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Prank in surgery puts hospital, 
staff on wrong end of lawsuit
Patient says he woke with his nails painted, words written on him

A Texas hospital, its parent company, two surgical nurses, a nurse anes-
thetist, and a surgical tech are facing a lawsuit charging them with 
assault and intentional infliction of emotional distress after what the 

plaintiff says was a prank played on him while he was anesthetized for surgery. 
An appeals court recently ruled that the defendants should stand trial.

The lawsuit was filed by Chauncey Drewery, previously a surgical tech 
at Metroplex Adventist Hospital in Killeen, TX, who underwent a tonsillec-
tomy at the same facility where he worked. In his lawsuit, he claims that upon 
emerging from general anesthesia, he discovered that co-workers Barbara 
Wiedebusch, RN, and Kristien Williams, RN, had painted his fingernails and 
toenails pink.

In addition, Drewery claims, they also wrote “Barb was here” and “Kris was 
here” on the soles of his feet. The co-workers also taped up Drewery’s thumb 
to mock his private and embarrassing habit of sucking it, he says. The lawsuit 
alleges that the two nurses continued to harass Drewery after he returned to 
work by falsely telling people that he was gay. The harassment was so signifi-
cant that Drewery resigned from his job, the lawsuit claims.

Drewery sued Wiedebusch and Williams for assault and intentional infliction 
of emotional distress, and he also accused surgical tech Betty Thorp, RN, and 
anesthesia provider Warren Voegele, CRNA, of aiding and abetting the prank 
by failing to intervene. The lawsuit also names the hospital and its parent com-
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reporting adverse events   .  106 “HRM Salary Survey” available in print, electronically

This year you have multiple options for filling out the 
annual “Healthcare Risk Management Salary Survey.” You 
may go online to http://www.surveymonkey.com/s/hrm-
salarysurvey, or if you have a smartphone, you may scan 
the QR code and complete the survey on your phone. A 
print version of the salary also is enclosed in this issue 
that may be mailed in. 
Look for salary survey coverage in an upcoming issue of 
“Healthcare Risk Management.”
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pany, Adventist Health System, and claims they did 
not act when Drewery reported the prank and other 
harassment, thereby fostering a hostile work environ-
ment.

Soon after the lawsuit was filed in April 2009, 
the defendants requested that the case be dismissed 
because it lacked the medical expert reports necessary 
for healthcare liability claims to proceed. A county 
trial court granted this request, but a state appeals 
court recently reversed that decision and sent the case 
back to the trial court. (See the state appeals court 

ruling at http://bit.ly/nLpW1A. See the story on p. 99 
for excerpts from the ruling.)

The appeals court ruled that the case is not a 
healthcare liability claim and therefore does not 
require the filing of experts’ reports. The court noted 
that the alleged prank was “extreme and outrageous, 
in that all Defendants were in positions that required 
them to provide medical care and treatment” to 
a patient who “was under general anesthesia and 
muscular paralysis and was physically incapable of 
defending himself against this assault committed by 
the very professionals charged with protecting him 
from these horrific actions.” 

A spokesman for Metroplex Adventist Hospital, 
Desirae Franco, says hospital leaders declined 
Healthcare Risk Management’s request for com-
ment. The attorney for Drewery, the plaintiff, did not 
return calls seeking comment.

Legal observers say the defendants are in deep 
trouble. And disturbingly, they say, the abuse alleged 
in this case isn’t just a wild aberration: This kind of 
prank could be happening in your own hospital’s 
surgery suites. 

Surgery pranks not uncommon

The case speaks to two legal issues: hospital risk 
management and employment law, says Alex J. 
Keoskey, JD, a partner specializing in healthcare liti-
gation with the law firm of  DeCotiis, FitzPatrick & 
Cole in Teaneck, NJ.

“That sounds like a serious breakdown in disci-
pline at several levels,” Keoskey says. “First, there 
would be a real lack of leadership in their particular 
department’s supervisory staff, failure of education 
and enforcement with regard to the bylaws and/
or department rules. I do know that those types of 

EXECUTIVE SUMMARy: 
A hospital and several members of a surgical team 
are facing legal action and possibly other discipline 
after a patient claimed they played a prank on him 
while he was anesthetized for surgery. The patient 
was an employee of the hospital and claims the 
prank was part of ongoing harassment that eventu-
ally led him to resign.
• The employee has sued for assault and intentional 
infliction of emotional distress.
• A Texas appeals court has ruled that the defendants 
should face trial.
• Such pranks are not uncommon but signal serious 
problem with the hospital’s culture, one legal expert 
says. 
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pranks are not uncommon.”
Keoskey suggests that, if the allegations are true, 

the hospital must have a serious problem with its 
culture. Even if the surgery prank was not intended 
as harassment, but rather just harmless horseplay 
among colleagues, supervisors and hospital leaders 
should have instilled a culture in which that prank 
would not be tolerated, he says. (See the story on p. 
100 for more on how common such pranks are.)

The case is “disturbing” and suggests a failure of 
policies and procedures at every level, says Susan H. 
Patton, JD, counsel with the law firm of Butzel Long 
in Ann Arbor, MI. “If these allegations are true, this 
is a failure of the hospital to create a culture of com-
pliance and to address bullying and other destruc-
tive behavior,” Patton says. “There is a lot to dislike 
about this case.”

The lawsuit could result in significant liability, 
Keoskey says. In another work environment, a jury 
might not be sympathetic to what seems a harm-
less practical joke among co-workers. But a jury is 
likely to see the situation differently when a patient 
is anesthetized, helpless, and dependent on medical 
professionals for not only his safety but his dignity, 
he says. (See the story on p. 100 for more on possible 
disciplinary action by the Texas nursing board.) The 
appeals court determined that the alleged surgery 
prank was assault and battery, Patton says. 

An employee who stands by while others perform 
a prank in surgery might be in just as much trouble, 
Patton says. Such staff members might have owed 
the patient a duty of due care and it might be alleged 
that they breached this duty by failing to act to stop 
the actions of the others.

Charges of negligence for the omission of an act 
required by law are common against healthcare pro-
viders, Patton notes. Negligence might be defined 
as harm done as a result of neglecting duties, proce-
dures, precautions, or otherwise failing to act as a 
reasonable person would have acted in a similar situ-
ation, she says. Examples of negligent failure to exer-
cise due care might include failing to follow standard 
protocols and procedures, such as not stopping or 
reporting inappropriate conduct or contact; failing to 
prevent injury to patients or other employees; or fail-
ing to maintain patient privacy and confidentiality. 

The hospital’s actions, or lack of action, after the 
surgery prank and claims of harassment might be 
what ultimately leads to the greatest liability, sug-
gests Brian Inamine, JD, a shareholder with the law 
firm of LeClairRyan in Los Angeles. The surgery 
prank was “dumb” but did not leave lasting damage 
to the plaintiff, Inamine says, whereas the ongoing 
harassment and management’s alleged failure to 

intervene could result in a significant payout. “Any 
one of the claims he makes in the lawsuit could be 
the basis for a hostile work environment claim,” he 
says. “There can be actionable workplace harass-
ment here, no doubt. I see plenty of actionable claims 
here.”

All of the attorneys consulted by Healthcare Risk 
Management expressed wonder that the hospital 
had not yet settled the case. The hospital might have 
attempted to settle, of course, but Patton says it 
should have been willing to pay even a large sum to 
make the case go away.

