal, tax, and 
other comments are offered for general guidance only;  professional counsel 
should be sought for specific  situations.

 

 

Copyright © 2010 by AHC Media, LLC. Healthcare Risk Management® and 
HRM Legal Review & Commentary™ are trademarks of AHC Media, 
LLC. The trademarks Healthcare Risk Management® and HRM Legal 
Review & Commentary™ are used herein under license. All rights 
reserved.

Editorial Questions
For questions or  comments, call  

SUBSCRIBER INFORMATION

Customer Service: (800) 688-2421 or fax (800) 284-3291,  
(customerservice@ahcmedia.com). Hours of operation: 8:30 
a.m.-6 p.m. Monday-Thursday; 8:30 a.m.-4:30 p.m. Friday.

Subscription rates: U.S.A., one year (12 issues), $499. Add 
$17.95 for shipping & handling. Outside U.S., add $30 per 
year, total prepaid in U.S. funds. For approximately 15 CE 
nursing contact hours, $545. Discounts are available for 
group subscriptions, multiple copies, site-licenses or electronic 
distribution. For pricing information, call Tria Kreutzer at 
404-262-5482. Missing issues will be fulfilled by customer 
service free of charge when contacted within one month of the 
missing issue date. Back issues, when available, are $87 each. 
(GST registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced 
in any form or incorporated into any information retrieval 
system without the written permission of the copyright owner. 
For reprint permission, please contact AHC Media, LLC. 
Address: P.O. Box 740056, Atlanta, GA 30374. Telephone: 
(800) 688-2421. World Wide Web: www.ahcpub.com.

in Chicago and a risk management consultant in 
Solon, OH. But the reality of health care organiza-
tions means that the resources and staffing are not 
the same around the clock, she says.

Zimmerman notes that respiratory therapy, 
EKG support, radiology services, and pharmacy 
support usually have fewer staff during off-peak 
hours.

“There is no doubt that there is [less] support 
and fewer resources . . . available to nurses in these 
hours,” she says. “I think that is one factor con-
tributing to the problem, but I’m not sure it’s fair 
to say it is the only one. There are a lot of dynam-
ics at work here.”

For instance, many providers staff off-peak 
hours with the less experienced staff, who do not 
have the seniority to request the more desirable 
shifts, she says. 

Fewer resources at night, weekends

Hospital activity is at its peak from 7 a.m. to 7 
p.m., Monday through Friday, Hamilton explains, 
and this is a time when maximum resources are 
available. However, these peak periods make up 
only 36% of the time hospital nurses actually 
work, she says. The rest of the time, nurses work 
in off-peak environments with limited ancillary 
services, fewer support staff, reduced supervision, 
and strained communication with other on-call 
health care providers, Hamilton says.

The danger of off-peak hours has been known 
for some time, and researchers have associated 
weekends and/or nights with increased mortal-
ity in hospitals for more than 25 diagnoses/
patient groups, Hamilton says. Acute myocardial 
infarction is more likely to result in death among 
Medicare patients admitted on the weekend, and 
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mortality is increased following night transfer from 
the ICU to a general unit — a 2.5-fold greater risk 
compared with discharge during the day, Hamilton 
says. Other researchers also have found lower sur-
vival rates from in-hospital cardiac arrest at night 
and on the weekend.

There is ample research showing the decline in 
patient safety during off-peak hours, but the rea-
sons for that drop are not clear, Hamilton says. 
Most of the research has involved large data sets 
that can show the drop but not what causes it, she 
says, so the answers will have to come from the 
ground up.

“It’s going to take the nurse telling us what’s 
going on there at night and on weekends to really 
figure out what to do to fix it,” she says.

Some of the risks can be understood by drilling 
deeper into the data. For instance, Hamilton notes 
that research has shown the risk of neonatal death 
is higher on weekends, and birth weights also are 
lower. Researchers have theorized that both facts 
can be attributed to how women receiving prenatal 
care often schedule their deliveries for a weekday, 
and more of those who received no prenatal care 
end up at the hospital on weekends.

Hamilton’s research took that theory a step fur-
ther to ask if a sick baby born on the weekend is at 
greater risk than a sick baby born during the week. 
She concluded that the baby is at greater risk on 
the weekend, because the same sick baby would be 
subjected to the additional stresses and shortcom-
ings of off-peak hours.

Tools for assessment

After talking with nurses to determine the real-
ity of off-peak work hours, Hamilton and her 
colleagues came up with these two main theories 
to explain why the risk increases on nights and 
weekends:

Communication is more difficult. Nurses must 
interact with others who are not at the hospital 
during the off hours, usually a physician. Delays in 
contacting the physician can threaten patient care, 
and imperfect communication between the nurse 
and physician can lead to errors. (See the story on 
page 76 for more on improving communication.)

Staffing is tighter. Even when the nurse-to-
patient ratio is consistent over a 24-hour period, 
that is sometimes made possible by cutting 
other staff to a minimum during off-peak hours. 
Hospitals may reduce the number of patient care 
aides, clerks, housekeeping staff, and other ancil-

lary people whom nurses depend on. Even though 
the nurse staffing seems high enough to ensure 
good patient care, the nurses in off-peak hours 
may be more burdened with work that would be 
done by other staff during peak hours — or the 
work might not get done at all.

Assess your stats
 

Assessing your situation is the first step to 
addressing any problems with off-peak hours. 
Hamilton recommends the SWAN (Safety on 
Weekends and Nights) tool developed by David 
Shulkin, MD, president-elect and chief operating 
officer at Morristown (NJ) Memorial Hospital.2 
Available from the Journal of Patient Safety, 
the tool is a comprehensive set of questions that 
should be asked in your facility to determine the 
off-peak weaknesses that can threaten patient 
safety. For instance, is there an identified and 
accountable senior leader on staff at night? Does at 
least one senior member of the hospital staff per-
form night and weekend rounds at least monthly? 
Is risk management accessible at night and on 
weekends?

In the same vein, Zimmerman recommends 
analyzing records to search for indicators that off-
peak care may be compromised. A serious adverse 
event on off-peak hours should be studied to deter-
mine if the time had anything to do with allowing 
the event to happen, she says. Also study any near-
misses closely, she advises.

The number of incident reports from off-peak 
hours could be a red flag also, but Zimmerman 
cautions that a low or normal level of incident 
reports doesn’t necessarily mean nothing is wrong 
in those hours.

“If you’re short-staffed, you might not have any 
time to write those incident reports,” she says. 
“You may not have an increase in incident reports, 
even though you have more incidents.”

