
When must charting entries made by a
Physician Assistant be countersigned?
Under current Florida law, all records must
be countersigned by the supervising
physician within seven days for the first six
months employed, and then within 30 days
thereafter. Hospital records may have to be
countersigned under different time frames,
depending on hospital bylaws. Records in
long-term facilities must be countersigned
within 30 days.

If you get served with a subpoena—but
no court order—can you still disclose
protected health information (PHI)
under HIPAA privacy rules?
Yes, according to the HHS Office of Civil
Rights—as long as you check off one of
these criteria:
1. When you are neither a plaintiff nor a

defendant in litigation, you may disclose
PHI if  you have made reasonable efforts

to notify the individual whose PHI will
be disclosed; or the party seeking the
PHI has made similar efforts—and
provides documentation proving that it
provided the individual enough details
and time to file objections to the
disclosure. Otherwise, qualified
protective court orders for the
information should be sought.  

2. If you are a party to a legal proceeding,
such as a defendant in a malpractice
action or a plaintiff in a suit to obtain
payment, you may use or disclose PHI
as part of your health care operations.
However, you must make reasonable
efforts to limit such uses and
disclosures to the minimum necessary
to accomplish the intended purpose. 

Does Florida law set forth the manner in
which prescriptions must be written?
Yes. Pursuant to FS 456.42 effective July 1,
2003, all written prescriptions must be
legibly printed or typed and must be signed
by the prescribing practitioner on the date
issued and must contain the name of
prescribing practitioner; name and strength
of the drug; quantity of the drug in both
textual and numerical formats; directions
for use; and the date of the prescription with
the month written in textual letters.

When a patient leaves the hospital AMA
(against medical advice) is the physician-
patient relationship automatically
severed?
No. The patient can assert that the AMAwas
purely for some aspect of treatment, such as a
surgery or physical therapy, but not all care
and treatment. Always document the record

in the case of an AMAand send a letter to the
patient confirming their forfeiture of care and
the potential consequences of their actions.
Ask the patient to reconsider but do not deny
the patient access to ongoing care. Consider
terminating the physician-patient relationship
of noncompliant patients. Depending on the
medical condition or situation, seek legal
guidance before taking action.

May the medical records of a deceased
patient be furnished to the surviving
spouse?
Not automatically. Under Florida statutes,
medical records may only be furnished to
the patient or the patient’s  “legal personal
representative.” In the case of a deceased
patient, this requires that the person seeking
the record be appointed as the “Personal
Representative of the Estate” of the patient.
Alternatively, a party seeking production of
the decedent’s medical records may file a
“Pure Bill of Discovery” to obtain a Court
Order to produce the records. A standard
authorization for release of medical records
is sufficient, providing that the requesting
party executes the authorization “as
personal Representative of the Estate of
(patient name), Deceased.”

Is the “Universal Protocol” a
requirement or just advice to be
considered?
Effective July 1, 2004, compliance with the
Universal Protocol For Preventing Wrong
Site, Wrong Procedure, Wrong Person
Surgery is required of all Joint Commission
accredited organizations, to the extent that
these requirements are relevant to the
services provided by the organization.

A comprehensive risk management
program involves periodically
reviewing loss statistics and trends to
identify emerging issues and
exposures. It also provides the
opportunity to update risk
management activities to meet
changing conditions. One of the
primary sources of professional
liability loss statistics is the Physician
Insurers Association of America
(PIAA), an organization that has
captured national closed claim data
since 1985. To date, they have amassed
a database of over 213,000 claims,
encompassing all medical specialties.

PIAA data indicates that the
cumulative, 15-year average
indemnity payment for all medical
specialties is $196,408. The 2005
average indemnity payment for all
specialties was $318,973, confirming a
five-year trend relative to increasing
claim severity. The percentage of paid
claims to the total claims closed
(payment ratio) for the cumulative
time period is 29.8 percent, with the
figure in 2005 dropping to 23.8
percent. 

Neurosurgery claims have the highest payment severity, while OB/GYN claims
have the highest payment ratio at more than 32 percent.

Looking more closely at the PIAA data, the most
prevalent misadventure (allegation) for all medical
specialties is improper performance, based upon the
total indemnity dollars paid. Diagnostic errors
comprise a very close second in terms of the most
prevalent misadventure. The other significant
misadventures are depicted in Exhibit I.

Another factor to be considered when reviewing
exposures are the procedures performed. Using the
cumulative PIAA data, the 10 most prevalent
procedures and the respective average indemnity payments made are shown in
Exhibit II. 
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Case Study: Failure to Monitor or Supervise

Editor’s Note:  This case study analysis reflects an actual First Professionals’ case.

Case Analysis
The 67-year-old female was admitted with diagnosis of congestive heart failure, pulmonary edema, and atrial
fibrillation. She was admitted to the critical care unit under the critical care physician and her family practitioner. The
patient was started on Digoxin, Heparin, Lasix, and Cardizem. A cardiology consult was called, who initiated
Coumadin therapy. Two days later, due to the family practitioner’s involvement, the cardiologist signed off the case
and instructed the patient to follow-up with him in four to six weeks. 

Following discharge, Coumadin therapy was continued with vague instructions to the patient to obtain PT and INR
tests at different times, but without prompt evaluations and adjustments to the Coumadin doses. Several PT and INR
readings were out of therapeutic range over the following two-month period. There was no documentation of patient
education. Both the family practitioner and cardiologist, at one time or another, prescribed changes in the
anticoagulation therapy, without diligently tracking blood levels. A nurse also managed the treatment without proper
protocols. The patient continued on this path until suffering a large intracranial hemorrhage, at which time her PT level
was 27.2 and her INR was 4.9. 

The patient’s outcome was hemiplegia, seizure disorder, and speech difficulty with continuous care in a tertiary facility.
Amalpractice claim was filed against each physician, alleging negligent medical management for failing to adequately
monitor the patient’s anticoagulation therapy. Medical experts were unable to support the family practitioner or
cardiologist. Consequently the case necessitated settlement.

Risk Management Discussion

• Regarding consultations, the treatment should be relegated to the specialist until the need for special management
is ended. At that time, the entire care of the patient should revert back to the primary care team. Clear
documentation in the chart should indicate from whence the specialty orders will come.

• Regulating INR and PT can be complicated by diet and some medications, as well as non-compliance or lack of
understanding by the patient. A proactive plan that incorporates education, timely evaluation, and prompt
adjustments to dosage is essential.

• An appropriate Coumadin clinic will coordinate timely blood levels with prompt medication adjustments to
achieve desired control. A proper Coumadin clinic will regulate frequent lab draws with same-day dosage
adjustments, patient education, which includes routine review of dietary and medication changes that can impact
the effectiveness of anticoagulation therapy. It should use standardized nurse protocols, also.

• Where a proper Coumadin clinic is not available, an effective tracking mechanism must facilitate prompt attention
and response to lab test results and follow-up office visits to accomplish adequate supervision.

• Lack of adequate communication between multiple physicians treating one patient increases the exposure to
treatment error. Regular communication between all caregivers should include copies of diagnostics and
medication regimens, changes in orders or treatment plans; and specific accountability of each physician should
be clearly delineated to all physicians, as well as the patient, and documented. 

Current Loss Trends and Statistics
by Joseph F. Putz, LHRM, FPIC RM Consultant

Continued on page 2

A ranking of specialties by average indemnity payment is provided in the following
table. 

It is interesting to
note that of the
most prevalent

procedures
performed, six of

the 10 listed
involve

non-invasive
treatments.  






