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THE RISK FACTOR

ANNe€ howo Trends
Risk Management Concerns and Solution

The Impact of Appointment Failures

The failure of a patient to show up for a
scheduled appointment has a significant
negative impact on the physician, staff, and
patient. T he esbhvoiwou s |
patient has on the practice is financial, since the ||
physician misses out on the revenue that would |
have been collected for the visit and the "
inability to schedule another patient in the now
open slot. Further, the time and energy
associated with following up on these patients
to reschedule appointments can be costly, not f@kes a financial and emotional toll. Providers
mention frustrating as well. For the patient, ~May be surprised to learn that the average offi
failure to show up for a scheduled appointmentPractice has about a)% noshow rate and it
can adversely affect their health, continuity of ¢an be as high as ZD%, which represents
care, and result in possible termination from th&oth a loss of quality and money.

practice. Some providers feel thatstwows are

a nuisance, but not ; : * : At
the number of n@hows, and others may not

understand the potential impact failed ...patients that fail to follow up as
appointments can have on the office practice. | directed and have adverse outcomes are
However, patients that fail to follow up as not prevented from suing the physician...
directed and have adverse outcomes are not

prevented from suing the physician, and in the
end, while the physician may prevail; it still (Continued on page 2)

The Illinois Supreme Court Overturns Medical Tort Reform

On Thursday, February 4, 2010, the lllinoi potential liability exposure through the
Supreme Court struck down the entire  jmplementation of proactive risk
I'l'1'inoisd medical Ipjafageméni pradtices. SHo@d hBve &ng \
additional review of this decision, please gyestions about your liability exposure,

go tohttp://www.ihatoday.org/news/ please contact Mary Stankos, RN, MJ,
reporter.pdf Director Risk Management at

(630) 2765565,mstankos@ihastaff.ory

From a risk management perspective, we
recommend you look to minimize your risk


http://www.ihatoday.org/news/reporter.pdf
http://www.ihatoday.org/news/reporter.pdf
mailto:mstankos@ihastaff.org

ANe€Showo Trends: Ri s k

The nashow patient has been a long standing problem for office o
practices, but seems to be more prevalent in these tough economic
times as many patients decide against preventative care and-tglow
treatments. While many patients may call and cancel scheduled
appointments there are others who decide just not to show up.
Addressing the problem of rehows in the office practice starts with
collecting data that allows the physician to measure the rate of
no-shows. Once this has been determined the physician has to
understand why patients donot

Addressing the problem of no-shows in the office
practice starts with collecting data that allows the
physician to measure the rate of no-shows.

(o]

Staff and Patient Behaviors that Contribute to Missed
Appointments

Limited research into the area
scheduled appointment has done little to establish a root cause and
many believe the problem to be multifaceted. It has been suggested
that certain patient characteristics can help identify the patient who is
likely to become a nghow patient, such as general demographic
information of age, sex, and socioeconomic status. Moreover, there
are individual patterns of patient behavior that have been linked to the
probability of being a n@how patient, and include: regularly arriving
late for an appointment, paying late for services, and patients who
cancel appointments at the last minute. Recently, researchers have
looked at other sources forshow behavior and believe that the

failure to provide discharge education to the patient on the importance
of follow up may be a contributing factor. Another factor is the
patientds perception as to how th
appointments and how staff respec
For example, patients who regularly wait for scheduled appointments
feel that their time is disrespected, and if they choose not to show for
an appointment it is justified and will not negatively affect the

oof

o

Management

Conc er ndnimgdidhpaB 0 | U

Addressing the problem head on

The following is a list of interventions and actions an office
practice may consider to combat the problem of patierstoovs.
The approaches chosen really depend on the identified issues
contributing factors to the failed appointments. Depending on 1
scope of the problem and issue, only one or several of these
interventions may be appropriate. Regardless of which

s hinjefventjon
and sustainability. Further, these approaches have been show
reduce neshow rates, but not eliminate them.

s are chosen, the provider must monitor effectivene

Develop a policy and procedure on how you addresshioavs
in the office practice, which includes the follow up and
communication process.