Zimmerman has found that the bigger units 
with more patient turnover are at risk in the off-
peak hours. Any unit with a high bed turnover 
may need closer scrutiny for off-peak risks because 
of the chaos and confusion that can occur with so 
many patients coming and going, she says.

Zimmerman says these other indicators also 
could signal off-peak problems:



76 ® / July 2010

“You have to look for a comprehensive pic-
ture rather than focusing only on one thing like 
staffing ratios,” Zimmerman says. “Some of the 
information can be too comforting if you don’t 
look deeper and see how the entire organization 
is affected in these off hours. You may see data 
indicating that the time for an ultrasound is not 
too bad at night, but is that because the few ultra-
sound staff make the ED a priority, and then all 
the response times are averaged? How long does it 
take someone on a unit to get an ultrasound in the 
middle of the night?”

(See the story on page 76 for more information 
about data-gathering and averaging. Hamilton’s 
website offers more information on off-peak 
hours, risks, and strategies for addressing them. 
Go to: http://www.nursingopen247.com/ .)

REFERENCE
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■

Gather data properly
to study off-peak danger

Data gathering is key to reducing the risks 
associated with off-peak hours, says 

Patti Hamilton, PhD, RN, graduate studies at 
Midwestern State University in Wichita Falls, TX. 
But the data must be gathered and analyzed in a 
way that doesn’t obscure the information about 
off-peak hours.

Most organizations aggregate data in such a 
way that the off-peak risks can be buried, she says. 

Education can falter
for off-peak staff

One potential cause of danger in off-peak hours 
is that those staff may not receive the same 

level of education on important issues from the 
employer, says Ruth Ragusa, RN, vice president 
of organizational effectiveness at South Nassau 
Communities Hospital in Oceanside, NY. As with 
most everything else in the hospital, staff education 
focuses mostly on the peak hours, and the off-peak 
staff often must go out of their way to participate, 
meaning they sometimes slip through the cracks. 

Although there may be many reasons that off-
peak hours are more dangerous, none of those 
situations can be tolerated, Ragusa says. Solutions 
must be found, so the quality of care is consistent 
no matter what day of the week.

Risk can’t be tolerated 

“We can’t tolerate greater risk at night. We 
have to make a commitment to say that is not 

“We look at the number of patients, hours, and 
staff; but we aggregate that over a month, so that 
it is reported as a monthly figure,” she says. “Once 
you aggregate like that, you can no longer see if 
nights and weekends are a special problem.”

That compilation also affects how nurses are 
staffed on different shifts, Hamilton explains. She 
says nurses have told her that even when they have 
the ability to call in more nurses for a particular 
shift with high acuity, the nurse manager is then 
compelled to make up for that higher number by 
decreasing staffing on another shift, so that the 
monthly numbers average out correctly.

“Even over a day, the averaging can be decep-
tive,” she says. “When your average for the 
24-hour period seems good, you may not realize 
that the numbers were higher during the day and 
much lower at night.”

The averaging and aggregation often are done to 
“reduce the noise” in the data, the random ups and 
downs that have no significance when you’re look-
ing for the bigger picture, Hamilton says. But those 
ups and downs may not be random at all and could 
reveal the problems during off-peak hours.

“Reducing the noise reduces the information we 
can get out of this data,” she says.  ■
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Wrong phone numbers
threaten patient safety

Sometimes, it is the simplest thing that can 
trip you up and create a liability risk, not to 

mention a huge hassle for your staff. The phone 
numbers provided by patients often turn out to 
be invalid, which means they cannot be contacted 
later when important test results or diagnoses must 
be conveyed.

Wrong phone numbers create problems more 
often than you might imagine. One report found 
that of 1,136 patients studied, only 42% could 
be contacted through the numbers they provided 
at admission.1 Of the patients unreachable after 
three attempts, 16.1% had given wrong num-
bers, 11.7% had disconnected lines, and 13.7% 
had three consecutive “no answers.” Females and 
patients with nonurgent complaints were signifi-
cantly more likely to be contacted.

Being unable to reach patients can create dif-
ficult situations when the information is crucial. 
Providers sometimes must send registered letters or 
even have the police try to track down the person.

Wrong phone numbers are a growing problem 
for health care providers, says Patrick Hurd, JD, 
senior counsel and leader of the healthcare indus-
try group with the law firm of LeClair Ryan in 
Norfolk, VA. One might think that it would be 
easier to reach people now that so many patients 
have cell phones and multiple numbers, but in fact, 
the increased use of technology seems to make 
matters worse, he says. 

For instance, patients sometimes use pre-paid 
disposable cell phones that become inoperable 
after a time, and many people are discontinu-
ing the use of land-line telephones, he says. Some 
patients also intentionally provide wrong phone 
numbers in an effort to avoid payment, or because 
they have other motives for not revealing their 
true identification and contact information. Illegal 
immigrants may be afraid to provide valid contact 
information for fear that it could reveal their sta-
tus. (See page 78 for tips on avoiding wrong num-
ber problems.)

Creates liability risk

An inability to reach the patient can create sig-
nificant liability issues for the provider, Hurd says. 
Lawsuits can result if the patient sustains harm 
because the provider did not convey important 
information, and then the question will be whether 
the provider did enough to try to make contact. If 
important test results come back, and the patient 
cannot be reached by telephone, the provider is 
still obligated to try to contact the patient by other 
means, Hurd says. That may mean by sending the 

EXECUTIVE SUMMARY 
Invalid phone numbers provided by patients can 

slow down the notification of test results, diagnoses, 

and other important information. The inability to 

contact patients promptly creates a liability risk and 
sometimes requires extraordinary measures.

intentionally.
-

sures to contact the patient.

much effort the provider must take to contact the 

patient.

acceptable,” she says. “If your family member 
is here at 8 p.m., you don’t want them to be at 
greater risk because they didn’t come at 8 a.m. 
Even if there are challenges for us as caregivers 
in the off-peak hours, we have to find a way to 
overcome them.”

Ragusa’s organization has made it a priority 
to ensure that off-peak staff have access to the 
same inservices and other educational opportu-
nities as peak period staff. South Nassau also 
has encouraged off-peak staff to contact superi-
ors any time.

“It is essential to have a policy that makes the 
staff feel empowered to escalate anything they 
feel uncomfortable with,” she says. “We have 
an escalation policy that says if you’re not com-
fortable with the answer, if you have concerns, 
you keep going up the ladder until you feel your 
concerns have been addressed. That might mean 
calling your supervisor or calling the chairman 
of the department.”

