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vk Medical Malpractice & Choosing Wisely

Increased medical malpractice has been a primary
criticism of CW and an obstacle to adoption.

© Straw-Man Argument Gives false
characteristics to an argument and
then attacks the argument based
on those false characteristics.
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OriciNnaL CONTRIBUTION

Emergency Physician Perceptions of Medically
Unnecessary Advanced Diagnostic Imaging

Hemal K. Kanzaria, MD, BMSHPM, Jerome R, Hoffman, MA, MD, Marc A. Probst, MD, MSHPM,
John P. Caloyeras, MPhil, Sandra H. Berry, MA, and Robert H. Brook, MD, ScD

Abstract
Ohjectives: The objectdwe was to determmine emergency phy=ician (EFY perceptons regardingg 1) the
extent to which they order medically urnmecessary advanced disgnaostc immaging, 20 facors that contribute
it this behavior. and 3) proposed solutons for curbing this pracrice.

Methods: As part of a larger study o engage phyzicians in the delivery of high-wvahe health care. two
multspecialty foous groups were conducted to explore the topic of declion-maldng arowund resource
utilizaticon, after which gualitative analy=is was u=zed to generate survey guestionsm. The survey was
extensmively pilot-tested and refined for emergencoy medidne (EM) to foous on advanced diagnostc
imaging (ie.. computed tomography [(CT] or magnetc resonance imaging [MEDL The survey was then
administered to 8 natonal purposive sample of EPs and EM tranees. Simple descriptve statistics to
summarize physiclan responses are presented.

Resglts: In this study. 478 EPs were approached, of whom 435 (91%) completed the sureey: GEY% of
respondents were board-certified,. and roughly half worked in academic emergency departments (EDs).
Over B85% of respondents heliewe too many disagnostc tests are ordered it their own EDs, and 97% =aid
at least some (mean = Z29%) of the advanced imaging stodies they personally order are medically
unnecessary . The main perceived contributors were fear of missing a low-probability disgnos=iaz and fear
of iidgaton. Soltons most commaonly felt o be “extremely”™ or “wery”™ hdpful for reducing unnecessary
imaging nchided malpractoe reform (F9% ) inoeased patent nwvobement through educaton (Tl%) and
shared dedsion-making (569%), feedback to phy=sicians on test-ordering metrics (55%), and imoproved
education of phy=siciars on diasgnostic testng (H0% L

Comdusions: Overordering of adwvanced imaging may be a sy=temic problem, 22 many EPs belisve a
substantal proporton of auch sdies, nchiding some they personally order. are medically unmeces sary.
Bespondents cited muldple complex factors with seweral potential high-yidd solntons that must be
addreszed sitnulansonsly o curh osseri Tnagingg .

ACADEMIC EMERGERCY MEDICINE 301522300 368 & 2015 by the Sodety for Academic Emergency
M edicdne




“Over 85% of respondents believe too many diagnostic tests are ordered in their own EDs, and 97% said at least some
(mean = 22%) of the advanced imaging studies they personally order are medically unnecessary. The main perceived
contributors were fear of missing a low-probability diagnosis and fear of litigation.”

Table *
Perceived Largest Contributors to Orderdng Medically Unnecessery Advenced lmeging ©

Almmost Alweays or Often & Sormetimes & Rarehy or Almoast Newver &
Pemeived Contributors Resmon Reszon Resson
Fesr of missing a disgnosis, even i there 3 a low F58 (BB 9} 110 [(25.3} x5 (5.8}
likelihood
Avoidance of potential malprectice Baues 79 (643} 120 (Z7.6) 36 (B.1)
Patiernt or family expectaions 172 (3O.T) 158 (45.7) B2 (14.6)
Standard prectice in medical group or among 167 [(Z8.5) 163 [(36.2) 114 [(2E.3}
closest collesgues
Standard prectice in EM 161 (34.9) 188 (426} 83 (21.5)
The test aawves time 102 [(Z3.6) 172 (307} 158 (36.7)
Administraetive pressure to incresse group & (1.4} 16 (27} 410 (S4.5)
reimburssment
Table 3
Solutiorns Perceived to be Mozat Helpful to Reduce Unnecesss ry Advenced lmaging ®
Extremely or Sormewhat Mot Wery Helpful or
Potential Solution Weary Helpful Hel pful Mot Helpful at All
Reform malpractice 343 (78.9) TT 7.7 15 (Z.4)
Educete patients and families 204 (56.9) 108 [(26.1) x> (5.0}
Irrvolwe patients more in 2hared deciion-meaking sumounding disgnost ic 242 (65.9) 166 (3600 35 (B.1)
teating for low-probability cdinical outocomes
Provide feedback to physicdans on test orderdng behavior compared to Z3R (64.8} 1E3 (276} E3 (7.6}
pears in same prectice
Improved education of physicians on disgnostic testing 218 (50.2} 157 (262} B8 (136}
Siaff the department to allow more time for cdinical evelustion 170 (38.7) 1657 (26T} 1017 (236}
Creste and disssminste voluntary guidelines for when to order atudies in 166 (37.5) T8l (4 3.7) B0 (18.4)
apecific clinical scenarios
Eliminate financial incentives to physicians to order the test 141 (327} TS [(23.5) 1ET (434}
Implerment computer decizion suppor to 8ssist physicians 108 (25,2} 171 (39.5) 153 (35.3)
Lirnit reim bursement to only studies thet meet guidelines S0 (20,7} BE (18 .459) 2E2 e0. 4}
Offer finandcal incentives to physicians who order fewsr studies TE (17.65} 106 (2 4.4) FRZF (BE. 1)
Dats are reported as number (9G]
“Respondents were alao offered an “other® category to write in edditional idess.




