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n Committee Structure - What meetings do you run? Which are most impactful in your 
department?

n Describe the committees, include who attends (admin, nursing…)

n Attendance requirements?

n Who has a peer review committee?

n Which chart, complaint or event reviews are the most effective and impactful?

Emergency Department Structure
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n What is the most innovative and impactful structural/departmental program you created 
and can share with the group?

n What is the most significant risk/safety issue you have had recently, and what did you 
do about it?

Group Discussion
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n What is required for:

n Medical Director or Assistant Directors

n Physician practitioners

n APPs

n Ultrasound providers

Training, Competency, Orientation



Risk & Safety Administrative Scenarios
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Scenario # 1

The hospital administration and the medical staff are up in arms regarding the hospital’s door to balloon 
times in patients with acute coronary syndrome.  Yours is THE go-to hospital for interventional care.  The 
finger is pointing to the ED.  The average door to ECG is over 30 minutes. The average ‘time to order’ of 
troponin is 45 minutes.  

There is a chest pain protocol that allows nurses to initiate lab orders but most of the physicians will not 
allow them to initiate without seeing the patient.

There have been several poor outcomes, with related litigation.

The hospital, the physicians, and most importantly your patients are at risk.  What steps will you take to 
address these issues?
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Scenario # 2 (Consider this in non-COVID normalized times)

There have been three recent adverse outcomes in your ED waiting room over the last two months.  A 14-year-old 
presented to the triage area complaining of a painful scrotum. The triage nurse did not recognize the importance of the 
presentation and the mother and teenager sat in the waiting room for 4 hours.  The mother was irate and went to another 
hospital.  At the second hospital the young man was in surgery within 30 minutes of arrival but lost the testicle.

A 65-year-old male presented with a complaint of slurred speech and weakness in the right arm that started approximately 
an hour and a half prior to presentation.  His triage vital signs were normal, and the nurse did not detect weakness in the 
arm.  He was asked to have a seat in the waiting room.  After 55 minutes his wife knocked on the triage window after she 
noted that her husband was unable to move the right side of his body.

A 45-year-old patient with chest pain sat in a wheelchair holding his chest until he collapsed on the floor.  This was all 
picked up on security videotape.  The clock was running on the tape, he had been in the waiting room for 28 minutes 
before he collapsed.  

The VP risk has contacted you, the medical director.  She is asking for an action plan for resolution of the problem.  She is
looking at the possibility of three lawsuits and possibly worse.  The states attorney brought a charge of homicide against 
the hospital related to the videotaped death of the chest pain patient.  
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Scenario # 3

The quality department has just brought an issue to your attention.  The Medical Director and Assistant Director have been 
having patients return to the ED for continuing IV therapy in a special IV chair. Quality is concerned regarding possible over-
utilization.

Case # 1 involves a patient who developed cellulitis after a cat scratch.  The chart indicates cellulitis, patient was given 
Rocephin and discharged on Augmentin. She was asked to return for IV antibiotics the following day. In total, the patient 
returned for 17 days for various antibiotic regimens including Rocephin, Imipenim, and Vancomycin.

Case # 2 is a dog bite who was treated for a cellulitis on the leg for eight days with IV Rocephin in the emergency 
department.  

Case # 3 is a patient who developed a skin infection following a laceration.  The patient was initially treated with Keflex. The
infection worsened. The patient was given a dose of Rocephin IV and discharged on Augmentin. He returned for 4 days and 
was treated with IV Rocephin. The patient became septic and was admitted to the hospital. He ultimately needed 
debridement of area around the initial laceration and has filed suit.

The quality department has asked you to investigate the issue.  What steps will you take?
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Scenario # 4

You are the medical director of an ED in a tertiary care hospital.  Surrounding hospitals have been having 
serious problems with their on-call schedules.  As a result, the number of transfers to your facility has been 
increasing dramatically. Transfer calls are typically routed to the on-call subspecialist who makes the 
decision about whether to accept the patient. 