“It strikes me as amazing that the hospital let this 
go as far as it did without settling,” Patton says. 
“I would think they would want to just get it off 
the radar because it is such a horrible fact situation 
and such a developed fact situation. I can’t imagine 
the damage this is doing to them in terms of public 
perception among people who have a choice about 
where to have surgery.”
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Court: Prank ‘extreme,
outrageous, horrific’

The state appeals court hearing the lawsuit 
brought by Chauncey Drewery against his 

former employer and former coworkers Barbara 
Wiedebusch, RN, and Kristien Williams, RN, was 
appalled by the alleged prank played on him during 
surgery. These are some excerpts from the ruling 
by the Texas Court of Appeals, Third District, at 
Austin, TX: 

“In addition to the assault claim, Drewery alleged 
causes of action against Wiedebusch and Williams 
for intentional infliction of emotional distress, 
claiming that the incident and its aftermath cre-
ated a hostile work environment that caused him 
severe emotional distress. He asserted that when he 
returned to work after the surgery, the individual 
defendants continued to tease him and make jokes 
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about his sexuality, telling other hospital employees 
that he is gay, even though he is not, and that they 
had painted him to look ‘like a little girl.’”

“Regarding the taping of his thumb, Drewery 
argued that the significance of this act was to call 
attention to his ‘very private, but embarrassing 
habit’ of sucking his thumb, which Wiedebusch was 
aware of and had exploited in an attempt to humili-
ate him.”

“He alleged that he experienced nausea and loss 
of sleep and appetite as a result of feeling that he 
had been violated by his coworkers and from not 
knowing what else might have been done to him 
while he was under anesthesia.”

“According to his pleadings, Drewery suffered 
further emotional distress after administrative 
personnel at the Hospital ignored his complaints 
regarding the assault, failed to acknowledge any 
wrongdoing, and failed to punish the perpetrators.”

“Drewery brought the same causes of action 
for assault and intentional infliction of emotional 
distress against Betty Thorp, a surgical technician, 
and Warren Voegele, a nurse anesthetist, claiming 
that both of them had been present in the operat-
ing room before and during his surgery, yet neither 
of them had intervened to stop the assault; in fact, 
Drewery alleged, Thorp and Voegele had aided and 
encouraged Wiedebusch and Williams by joking and 
laughing. Drewery also brought these claims against 
the Hospital under the doctrine of respondeat supe-
rior, arguing that the individual defendants had been 
acting in the course and scope of their employment.” 

“The actions described above, which were 
directed towards Plaintiff, were intentional. 
Defendants’ conduct involved an extreme degree 
of risk considering the probability and magnitude 
of potential harm to Plaintiff and all Defendants 
proceeded with conscious indifference to the rights, 
safety and welfare of Plaintiff despite all Defendants’ 
actual, subjective awareness of the risk involved.”

“The acts of all the Defendants described above 
were extreme and outrageous, in that all Defendants 
were in positions that required them to provide 
medical care and treatment to Plaintiff. Plaintiff was 
under general anesthesia and muscular paralysis 
and was physically incapable of defending himself 
against this assault committed by the very profes-
sionals charged with protecting him from these hor-
rific actions.”

“The defendants are mistaken in relying on the 
sole fact that they were ‘acting’ as health care pro-
viders at the time the alleged assault occurred,” 
which would require expert testimony. “The fact 
that the actions were taken by a physician or health 

care provider does not necessarily mean that the suit 
is about a patient’s treatment, lack of treatment, or 
other departure from accepted standards of health 
care. Otherwise, every claim based on the conduct of 
a physician or health care provider in a health-care 
setting would be subject to the expert-report require-
ment.” (See the state appeals court ruling at http://
bit.ly/nLpW1A.)  

Discipline is likely
from nursing board

In addition to any monetary payout from the 
defendants in the surgery prank case involving 

Metroplex Adventist Hospital in Killeen, TX, the 
individual defendants also might find their careers 
in jeopardy, says Alex J. Keoskey, JD, a partner spe-
cializing in healthcare litigation with the law firm of  
DeCotiis, FitzPatrick & Cole in Teaneck, NJ.

“All of these nurses are individually regulated 
by the Texas Board of Nursing, so they may have 
violated rules and regulations there that will make 
them individually susceptible to discipline by that 
board,” he says. “The hospital may have a prob-
lem from a regulatory standpoint with the Texas 
Department of State Health Services.”

Keoskey says that if the allegations are true and 
two staff members stood by and did not interfere 
with two nurses playing a joke on an anesthetized 
patient, that inaction signals a serious problem 
within the hospital. Other staff members, such as 
those in post-op recovery, must have seen the prank 
but did not report it either, he says.

“I just can’t believe this is an isolated incident at 
this hospital,” he says. “The plaintiff also claims 
that his reports of harassment and a hostile work 
environment went unanswered by hospital leader-
ship, and I find that amazing. That is inexcusable. 
If that person did complain and those complaints 
were ignored, that is a serious transgression. And 
I’m talking about any supervisor who heard the 
complaint and certainly the risk manager.”  

OR is no place
to get casual

Healthcare attorneys tell Healthcare Risk 
Management that they are privy to some things 

that might shock a risk manager, such as what really 
happens in the OR.
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Surgical pranks and horseplay in surgery are sur-
prisingly common, says Alex J. Keoskey, JD, a part-
ner specializing in healthcare litigation with the law 
firm of DeCotiis, FitzPatrick & Cole, Teaneck, NJ. 
He bases that statement on what he has seen from 
lawsuits in which a too-casual OR atmosphere was 
revealed during the litigation of malpractice cases. 

The pranks, or staff becoming too familiar with 
one another and acting unprofessionally, are a result 
of the same stress that can lead to outbursts and 
abuse by physicians, Keoskey says. “It’s not  uncom-
mon, and I think most nurses who work in surgery 
will tell you this. you do see these practical jokes 
quite a bit,” Keoskey says. 

The risk manager and other hospital leaders 
often don’t know about the problem because surgi-
cal teams will straighten up and act appropriately 
if supervisors are present, he says. Risk managers 
should instill a culture in which all staff member 
understand that, though camaraderie is encouraged, 
there must be a bright line beyond which all behavior 
is strictly professional.

“Lawyers joke with each other all the time, but we 
don’t do it in the courtroom because we have great 
reverence for that particular place and we know 
that it demeans the entire profession when we joke 
around in an area that is at the core of what we do,” 
Keoskey says. “The surgical suite should be the same 
way. Joke around in the locker room or the break 
room all you want, but that has to stop when you 
walk in the OR and you’re responsible for a human 
being lying on the table.”

Risk managers should establish a zero tolerance 
policy for practical jokes in the workplace, with a 
special emphasis on the OR and any other patient 
care, Keoskey says.

“Rules like that don’t just need to be on paper, 
they need to be enforced,” he says. “People need to 
sign off on them and agree that they will not only not 
engage in this type of behavior but will report others 
who do.”  

Nocturnists help avoid 
night, weekend danger
Trend grows among hospitals

When you finally pack up on Friday afternoon 
and go home for the weekend, what is hap-

pening at your hospital? Unfortunately, the risk of 
death and adverse events goes up dramatically.