IDEASs AND OPINTONS

Annals of Internal Medicine

The Overuse of Diagnostic Imaging and the Choosing Wisely Initiative

Vijay M. Rao, MD, and David C. Levin, MD

H ealth care in America costs too much. There are many
reasons for this, but an important one is the overuse
of diagnostic tests—including but not limired to imaging
studies.

A report by Iglehart (1) indicated that, between 2000
and 2007, use of imaging studies grew faster than thar of
any other physician service in the Medicare population.
Another report by the influential group America’s Health
Insurance Plans (2) claimed that 20% to 50% of all “high-
tech” imaging provide no useful informarion and may be

Choosing Wisely follows closely on an initiative of the
ACP, described in the 17 January 2012 issue of Annals.
Qaseem and colleagues (9) reported on an ACP workgroup
of internists from wvarious subspecialties who identified
common screening and diagnostic tests that they believed
were overused. The final list contained 37 tests, 18 of
which were imaging studies—13 commonly performed by
radiologists and 5 commonly performed by cardiologists.
In an accompanying editerial, Laine (10) cited an estimate
that up to 5% of the country’s gross national product is

“Why is imaging overused? Many physicians worry about malpractice .
liability and order too many tests for fear of overlooking
anything that could conceivably contribute to a lawsuit.”

not improve patient

between the ACP’s

ption among many
overused. We agree
Table are overused.
br imaging tests will
d adjust their order-

1T 4T Allf.‘[llpl <0 UIT Ellt‘r UPLlUI], aIC AITICTTCATT
Board of Internal Medicine Foundation worked with Con-
sumzer Reporss to conceive and organize the Choosing
Wisely initiative (5). The Foundation brought 9 other
leading medical organizations into the campaign: the
American Academy of Allergy, Asthma, and Immunology;
American Academy of Family Physicians; American Col-
lege of Cardiology; American College of Physicians (ACP);
American College of Radiology (ACR); American Gastro-
enterological Association; American Society of Clinical
Oncology; American Society of Nephrology; and American
Society of Nuclear Cardiology. These 9 organizations were
asked to pick 5 tests or treatments within their purview
that they believed were overused. The list of 45 services
was announced on 4 April 2012 and drew widespread and
generally favorable commentary in the national news me-
dia (6, 7). A few days later, a New York Times cdirorial
lauded the effort, saying that “The groups showed admira-
ble statesmanship by proposing cuts that would affect their
incomes . .. " (8).

The Choosing Wisely Web site (www.choosingwisely
.org) lists these 45 tests and treatments. As radiologists, we
were interested to note that 24 of the 45 were directly
related to diagnostic imaging. Among the 9 organizations
that participated, 8 listed at least 1 imaging test. The Table
shows the specific imaging tests that were judged to be
overused, along with the organizations that chose them. To
formulate the table, we paraphrased some of the descrip-
tors, combined others that were similar or duplicative, and
climinated 1 that was nonspecific to yield a list of 16 dis-
tinct overused imaging studies.

g [m ACCOTATITZTY -

The American Board of Internal Medicine Foundation
deserves great credit for its leadership in organizing this
important initiative, as does the ACP for its carlier effort
(9). The ACR, the American College of Cardiology, and
the American Society of Nuclear Cardiology similarly de-
serve credit for their roles in the campaign. Many of their
members perform the very tests that they included on their
lists and this could adversely affect their practices. The 3
organizations clearly acted in the best interests of patients
and the health care system, without regard to their own
self-interest.

Three important questions must be considered if we
are to reduce the overuse of imaging tests. First, why is
imaging overused? Many physicians worry about malprac-
tice liability and order too many tests for fear of overlook-
ing anything that could conceivably contribute to a law-
suit. Meaningful tort reform is needed if the problem of
inappropriate testing is to ever be solved.