Two transfer cases were refused last weekend. In the first a neurosurgeon refused to take the case of a 
patient who had fallen off a horse and suffered an intracranial bleed.  In the second, a cardiac fellow refused 
a transfer for a NSTEMI patient who required a cardiac cath. In both cases, the ED was extremely busy, but 
not on bypass and the hospital had the current capability to accept the transfers. 

The hospital had to self report both cases to CMS.  The state agency representing CMS will be visiting your 
hospital tomorrow.  What immediate steps can you take? What additional steps can you take to resolve this 
potentially dangerous situation?
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Scenario # 5

A charge nurse notifies you that 3 nurse are concerned because one of your physicians is administering 
narcotics to patients. She orders the meds, and then tells the nurse to give her the meds and she will 
administer to the patient. One nurse tells you directly that one of her patients told her the he only got one of 
the two pain meds ordered for him.

What do you do?

Post Intervention

You receive two more notes from nurses regarding your provider’s continued request for narcotics to 
administer directly to patients.

Now what?
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Scenario # 6

You have a 65-year-old physician on your team who is a wonderful individual and highly thought of by 
medical practitioners and nurses alike. In the last 3 years he has been seeing fewer patients per hour than 
the other practitioners. Your average is 2.3 and he has fallen under 1.5. When he works the waiting room 
routinely backs up. When you are on duty following this physician, you cringe at the thought of what awaits 
you. This comes up routinely in conversations with other physicians and the hospital is expressing concern 
about conditions in the ED when this doc is on duty.

What do you do?
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n A 25-year-old man presented to ED with 
low back pain.

n Based on his history of recently lifting 
furniture, the emergency physician 
diagnosed musculoskeletal strain.

n Patient discharged on Motrin 800 mg tid, 
PRN follow up with physical therapy.

Case Presentation



Copyright © 1998-2022,  The Sullivan Group, All Rights Reserved

|   Page 13

n Patient returned (Bounceback) 2 days 
later with worsened pain.

n Diagnosis: Spinal epidural abscess

n Patient had a lengthy hospitalization. 
Ultimately no malpractice claim was filed.

Case Continued
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n ED Doc never asked about a history of fever.

n Fever on the patient track board was not seen by the ED Doc.

n Temp of 102 F was auto-entered into chart but never seen 
by the EP.

n ED Doc did not consider a predisposition for an epidural process –
patients was an IV drug user.

n ED Doc did not modify his DDx based on multiple levels of back pain.

Cognitive Autopsy

!
Medical Errors

12345



Malpractice
Claims

Medical
Errors

Diagnostic Error Rate

28%
AOD

20%
VTE/PE

62%
SEA

24%
Thrombosis

9 Patients Die per
100K ED Discharges

within 7 days from medical
errors.

4 th Leading
Cause of Death
in U.S. 

Bounceback2.9%Admit Rate
many related to medical
error

• 99% of ED practitioners sued 
by age 65

• 7% of Emergency Physicians 
sued each year

• AON national benchmark HPL 
cost $6.83 per ED patient
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n The ‘failure to diagnose’ is overwhelmingly
the single greatest risk issue in emergency 
medicine. 

n Litigation is an issue, but the sheer volume 
of medical errors and patient safety is far more 
important.

n As ED leadership, our risk & safety focus 
should be squarely on reducing the frequency 
of ‘failure to diagnose’.

Key Points
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n 6,779 closed EM claims

n 4000 (65.9%) were dropped, withdrawn, dismissed

n 1546 (22.8%) settled for an average indemnity of $297,709

n 515 (7.6%) of cases went to trial

n Verdict for the defense 92.6% of cases 477/515

n 7.14% of cases 38/515 jury verdicts for the plaintiff. Average indemnity of $816,909.

Most Recent/Largest Analysis of Claims (20 years)
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Rate of Diagnostic Errors
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“Big Three” Disease Diagnostic Error Rate“Big Three” Disease Diagnostic Error Rate
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“Big Three” Disease Diagnostic Error Rate“Big Three” Disease Diagnostic Error Rate – 1st visit misses
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Source: 2019 Aon/ASHRM Hospital and Physician Professional Liability Benchmark Analysis. All rights reserved. 