SOURCES
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patient a letter, sending a patient liaison to the 
person’s home, or in the most serious cases, even 
asking the police to find the patient.

However, Hurd cautions that there is a limit to 
how much the provider is obligated to do.

“You have to make reasonable efforts on the 
intake side to get accurate information, so that you 
can avoid these problems in the first place,” he 
says. “And if you do get a bad phone number or 
other information, you have to do what is reason-
able to contact that person. You’re not obligated 
to go to extreme measures in every case.”

The response is determined by how vital the infor-
mation is to the patient’s health, Hurd says. If the 
information indicates that the patient needs immediate 
treatment, the provider must go further after finding 
out that the phone number is incorrect, he says. 

“Most of the time this happens in the emergency 
room,” he says. “Sometimes the person leaves 
against medical advice or elopes, and the information 
you have is vital to that person’s safety. Or, in other 
cases, it could be a public health issue, in which case 
you need to go the extra mile.”

In the most serious cases, the provider can call 
the police to ask for a “safety check,” in which the 
police will go to the address provided by the patient 
and notify him or her that the provider is trying to 
make contact and has important information. The 
same visit can be performed by a patient representa-
tive from the provider or a paramedic, also.

Doctors also a problem

A related problem involves physicians who 
give wrong numbers to the provider. Outdated 
call schedules, and confusion relating to the 
best number to call a physician during a given 
time of day, can delay the contact, notes 
Terry Edwards, the president and CEO of 
PerfectServe, a company in Knoxville, TN, that 
provides technology to help providers contact 
physicians more efficiently and documents con-
tact between hospitals, physicians, and clinicians 
to reduce liability risks.

The volume of calls to physicians means 
that wrong numbers can have a serious effect 
on patient safety, Edwards says. Data from his 
company’s clients indicate that a 300-bed hospi-
tal will make about 180,000 calls or other com-
munication to physicians every year, or about 
500 a day. The communications would not be so 
difficult if the nurse were simply able to call the 
doctor at the same number all the time, but in 

reality, the staff must keep track of a hodgepodge 
of numbers, time schedules, and other variables 
that affect who and how they should call.

“You’ll have doctors who want you to call their 
cell phone at certain hours, but not on certain hours 
on certain days, and they want you to call their 
home number sometimes, and other times they 
don’t want you to call them at all but to call their 
physician’s assistant instead,” he says. “And then 
someone wants you to page him instead of calling, 
because his cell service isn’t so good. There’s no 
consistency, and every doctor can do it however he 
wants. This is a lot for the staff to keep up with, 
and it leads to communication problems.”

If the call is directed to the wrong number at 
the wrong time, the physician may not receive the 
call, or a response will be delayed. Even when the 
phone numbers are accurate, the staff can have dif-
ficulty with reaching physicians in a timely man-
ner. Throw a couple of wrong numbers into the 
mix — outdated phone numbers, a digit entered in 
error — and the whole system collapses. 

Pages also are a problem. One recent study 
found that pages sent to physicians often were 
misdirected.2 Researchers studied Sunnybrook 
Health Sciences Centre (SHSC) and the Toronto 
General Hospital (TGH), tertiary care academic 
teaching hospitals affiliated with the University 
of Toronto, Ontario. Physicians and nurses there 
can send numeric or text pages at their hospi-
tals and rely on paper monthly call schedules to 
determine which physician to page. During the 
two-month study period, 1,409 of 10,190 pages 
were sent to the wrong physician, a 14% error 
rate. The wrong pages were typically sent during 
the postcall period, during evenings, and during 
scheduled academic half days.

The researchers found that 15% of the wrong 
pages were emergency pages that warranted 
immediate attention, and 32% were urgent 
pages that warranted a response within the hour. 
Extrapolating the study figures to an entire 
year’s worth of pages, the researchers concluded 
that there are more than 4,300 incorrect pages 
per year at each hospital, including about 2,000 
pages requiring an emergency or urgent response.

REFERENCES

1. Boudreaux ED, Ary RD, St. John B, et al. Telephone 
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registration? J Emerg Med 2000; 18(4):409-415.
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Tips for avoiding
wrong phone numbers

Avoiding the wrong phone number problem 
begins during the intake process, says Patrick 

Hurd, JD, senior counsel and leader of the health-
care industry group with the law firm of LeClair 
Ryan in Norfolk, VA. Any effort spent up front 
will be better than spending far more time later 
trying to track someone down, and he suggests 
thinking outside the box.

Hurd suggests these tips for avoiding liability 
risks from bad phone numbers and other contact 
information:

Educate the patient about the importance 
of the information. Rather than just asking for a 
phone number, point out that this is the way the 
provider will contact the patient with important 
information. Stress that it is very important that 
the phone number be current and accurate. Most 
people assume that the information is sought for 
billing purposes, so be sure to explain how it is 
vital for patient safety.

Pay special attention to patients whose native 
language is not English. Make sure to provide an 
interpreter or written information that makes clear 
to them the purpose of asking for contact informa-
tion and why they should provide it accurately.

Document your efforts to obtain correct 
information. This may include having the patient 
sign a statement acknowledging the accuracy of 
the information and the potential consequences of 
providing false contact data. 

Consider putting some responsibility on the 
patient. Rather than calling the patient with test 
results, consider having the patient call after a 
designated period to obtain the results. Provide 
specific instructions regarding who and when to 

call, explaining the importance of the test results. 
If the patient never calls, the provider still may be 
obligated to follow up, but the initial burden is on 
the patient; and a failure to call further insulates 
the provider if the information is not conveyed.

When a patient calls for test results or other 
reasons, note the caller ID. If it is different from the 
phone number on record, note the additional number 
in the patient’s file when documenting the phone call.

Obtain additional information that may facili-
tate contact. Ask the patient for information such 
as the employer, which could be used later to track 
down the patient. Ask when was the last time the 
patient saw a doctor and which doctor. Ask about 
e-mail addresses, and even social networking usage 
such as Twitter and Facebook. In a crisis, these 
could be avenues for reaching the person, and even 
indigent patients sometimes use social networking 
sites through free computer access at libraries.

Ask for more than one emergency contact. 
Getting more than one increases the chances that one 
will be valid.

Test the phone number. When the patient 
provides a contact phone number, some provid-
ers test it immediately during the intake process. 
If the number doesn’t ring the person’s cell phone 
or reach a home telephone, the problem can be 
addressed immediately. Be sure to document that 
you tested the phone number, even if does ring to 
the person’s cell phone or home. The documenta-
tion shows that, at least at that moment, the phone 
number was confirmed and linked to that person.