Advanced imaging equipment is installed in nonradi-
ologist physician offices with some frequency and incentiv-
izes these physicians to order abundant imaging tests to
generate revenues. Numerous studies over the past 4 de-
cades have shown that self-referral invariably leads to
higher use of imaging studies (11-14). The problem is
compounded by the fact that many patients demand ad-
vanced imaging after hearing about it from friends, the
media, or even direct-to-consumer advertising of certain
types of imaging-based screening. Radiologists, who have
generally been unwilling to act as gatekeepers, should be
more proactive in using evidence-based criteria in front-

This article was published at www.annals.org on 28 August 2012.



Newman-Toker DE, et al. How much diagnostic safety can we afford, and how
should we decide? A health economics perspective. BMJ Qual Saf. 2013 Oct;22
Suppl 2:ii11-ii20.

“The annual costs of ‘defensive medicine’ alone—mostly unnecessary
10d diagnostic tests obtained to guard against malpractice law suits—are at —
= Ieast USS45-60 b|II|on and perhaps hundreds of b|II|ons

8
Th hod
70% - Zin 70% -
] J;-’o

C

] Physicians probably understand the basic concept of how a test influences an estlmate
‘4; of pretest probability to yield a post-test probability (Bayesian logic) and that

obtaining a diagnostic test whose post-test probability could not affect management
(ie, could not result in crossing a subsequent test or treatment decision threshold) is
usually unjustified.

ve Rate)]

30

Sensitivity (True Positive Rate)

20

10

0% T T T T T T T T T 1 0% T T ¥ T T L T T T 1
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

1 - Specificity (False Positive Rate) 1 - Specificity (False Positive Rate)



E-QUAL

EMERGENCY
QUALITY
NETWORK

®  Transforming Clinical
! Practices Initiative

. American College of

Emergency Physicians®

ADVANCING EMERGENCY CARE ‘\A,

Newman-Toker DE, et al. How much diagnostic
safety can we afford, and how should we decide? A
health economics perspective. BMJ Qual Saf. 2013
Oct;22 Suppl 2:1i11-1i20.
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N— Lindor RA, et al. Failure to Obtain Computed

iy = Tomography Imaging in Head Trauma: A Review of
Relevant Case Law. Acad Emerg Med. 2015
Dec;22(12):1493-8. 2015 Nov 17.

“Conclusions: A review of legal cases reported in a
major online legal research system revealed 60
lawsuits in which providers were sued for failing to
order head CTs in cases of head trauma. In all cases
In which providers were found negligent, CT imaging
or observation would have been indicated by every
applicable CDR.”
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NETWORK — shared decision making. Acad Emerg Med. 2016 Sep 8.

« Shared decision making v. Informed consent

RESEARCH ARTICLE Open Access

Can shared decision-making reduce medical
malpractice litigation? A systematic review

Marie-Anne Durand', Benjamin Moulton®*®, Elizabeth Cockle?, Mala Mann® and Glyn Elwynw‘7

( Abstract

Background: To explore the likely influence and impact of shared decision-making on medical malpractice litigation and
patients’ intentions to initiate litigation.

Methods: We included all observational, interventional and qualitative studies published in all languages, which assessed
the effect or likely influence of shared decision-making or shared decision-making interventions on medical malpractice
litigation or on patients’ intentions to litigate. The following databases were searched from inception until January 2014:
CINAHL, Cochrane Register of Controlled Trials, Cochrane Database of Systematic Reviews, EMBASE, HMIC, Lexis library,
MEDLINE, NHS Economic Evaluation Database, Open SIGLE, PsycINFO and Web of Knowledge. We also hand
searched reference lists of included studies and contacted experts in the field. Downs & Black quality assessment
checklist, the Critical Appraisal Skill Programme qualitative tool, and the Critical Appraisal Guidelines for single
case study research were used to assess the quality of included studies.

Results: 6562 records were screened and 19 articles were retrieved for full-text review. Five studies wee included
in the review. Due to the number and heterogeneity of included studies, we conducted a narrative synthesis adapted
from the ESRC guidance for narrative synthesis. Four themes emerged. The analysis confirms the absence of empirical
data necessary to determine whether or not shared decision-making promoted in the clinical encounter can
reduce litigation. Three out of five included studies provide retrospective and simulated data suggesting that
ignoring or failing to diagnose patient preferences, particularly when no effort has been made to inform and

o support understanding of possible harms and benefits, puts clinicians at a higher risk of litigation. Simulated
I P Transforming Clinical scenarios suggest that documenting the use of decision support interventions in patients’ notes could offer some
! Practices Initiative level of medico-legal protection. Our analysis also indicated that a sizeable proportion of clinicians prefer ordering more

tests and procedures, irrespective of patient informed preferences, as protection against litigation.
Conclusions: Given the lack of empirical data, there is insufficient evidence to determine whether or not shared

. decision-making and the use of decision support interventions can reduce medical malpractice litigation. Further
. American College of 9 PP ° 9

investigation is required.