In some instances, speaking to patients who are habitual
no-show patients and educating them on the effect their
behavior has on the office staff, physician, and other patient
can be effective.

Pravidibg patiants wieh meadingthiexit@ischasgh o W U |
information, so they have a clear understanding about the
reasons for following up and the importance of maintaining
their scheduled appointment. Also, consider who is doing tt
exit interviews, is it a receptionist who is busy answering
other phone calls, or is it someone who can provide his/her
full attention to the patient and answer questions?

Re-vamp your scheduling process and improve accuracy in
patient scheduling. Make sure that waiting times to see the
physician do not exceed 46 minutes, and if they do,
provide reasonable explanations and options for alternative
appointments. Show
the patient that the,

iceDvFl e$ Hisfhér
fime pa
When scheduling a
patient, allow the

physiciands schedul e. In fact, m@aﬁegttomtéggestﬂ \ u
the physician by providing them with more time to see other patients. time he/she is \
available as
It is beneficial for the provider to initiate measures that allow him/her compared to giving
the ability to identify which type of patients may bestmws, and the patient the next
determine staff processes that may triggeshow behaviors in open appointment. =5\
patients. Consideration should be given to not only measuring the rate  If the patient choose™
of no-shows, but identifying specific information about the type of the time and date of
patient that does not show up for scheduled appointments. Further, the appointment, he
the provider should evaluate the accuracy of office scheduling she will be more
procedures, general wait times to see the provider, how staff likely to keep it.
communicate to patients, and the type of information that is givento o Develop a list of
patients during the exit interview and by whom. patients who are
willing and able to
Risk Management Strategies to Reduce and/or come to the office on a mon

Eliminate No-shows

Once the provider has reviewed staff processes, evaluated patient
behaviors/types that may contribute testomws, and has a better
understanding as to why patients
scheduled appointments, then specific strategies can be implemented
to reduce or eliminate the problem of-slaow patients.

Provide education to staff on how to communicate effectivel
and respectfully with patients both on the phone and in pers

Consider charging a nominal
or who cancel appointments in less than 24 hours. Reéneml

éhgrginﬁ h f@e( f gornetH?nb tﬂecp tlerft fld ngt Pelelié can

(Continued on page 4)
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In Compliance

HITECH
What is Meaningful Use?

The Health Information Technology for Economic and Clinical of measures, unless th
Heal th (HITECH), part of t he provEe isexanptifg
stimulus plan, has promised financial incentives for Medicare ornone of the proposed
Medicaid participating physicians who utilizeygalified or measures match the
certified electronic health record (EHR) system, and demonstratgpecialty.

meaningful use of that system. The Health and Human Servicgs|n 2011 all reporting
Secretary initially did not define these terms, which left many to || e done by
wonder what would be necessary to meet these minimum attestation. but will
requirements. On December 30, 2009, CMS and the Office of move towards an

the National Coordinator for Health Improvement Technology g|ectronic form in
(ONC) moved closer to defining these key components by future years.
releasing twesets of federal regulations.

Starting in 2013, the =
The meaningful use regulations are proposed and the EHR requirements related to
certification regulations are interim final regulations. Both arémeaningful use will be more challenging, focusing on decisio
subject to a 6@ay public comment period due on March 15, gypport for national high priority conditions, patient access to
2010, with final regulations to be published in 2010. The  self management tools, access to comprehensive patient d&
proposed meaningful use regulations take a staged approachyng improving population health. Overall, in order to meet th
from 2011 to 2015 and initially focus on electronically capturim,geaningfm use requirements, the EHR needs to be part of

health information in a coded format to track key clinical  cystomary care for patients and used effectively by physiciar
conditions, communicating that information to coordinate cargyng staff in the delivery of quality care.

initiating clinical quality measures, and public health

information. Any provider who is seeking to receive a HITECH incentive

_ . _ payment in 2011 should consider working on meaningful use
According to the CMS proposed rules, in order to qualify for jmmediately, because it is not anticipated that there will be
Stage | HITECH incentive payments: substantive changes from the proposed to the final rules. If