That’s the conclusion from research showing 

increased risk on nights and weekends, and that 
risk is prompting some hospitals to hire “noct-
urnists,” experienced physicians who understand 
the challenges of care during off hours and work 
during those times to improve patient safety and 
outcomes. Nocturnists are a subspecialty of hospi-
talists.

In one study, people admitted to the hospital 
on the weekend were 10% more likely to die than 
those who checked in during the week.1 The study 
was based on an analysis of nearly 30 million peo-
ple admitted to hospitals in 35 states over a five-
year period. It was not the first study to uncover 
a “weekend effect,” in which patients are likely to 
fare worse during the weekends, and other work 
has shown a similar effect for night-time admis-
sions during the week.2,3 

The risk might have been exacerbated by 
changes in graduate medical education work 
rules in recent years that have resulted in a reduc-
tion in the number of hours medical trainees can 
work, says Carol A. Burkhart, RN, MS, ARNP, 
CPHRM, CHC, senior vice president with Marsh/
Clinical Healthcare Consulting in Chicago. In 
some facilities, those changes resulted in shorter 
shifts and more frequent handoffs of patients, she 
says.

Many medical issues are handled as crises 
as night or on weekends , as opposed to how 
they might be handled more prospectively at 
other times, says William Hanson, MD, profes-
sor of anesthesia and critical care and the chief 
medical information officer at the University of 
Pennsylvania School of Medicine in Philadelphia. 
He also is author of the new book, “Smart 
Medicine: How the Changing Role of Doctors Will 
Revolutionize Health Care” (Palgrave Macmillan, 
2011). 

“There is a tendency among nursing staff at 
night to handle things on their own so as not to 

EXECUTIVE SUMMARy: 
Research shows that patients are more likely to die or 
suffer adverse events on nights and weekends. Some 
hospitals are moving toward the use of nocturnists, 
who are experienced physicians who work during 
the off hours to counter the risks.
• One study shows patients admitted on weekends 
were 10% more likely to die.
• Nocturnists are a subspecialty of hospitalists.
• Seek nocturnists who are dedicated to the field 
rather than just those willing to work nights and 
weekends.
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wake somebody up, and in worst cases, people 
tend to neglect things,” Hanson says. “If the noc-
turnist is an active player, on their feet, rounding 
and responding, that’s going to change things.”

Some research has suggested that organizational 
and staffing issues could explain the increased risk 
on weekends, Burkhart says. The research noted 
factors such as decreased physician-to-patient 
ratios, unavailability of board-certified intensivists, 
physician fatigue, and difficulty obtaining complex 
diagnostic tests, she says. The risk is higher for 
some patients, such as those experiencing cardiac 
arrest on nights and weekends, she says. 

More hospitals are turning to nocturnists, 
Burkhart says.  “The difference between a noc-
turnist and a resident or a doctor who is tasked 
with covering during the night is that these are 
experienced physicians,” Burkhart says. “They 
also are acclimated to working the night shift, and 
that is a huge plus for safety. These are physicians 
who are dedicated to this particular type of medi-
cine and not the unlucky doctor who got assigned 
to night duty this week.”

Nocturnists were rare only a decade ago, num-
bering perhaps 100 in the country, she says. Now 
the best estimate is that there are about 1,500 
nocturnists working in the United States, Burkhart 
says. 

“That is a significant increase in just 10 years, 
and it’s even more significant when you look at 
who’s hiring them,” she says. “It’s the heavy hit-
ters: Johns Hopkins, Cleveland Clinic, the provid-
ers who are respected and on the leading edge of 
medicine.”

Burkhart notes, however, that improved patient 
safety and outcomes come not just from having 
dedicated physicians working off hours but also 
by improving communications and patient assess-
ments. 

“It can be a whole compendium of how work is 
organized and accomplished at night,” she says.
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Seek nocturnists
dedicated to the job

To address the problem of increased risk to 
patient safety in off hours in your own facility, 

risk managers should first assess the risk. Study 
the off-hours calls to the rapid response team, 
cardiac arrest outcomes, sentinel events, and other 
incidents relative to safety and outcomes, says 
Carol A. Burkhart, RN, MS, ARNP, CPHRM, 
CHC, senior vice president with Marsh/Clinical 
Healthcare Consulting in Chicago.

your own data should indicate how strongly 
the facility or health system needs the assistance of 
nocturnists, she says.

When seeking physicians to fill those roles, 
Burkhart advises seeking those who are hospital-
ists and dedicated to the subspecialty of nocturnal 
medicine. Also look for good communication 
skills, because that skill is one of the most influen-
tial factors. Peer references should be strong, and 
the nocturnist should understand the job duties 
clearly, she says. Medical staff should be onboard 
and understand why you are bringing these spe-
cialists on staff.

The physician who serves as nocturnist should 
be able to dedicate substantial time to the role, 
says William Hanson, MD, professor of anesthesia 
and critical care and the chief medical information 
officer at the University of Pennsylvania School 
of Medicine in Philadelphia. That dedication 
means scheduling a week or two at a time, if not 
every week, rather than just a night or two here 
and there. To improve safety and outcomes, the 
nocturnist must be prepared to work off-hours on 
a regular basis, and that schedule usually means 
finding someone whose family life and personal 
disposition can match that schedule.

The nocturnist must be committed to provid-
ing the highest standard of care on hours, Hanson 
says. Ideally, the nocturnist will be just as com-
mitted to the actions that improve safety and 
outcomes, such as discharge planning, as the best 
physician working more typical hours.

“The key is to get someone who sees this as 
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their work, the importance of being up and about 
at these hours and how that can benefit patients,” 
Hanson says. “There are a group of people who 
are happy to paid as placeholders, but they aren’t 
necessarily interested in being up and actively 
engaging in care during the night. Don’t settle for 
having a warm body there during the night.”  

‘Huddles,’ timeouts 
improve ED safety

Communication among caregivers is always 
important, but never more so than in the 

emergency department. A collaboration among 
hospitals across the country and a leading mal-
practice insurer has produced several simple but 
effective ways to improve communication.

The goal of the collaboration was to find ways 
to improve patient safety and outcomes in the 
ED, says Dana Siegal, RN, CPHRM, director of 
patient safety services with CRICO Strategies, the 
patient safety and medical malpractice company 
in Cambridge, MA, owned by and serving the 
Harvard medical community. 

According to medical malpractice data from 
Crico’s database, emergency medicine is among 
the top five areas with the highest malpractice 
claims, and diagnostic failure is the number one 
cause of medical liability in this area, she says. The 
effort revealed that communications problems and 
information gaps between physicians and nurses 
were a primary driver of diagnostic failure in the 
ED, Siegal says.

“One of the greatest vulnerabilities that has 
developed in the medical world is that the two 
most critical providers of care, the physician and 
the nurse, have — in part because of production 
pressure and hugely because of technology — 
begun to work in parallel tracks in caring for a 
single patient,” Siegal says. “We discovered that 
in the course of care physicians and nurses can go 
entire shifts without speaking to each other.”

This lack of communication is an unintended 
consequence of the growing use of electronic medi-
cal records and other technology, Siegal says. 