Eme[‘gencv Physj_ciansﬁ. Trial registration: This review was registered on PROSPERO. Registration number: CRD42012002367.

Keywords: Shared decision-making, Decision-making, Informed consent, Malpractice, Litigation, Decision support
techniques
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 Belief: Reducing utilization of truly unnecessary
tests doesn’t put anyone at risk.

 Clinical Guidelines #Choosing Wisely
 Become a good bedside educator

e Shared decision making is often useful
* High/Moderate/Low/No pretest probability

e Tests are no substitute for a thorough H&P

e Ordering tests on patients with little to no likelihood of
TCPi Fammaes diagnostic yield does not reduce liability
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= Choosing
= Wisely

“Avoid CT of the head in emergency
department patients with minor head
injury who are at low risk based on
validated decision rules.”
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Laitel Background

e Lots of CTs

 Most CTs negative
» Sensitive clinical decision rules (CDRs) exist

e Up to 35% of head CTs not indicated by CDRs?
TCPi | snnsss
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e Lots of CTs

 Most CTs negative
» Sensitive clinical decision rules (CDRs) exist

e Up to 35% of head CTs not indicated by CDRs!
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Why?

» Decisions to CT motivated partly by concern for
liability?

e Head CT rates lower in states with tort reforms3
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* Describe lawsuits against providers for failure to
order a head CT in cases of head trauma

» Describe potential impact of clinical decision rules
(CDRS)

» ACEP “Clinical Policy: Neuroimaging and
decisionmaking in adult mild traumatic brain injury in
the acute setting™

. N)%tlonal Emergency X-ray Utilization Study (NEXUS
1l
e Canadian CT head rule®

TCPi | e * New Orleans criteria’

« Pediatric Emergency Care Applied Research Network
American College of (PECARN) pediatric head injury/trauma algorithm?

Emergency Physicians®
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Failure to Obtain Computed Tomography
Imaging in Head Trauma: A Review of

Relevant Case Law

Rachel A. Lindor, MD, JD, Eric T. Boie, MD, Ronna L. Campbell, MD, PhD, Erik P. Hess, MD, MSc, and
Annie T. Sadosty, MD
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WestlawNext

powered by WestSearch™

* Retrospective review
« 1972-2014

e Search terms:

 ("CT scan” or "head CT” or “CAT scan” or "computed
tomography”or "CT imaging") AND ("epidural" or
"subdural” or "intracranial” or "intracerebral" or
TCPi emns cinics "hemorrhag*" or "hematoma") AND ("emergency" or
e “ED” or “ER” or "urgent" or "ambulance" or
g American Collge of "paramedics”) AND ("malpractice” OR “negligence”)

Emergency Physicians®

ADVANCING EMERGENCY CARE — /\,_




Total Case Reports Captured by Search Terms

=1 D,E'E . Not malpractice, n=296 (e.g. produc!
+ liability, automobile negligence,
Malpractice cases negligence against nursing home)
n=7T0
l - Duplicate cases, n=52
Unique cases
N=718 Other injury, n=328 (e.g. CNS tumor,
il i spinal cord injury, stroke)
Cases involving head injury
n_?.g-u . Subarachnoid hemorrhage, n=161
+ Birth injury, n=27
Cases involving traumatic head injury
“=IEDE Management of known injury, n=49
i Failure to prevent fall, n=30
Cases involving failure to obtain CT scan Interpretation of imaging, n=24
n=99
i - Insufficient data to analyze, n=39

Cases with sufficient data to include
n=60
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* Total cases: 60
* Adults (16+ years): 52
* Pediatric (<16 years): 8

* Legal outcome:
* Negligence: 10
e Settlement: 11
* No liability: 27

e Unknown: 12
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Results

All cases Negligence Settlement No liability Unknown
Age
Mean age 53.5 sS85 55.2 56.4 63.0
Median age 62.5 33.5 66.5 65.0 68.5
Range 0.9-84 0.9-79 10-81 10-84 32-80
Gender
Male 40 7 5 21 7
Female 20 3 6 6 5
Patient OQutcome
Death 32 3 6 15 8
Neuro injury 28 7 5 12 4
Types of Injuries
Epidural 12 4 2 5 1
Subdural 35 6 6 12 5