Keep them around if you’re suspicious. If there 
is reason to suspect that the person is giving false 
information or will be difficult to reach, and if you 
are testing for something serious such as a commu-
nicable disease, find a reason to keep the person 
in the facility long enough to get the results back. 
That won’t be possible when the results take days 
to come back, but it is an option when waiting for 
a few hours.  ■

TJC counsel underscores
privacy commitment

The Joint Commission (TJC) is underscoring 
its commitment to keep accreditation records 

confidential and its willingness to resist prosecu-
tors’ requests as far as the law will allow.

2. Wong BM, Quan S, Cheung CM, et al. Frequency and clini-
cal importance of pages sent to the wrong physician. Arch 

Intern Med 2009; 169:1,072-1,073.
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Hal Bressler, JD, general counsel to TJC in 
Oakbrook Terrace, IL, tells Healthcare Risk 
Management that the accreditation process and 
quality improvement efforts depend on providers 
sharing sensitive information with TJC, and that 
the group realizes confidentiality is paramount to 
that exchange.

“We take this extremely seriously in terms of 
maintaining the confidentiality of accreditation 
information,” Bressler says. “We have taken it 
extremely seriously from the beginning. In the 
1980s, we accepted a contempt citation and 
took the question of confidentiality of these 
documents up to the Illinois Supreme Court. 
We have an Illinois Supreme Court decision 
from 1985 that says our documents are privi-
leged under the Illinois Medical Studies Act 
and not subject to production.”

Recent concerns about records

TJC’s ability to keep prying eyes out of accredi-
tation records was questioned after a recent court 
case in Kansas. The Headache & Pain Center in 
Leawood, KS, is under investigation for alleged fed-
eral offenses, and a federal prosecutor was able to 
access the organization’s TJC accreditation records, 
explains Robert Guenthner, JD, a partner with the 
law firm of Sonnenschein Nath & Rosenthal in 
Chicago, who has studied the case. TJC resisted the 
prosecutor’s request, on the basis that Illinois law 
prohibited the release of the information.

The prosecutor then obtained a court order 
from a federal court, and TJC complied. Some 
sensitive information, such as patient names and 
all communication related to sentinel events, was 
redacted. The order also included strict limits on 
the dissemination of the information, Guenthner 
says. (For more information and analysis on 
that case and TJC privacy, see Healthcare Risk 
Management, May 2010, pp. 52-55.)

Federal law can supersede the Illinois peer 
review statute that TJC relies on to refuse records 
requests, but even then TJC requires a federal 
court order, not just a subpoena, Bressler says.

TJC’s legal position is that the federal court is 
supposed to balance the federal need for the docu-
ments against the obligation to recognize the state 
privilege if it can, Bressler says. The federal court 
isn’t supposed to just say that there is no federal 
peer review protection but rather to balance the 
competing needs.

That is why the position of the TJC is that the 
subpoena alone is not good enough, that the federal 
court must enter an order for the TJC to produce 
the documents, along with redaction, return of the 
documents, and other requirements, Bressler says. 

“Everything we do in this regard is because we 
realize candid communication is critical to our 
mission of improving care and improving patient 
safety,” Bressler says. “We don’t do that to help 
anyone win a lawsuit. We’re neutral in litigation, 
but we are not neutral on maintaining the confi-
dentiality of our materials and communications.”

Records don’t yield much

In fact, Bressler points out that TJC still will not 
confirm or deny that the Headache & Pain center 
was involved in the recent Kansas dispute over 
releasing records.

“The documents that were made public do not 
include the name of the organization in question, 
and we take this so seriously that I won’t confirm 
or deny who that subpoena was issued under,” he 
says. 

Even in the few cases in which investigators 
were successful in obtaining TJC records, Bressler 
says prosecutors have not found much informa-
tion useful to them. The most sensitive documents, 
such as the official accreditation report and TJC 
findings, take the form of confidential communica-
tion between TJC and the provider, he explains.

“That means that if the prosecutor is truly inter-
ested in obtaining those items, there are two places 
where it can be found: The Joint Commission and 
the organization,” he says. “That’s one reason we 
get so few of these requests.”

SOURCES
For more information on the Joint Commission’s commit-
ment to confidentiality, contact:

Hal Bressler, JD, General Counsel, The Joint Commission, 
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Procedures, technology 
can prevent retained items

Retained items in surgery are a constant risk in 
the OR, and there still is no perfect solution. 

The best strategy is to combine more than one pre-
vention method and tailor the effort to the particu-
lar type of surgery, experts say. 

Despite designation as a never event, retained 
items are estimated to occur in one of every 1,000 
to 1,500 abdominal surgical procedures, according 
to AORN, the Denver organization representing 
OR nurses. The costs to remove a retained foreign 
body can run up to $50,000 per case, making it a 
substantial liability risk simply for the additional 
costs of surgery, not to mention the medical mal-
practice risk.1 Though there have been sensational 
cases in which large objects, such as a 13-inch 
retractor, were left in patients’ abdomens, the most 
common items left behind include sponges and 
towels, instruments and sharps, and device frag-
ments, including pieces of wire or tubes. 

The liability for such an error can be extensive. 
According to AORN, “The ‘captain of the ship’ 
doctrine is no longer assumed to be true, and 
members of the entire surgical team can be held 
liable in litigation for retained foreign bodies.”2

AORN is about to release its “Recommended 
Practices for Prevention of Retained Surgical 
Items,” which has generated significant com-
ment from members about its multidisciplinary 
approach to preventing retained surgical items and 
the introduction of adjunct count technologies, 
according to a statement from Ramona Conner, 
RN, MSN, CNOR, manager of standards and rec-
ommended practices.

The new recommended practices include mul-

tidisciplinary interventions and activities for the 
perioperative RN circulator, the scrub person, the 
radiologist, the surgeon first assistant, the surgeon, 
and the anesthesia care provider, she says. The 
previous version was last revised in November 
2005. (See page 80 for more information on the 
effectiveness of counts.)

AORN’s inclusion of counting technologies 
acknowledges that more is needed than just a 
simple count by a nurse, says Michele Dye, senior 
clinical programs coordinator with ClearCount 
Medical Solutions, a company based in Pittsburgh 
that makes radio frequency identification (RFID)-
enabled surgical sponges to prevent retention of 
objects. ClearCount’s technology provides both 
counting and detection for items, which require 
the use of RFID sponges that can be detected by a 
wand passed over it. 