« Providers will need to prove meaningful use of their EHR f§rrently do not have an EHR, be sure that any vendor you

at least 90 continuous days in 2011, and for the entire yeaf§100se can help assure you meet the meaningful use
thereafter. requirements now and into the future, and if you already have

EHR system, identify gaps and begin a process of implemen

¢ Physicians must prove that they have met all functional )
the necessary changes to ensure compliance.

objectives with the use of their EHR, which include
computerized physician order entry, the use of clinical
decision alerts, and incorporation of lab results into their E

as discrete data, ePrescribing, and electronic information http://edocket.access.qpo.qov/2010/pdiB217.pdf

dIStI‘I.bu'[Ion 0 patlent§. n , http://www.cms.hhs.gov/apps/media/press/factsheet.z
e Providers must submit clinical quality measures on a CoreéSEnter:?)SG.zy

MAIC/IRMS Education Sessions

& additional information on the meaningful use requiremen
please to:

Mar 4 Risk Management Meeting July21  ED Risk Management Meeting
IHA, Naperville IHA, Naperville
May 13 OB Risk Management Video Conference Sept 29 IRMS Annual Meeting
IHA, Naperville/Springfield Marriott, Normal
July 15 ED Risk Management Meeting Visit www.maicinsurance.coro obtain an agenda, driving
Southern IL location TBD directions, and registration form or contact Lisa Galvan at
630/2765694 orlgalvan@ihastaff.ordor additional
information.
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ANe€Showo Trends: Ri sk Management Concer n sntindedfidhnpageo | u

challenge the patient/physician relationship, and could be
consider esit andia@mondbdb| @especi al
patient waited a prolonged time to see the physician. The bes
approach is to make sure that all new patients know about th
policy, remind all patients of the rghow charge policy

when scheduling appointments, and post conspicuous signs
in the waiting room and at the reception desk. A brochure
that outlines expectations for patients can be helpful and
provide them with an explanation and fair warning.

However, patients should never be denied access to care
because they have failed to pay theshow fee.

o Depending on nehow rates, consider double booking
certain appointments. Utilize a strategic approach as ,//
compared to a random approach, instead of adding sporadicl,{/
slots of overbooking; understand the best time/day to
overbook, such as 4pm to 6pm on Fridays. Remember, there
are risks for overbooking, and the staff must be prepared t
address the influx of patients.

o Consider providing patients with notice about their upcominghe issue of the nshow patient can have a negative effect on staff
appointments either by calkreail or post. As a general rule, morale, office finances, and patient health. Factors that contribute t
itis a good risk management practice to know how best to the issue are multiple and involve office processes, staff attitudes,
contact the patient, and this should be documented in the and patient perceptions. Before an office practice can address the
medical record. To limit the expense of personnel time  problem of neshows, providers have to understand the depth and
necessary to provide patients with appointment reminders, scope of the problem. Measuring the rate eshow patients,
the office may consider the use of automated systems that reviewing staff communication skills and scheduling practices, and
call patients or provide them with information on a personalidentifying patient behaviors associated with failed appointments
voice mail box. will be helpful in assessing the problem and developing strategic

o Consider assigning patients with a history of not showing u@PProaches/plans to assist in reducing or eliminatingiow rates.
for scheduled appointments to a provider with an open Consideration 01_‘ what mterventlo_n to |mpleme_nt rests sqlely in the
schedule, or who is responsible for seeing walk in patients.fu" cor_nprehen_smn of the Rshow issue and office operations, as

some interventions may not be helpful or may be impossible to

“Turni N-ghdWe®o i nto AShowso

o Before terminating a chronic rghow patient, consider implement. Creativity in addressing the problem okhows is a
entering into a contract/agreement with the patient that ~ bonus, as it allows you to tailor the solution to the specific needs of
addresses progressive action. the office, staff, and patients. An office practice can significantly

reduce the rate of rshows and its impact on staff and patients, and
’ possibly eliminate the problem by making a major change in its
solution approach to scheduling and consider epecess scheduling.
The concept of opeaccess scheduling has been around for ) _ ) ) ) _
some time and is often ref erlfryaugvoyddikeangre igfarmatian @n thiptepig.yophave guestigns
t oday .-access@ghedaling is not for every type of on how you can reduce your 18bow rates, contact Mary Stankos,
physician practice and certainly lends itself more amenably to RN, MJ, Director Risk Management at (630) Z¥65 or
primary care. The advantage of optess schedulingisit ~ Mstankos@ihastaff.ory
improves patient flow, virtually eliminating the issue of . N - .