Other 13 0 3 10 6



Performance of CDRs

All cases Negligence Settlement No liability Unknown
# of cases in which CT was indicated by all applicable CDRs:
43 10 10 19 4
(of 60) (of 10) (of 11) (of 27) (of 12)
Most frequent indications for CT in reported cases (age 16+ years)
age 65+ years 23 4 6 10 3
trauma above clavicles 11 1 0 6 4
anti-coagulated 10 1 4 4 1
abnormal behavior 8 1 0 5 2
intoxication 7 0 0 4 3
abnormal alertness 7 1 1 3 2
evidence of skull fracture 5 1 0 2 2
dangerous mechanism 4 1 0 2 1
Most frequent indications for CT in reported cases (< 16 yrs)
GCS < 15 or altered 4 1 1 2 -
vomiting 3 2 0 1 -
abnormal behavior per parent 1 1 0 0 -
dangerous mechanism 1 0 1 0 -
LOC 1 1 0 0 -




Performance of CDRs

All cases Negligence Settlement No liability Unknown
# of cases in which CT was indicated by all applicable CDRs:
43 10 11 8 8
(of 60) (of 10) (of 11) (of 27) (of 12)
Most frequent indications for CT in reported cases (age 17+ years)
age 65+ years 23 4 6 10 3
trauma above clavicles 11 1 0 6 4
anti-coagulated 10 1 4 4 1
abnormal behavior 8 1 0 5 2
intoxication 7 0 0 4 3
abnormal alertness 7 1 1 3 2
evidence of skull fracture 5 1 0 2 2
dangerous mechanism 4 1 0 2 1
Most frequent indications for CT in reported cases (< 17 yrs)
GCS < 15 or altered 4 1 -

vomiting

abnormal behavior per parent
dangerous mechanism

LOC
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.




ROBERAT C. AND MARY C. HICKEY v. WILLIAM..., JAS Ml Rel. No....

JAS MI Ref. No. 31498WL, 1990 WL 1084355 (Mich.Cir.Ct.) (Verdict and Settlement Summary)

Copyright {c} 2012 Verdict Research Group
Circuit Court of Michigan, Sixth Judicial Cirenit, Qakland County.

ROBERT C. AND MARY C. HICKEY v. WILLIAM BEAUMONT HOSPITAL

BO-319820-MNM
DATE OF VERDICT/SETTLEMENT: May Z1. 1990

TOFIC: MEDICAL MALPRACTICE MEDICAL MALPRACTICE - ER PATIENT - DIAGNOSIS OF HEMATOMA

HOSPITAL NEGLIGENCE DEFENSE VERDICT

SUMMARY:
Result: Verdier: Defense verdict

EXPERT WITNESSES:
Plaintiff's: Stephen Kempner, MDD, - Emergency Medicine - Providence RI; El

Shapion, DO - Inpernist - Miami FL

Defendant's: John Karazins, M. D - Emergency Medicine - Rochesper M L. Murray Thomas, MDD - Newrologist - Dewroit MT

ATTORNEY:

Plaintiff's: Maurice Herskovic, Detroit
Drefendant's: Joseph F. Babiarz, Ir., Southficld
JUDGE: Frod M. Meseer

RANGE AMOUNT: 30

STATE: Michigan
COUNTY: Oakland

ALLEGED [MIURY: Slight cognitive inabdlitbes. Plaintiff claimed 5735000 in medical specials and 3500000 in lost income.

SUMMARY:
Plaintiff Information:
Apge: 5T

Sex: M

Decupation: Plant foreman

Marital Stanws: Married

Insurance Carrier: Self-insured
Jury Deliberations: 1 houwr
Settlement Efforts:

tlareriesat

IOBEAT C. AND MARY C. HICKEY w. WILLIAM..., JAS MI Ral. No....
cast Demand: NUA

-ast Offer: Mone

TACTS:

Haintiff comsumed 8- 10 shots of alcobol Easter morming and fell down his basement stairs, striking his head. He was taken
o defendant hospital and examined by an ER physician. Plaintiff was alert, ralkative and did not exhibit any nearological
eficits. He was admitted to the hospital for observation. At 4:45 am. the next morning seizere activity was noted. A CT scan
f plaintiff's brain disclosed a small subdural hematormsa on the right side and a large arca of intra-cenebral blecding on the left
ide. Surgery was performed and plaintiff made a good recovery.

Haintiff alleged that defendant was negligent in failing 1o order 2 CT scan in the ER and that if the hematomas had been detected
arlice, e would have had a better outeome.

sefendant contended that in the absence of 2 newrological deficit the standarsd of care did not require & CT scan. Further, surgesy
erformed carlier would not have changed plaintiff's outcome.

IMTOR'S NOTE:
Haintiff suffered a stroke on the right side of his brain two years later. According so counsel, he appeared at trial in a wheelchair.
Aotien for Taxation of Costs peoding.