Missed or delayed diagnoses in the ED are the 
leading cause of malpractice liability in emergency 
medicine, Siegal notes. In 2010, Crico and RMF 
Strategies, the consulting arm of Crico, convened 
the Emergency Medicine Leadership Council 
(EMLC) to address this challenge. Applying com-
parative malpractice data and their own experi-

EXECUTIVE SUMMARy: 
Hospitals across the country have developed new 
strategies for improving patient safety and outcomes 
in the emergency department. Most of the strategies 
are simple, such as nurse and doctor “huddles” to 
discuss the patient face-to-face.
• The strategies arose from a collaborative effort 
organized by Crico Strategies. 
• The changes seek to improve communication.
• Most of the strategies can be implemented at little 
or no cost.

ence and expertise, the EMLC participants, who 
were representatives from the Harvard-affiliated 
hospitals and RMF Strategies client organizations, 
worked to identify the underlying factors that con-
tribute to missed or delayed diagnoses and patient 
adverse events in the ED.

Siegal notes that while diagnosis-related mis-
steps are often attributed to cognitive error on the 
part of the physician, the group identified commu-
nication problems and information gaps as present 
in many of the malpractice cases. The EMLC dis-
covered that some element of missing information 
and/or gaps in communication among physicians 
and nurses were involved in nearly 80% of the 
cases studied. Specifically, physicians often were 
missing essential pieces of information at the time 
of decision making, which led to misdiagnosis. (See 
the story on p. 104 for the strategies developed.)

“We’ve seen it clearly in the cases we studied,” 
Siegal says. “Nurses had information that clearly 
physicians did not seem to include in the equation. 
Or physicians were drawing assumptions that, had 
they seen all the information, they could possibly 
have drawn.”

A decline in the patient’s status also can be over-
looked because of a reliance on technology, Siegal 
says. Vital signs often are recorded automatically 
by machines that document the signs to the medi-
cal record, she notes, but is anyone actually look-
ing at the trend? If the signs are automatically 
recorded, does the doctor ever have a chance to 
ask the nurse what might have caused the change 
in vital signs?

“No one is saying that this technology is bad 
or doesn’t offer tremendous benefits, but we are 
realizing that it can discourage some of the face-
to-face conversations that are so crucial to good 
patient care,” she says. “Our participants devel-
oped strategies to get people talking again, to have 
people stop, look each other in the eye for minute 
and say, ‘Did you see that her blood pressure is 
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up? Should we be concerned that his saturation 
level is down?’”

SOURCE/RESOURCE
Dana Siegal, RN, CPHRM, Director, Patient Safety Services, 
Crico Strategies, Cambridge, MA. Telephone: (617) 679-
1354. E-mail: dsiegal@rmf.harvard.edu.

Crico’s full report on the collaboration can be found online 
at http://tinyurl.com/43nw3fl.  

Strategies boost
ED communication

Provider participants in the collaboration orga-
nized by Crico Strategies concluded that opti-

mal physician-nurse communication at critical 
junctures in ED care are key to reducing diagnosis-
related errors. They listed these key areas of infor-
mation and/or vulnerabilities affecting information 
exchange that most often contribute to diagnostic 
errors in the ED:

• the availability of prior historical information 
from the medical record or referring physician; 

• changes in patient status and/or unresolved 
abnormal vital signs;

• the timeliness of laboratory or radiology data; 
• communication from the consulting physician; 
handoffs; 
• barriers to effective communication between 

the nurse and physician caring for the patient.
The participating hospitals determined that 

structured communication events, which provide 
specific prompts or events during the patient’s 
ED visit, facilitate the communications of criti-
cal issues and information. These are some of the 
strategies they developed:

• Physician-nurse huddle. This conversation 
takes place at a defined moment in the patient’s 
care to review key information or at regularly 
scheduled intervals during the shift. (See the story 
at right for more on physician-nurse huddles.)

• Triggers. The triage or primary nurse, or an 
ED assistant, is the first to know of an abnormal 
vital sign or change in the patient’s status. A trig-
ger system sets specific physiologic parameters 
that trigger an alert to the nurse and physician to 
respond to an unstable patient. Examples include 
marked tachycardia/bradycardia, hypotension, 
increased/decreased respiratory rate, hypoxia, or a 
nursing concern. (See the story below for more on 
the use of triggers.)

• Discharge timeout. Children’s Hospital in 
Boston implemented a coordinated discharge pro-
cess that includes a review of all patient informa-
tion by the physician and nurse prior to discharge, 
sharing that idea with the other participating 
hospitals. Preliminary data demonstrate that many 
near misses have been identified and remedied 
before discharge of the patient.

• Reconciliation of abnormal vital signs. A 
frequent theme in medical malpractice cases is 
the discharge of a patient from the ED with per-
sistently abnormal vital signs. One of the most 
important pieces of information to relay to the 
physician at the time of discharge is a persistently 
abnormal vital sign, such as tachycardia despite 
intravenous fluid therapy. That vital sign might 
be the only indication of a patient at risk for an 
adverse event upon discharge.

• Operational and organizational change. 
Processes can be standardized as much as possible 
to eliminate errors, and unnecessary work that 
does not add value to patient care is eliminated.

• Staff development and education. Participating 
hospitals recommended simulation of critical 
incidents followed by debriefing and reflection. 
Simulation is of particular value in emergency 
medicine because the makeup of provider teams 
is rarely the same due to variable schedules, they 
said.  

Simple strategies
can be used in the ED

Emergency departments (EDs) can improve 
communication and patient care with simple 

strategies, says Gregory Cuculino, MD, an emer-
gency physician at Taylor Hospital in Philadelphia.

Taylor Hospital uses physician-patient huddles, 
during which key elements of the patient’s course 
are reviewed and any potential questions clari-
fied. This communication is particularly important 
at the time of disposition of the patient, as the 
decision to admit or discharge often depends on 
clinical details of which the physician making that 
decision might not be aware, he says.

“The huddles help us get back to the kind of 
medicine we practiced years ago, when you actu-
ally had a few minutes to talk to each other,” 
Cuculino says. “We do huddles at different points 
in the patient’s care, including discharge huddles 
where the nurse can be the patient’s advocate and 
tell us the patient still has a fever or doesn’t have 
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prescription medicine coverage. They can tell us 
these things then instead of me sending the patient 
home and then saying, ‘Oops, wish I’d known that 
before I discharged him.’”

Implementing a trigger alert system at Beth 
Israel Deaconess Medical Center in Boston cut 
the time to initial physician contact and the mean 
time to the first therapeutic intervention by half, 
Cuculino says. 

Dana Siegal, RN, CPHRM, director of patient 
safety services with CRICO Strategies, which 
organized the recent collaborative effort to devise 
ED strategies, says one participant institution is 
implementing a huddle at the time of the admis-
sion, using the mnemonic STOP: Significant 
issues, Therapies, Oxygen and last vital signs, and 
Pending issues. This communication is designed to 
identify any pending issues that could be missed as 
the patient transitions from the ED to the inpatient 
wards, she says.

Others have included a structured update 
between the charge nurse and the attending physi-
cian at key points in the shift to review the depart-
ment as a whole and to identify any potential 
issues that might have arisen during the shift, 
Siegal says. “Many leaders from EDs with robust 
electronic patient tracking and charting systems 
noted that much of the MD-RN communication 
occurs electronically and emphasized the need to 
supplement electronic information with structured 
times for closed-loop verbal communication,” she 
says.