State of the Market 2020 : Diagnostic Error is the Second Most 
Frequent Cause of Professional Liability Claims

State of the Market 2020: Diagnostic Error is the Second Most 
Frequent Cause of Professional Liability Claims
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State of the Market 2020: Malpractice Insurance Just Got Very Expensive

Credit: Slide created by Aon Healthcare Practice. Presented in webinar on 10/6/2020 by Andrew Azan & Erik Johnson 



TSG Research Into the Root Cause of the 
Failure to Diagnose in EM
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Strategy – Target the Highest Risks
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Most Common & Costly Misdiagnosed 
Conditions

Most Common & Costly Misdiagnosed Conditions (n = 7,211 claims)
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Patient 
Complaint

Data, HPI,
PMH, PE

Discharge, 
Admit,
Transfer

Experience,
Intuition,
Feelings

Probability
Analysis

Evidence-
Based

Decision
Model

Discharge, 
Admit,
Transfer
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Appropriate H & P data set?
n Type of pain onset
n Location
n Radiation of pain
n Movement (e.g., chest to abdomen)
n AAA risk predisposition

Abdominal Pain ( 40 and older) and AAA – National Profile
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Documentation Compliance From 21 EDs Across The Country*

* From the last 18 months from EPIC, Cerner, Meditech EDs
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Appropriate H & P data set?
n Type of pain onset
n Movement (e.g., chest to abdomen…)
n Hemoptysis
n CAD, AoD, PE Risk Predisposition

Chest Pain (40 and older) and TAD, PE, AMI – National Profile
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Documentation Compliance From 21 EDs Across The Country*

* From the last 18 months from EPIC, Cerner, Meditech EDs
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Documentation Compliance From 21 EDs Across The Country*

* From the last 18 months from EPIC, Cerner, Meditech EDs
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Vital Signs Re-evaluation – National Profile

16%

90K
patients’ vital signs

we looked at.

9K
were very
abnormal.

of patients with very
abnormal vital signs are 

discharged without
a single repeat.
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Patient 
Complaint

Data, HPI,
PMH, PE

Discharge, 
Admit,
Transfer

Experience,
Intuition,
Feelings

Probability
Analysis

Evidence-
Based

Decision
Model

Discharge, 
Admit,
Transfer



Driving Clinical Alignment Around Key 
Elements of Hx, PE, MDM 
Does That Work?
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n Data from a large U.S. healthcare provider n Emergency Services

Does That Work?

22
states

6M
visits annually

190
hospitals

over



Copyright © 1998-2022,  The Sullivan Group, All Rights Reserved

|   Page 43

Large Hospital System: 190 EDs | >3000 practitioners | >6M Annual ED Visits

Clinical Alignment Over 7 Years
81
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1Q2003 3Q 2003 3Q2004 3Q2005 3Q2006 3Q2007 3Q2008 3Q2009 3Q2010

Repeat of Very Abnormal Vital Signs Risk Factor Assessment Score Overall Risk Score

Overall compliance with over 150 clinical drivers 
increased from 76% to 90%. 

The patients that presented with a very abnormal vital 
sign that was sent home with that same vital sign (no 
repeat) decreased from 19% to 1%. 
Overall compliance with risk factor analysis advanced 
from 40% to 85%.
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Overall 74% Reduction in Dx-Related Claims

7 High-Risk Conditions

Subarachnoid
Hemorrhage 

Pulmonary
Embolism

Cerebrovascular 
Accident

AAA & TAD

Meningitis

Acute Myocardial
Infarction

Appendicitis

Fractures

ê87% ê70%

ê84%

ê48%

ê82%

ê66%

ê66%



Copyright © 1998-2022,  The Sullivan Group, All Rights Reserved

|   Page 45

Claims Per 100,000 Visits



Solutions to Impact Dx-Related Errors  
Decision Making & Documentation
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Current Risk & Safety Paradigm

47

Impact 

Over decades the 
frequency of errors 
and claims is steady 
to rising. The cost of 
claims is currently 
rising dramatically. 

Current Approach

Books, lectures and 
on-line training. 

Problem

The human 
forgetting curve, 
recall ability and 

memory loss. Key 
information is not 

front of mind at the 
bedside.