AS Publications, Inc.
Jircuit Coust
MUBLISHED [M: Vol 3, Mo, 5
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[t}
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Last Offer: Mone

FAalCTs:

Flaintiff consumed 8- 10 shois of alcobol Ezster moming and fell down his basement stairs, striking his head. He was iaken
vy defendant hospital and cxamined by an ER physician. Plaintiff was alest, talkative and did noe exhibit any scanalopical
deficits. He was admitied o the hospital for observativon. At 445 aome the next moming seizurne activity was noted. A CT scan
of plaintffs brain disclosed a small subdural hematoma on the righn side and a large arca of intrra-cesebral bleeding on the lefit
side. Surgery was perfoomod and plaintaft made a good recowvery.

Flainuff alleged thar defendant was negligent in failing o order 2 CT scan in the ER and that if the hematomas had been detecied
carlier, he would have had a beter owtcome.

Dicfendant contended that in the abserce of & nowrological deficit the standasd of care did niot reguine & CT scan. Further, sargerny
performed earlier would not have changed plaintiff's owtcnnme.

EDTOR'S MOTE:
Flaintaiff suffercd a stroke on the sight side of his brain two years laber. According o counsel, he appeared at trial in a2 wheclchair.

hotion for Taxation of Cosis pending.

ITAS Publications, Inc.
Circoit Couet

FLUBLISHED IMN: Wl 53, Mo, 5

FEmnd ol Diameenl 314 Thomson Roubers, Mo claim W dregimal 78, Doecammest Weonks



Decision Rules

ACEP Clinical Policy -

Level B Recommendatio

ns

NEXUS I




Rules




Decision Rules

visible trauma

focal neuro| memory

post-traumatic

GCS <15 vomiting | age > 60 above clavicle coagulopathy deficit headache | intoxication seizure
ACEP Clinical Policy - Level B Recommendations
(no LOC or amnesia)

- signs of basilar focal neuro severe dangerous

GCS <15 vomiting | age 65+ skull fracture coagulopathy deficit headache | mechanism
NEXUS Il

abnormal | persistent age 65+ evidence of skull coaaulonath neuro scalp abnormal

alertness vomiting 9 fracture gulopathy deficit hematoma behavior

recurrent
vomiting

age 65+

suspected skull
fracture

retrograde

dangerous
mechanism

GCS <15

vomiting

age > 60

injury above
clavicles

retrograde

severe

headache

drug or alcohol

use

seizure
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Decision Rules
NEXUS Il

abnormal
alertness

abnormal
behavior

evidence of
skull fx

persistent
vomiting

65+ years

coagulopathy

neuro deficif]

scalp hematoma
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Decision Rules

abnormal | abnormal |evidence of| persistent -
: . 65+ years |coagulopathy|neuro deficit] scalp hematoma
alertness | behavior skull fx vomiting

- Evidence of skull fracture:

- Periorbital or periauricular ecchymoses
Hemotympanum
CSF leak from nose or ears
Palpable step-off
Stellate laceration from a point source
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Decision Rules

abnormal | abnormal |evidence of] persistent .
: " 65+ years |coagulopathy|neuro defici] scalp hematoma
alertness | behavior skull fx vomiting

Evidence of skull fracture:

- Periorbital or periauricular ecchymoses

- Hemotympanum

- CSF leak from nose or ears

- Palpable step-off

- Stellate laceration from a point source
- Any injury produced by an object striking a localized
region of the skull (such as a baseball bat, pool cue,
baseball, etc.)
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E-QUAL | &% Decision Rules
NEXUS Il

abnormal | abnormal |evidence of] persistent

. .. + ici
alertness | behavior skull fx vomiting 65+ years |coagulopathy|neuro deficit] scalp hematoma
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Decision Rules

abnormal | abnormal |evidence of| persistent -
. " 65+ years |coagulopathy|neuro deficit] scalp hematoma
alertness | behavior skull fx vomiting

- Coagulopathy:
- Any impairment of normal blood clotting such as

occurs in hemophilia, secondary to medications,
hepatic insufficiency, and other conditions
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Decision Rules

abnormal | abnormal |evidence of| persistent .-
: . 65+ years |coagulopathylneuro deficitl scalp hematoma
alertness | behavior skull fx vomiting

- Coagulopathy:
Any impairment of normal blood clotting such as
occurs in hemophilia, secondary to medications,
hepatic insufficiency, and other conditions
Medications: “coumadin, heparin, aspirin, etc.”