Triggers can improve patient care

A vital sign trigger program is in use by ED cli-
nicians at Beth Israel Deaconess Medical Center in 
Boston to more effectively assess the patients com-
ing to the ED and triage them, says Carrie Tibbles, 
MD, an emergency physician and associate direc-
tor of graduate medical education at Beth Israel, 
who co-chaired the ED strategy effort. It was 
developed by Clinical Operations Director Leon 
Sanchez, MD.

“The triggers program takes some of the subjec-
tive guesswork out and tells us that if a person has 
these vital signs, they need to be seen by a physi-
cian right away,” she explains. “We have parame-
ters for heart rate, respiratory rate, blood pressure, 
low oxygen saturation, marked nursing concern, 
and altered mental status.”

The ED staff try to leave a couple of exam 
rooms in the more acute care area open for trig-
ger cases, and a care team is summoned with the 

announcement “Trigger to Room 1,” for example. 
“Instead of waiting to bring the patient back and 
then going to find a physician, by triggering the 
patient, the physician, nurse, tech and resident can 
meet in the room to quickly assess the patient,” 
Tibbles says. “We’ve found that the time of the 
physician to bedside, the time to first intervention 
and the time to the intensive care unit are all faster 
if you use this system.”

SOURCES
Gregory Cuculino, MD, Chairman of the Department of 
Emergency Medicine, Taylor Hospital, Telephone number: 
(610) 595-6458. 
Carrie Tibbles, MD, Associate Director of graduate 
Medical Education, Beth israel Deaconess Medical Center, 
Boston. Telephone: (781) 439-8300. E-mail: ctibbles@
bidmc.harvard.edu.  

Aon study: Liability costs
for long term care rise
4% annual increase in average claim size 

A 4% annual increase in the average claim size 
is responsible for the growth of long-term care 

liability costs, according to  Aon Risk Solutions’ 
“2011 Long Term Care General Liability and 
Professional Liability Actuarial Analysis.” The 
study was released recently by Aon Corp. in 
partnership with the American Health Care 
Association. 

The yearly analysis measures the severity and 
frequency of liability claims, tracks the loss rate 
(liability cost) as a percentage of the Medicaid per 
diem reimbursement rate, and calculates the over-
all loss rate per occupied long-term care bed in the 
United States to help gauge the level of risk facing 
long-term care providers, explains Aon Global 
Risk Consulting’s associate director and actuary 
Christian Coleianne, FCAS, MAAA, who coau-
thored the study.

About 17,000 individual non-zero claims from 
long-term care facilities were aggregated by Aon 
Risk Solutions’ actuarial and analytics practice to 
perform this analysis. The claims experience spans 
2003 through 2010. The facilities operate about 
260,000 long-term care beds, consisting primarily 
of skilled nursing facility beds, but also including 
a number of independent living and assisted living 
beds. Participants represent about 14% of the beds 
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in the United States.
Nationwide, the severity of liability claims 

increased steadily from $125,000 in 2005 to 
$153,000 in 2010. In 2011, claims severity is 
projected to reach $159,000. In addition, the aver-
age annual loss rate per bed, which has hovered 
about $1,400 for the past five years, is projected 
to be $1,430 in 2011. Likewise, since 2005, the 
loss cost as a percentage of the Medicaid per diem 
reimbursement rate has been near its 2010 level of 
2.22%.

While claim severity has grown, liability claims 
frequency has decreased from 1.07% in 2003 to 
0.91% in 2010. Claims frequency is projected to 
drop slightly to 0.90% in 2011, which means less 
than one liability claim will arise for every 110 
residents in a long-term care facility. (See the story 
at right for more results from the study.)

The increase in the size of claims outweighs the 
decrease in claim incidence. The resulting growth 
in liability costs is important for long-term care 
providers, who also must contend with uncertain 
Medicaid funding and cuts in Medicare reim-
bursement, which took effect in October 2010. 
Providers need to explore ways to control the 
growth of liability costs to preserve an already 
threatened funding base, Coleianne says. 

“Limiting non-economic damage awards alone 
may not be enough to control liability costs. 
California caps non-economic damage awards at 
$250,000, yet liability costs in the state remain 
among the highest in our study, largely due to 
provisions in California’s Elder and Dependent 
Adult Civil Protection Act that run counter 
to the longstanding MICRA [Medical Injury 
Compensation Reform Act] caps on non-economic 
damages,” Coleianne says. “Tort reform laws 
have been circumvented in West Virginia as well, 
where liability costs are the highest in our study. 
Texas-style tort reform, where constitutional 
amendments have protected a hard cap on dam-
ages since 2003, stands in sharp contrast to both 

California and West Virginia.”
Since Texas implemented tort reform, loss 

rates have been among the lowest in the database, 
which underscores the point that tort reform is 
supported by constitutional protections is highly 
effective in controlling liability costs, Coleianne 
says. 

 
SOURCE/RESOURCE
Christian Coleianne, FCAS, MAAA, Associate Director 
and Actuary, Aon global Risk Consulting, Columbia, MD. 
Telephone: (410) 309-0741. E-mail: Christian.coleianne@
aon.com.

A free full copy of the Aon report can be downloaded at 
http://tinyurl.com/3crdval.  

West Virginia highest 
in LTC claims frequency
5 states stand out in report

These are some more findings from the  Aon 
Risk Solutions’ “2011 Long Term Care 

General Liability and Professional Liability 
Actuarial Analysis”:

West Virginia has the highest frequency of 
claims and loss rate per occupied long term care 
bed in the study. The state also has the second 
highest projected severity and loss rate as a per-
cent of the Medicaid per diem reimbursement 
rate.

Claims frequency is expected to be 1.29% 
in 2011 and the loss rate per occupied long-
term care bed in West Virginia is $3,900, which 
is more than three times what it was in 2003 
($1,100). West Virginia has the second highest 
projected severity at $302,000. The loss rate as a 
percent of the Medicaid per diem reimbursement 
rate is at 5.34%, which is the second highest in 
the study.

Kentucky’s loss rate has increased over the 
past 10 years and has been more than $3,000 per 
occupied bed in four of the past five years. The 
projected loss rate in 2011 is $3,230, the second 
highest of the profiled states. The projected 2011 
frequency of 1.15% is second highest of the pro-
filed states. The projected severity is $281,000. 
The loss rate as a percentage of the Medicaid 
per diem reimbursement rate is 5.82%, placing 
Kentucky highest among the profiled states.

Tennessee’s claim severity is projected to be 

EXECUTIVE SUMMARy: 
Average claim size is driving up the growth of long-term 
care costs, even though claims frequency is trending 
down. Tort reform in some states has shown positive ef-
fects.
• California, Kentucky, Tennessee, and West Virginia face 
the highest costs.
• The severity of liability claims increased steadily from 
$125,000 in 2005 to $153,000 in 2010. 
• Limiting non-economic damage awards alone might 
not be enough to control liability costs.
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COMING IN FUTURE MONTHS

$312,000 in 2011, which is the highest in the 
study, while claims frequency is expected to be at 
0.84%, the fifth highest among profiled states in 
the study. The loss rate dropped from a high of 
$3,370 in 2003 and is projected to be $2,620 for 
2011, the third highest loss rate of the states pro-
filed in the study. Tennessee’s loss rate as a per-
cent of the Medicaid per diem reimbursement rate 
also has dropped from a high of 8.46% in 2003 
to 4.83% in 2010. Despite dropping by nearly 
half, this rate stands out as the third highest of 
the profiled states.