If a sponge is missing, the surgeon can use the 
wand to determine where it is, whether it is in the 
patient or lost in the folds of a sheet, Dye says. If it 
is still not found, the circulating nurse can use the 
wand to look for the sponge in the soiled linen or 
trash.

“This is different from X-rays, which are only 
used to determine if the sponge was left in the 
patient,” Dye says. “Nine times out of ten, the 
sponge somehow got tossed out in the trash or the 
soiled linen. If the X-ray doesn’t show the sponge 
in the patient, you’re still not 100% sure it’s not 
there, unless you actually find the sponge.”

Counting technologies are needed simply 
because humans are imperfect even under the best 
circumstances, and the risk of an error greatly 
increases with the pressure of an emergency sur-
gery or a long and difficult procedure, Dye says. 

“It’s not a matter of whether nurses can count. 
We know they can count,” she says. “But in the 
real world, people get distracted by the needs of 
the surgeon, the needs of the patient, and errors 
slip through.”

Avoid ‘last stitch’ delay

Risk managers should be aware that opera-
tive teams sometimes use a tricky maneuver to 
avoid reporting missing surgical items, says Bruce 
Boissonnault, president and CEO of the Niagara 
Health Quality Coalition in Williamsville, NY. 
Boissonnault’s group studies quality of care at 
hospitals across the country and promotes patient 
safety.

The surgeon often will delay the last stitch, so 
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that the patient is not officially closed and the pro-
cedure completed while the rest of the team com-
pletes the count, Boissonnault says. Once the team 
is satisfied that the count is correct, the last stitch 
is completed. That is normal and harmless, he says.

But sometimes when there is a miscount, mean-
ing a discrepancy between the number of items 
that went in the patient and the number that came 
out, the last stitch is delayed for a considerable 
period until the missing item can be found with 
X-ray or other means, Boissonnault explains. If the 
missing item is eventually found, the last stitch is 
completed, and the team does not have to report a 
retained item, he say. 

Even if everything turns out fine for the patient, 
that practice is disingenuous, because it makes mis-
counts seem less common than they actually are, 
he says. That denies the risk manager and other 
administrators of data on what is essentially a near 
miss, he says. 

“Delaying the last stitch in a patient’s surgery so 
surgeons don’t have to report one of these events 
is not uncommon,” he says. “However, when that 
requires a delay in getting a patient to recovery, it 
means that something has gone wrong, even if the 
surgical team determines there was a miscount and 
the patient has no retained foreign body. The act 
of delaying the final close is an event in itself that 
hospital staffs should see in the same way they view 
other near-miss events like medication error near-
miss events or wrong-site surgery near events.”

Boissonnault also encourages risk managers to 
think of retained items as a medical error, not a 
separate class of problem. 

“Retained items are a medical error, plain and 
simple, and we do ourselves harm by trying to talk 
about them as if they are somehow different than 
other medical errors,” he says. “We have to report 
them as you would any other error, and that means 
reporting the near misses. Those occasions when 
the patient was not harmed can be the best learning 
opportunities.”
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Counts are good, but
not enough, study finds

Counts are an essential tool for reducing the 
number of retained items in surgery, but they 

should be augmented with other strategies, accord-
ing to one recent study.1

Counting surgical items, such as sponges and 
towels before and after their use to check for dis-
crepancies, is the most widely used method for 
preventing retained items, but it is not perfect. 
People can still make errors in counting, particu-
larly when there are distractions, interruptions, a 
need to hurry, or other pressures in the OR. To 
study the effectiveness of counting, as well as any 
effect on cost, researchers at Columbia University 
in New York City looked at all coronary artery 
bypass grafting (CABG) procedures conducted 
between 2000 and 2004. The total cost for CABG 
was obtained from the hospital financial database, 
and the additional cost related to count discrepan-
cies, including the extra OR time and the addi-
tional cost of imaging, was calculated. 

The researchers found that 1,062 count dis-
crepancies were reported in 153,263 surgical 
procedures (0.69%) performed between 2000 and 
2004. The rate of retained items was one in 7,000 
surgeries or one in 70 discrepancy cases. Final 
count discrepancies identified 77% and prevented 
54% of retained items with a sensitivity of 77.2% 
and a specificity of 99.2%; however, the positive 
predictive value was only 1.6%. Count discrep-
ancies increased with surgery duration, late time 
procedures, and the number of nursing teams. The 
incremental OR cost for CABG because of a count 
discrepancy was $932.

The Columbia University researchers concluded 
that counting plays an essential role in preventing 
retained foreign bodies. The study was the first to 
quantify the diagnostic accuracy of counting. The 
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COMING IN FUTURE MONTHS

Better patient safety
means fewer claims

It may seem intuitive, and risk managers certainly 
hoped it was true, but a new study showing a 

direct correlation between improved patient safety 
and a reduction in malpractice claims is still wel-
come news.

The RAND corporation, a nonprofit research 
organization based in Santa Monica, CA, recently 
studied patient safety in California hospitals from 
2001 to 2005 and found that a decrease in pre-
ventable patient injuries was associated with a 
corresponding drop in malpractice claims against 
physicians.

Researchers studied both medical malpractice 
claims and adverse events such as post-surgical 
infections across California counties and found 
that changes in the frequency of adverse events 
were strongly correlated with corresponding 
changes in the volume of medical malpractice 
claims, says Michael Greenberg, Ph.D., research 
director at the RAND Center for Corporate Ethics 
and Governance and the study’s lead author.

“These findings suggest that putting a greater 
focus on improving safety performance in health 
care settings could benefit medical providers as 
well as patients,” Greenberg says.

The RAND study is the first to demonstrate a 
link between improving performance on 20 well-
established indicators of medical safety outcomes 
and lower medical malpractice claims.

Greenberg notes that California is a particularly 
important state for examining the safety-malprac-
tice relationship because of its size and diversity. 
The state also adopted statutory reforms 35 years 
ago to discourage malpractice lawsuits, so any 

recently observed changes in the volume of mal-
practice litigation in California are unlikely to be 
attributable to the impact of tort reform. 

Greenberg and his colleagues analyzed informa-
tion for approximately 365,000 adverse safety 
events, such as post-surgical problems and hos-
pital-acquired infections, and for approximately 
27,000 malpractice claims, all of which occurred 
during 2001-2005. The researchers found consid-
erable variation among California’s counties, in 
both the frequency of adverse events and of mal-
practice claims.

More important, the study found a significant 
connection between the annual frequency of 
adverse events in each county, and the number of 
malpractice claims made. 