Decision Rules

post-traumatic
deficit deficit seizure

visible trauma focal neuro| memory

above clavicle coagulopathy headache | intoxication

GCS <15 vomiting | age > 60

ACEP Clinical Policy - Level B Recommendations
(no LOC or amnesia)

. signs of basilar focal neuro severe dangerous
GCS <15 vomiting age 65+ skull fracture coagulopathy deficit headache | mechanism
NEXUS I
abnormal per5|_sFent age 65+ evidence of skull coagulopathy |neuro deficit scalp abnorrpal
alertness vomiting fracture hematoma behavior

GCS <15 at 2| recurrent
hours vomiting

suspected skull retrograde dangerous

age 65+ : i
fracture amnesia mechanism

injury above retrograde severe drug or alcohol
clavicles amnesia headache use

GCS <15 vomiting | age > 60 seizure




Decision Rules

GCS <15

vomiting

age > 60

visible trauma
above clavicle

coagulopathy

focal neuro
deficit

headache

memory

deficit

post-traumatic

intox-ication .
seizure

ACEP Clinical Policy - Level B Recommendations (no LOC or amnesia)

GCS <15

vomiting

age 65+

signs of basilar
skull fracture

coagulopathy

focal neuro
deficit

severe
headache

dangerous mechanism
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- Every applicable CDR would have indicated
the need for CT in every case in which
providers were found negligent

- Know when CDR applies

- Know elements of chosen CDRs in detail

.AmericanCollegeof - Use common sense
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Can | sue if the doctor has ordered an unnecessary test on my baby ...
www.lawqa.oomlqalcan-i-—sue—if-doctor-has-ordered-an-unnecessary-test-on-my-baby b4

Feb 14, 2013 - Can | sue if the doctor has ordered an unnecessary test on my baby ... A simple x-ray
will not reveal any injury to the head, while a CT scan will.

Doctors Ordering Unnecessary Tests | Medical Malpractice Attorneys
www.leiferlaw.com » Medical Malpractice Attorneys ~

If your doctors are ordering unnecessary tests that you don't have then you should ... X-rays; Heart
screening tests; CT scans; Colonoscopies; Endoscopies; CT ...

Avoiding Unnecessary CT Scans - TIME
content.time.com/time/health/article/0,8599,1698163,00.htm!l ¥ Time ~

Dec 24, 2007 - ... a CT scan. Getting sued for not ordering one is more likely. ... CT is absolutely
necessary with head trauma and acute abdominal conditions.

Unnecessary Medical Tests and Treatments - Consumer Reports
www.consumerreports.org/cro/.../06/...unnecessary/index.htm ¥ Consumer Reports ~
Consumer Reports has the top five examples of unnecessary medical tests and ... And doctors often
comply to provide reassurance and to avoid lawsuits. ... And CT scans of the head can deliver a
radiation dose that's the equivalent of 15 to ...

Radiation Overexposure Medical Devices Side Effects Lawsuits ...
www.yourlawyer.com » Topics » Environment / Toxic Substances ~

Radiation Overexposure Medical Devices | Lawsuits, Lawyers | Side Effects, .... throughout the country
may have undergone unnecessary double CT scans, ... and UC Davis looked at outcomes from 40,000
pediatric head injury cases in 25 ...

CAT CT Scan Radiation Overdose Side Effects Lawsuits | Side Effects ...
www.yourlawyer.com > Topics » Defective Medical Devices ~

CAT CT Scan Radiation Overdose Side Effects Lawsuits | CT Scans have been ... hair (he had thick
dark hair) and the scan left a halo around his head of lost hair. ... throughout the country may have
undergone unnecessary double CT scans, ...

Minor head injury not reason enough for CT scan in children
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« Explanations and examples of terms
» Scope of the problem
* Hypothesis statement

 Origins of magical thinking and hyper-
penalization

e Actions that matter
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Type Il penalty paradox

» Refers to anthropological type Il error.
Type | error: “Crying wolf”
. “Asleep while on guard”

Exaggerated and excessive guilt and shame
caused by failure to diagnose a potentially
fatal disease. Results from internal and
external perceptions. Intertwined with
magical thinking.
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e Magical thinking

« Generation of false beliefs as a product of non-
scientific or irrational thought processing.
Examples include belief in rituals, spells,
superstition and mysticism.

e A normal quality of the childhood thought
process until approximately age 7

 However, 90% of adults have mystical beliefs
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e Examples

* “He has a bad story for angina but has untreated
hypertension so he needs a stress test”

* “The plaintiff’s attorney will have a field day with
this”

* “Your primary job Is to rule out the threats to life”
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The Power of Lucky Charms

New Research Suggests How They Really Make Us Perform Better

MORE
ACCURACY >
Participants who were
handed a golf ball and told,
“Here is your ball. So far it
has turned out to be a lucky
ball, were 35% more likely to
make a golf putt than
participants who were told,
'This is the ball everyone has
used so far.

MORE PERSISTENCE A

In an anagram game, in which participants had to
make as many words as possible from a string of
eight letters, participants with their lucky charms set

B e e od pecsistag longer ~BUT AT TIMES FALSE CONFIDENCE ¥
n a stock-market simulation, traders were told that pressing
lucky charms had been removed. the letters Z, X and C on a keyboard 'may have some effect on the

index,” when in fact it didn't. Traders in the study who held the
strongest belief that the keys made a difference had
real life, suggesting that “luck” may hurt their trading decisions.