California has a projected loss rate per occu-
pied long-term care bed of $2,020 in 2011, which 
is the fourth highest loss rate in the study. Claim 
frequency has been stable since 2008, and the 
projected 2011 severity is $192,000. The loss rate 
as a percentage of the Medicaid per diem reim-
bursement rate has been less than 4% since 2005.

Texas had the second highest loss rate in the 
study in 2003, the year its tort reforms were 
enacted. Texas now maintains the lowest pro-
jected loss rate in the nation at $330. In addition, 
Texas has the lowest 2011 forecasted severity 
at $73,000 and the second lowest frequency of 
claims at 0.45%. The Medicaid per diem for 
Texas is 0.70%.  

National network 
for adverse drug events

A new online network has been launched to 
collect and distribute information about 

adverse drug events in the United States. The new 
service, called RxEvent, is available to all U.S. 
prescribers via integration into electronic health 
record (EHR) platforms and other online ser-
vices, including directly at www.RxEvent.org.

Roughly half a million adverse drug events 
are reported annually to the Food and Drug 
Administration (FDA) and the number is growing 
rapidly, according to data from the FDA. More 
than 90% of these reports come from pharma-
ceutical manufacturers who receive them initially 
from physicians and other providers, typically via 
telephone. 

Manufacturers then triage and attempt to 
investigate these reports, and they notify the 
FDA when appropriate. Published studies indi-
cate that as few as one in 10 adverse drug events 
are reported by healthcare professionals, which 

is largely due to the time-consuming and inef-
ficient processes involved in reporting adverse 
drug events, explains Edward Fotsch, MD, CEO 
of PDR Network, the company providing the 
RxEvent service along with major EHR vendors 
and other partners.

“RxEvent was designed to improve the conve-
nience of adverse event reporting for physicians, 
the cost-efficiency for manufacturers, and the 
quality of information ultimately reported to the 
FDA,” Fotsch says.  

 Palm scans improve 
patient safety

 Apology used 
against surgeon in 
court

 EMRs count as 
medical devices

 Disclose another 
provider’s error?
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9. in the lawsuit filed by Chauncey Drewery, previously 
a surgical tech at Metroplex Adventist Hospital, what 
was the hospital’s initial defense?
A. The hospital denied that the incident occurred.
B. The hospital denied that the plaintiff had suffered 
any injury.
C. The defendants claimed that the lawsuit was 
invalid because legislation prohibited non-malprac-
tice claims involving surgical procedures.
D. The defendants requested that the case be dis-
missed because it lacked the medical expert reports 
necessary for healthcare liability claims to proceed.

10. According to the ruling by the Texas Court of 
Appeals, Third District, which is true of the alleged 
prank played on a surgical patient at Metroplex 
Adventist Hospital?
A.. The actions were “intentional” and  “involved an 
extreme degree of risk considering the probability 
and magnitude of potential harm to Plaintiff and all 
Defendants proceeded with conscious indifference to 
the rights, safety and welfare of Plaintiff.”
B. The actions were “negligible” and resulted in no 
lasting harm to the plaintiff.
C. While “regrettable,” the actions were the result of 
“horseplay with no ill intention” and therefore not 
actionable.
D. The actions were “indefensible,” yet still did not 
rise to the level of actionable in a legal sense.

11. According to William Hanson, MD, professor of anes-
thesia and critical care and the chief medical informa-
tion officer at the University of Pennsylvania School of 
Medicine, what is one key to hiring a nocturnist?
A. Require some physicians to serve as nocturnists 
whether they are predisposed to the notion or not.
B. The key is to hire someone who sees this posi-
tion as their work and understands the importance 
of being up and about at these hours and how that 
availability can benefit patients.
C. The key to get a younger physician who can be 
trained to appreciate the importance of a nocturnist.
D. Seek an older physician who is amenable to work-
ing nights and weekends.

12. To improve patient safety and outcomes in the ED, 
when should physician-nurse huddles be held?
A. Either a defined moment in the patient’s care to 
review key information or at regularly scheduled 
intervals during the shift.
B. Only at the beginning of a physician’s shift.
C. Only at the end of a physician’s shift.
D. Only when a member of the care team specifically 
requests a huddle because of concerns.
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News: A 55-year-old woman with diabetes 
presented to her local hospital with complica-
tions from the disease. Catheters were inserted 
in each of the woman’s arms. Ultimately, the 
woman suffered from painful scars in and 
around the area where the catheters were 
inserted, and she sued the hospital for negligence. 
During selection of the jury, the parties reached a 
settlement in the amount of $1.5 million.

Background: After suffering from diabetes for 
many years, a residential health aide developed 
complications from the diseases in her arms. She 
presented at the emergency department of her 
local hospital, where the staff provided treatment 
in the form of intravenous administration of 
insulin and potassium chloride. Catheters were 
inserted in each of the woman’s arms. 

After approximately two and one-half hours, 
a nurse noted in the woman’s chart that she had 
developed blisters near the areas in which the 
catheters had been placed. The blisters ultimately 
led to necrosis and permanent, painful scars. The 
wound’s length and width was about 14.5 cm. 

She underwent debridement of the dead tissue, 
but she has suffered permanent injury to the 
upper inside regions of her forearms. She claims 
that severe pain occurs when the scary tissue is 
stretched. Although she is able to work, she has 
to work the night-time shift, which requires less 
physical activity. 

The woman sued the hospital. She alleged that 
the blisters were the result of improper insertion 
of the catheters and that there was inadequate 
monitoring of the treatment. The plaintiff’s alle-
gations were that the nurse had missed the vein 
while trying to insert the catheter and that mis-
take left calcium chloride to eat up the skin and 
tissue around her elbows. The woman’s lawyer 
was quoted by many local media outlets as stat-
ing that “[The solution] ate away her skin as if it 
were a piranha.” 

Initial mediation efforts failed, and the case 
ultimately was set for trial. During jury selec-
tion, however, the parties negotiated a settlement 
in the amount of $1.5 million. 

What this means to you: The woman in this 
case was diagnosed with diabetes and presented 
to the hospital for treatment of a related issue. 
It is difficult to completely define the disease 
process with which the woman presented with-
out further details, but it does appear that she 
required the infusion of intravenous medications 
for the treatment of the disease process. 

When a patient with diabetes presents to the 
emergency department, it is common for an 

Alleged failure to adequately insert catheters
leads to disfigurement, $1.5 million settlement 
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intravenous catheter to be inserted so that fluids 
or medications can be administered by the nurse. 

A venipuncture can cause mild, transient pain, 
but intravenous fluid or medication administra-
tion should not cause pain or a burning sensa-
tion. If the medications are diluted properly 
and administered appropriately, then the blood 
flow around the catheter should be adequate to 
dilute the medications or fluids. The catheter also 
must be placed properly and immobilized. There 
should be no pain if all the correct procedures 
are followed. Any discomfort or pain during an 
infusion indicates that there is some damage to 
the vein that ultimately will lead to an intrave-
nous infiltration.

There are two ways that medications can 
escape the vein: infiltration and extravasation, 
which is a related complication. The difference 
between the two is the solution. According to the 
Infusion Nursing Standards of Practice written 
by the Infusion Nurses Society (INS), an infiltra-
tion is an inadvertent administration of non-ves-
icant medications or fluids into the subcutaneous 
tissue. The INS defines extravasation as the inad-
vertent administration of vesicant medications or 
fluids into the subcutaneous tissue.