SOURCE

For more information on patient safety and malpractice 
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Michael Greenberg, Ph.D., Research Director, RAND 
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authors determined that counts are effective — but 
not sufficient on their own — to prevent retained 
items; therefore, other strategies should also be 
used, such as mandatory X-rays during long or 
emergency procedures.
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EDITORIAL ADVISORY BOARD CNE QUESTIONS

Nurses participate in this continuing education program 

by reading the issue, using the provided references for 

further research, and studying the questions at the end of 

the issue. Participants should select what they believe to be 

the correct answers, then refer to the list of correct answers 

to test their knowledge. To clarify confusion surrounding 

any questions answered incorrectly, please consult the 

source material. After completing this semester’s activity 

with the December issue, you must complete the evalu-

ation form provided and return it in the reply envelope 

provided in that issue in order to receive a certificate of 

completion. When your evaluation is received, a certificate 

will be mailed to you.

1. According to Patti Hamilton, PhD, RN, graduate 

Friday, represent how much of the time hospital nurses 
actually work?
A. 36%
B. 12%

D. 83%

2. What does Patti Hamilton, PhD, RN, graduate studies 

about the use of averaging an aggregating of data with 
regard to studying off-peak hours?
A. They are the best means for detecting off-peak hours 
problems.
B. They have no effect on studying on off-peak hours 
problems.
C. They can disguise valuable data and should be 
avoided.

exceptionally large.

3. In the study by Boudreaux, et al., what percentage of 
patients could be contacted through the numbers they 
provided at admission?
A. 86%
B. 63%
C. 42%
D. 16%

4. According to the study of surgical counts from 
Columbia University in New York, how useful are 
surgical counts?
A. Counts are an essential tool for reducing the number 
of retained items in surgery, but they should be 
augmented with other strategies.
B. Counts are not effective at all and should be 
discontinued.
C. Counts are extremely effective and are sufficient on 
their own.
D. Counts are effective only when performed by three 
separate people.

ANSWERS: 1. A; 2. C; 3. C; 4. A. 
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News: A young woman presented to the emer-
gency department (ED) of a hospital after being 
shot in the head with an air pellet rifle. Almost 
half an hour passed between the time the woman 
was seen by the ED nurse and the time the nurse 
informed the ED physician of the woman’s con-
dition. The ED physician saw the woman and 
ordered an X-ray, which revealed a bullet in the 
woman’s brain. About four hours passed between 
the time of the woman’s arrival in the ED and 
the woman’s transfer to a second hospital with 
neurosurgery capabilities. In the meantime, a CT 
Scan was ordered. Shortly after the CT Scan, the 
woman was transferred to another facility, where 
she underwent emergency surgery, but did not 
wake up and has remained in a persistent vegeta-
tive state since. The jury awarded $12 million in 
California.

Background: A 22-year-old female honors stu-
dent studying to be a police officer presented at the 
ED of a local hospital after being shot in the head 
with an air pellet rifle. The woman’s cousin drove 
her to the hospital and provided the ED registra-
tion desk with information regarding the injury. 
The woman arrived at the ED at 7:40 p.m. The 
triage nurse saw the woman around 7:45 p.m. and 
noted that she was alert and awake with a wound 
to the area around her right temple. Due to the ED 
being at full capacity, the woman was placed on a 
chair next to the triage desk, so she could be moni-
tored. At 8:20 p.m., the ED physician ordered a 

skull X-ray. The X-ray was taken around 8:45 
p.m. and showed a bullet in the woman’s brain. 
The X-ray technician noted that the woman 
seemed lethargic and notified the ED doctor. The 
ED physician requested the staff to begin calling 
other area hospitals with neurosurgeons to see if 
any of them might accept the transfer. 

The ED physician then proceeded to ask ques-
tions of the woman’s cousin. Due to the cousin’s 
suspicious responses, the local sheriff’s department 
was called. Once a bed opened up in the ED, the 
woman was moved and assessed for cognitive 
function. The physician noted that the woman was 
somewhat dazed but able to follow commands 
with normal pupil response. Upon examination, 
the physician also noted a 7 mm puncture wound 
with swelling on the right side of the woman’s 
head above her eye. Around 9:15 p.m., the phy-
sician ordered a CT scan of the woman’s brain. 
The CT technician was not readily available in the 
hospital and, pursuant to hospital policy, had one 
hour to arrive. No information was provided to 
the CT technician that the patient was in critical 
condition. Because of a possible delay in trans-
fer, the physician decided to intubate the woman 
around 9:35 p.m. after administering two different 
drugs to sedate her. He also administered another 
drug to help reduce the swelling. The woman was 
then placed on a ventilator.

The CT technician arrived around 10:15 p.m. 
and completed the scan by 11 p.m. An air ambu-
lance was called at 10:41 p.m.; the patient left the 
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ED at 11:50 p.m. and arrived at a new hospital 
around midnight. The ED physician at the second 
hospital examined the patient and wrote a note at 
12:10 p.m., indicating that the woman’s left pupil 
was pinpoint and the right pupil was 3 mm and 
fixed. Another CT scan was ordered and com-
pleted. A consulting neurosurgeon saw the patient 
at 12:50 a.m. and noted that the woman’s right 
pupil was fixed and dilated.

Surgery began on the patient at 1:41 a.m. A 
bleeding cortical blood vessel at the site of the 
entry wound was found along with severe swell-
ing of the brain, causing a herniation into the 
mid-brain. The physician stopped the bleeding and 
removed part of the skull to relieve pressure, but 
the patient failed to wake up and continues to be 
in a vegetative state. The woman has resided in a 
skilled nursing facility since late 2007 and is fed 
through a gastrostomy. She is unable to work and 
has a life expectancy of 12 years.

A lawsuit was filed on behalf of the woman 
against the first, transferring hospital. The plaintiff 
alleged that there was a discrepancy in the time 
of arrival at the ED and that the patient actually 
arrived 40 minutes earlier than is documented. 
Attempts were made to obtain the ED surveil-
lance video, but the footage had been erased. The 
ED nurse’s notation indicated that the woman’s 
injuries were “urgent” as opposed to “emergent.” 
Plaintiff’s counsel argued that the ED staff should 
have immediately notified the on-call physician 
regarding the woman’s condition. The defense 
countered by claiming that “gunshot victims do 
not walk into an ER.” A “late entry” nurse’s note 
was entered stating that the ED nurse notified 
the ED physician about the woman at 8:05 p.m. 
However, this did not explain why the X-ray was 
not ordered until 8:20 p.m.