BETTER MEMORY A
When participants were asked to play a memery game, those
with their "lucky charms’ on hand performed significantly beﬂ’.ef
than those separated from their charms. Moreover,

with their lucky charms reported that they felt 30% more
capable than participants without the charms.

Sources: University of Cologne, 2010; Journal of O and Or i » 2003

(llustrations by Jason Schoeider
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BATMAN IS RIDING AN
ELEPHANT

This renders your argument invalid.
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Importance of the problem to
emergency physicians

 Patient-oriented: exposure to unnecessary
testing.
e Physician compensation: HR 5970 will create

CMS Center for Innovation which must respond
to section 1302, calling for gating of advanced

Imaging
* Medical malpractice: a cause and an effect
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For Venous Thromboembolism

* Prevalence of disease (i.e., PE+) is now at close
to the test threshold (2-3%)

 New oral anticoagulants, together with validation
of algorithms will favor outpatient treatment of
most patients with DVT and PE.

* This will be easy to do
 And the treatment threshold will decrease
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e Quality Adjusted Life Years
« Unit of currency
» Used in cost effectiveness studies
* One QALY equals one year of perfect health

* In cost effectiveness analyses, QALYs are adjusted
downward by coefficients
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Physicians excessively discount future QALYs
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 Failure to diagnose a fatal disease results in the
largest loss of QALYs possible

» Diagnostic error the most common cause of ED
malpractice claims (37%), and 58% of these
claims alleged failure to order a diagnostic test
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The type Il “paradox” is this

 The QA, peer review, and legal system do not
consider the loss of QALYs from type |
(overtesting) error, but hammers the type Il
(negligence) error

e S0, we teach and practice the worst-case framing
heuristic

 The result:

~

-
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Origins of the Paradox

 Evolution
* The Bible (Judges for example)

e Supersense-driven heuristics
e Irrational reliance on superstition and charms
o Irrational fear of contamination

* The use of non-logical thinking, often influenced by
our the fear of not following rules of normalcy

« A boogeyman mentality






E-QUAL |

QUALITY
NETWORK

®  Transforming Clinical
l Practices Initiative

. American College of

Emergency Physicians®

ADVANCING EMERGENCY CARE ‘\A,

Another Origin: Patternicity
(Michael Shermer- Skeptic)

“l argue that our brains are belief engines: evolved pattern-
recognition machines that connect the dots and create
meaning out of the patterns that we think we see in nature.
Sometimes A really is connected to B; sometimes it is not.
When it is, we have learned something valuable about the
environment from which we can make predictions that aid in
survival and reproduction. We are the ancestors of those
most successful at finding patterns. This process is called
association Iearnln%, and it is fundamental to all animal
behavior, from the humble worm C. elegans to H. sapiens.”

Unfortunately, we did not evolve a Baloney Detection
Netttwork In the brain to distinguish between true and false
patterns.”

Scientific American, December 2008
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e Guilt
* “| made a mistake”
 Primarily from external peer review processes

e Shame
* “ am a mistake”
* Primarily from internal processes

» Fear of being shunned
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AnniGneiydvied. 2006

Emergency Physicians®

Driver #1: Medical Malpractice

 2/3 of ED physicians admit to ordering tests
solely because of concerns over medical
malpractice

e One three-center study found that ED physicians
estimated their PTP for ACS at <2% for 15% of
patients placed in CPEC



DON'T BE A WUSS

This looks legit
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* More than 27% of respondents reported ordering
a cardiac catheterization if a colleague would in
the same situation frequently or sometimes, and
nearly 24% reported doing so out of fear of
malpractice.

 We do what we think others would do, not what
we believe is right:
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! Practices Initiative
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* In general, MDM complexity goes up when
considering threats to life such as PE; evaluation
for these requires a test, usually imaging.

 But take note of HR 3590 Section 3021: “Varying
payment to physicians who order advanced
diagnostic imaging services according to the
physician’s adherence to appropriateness
criteria of such services as determined in
consultation with physician specialty groups and
TCP; memscne other relevant stakeholders.”
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What can be done?

the paradox exists

to consider the context
of overtesting in cases of missed diagnosis

« Acknowledge heuristics that over-weight the risk
of

* Increase research of
using pretest clinical data.

of patient-oriented
presentation of data of disease and test risk
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Avoidable Imaging Webinar:
Thursday, November 17
1:00pm-2:00pmEST

ACEP E-QUAL Network Resources and More
Information:
www.acep.org/equal

Contact Nalani Tarrant (Project Manager):
ntarrant@acep.org
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