The mechanisms by which fluid can escape 
the vein include: a puncture of the posterior vein 
wall during catheter insertion; the catheter or 
arm movement causing the catheter tip to erode 
the vein wall; thrombosis or restrictions to nor-
mal venous blood flow proximal to the insertion 
site; and inflammation, which widens the gaps 
between cells of the vein wall and allows fluid to 
leak out.

The IV infiltrate could have been prevented 
by following the standards of the INS and the 
policies and procedures of the facility. Of course 
the veins of patients with chronic conditions 
such as diabetes can be more difficult to access, 
given that conditions such as diabetes change the 
vein-wall structure. Certain insertion sites also 
should be avoided, such as the hand, wrist, and 
anticubital fossa, because of the high risk of seri-
ous complications from catheter movement. The 
veins of the forearm are the preferred insertion 
sites. 

The signs and symptoms of an IV infiltrate 
include local edema, skin blanching, coolness, 
leakage at the puncture site, pain, and a feeling 
of tightness. The nurse should assess the circum-
ference of the affected limb and compare it to 
the opposite side. The nurse should consider the 
timing of the signs and symptoms, as patients 

might feel discomfort initially. Depending on the 
medication and the patient’s individual response, 
the pain might subside after a few minutes. The 
catheter position can be determined rather eas-
ily and should be assessed if an infiltrate is sus-
pected. 

These days infusion pumps are regularly used 
to administer a specific dose of intravenous 
medication or fluid. Although infusion pumps 
are great for the delivery of medication to the 
patient, they cannot detect an infiltration. The 
infusion pump will continue to deliver the medi-
cation or fluid into the catheter, regardless of 
where the medication or fluid ultimately goes. 

If undetected, an infiltration can become so 
severe that it affects the neurovascular status of 
the limb. Because these changes might not occur 
immediately, it is essential to continuously assess 
the patient during an infusion. The presence of 
excessive fluid in one or more compartments of 
the arm can cause damage to the nerves, muscles, 
and arteries, and immediate surgical intervention 
might be required to prevent a permanent loss of 
function. 

If signs and symptoms of an infiltration are 
identified, the infusion must be stopped and the 
catheter removed. Many times, nurses and doc-
tors are reluctant to remove the catheter if the 
patient has poor veins, but this infusion could 
cause a much more serious problem than trying 
to establish a new IV site.

A common intervention once the infusion is 
stopped and the catheter is removed is the appli-
cation of heat to the area to increase blood flow. 
For hypertonic fluids or hyperosmolar fluids, 
staff can apply cold to restrict the contact with 
additional tissue. Another intervention — and 
probably the best choice — is to inject an anti-
dote hyaluronidase, which is a protein enzyme 
that breaks down the subcutaneous cellular com-
ponents to allow fluid reabsorbtion.

The use of potassium chloride in this patient 
was most likely to replace potassium lost as a 
result of a condition known as hypokalemia. 
This condition is one in which the patient’s 
potassium level is too low. If the potassium level 
is not restored, complications such as arrhythmia 
or cardiac arrest can occur.  Potassium chloride 
infusions are used to replace potassium levels 
to normal in a more rapid manner. Potassium 
chloride is a strongly hypertonic solution, and it 
must be properly diluted and thoroughly mixed 
before injection or infusion.

For peripheral administration of solutions 
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containing potassium, the fluid must be infused 
slowly through a small bore needle, placed well 
within the lumen of a large vein. The nurse must 
be careful to avoid infiltration.

Potassium-containing solutions are irritating 
to tissues. Therefore, extreme care should be 
taken to avoid infiltration. Local tissue necrosis 
and subsequent sloughing might result if extrava-
sation occurs, and chemical phlebitis and veno-
spasm also have been reported.

The injuries that this patient incurred could 
have been prevented if the nurse who was 
responsible for inserting the catheter and admin-
istering the infusion followed proper procedure 
and frequently assessed the patient for the signs 
and symptoms of IV infiltration. If the nurse had 
intervened, perhaps the injuries could have been 
lessened or completely avoided.

REFERENCE

Supreme Court, Second Judicial Circuit, Kings County, NY. 
Case No. 17774/08.  

Medication error leads
to death, $3.1 M verdict

News: A 55-year-old woman underwent sur-
gery to repair a torn tendon. After the procedure, 
the surgeon ordered 50 mg of morphine to ease 
the patient’s pain. However, at the rehabilitation 
center where the patient was sent, only 30 mg 
of morphine were administered, as this was all 
that could be obtained on the premises. The next 
morning, the woman was found unresponsive 
as a result of a heart attack, renal failure, and 
an anoxic brain injury. A jury returned a verdict 
against the rehabilitation center and the attend-
ing physician in the amount of $3.1 million.

Background: A disabled woman underwent 
surgery by her podiatrist to repair a torn tendon 
in her leg. The procedure was performed at a 
local hospital. Following the surgery, the podia-
trist ordered that 50 mg of morphine be admin-
istered to the woman via intramuscular injection 
at the time of discharge. A normal dose of mor-
phine for this purpose is typically 3 to 5 mg. 

The woman was discharged from the hospi-
tal and sent to a local rehabilitation center for 
a one-week stay. Because the podiatrist did not 

have privileges at this particular center, he could 
not act as the attending physician for the patient. 
After the admission, staff members at the center 
were notified of the podiatrist’s order for mor-
phine. Even though the pharmacy had flagged 
the order as being unusually high, the adminis-
trative staff at the facility authorized the nursing 
staff to proceed with the injection without fur-
ther confirmation from the podiatrist. 

Given the high volume of the recommenda-
tion, center staff had to search the entire facility 
to obtain the ordered dosage. Even then, they 
were able to obtain only 30 mg of morphine, 
which they then injected into the patient. The 
next morning, the woman was found unrespon-
sive from an overdose, which resulted in a heart 
attack, renal failure, and an anoxic brain injury. 
The woman was transferred to another hospital 
for follow-up.

The woman spent a year after the accident 
relearning the basic processes of walking, talk-
ing, eating, and grooming. Since then, the 
woman has required around-the-clock supervi-
sion to assist with her activities of daily living. 

The woman, through her guardian ad litem, 
sued the rehabilitation center, the podiatrist, 
the operating entity of the pharmacy, and the 
two attending physicians who were at the center 
on the day of her overdose. After the pharmacy 
operator was released from the lawsuit on sum-
mary judgment and the two attending physicians 
at the center settled with the plaintiff pre-trial, 
the case proceeded to trial against only the reha-
bilitation center and the podiatrist. 

In the case against the center, the plaintiff 
argued that the center’s personnel failed to com-
ply with the facility’s policies and procedures. 
Specifically, even though there was a policy 
requiring that medication orders be approved by 
the resident’s attending physician, the staff at the 
center did not obtain the consent of the woman’s 
podiatrist before administering the 30 mg of 
morphine. It also was alleged that following the 
accident, nurses at the facility authored multiple 
pages of documents related to the morphine 
administration and added them to the woman’s 
chart post-discharge.