All of the parties agreed that once the ED physi-
cian determined that transfer was necessary, imme-
diate communication with the necessary parties 
should have commenced to effectuate the transfer. 
The time of 10:15 was noted for a call regarding 
the transfer, but no further information regarding 
the content of that call was entered into the record. 
Standard practice required the hospital to contact 
the local transfer center before initiating a transfer. 
The ED physician recalled discussing the woman 
with the second hospital but could not recall who 
he spoke with or at what time. The charge nurse in 
the ED testified that she believed a CT scan should 
have been done before the transfer.

The treating neurosurgeon testified that the 

injury was minimal, but that, over time, bleeding 
caused increased pressure in the brain, which dam-
aged deeper structures in the brain. The plaintiff’s 
expert neurosurgeon testified that had the woman 
gotten to surgery by 11:30 p.m., she would have 
survived the injury with the ability to feed and 
care for her self, but that she would not have been 
employable due to the brain injury.

The defense countered that the medical record, 
the only hard evidence on the subject, showed that 
the patient arrived at the ED at 7:40 p.m. and that 
classification of her injury as “urgent” was well 
within appropriate standards. The defense relied 
on the notion that transfers generally take time, 
in some instances up to several hours, and that all 
necessary steps were taken to expediently arrange 
for the transfer. The hospital argued that the 
charge nurse did not have the authority to delay 
the transfer in order to obtain a CT scan and, 
therefore, did not do so. The defense’s neurosur-
geon testified that the surgery done at the second 
hospital simply saved her life and did not improve 
her condition and that her condition could not 
and would not have improved, even if the woman 
had been transferred sooner. The ED physician 
was dismissed from the case on summary judg-
ment, and the defense argued that such a dismissal 
effectively precluded the plaintiff from pursuing 
the hospital as a defendant. With respect to the 
destroyed surveillance tapes, the defense argued 
that there was no deliberate intent to evade the 
plaintiff’s request for the tapes. Rather, counsel for 
the defense did not receive the search warrant for 
the tapes until after the tapes had been erased, or 
more than 30 days after the incident.

The parties participated in mediation pre-trial, 
but the amounts were not agreed to by the defense. 
The jury found that the hospital defendant was 
fully liable and awarded the plaintiff $372,740 
past-care costs; $10,645,230 future-care costs; and 
$1 million in economic damages. The jury’s vote 
was 11 to 1 on negligence and 11 to 1 on dam-
ages. The defense has plans to appeal the verdict.

What this case means to you:

As stated above: “the ED nurse’s notation indi-
cated that the woman’s injuries were “urgent” as 
opposed to “emergent.” Plaintiff’s counsel argued 
that the ED staff should have immediately noti-
fied the on-call physician regarding the woman’s 
condition. The defense’s retort that “gunshot 
victims do not walk into an ER” represents a seri-
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ous error in judgment. This may well be the initial 
sentinel event that led to a cascade of delays that 
caused irreparable harm. Likewise, according to 
Patricia S. Calhoun, JD, RN, Buchanan Ingersoll 
& Rooney PC in Tampa, “[t]he nurses decision 
to make the patient ‘urgent’ instead of ‘emergent’ 
demonstrates why it can be helpful for certain 
diagnoses to be treated according to accepted 
protocols in the ER.” For instance, if all gunshot 
wounds were treated the same way (i.e., stabilize, 
then X-ray affected area when stable), this patient 
still could have been left sitting near the desk, but 
would have gotten the skull X-ray much sooner.

While the time of arrival was a controversial 
issue in the ensuing case, it is merely an item that 
would have established an extended delay that cer-
tainly adversely influenced the outcome. The fact 
that treatment was delayed — based on the triage 
nurse’s assessment that the case was urgent rather 
than emergent — carries more weight, as it set the 
patient on a course that was adversely neglectful 
of standardized ED responses.

Gunshot wounds are by nature emergent. The 
unseen damage done by a projectile fired into a 
bodily cavity is far more than just an entry/and/or 
exit wound. The nurse was provided with infor-
mation regarding the nature of the injury and how 
the mishap occurred. This was not an injury with 
a single bullet, but rather the result of an air gun 
loaded with pellets. There may have been a single 
entry wound, but most likely no exit wounds, as 
the “bullet” actually released multiple small pel-
lets that dispersed within the woman’s brain as 
opposed to passing straight through.

Consideration of the type of weapon and the 
expected trajectory of the bullet, as well as the type 
of explosive it actually was, is essential to an accu-
rate evaluation of the situation. Had that nurse been 
trained in a basic understanding of firearms from 
the various types of injury that they can impart, she 
would have made an entirely different call.

Basically, this was primarily a closed head 
injury, which had been caused by a gunshot 
wound; and in that regard it warrants the same 
response as a brain hemorrhage caused by a fall or 
an auto accident. While many gunshot victims do 
not walk into the emergency room, there are many 
instances when they do. A gunshot wound to 
the leg that misses major vessels can be no worse 
than a bad laceration. The bullet passes in, and 
it exits or becomes lodged in deep tissue or bone. 
It has done its damage in a relatively confined 
space. Treatment, while “urgent,” is not necessar-

ily emergent, as the wound at that juncture is not 
“life threatening.”

Had the woman been transported by EMS via 
the 911 emergency network, she may have been 
diverted immediately, as gunshot wounds — and 
particularly head injuries — are generally taken 
directly to the highest point of care. Frequently, 
the only reason such an injury would be brought 
to a secondary receiving facility is for “life flight” 
transfer. Because of this common practice, the ED 
staff may have been less familiar with the serious 
emergent nature of the woman’s injuries, particu-
larly her traumatic brain injury.

The fact that there were no neurosurgeons read-
ily available to the staff, and that the advanced 
radiology capabilities were limited to on-call 
personnel, suggests that this hospital should have 
immediately arranged transfer of this patient uti-
lizing a “transfer agreement.” Such an agreement 
should have been in place, thereby allowing imme-
diate transfer of such potentially serious cases to 
the closest available hospital with a fully equipped 
hospital with a fully qualified trauma team.

Transfer agreements bypass the need for the 
first facility to seek out a receiving facility, as 
the agreement establishes the level of care that is 
always available. Transfer agreements are gener-
ally put in place between communities and larger 
trauma-oriented facilities to handle catastrophic 
cases and those traumatic accidents that require 
a highly specialized — and frequently costly — 
response that is well beyond the scope of a small 
community hospital. The transfer agreement is 
effectively a means to bypass the community net-
work and its lack of capability in order to expedi-
ently get a patient to where he or she needs to be 
as quickly as possible.