hows. Further, it assures patients get seen the same day 3 U ¢! ng t heh Rmd eApfoiiMoment s |snot Ea
no-s : ’ P 9 Y Rp:/imww.medscape.comiviewarticle/500543 p(Atcessed 1/5/2010)

in the immediate future, and seen by their primary care Studyds s-sHowst overbookingg Amednews.cdnitp://amaassn.org/
physician. This has been shown to improve patient satisfactioamednews/2008/02/04/bil20204.h{Accessed 2/9/2010)

improve patient/physician relationships, reduce staff stress, arféest Ways to Deal with NShows hitp://www.medscape.com/

llow for ractice r owt h bV|ewart|cles/705520 rinfAccess _1/5/2010) ot have
al pra g9 h . byEnGggthe Habitudl i PRBhich /Bl heSscafd &M
wait weeks for an open appointment. Switching an office viewarticles/501477_prin{Access 1/5/2010)
practice to opefaccess scheduling is a commitmentand may Why We Dondt Come: rShotvs. kttp:! Percepti or
take a while for staff and patients to get used to it. Because Www.medscape.com/viewarticles/496210_pr{Access 1/5/2010)

tablished patient biect to th heduli The Effect of the Exiinterview patient Education on Nehow Rates at a Family

some established pa |e_n S may object o _e open scheauling, practice Residency Clinichttp://www.medscape.com/viewarticles/464863_print
they may choose to switch to another provider. However, (Access 1/5/2010)
exceptions can be made for scheduling in advance under an opemto Deal with Missed Appointmentshttp://www.medscape.com/
-access system, which includes: patient preference, necessaryfWarticles/712367_prin(Access 1/5/2010)
required follow up, and regular or monitoring visits.
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Special Feature

A Patient Dies, and Then the Anguish of Litigation

By Joan Savitsky, M.D.

It was just an average busy, stressful day at work, in May 2004, when the deputy sheriff arrived with a summons. I st
my breath, signed the receipt and returned to my desk piled high with charts, messages, lab results and forms. | was
sued formedical malpractice

That was how it started. Eventually | peeked at the text of the complaint, which was riddled with accusations. Appare
my conduct was fAmalicious, willful, wanton or reckl e
tientds health treated her in such a manner that she

At night I lay awake going over and over what happened. My patient was a relatively young woman who had develop
aggressiveolon cancerher illness was unexpected, and her course was tragic. | felt that | had treated her as | would \
be treated.

But now her children, whom | barely knew, were coping with their own complex emotions, which | imagined to be grie
very likely anger and frustration, and perhaps misunderstanding. Filing a malpractice suit somehow addressed this. .
now it would hang over all of us for years. It was as if a noxious subtle film had settled all around, making everything
vaguely unfamiliar and unpleasant. | had become a little unfamiliar to myself.

The film settled on everything at home and at work. | loved my patients and my practice, but this made me wary and
trustful of themd and of myself.

Medicine can be a minefield of uncertainties; no matter how thoughtful and careful we are, physiology is infinitely cor
and fate is capricious, and occasionally something blows up in your face. If this happens, you have to integrate the
experience, but for a while you lose your bearings. It is discombobulating. When this is followed by litigation, thareffe
be paralyzing. And the | awsuit felt |ike an assaulyt.
insurance would most likely cover any settlement, was in fact deeply personal. The experience was devastating.

Still, I coped well enough. | was able to see patients and almost lose myself in their stories. One day | went in to see
delightful 95yearold woman for @lood pressure h e ¢ k . I n the middle of the vis
got something on your mind, 0 she told me. AYou take

A few months later, my lawyer, Amy, arrived, a brisk;mansense woman hauling a suitcase full of records. We spent a
exhausting and inconclusive morning reviewing the nce
or lose the suit. This was the first of many such marathons.