The plaintiff further contended that the cen-
ter committed neglect of a dependent adult by 
administering medication that it knew or should 
have known could result in overdose and by fail-
ing to monitor her post-administration. In light 
of a nurse’s testimony that he was “too busy to 
chart on the patient” and perform adequate fol-
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low-up, the plaintiff also argued that the center 
failed to maintain adequate staff to the meet the 
needs of its residents. 

The podiatrist testified in his defense that the 
recommendation was written incorrectly and 
should have been for Demerol instead of mor-
phine. The center’s defense was that its personnel 
acted appropriately because they were acting on 
a physician’s orders.

The jury found the center 90% liable and the 
podiatrist 10% liable for the woman’s injuries. 
The jury also found that the defendants had 
acted so recklessly so as to permit an award of 
punitive damages at a further trial. The punitive 
damages trial never occurred, though, as the par-
ties reached a confidential settlement soon there-
after. 

What this means to you: The woman in 
this case was prescribed a high dose opiate 
that is known to cause respiratory depression. 
Morphine is used for the relief of moderate-
to-severe acute or chronic pain. Persons with a 
hypersensitivity to opiates should not take this 
medication. The usual dose that is prescribed for 
intramuscular administration is 5-20 mg every 
four hours as needed. 

The woman in this case apparently was dis-
abled, but no other information is provided 
regarding the type of disability. There are many 
contraindications for the use of morphine, 
including a general caution when using with 
debilitated patients. 

The effects of using morphine are remarkably 
diverse and include analgesia, drowsiness, mood 
changes, mental clouding, respiratory depres-
sion, decreased gastrointestinal motility, nausea, 
vomiting, and alterations in the endocrine and 
autonomic nervous systems. Its most important 
actions are on the brain. It initially stimulates the 
brain and then results in the depression of the 
brain and its higher functions. 

The onset following intramuscular adminis-
tration occurs within 10-30 minutes, and the 
maximum analgesic effect occurs approximately 
60 minutes post-administration. The effect of the 
medication lasts four to five hours. Morphine in 
higher doses produces significant and often life-
threatening side effects. 

The major hazards associated with morphine 
therapy include respiratory depression, apnea, 
and circulatory depression, which can result in 
respiratory arrest, shock, and cardiac arrest. 
The signs and symptoms of overdose include a 

decreased respiratory rate, extreme somnolence, 
constricted pupils, cold and clammy skin, and 
sometimes bradycardia and hypotension. In 
severe overdoses, circulatory collapse, cardiac 
arrest, and death can occur. 

The nursing considerations include assessing 
the patient’s respiratory rate before administer-
ing the medication, reassessment of the patient 
to see if pain relief was achieved, and assessment 
of the patient for restlessness, which might sig-
nify the need for more analgesia but which also 
can signify hypoxia. Patients, especially if they 
are debilitated, should be closely monitored for 
respiratory depression. The patient’s vital signs 
should be monitored frequently, as respiratory 
depression can occur even with small doses and 
increases progressively with higher doses, usually 
30 minutes after intramuscular administration. 

There were several system failures among the 
staff at the rehabilitation center in this case. As 
an initial matter, they did not appear to perform 
any verification of the medication dose prior to 
administering it. Furthermore, when they were 
unable to locate enough morphine to provide the 
prescribed dose, they made a decision to alter the 
prescribed medication without consulting with 
the podiatrist. 

The California Nurse Practice Act, Subsection 
(b)(2) of Section 2725 authorizes direct and 
indirect patient care services, including, but not 
limited to, the administration of medications 
and therapeutic agents necessary to implement 
a treatment, disease prevention, or rehabilita-
tive regimen ordered by and within the scope 
of licensure of a physician, dentist, podiatrist, 
or clinical psychologist. The nursing staff at the 
rehabilitation center did not administer what 
was prescribed by the podiatrist, nor did they 
or the pharmacist clarify the order from the 
podiatrist. In addition, they violated California’s 
Nurse Practice Act and the center’s policy when 
they decided to administer morphine at a differ-
ent dose than ordered without verifying that the 
order was correct or whether the change they 
made was appropriate. And finally — and most 
telling — the employees added late documenta-
tion to the record regarding the morphine admin-
istration, perhaps as an admission of their own 
negligence.

REFERENCE

Superior Court, Orange County, CA. No. 
30-2008-00108145-CU-MM-CJC.  



Healthcare Risk Management
Confidential Salary Survey

This confidential salary survey is being conducted to gather information for a special report later in the year. Watch in coming months for 
your issue detailing the results of this survey and the overall state of employment in your field.

Instructions: Select your answers by filling in the appropriate bubbles completely. Please answer each question as accurately as possible. If 
you are unsure of how to answer any question, use your best judgment. Your responses willbe strictly confidential. Please do not put your 
name or any other identifying information on this survey form.

1. What is your current title?  

o  A. Director/CEO 
o  B. Administrator
o  C. Ambulatory Surgery Mnaager
o  D. Nurse Manager
o  E. Other

8. Which certification best represents your position? 

o  A. ARM 
o  B. CHPA
o  C. FASHRM

o  D. MSM
o  E. DFASHRM

o  F. Other

7. How long have you worked in healthcare? 

o  A. Less than 1 year 
o  B. 1-3 years
o  C. 4-6 years
o  D. 7-9 years
o  E. 10-12 years

o  F. 13-15 years 
o  G.16-18 years
o  H. 19-21 years
o  I. 22-24 years
o  J. 25+ years

2. What is your annual gross income 
from your primary healthcare position? 

o  A.< $30,000 
o  B. $30,000 - $39,999
o  C. $40,000 - $49,999
o  D. $50,000 - $59,999
o  E. $60,000 - $69,999

o  F. $70,000 - $79,999 
o  G. $80,000 - $89,999
o  H. $90,000 - $99,999
o  I. $100,000 - $129,999
o  J. $130,000 or more

3. Where is your facility located? 

o  A. Urban area 
o  B. Suburban area
o  C. Medium-sized city
o  D. Rural area

4. In the last year, how has your salary changed? 

o  A. Salary decreased 
o  B. No change
o  C. 1% - 3% increase
o  D. 4% - 6% increase

o  E. 7% - 10% increase
o  F. 11% - 15% increase
o  G. 16% - 20% increase
o  H. 21% increase or more

5. Please indicate where your employer is located. 

o  A. Region 1
o  B. Region 2
o  C. Region 3
o  D. Region 4
o  E. Region 5
o  F.  Canada
o  G. Other

6. Which best describes the ownership or con-
trol of your employer? 

o  A. College or university
o  B. Federal government
o  C. State, county, or city government
o  D. Nonprofit
o  E. For profit

Deadline for Responses: Oct. 15, 2011
Thank you very much for your time. The results of the survey will be reported in an upcoming issue of the newsletter, along with an analysis 
of the economic state of your field. Please return this form in the enclosed, postage-paid envelope as soon as possible. 
If the envelope is not available, mail the form to: AHC Media, P.O. Box 105109, Atlanta, GA 30348.

9. If you work in a hospital, what is its size? 

o  A. < 100 beds

o  B. 100 - 200 beds
o  C. 201 - 300 beds

o  D. 301 - 400 beds

o  E. 401 - 500 beds 

o  F. 501 - 600 beds

o  G. 601 - 800 beds
o  H. 801 - 1,000 beds
o  I. > 1,000 beds

o  J. I don’t work in a hospital