All head injuries are considered emergent. 
Swelling and hemorrhage into the brain are 
life-threatening, based on the mere fact that the 
integrity of the brain is essential for all bodily 
functions. Initially, the woman may have been cog-
nitively appropriate, but as the damaged brain tis-
sue responded to the trauma with ensuing edema 
and the probability of intracranial bleeding, there 
would have been obvious neurological changes. 
From the narrative, there were indications upon 
exam that she did indeed have a closed head 
injury. The fact that there were signs of traumatic 
response at the point of entry wound would draw 
the conclusion that the projectile has caused sig-
nificant damage as it exploded within her brain. 

The X-ray was positive for a foreign body, 
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which was the bullet casing. This in itself should have 
initiated an immediate transfer to a hospital that 
was equipped to handle immediate brain surgery, 
as that was the likely outcome for this patient. Had 
a neurosurgeon been readily available, the resultant 
edema and clots that had formed as a result of the 
injury, together with the resultant increased intracra-
nial pressure, could have been relieved with better 
chances for a less adverse outcome.

There are federal laws that regulate the provi-
sion of emergency services. Likewise, accreditation 
bodies, such as The Joint Commission, the Centers 
for Medicare & Medicaid (CMS), and state licens-
ing boards address these necessary — but signifi-
cantly high-risk — services. It is mandatory that 
smaller and/or community hospitals outside the 
traditional higher tertiary teaching hospital affili-
ated with medical schools and big city medical cen-
ters have a “transfer agreement” in place to assure 
that the appropriate level of care is readily avail-
able and serious delays in continuity of services 
are avoided. Calhoun suggests that facilities review 
their policies regarding transfers and how transfers 
are documented. If necessary, Calhoun adds, facili-
ties could consider initiating protocols or standing 
orders for certain identified diagnoses in the ED.

From the narrative, it appears that the triage 
nurse saw this patient as “standard issue,” a walk-
in who was not displaying any obvious signs of 
distress and who did not pose a significant risk 
for “waiting.” Urgent care is precisely what small-
town hospitals provide to medical cases and minor 
trauma. They are not staffed nor equipped to 
handle the life-threatening injuries that are the sub-
stance of an academic trauma unit.

Calhoun also believes that “this case demon-
strates the importance of supporting documenta-
tion.” For example, there are several instances 
where care was delayed — and the record does 
not provide a good explanation. Why didn’t the 
hospital call the transfer center until 10:15? From 
the summary, it appears that the ED physician held 
this patient because he wanted to get a CT exam, 
but the real answer might be that the hospital was 
unable to find another facility to accept the patient 
before that time. However, if the efforts to arrange 
the transfer are not documented, most juries would 
be skeptical of that argument. A record of the 
efforts to arrange the transfer could be very helpful 
to demonstrate that the hospital was doing every-
thing that it could. On the other hand, a record 
that demonstrates ineffective efforts would be 
equally damaging.

Had this hospital properly trained its ED staff in 
trauma assessment and triage, this patient would 
have been routed directly to the receiving hospital 
with alldue haste, and all the care she received would 
have been timely and emergently delivered. 
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Florida regs to  
counter “pill mills”

A Florida woman was awarded $36 million 
by a jury in May after a pain management 

physician allegedly botched a steroid injection 
damaging the woman’s spinal cord. Following a 
car accident, the woman sought treatment from 
the physician. To treat the woman, the physician 
penetrated her spinal cord with an epidural and 
injected an anesthetic and a steroid. 

The woman’s spinal cord sustained tissue dam-
age, and she became partially paralyzed. Once the 
woman arrived at the hospital, doctors discovered 
that the steroids had destroyed tissue in her spinal 
cord. The physician was not present at the trial 
as he is in the midst of serving a 12-year prison 
sentence after pleading guilty to four counts of 
illegally distributing oxycodone. His state medical 
license has been revoked.  

In early June, Florida Gov. Charlie Crist signed 
legislation affecting the operation of pain clinics 
in Florida, which will become effective in October 
2010. 

Specifically, the new law requires every clinic 
to register, be inspected annually, and name a 
doctor with a clean record as the clinic’s director. 
The state will have the ability to revoke a clinic’s 
registration and close it without prior notice for 
violations. Owners and doctors can be charged 
with third-degree felonies and fined up to $5,000 
per day of violations. Among other measures, clin-
ics will be limited to selling a cash-paying patient 
only three days of pills at a time, and the state will 
set a maximum number of prescriptions that can 
be issued in a day. The regs represent a first step 
in a battle against an increase in prescription drug 
overdoses and the ongoing illegal operation of 
“pill mills.”  ■



Dear Healthcare Risk Management Subscriber:

This issue of your newsletter marks the start of a new continuing nursing education (CNE)
semester and provides us with an opportunity to review the procedures. 

Healthcare Risk Management, sponsored by AHC Media LLC, provides you with evi-
dence-based information and best practices that help your staff make informed decisions
concerning treatment options and administrative practices. Our intent is the same as yours
— the best possible patient care.  

The objectives of Healthcare Risk Management are to:
■ describe the legal, clinical, financial and managerial issues pertinent to risk management 
■ explain the impact of risk management issues on patients, physicians, nurses, legal

counsel and management
■ identify solutions to risk management problems in health care for hospital personnel to

use in overcoming the challenges they encounter in daily practice.

Each issue of your newsletter contains questions relating to the information provided in that
issue. After reading the issue, answer the questions at the end of the issue to the best of your
ability. You then can compare your answers against the correct answers provided in an answer
key in the newsletter. If any of your answers were incorrect, please refer back to the source
material to clarify any misunderstanding. 

At the end of each semester, you will receive an evaluation form to complete and return in
an envelope we will provide. Please make sure you sign the attestation verifying that you
have completed the activity as designed. Once we have received your completed evaluation
form, we will mail you a letter of credit. This activity is valid 24 months from the date of
publication. The target audience for this activity is health care risk managers and other
professionals.

If you have any questions about the process, please call us at (800) 688-2421 or outside the
United States at (404) 262-5476. You also can fax us at (800) 284-3291 or outside the United
States at (404) 262-5560. You also can e-mail us at: customerservice@ahcmedia.com.

On behalf of AHC Media, we thank you for your trust and look forward to a continuing
education partnership.

Sincerely,

Valerie Loner
Director, Continuing Education
AHC Media LLC