New EM Risk & Safety Paradigm

Using AI
visually available & 
comfortably in the

practitioner’s workflow.

provides conditional algorithms, 
checklists & decision support,

real-time during the patient encounter. 

It Must Be







ED Guidance Demo
ED Guidance Demo
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Abdominal Pain (12-39 years of age)
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Abdominal Pain (40+ years of age)
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Chest Pain (40+ years of age)
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Claims Per 100,000 Visits





The ED After Roe
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n Work with OB and your hospital admin/legal to create a list of referral options. Provide 
to all pregnant patients seeking pregnancy related care.

n Provide that approved list to the patient as a routine part of the discharge instruction 
process. 

n If your state has criminalized abortion, don’t engage in the conversation “Where can I 
get an abortion”. 

Your Patient is Diagnosed With an IUP During the ED Visit
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n EDs are likely to see an increase in the number of patients post SMA.

n Post Roe state criminalization of abortion should have no zero impact in this scenario.

n In fact, evaluation and stabilization are required under EMTALA. 

n There appears to be clarity on this issue from Health and Human Services. EMTALA 
preempts contradicting state law.

Your Patient Had a Self Managed Abortion (SMA) or is Miscarrying
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n Evaluate and stabilize as required (allowed) under EMTALA. 

n Carefully document your findings. 

n Consult with OB as needed, refer to the community resource list is appropriate.

Your Patient Attempted an SMA but US shows a Fetal Heart-Beat
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When Abortion is Required to Stabilize Your Patient
From HHS: July 11th, 2022

Thus, if a physician believes that a pregnant patient presenting at an emergency 
department, including certain labor and delivery departments, is experiencing an 
emergency medical condition as defined by EMTALA, and that abortion is the stabilizing 
treatment necessary to resolve that condition, the physician must provide that treatment. 
And when a state law prohibits abortion and does not include an exception for the life and 
health of the pregnant person — or draws the exception more narrowly than EMTALA’s 
emergency medical condition definition — that state law is preempted. 

Reinforcement of EMTALA Obligations specific to Patients who are Pregnant or are Experiencing Pregnancy Loss (QSO-21-22-Hospitals- UPDATED JULY 2022), available at 

https://www.cms.gov/medicareprovider-enrollment-and-certificationsurveycertificationgeninfopolicy-and-memos-states-and/reinforcement-emtala-obligations-specific-patients-who-are-pregnant-or-
are-experiencing-pregnancy-0 



Copyright © 1998-2022,  The Sullivan Group, All Rights Reserved

|   Page 62

n Does the First Amendment protect your right to give medical and legal information 
about self-managed abortion? Probably – Maybe!

n Post-abortion care after fetal demise is no legally riskier than miscarriage management. 

n At the moment, there are no mandatory reporting provisions regarding SMAs. Doing so 
is likely a HIPAA violation and possibly an invasion of privacy. If mandatory reporting 
provisions are created, leave that entirely to your administration.

n Post-stabilization care is required under EMTALA.

n Avoid patient criminalization. Don’t document information in the chart not required by 
law nor clinically significant for subsequent providers. 

Legal Considerations
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https://www.beckershospitalreview.com/legal-regulatory-
issues/emtala-covers-abortion-in-idaho-hospitals-judge-
rules.html?origin=BHRE&utm_source=BHRE&utm_medium=em
ail&utm_content=newsletter&oly_enc_id=9107H5403578H0D
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n EM is one of the highest risk specialties for patients and practitioners.

n Our documentation of high-risk presentations is inadequate and probably reflects a 
high frequency of inadequate basic data gathering.

n The 30-year paradigm of the talking head has not significantly impacted medical error 
and the failure to diagnose in EM.

n The solution is part human and part tech and has to be focused at the point of care. 

n The EHR companies do not have this on their roadmaps. Solutions will be coming from 
outside.

Failure to Diagnose Summary
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www._______________.com
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Thank You
dsullivan@thesullivangroup.com

Mobile: 630.567.2344

mailto:dsullivan@thesullivangroup.com


Copyright © 1998-2022,  The Sullivan Group, All Rights Reserved

|   Page 69