I had been cautioned not to discuss the details of the case with anyone except my defense team. At one point, | told
that | had decided to keep a journal of the experience. Apparently, this was a bad idea. A journal could be subpoenat
even i1 f it contained no evidence of wrongdoing, the
against me. So talk only to Amy and my claims representative; other than that, suck it up.

After the initial flurry of activity, things subsided, and more than a year elapsed before | was deposed. For a grueling

hours, the plaintiffds | awyer asked a | ot of qusdténi c
the case that these suits drag on for years, so | was taken by surprise when, in fall 2007, a trial date was schetduled f
27, 2008, in Middlesex Superior Court. I n January 2C¢C
was because of being sued, but | candét say it was ir

(Continued on page 6)
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A Patient DieS, and Then the AnglIiSh of Litigation continued from page 5

In September 2008, Amy and | resumed the process of reviewing records and discussing strategy. In early October,

coached on how to testify: keep your feet on the f1¢c
together and pontificate. For heavends sake, donodt s
three seconds before responding. L o eekammdtiont Amceabgveuatil, yelax [

and be yourself.

On Oct. 16, 11 days before trial, | got an urgental message from Amy. It turned out that the plaintiffs and their law firi
had Airreconcilable differences. o0 These differences
were not going to win the case. They coul dnét have, f
the emotional anguish, and the more than $150,000 spent by my insurance company tuphe teial?

The plaintiffs, my patientds children, refused to | e
served by this process. They met with their lawyers to resolve this, but neither side gave in. As this slowly unfolded, r
mood turned from stoic resignation to a toxic muck of apathy and irritation.

On Oct. 23 everyone except me went in front of the |
family requested a continuance, which would allow the case to be tried at a later time with a new set of lawyers. Am\
opposed the continuance. The judge denied the continuance and ordered everyone to proceed with the trial as schec

Just before Amy left, the children and their lawyers conferred again. The lawyers told them that they were unlikely to
and that they would have to pay for the expert witnesses if the case went forward. Finally, the family agreed todirop
they all went before the judge to seal the deal.

Amy called me. All in all, | thought | was pretty cool about the whole thing by now. The initial turbulent emotions had |
squeezed out or tamped down, and | was ready for whatever happened. But when she told me the news, | started to

Dr. Joan Savitsky is an internist in the Boston area.

From The New York Times, © December 29, 2009 The New York Times All rights reserved. Used by permission and protecBgypy |the
right Laws of the United States. The printing, copying, redistribution, or retransmission of the material without expeesganmission is
prohibited.

MAIC Changes E-Learning Service Provider to ELM

In March 2010 we will be changing our provider oflore risk management education to ELM. ELM has worked with hospitalghhee
systems, and insurance carriers to educate healthcare providers about risk and patient safety for the past 20 yeaE. Mast yea
delivered more than 70,000 courses that defined standards of care and helped healthcare providers gain confideraedsitmeail pr
perfor mance. ELM programs devel op a -mdkipgsskills o maxiinize factors withtheia |
control to protect patients from harm, as well as protect themselves and their organizations from compensable dam#gepasAs in
MAIC physicians who complete dime risk management education will be eligible for premium discounts of up to 4%, and receive
Category 1 CME credit.

When the switch to ELM occurs in March it will r esulngehas n
been completed, we will be mailing you a subscription code that will allow you-ia toghe website to gain access to thailable
courses. If during this transitional period you need to access a course to initiate your Risk Advantage discount tptebsyon
Stankos, RN, MJ, Director Risk Managementnatankos@ihastaff.oy@r call at (630) 2745565.

Please visit our website aivw.MAICinsurance.confor additional information regarding the transition of our educatiseraiice
provider, or for information on our risk management discount program, Risk Advihtdgg information about MAIC Insurance,
pl ease cont act dbdomal@ibastéiftidro(630)2Te6872a t
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