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Failure to diagnose retinal detachments

ANNE M. MENKE, RN, PhD, OMIC Patient Safety Manager

n a recent study of OMIC
diagnostic error (DE) claims,
we learned that those

involving a retinal condition were the
most common, accounting for 38%

of the claims closed between 2008
and 2014. By far, the most frequently
missed diagnosis in our entire study
was retinal detachment (RD). The

RD claims represent 79% of the DE
retina claims and 48% of the DE retina
payments. Remarkably, while there
were only six claims for failure to
diagnose retinopathy of prematurity,
those claims comprised 47% of the DE
retina payments.

This issue of the Digest will explore
RD DE claims in more detail, first by
presenting data and analysis and then
by offering recommendations. The
management of RDs once they were
diagnosed did not affect the outcome

of these claims, so our analysis will
focus solely on the diagnostic process.
Forty-two claimants in the study
alleged a delay in the diagnosis of
RD during the noted 7-year period.
They ranged in age from 20 to 79
years of age, with the majority in
their 50s and 60s. The delay period
ranged from one week (or less) to 32
weeks (Figure 1). There was no clear
relationship between the alleged
delay period and indemnity payments.
When the diagnosis closely followed
the ophthalmologist’s examination,
however, claimants had an easier time
arguing that the RD was present but
missed. Claimants had more difficulty
proving negligence when there was
a long period between the exam and
the eventual diagnosis, although other
factors sometimes led to a decision to
settle the claim. Visual acuity
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"It's just a PVD."”

GEORGE A. WILLIAMS, MD, OMIC Board of Directors

This issue of the OMIC Digest focuses upon the most
common reason for a medical liability lawsuit: diagnostic
errors and specifically diagnostic errors associated with
retinal detachment. Detection of a retinal detachment or
retinal pathology that may lead to a retinal detachment

requires both an appropriate and timely clinical suspicion and the correct ocular

examination.

Patients may present with a variety of complaints related to the primary
mechanism of most retinal detachments, a posterior vitreous detachment (PVD).
Flashes, floaters, spots, visual field loss manifesting as shadows or curtains,
and simple loss of vision are the most common symptoms. The well-trained
ophthalmologist typically recognizes such symptoms, but sometimes the
message doesn't get through. Perhaps there is a language problem, or in the
course of a busy day the ophthalmologist fails to elicit or recognize the patient’s

continued on page 2
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deteriorated significantly during the
alleged delay period, as shown in
Figure 2. The number of claimants
with good vision (> 20/40) declined
from 25 at the initial encounter to 9
at the final encounter, while those
with poor vision (<20/200 to LP)
doubled; two claimants who had light
perception at the initial encounter
ended up with no light perception.

1. ALLEGED DELAY PERIOD AND
INDEMNITY PAYMENTS

15

1 2 3 4 8 12 16 20 28 32
Time in weeks

B Claimants ™ Payments

2. CHANGE IN VISUAL ACUITY
DURING ALLEGED DELAY

Initial Diagnosis Final
¥ Good (>20/40) ¥ Fair (<20/40 to 20/200)
" Poor (<20/200 to LP) ™ None (NLP)

Analysis of OMIC defendants
and indemnity payments

The number and type of OMIC-insured
defendants in the RD DE claims varied.
Twenty-five claims were filed against

a sole defendant (22 against a single
ophthalmologist, 3 against a group);

continued on page 4
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e are pleased to announce a 20%
W dividend for policyholders renewing
in 2018.

Since 2007, OMIC has declared dividends
totaling more than $80 Million. To put this into
perspective, on average, each of our physician
policyholders has received cumulative credits
equal to twice their annual premium. We are
thrilled that our insureds have received two of the
past ten years of coverage at essentially no cost
- a tremendous return on the investment in our
company. This good news is a direct result of our
policyholder's commitment to good medicine,
which helps lower claim trends over time.

Our consistent return of premium places
OMIC significantly ahead of our peer medical
professional liability companies and is in line
with a long-standing commitment to fiscal
conservatism. From 2012 to 2016 alone, OMIC's
average yearly dividend of 20.8% far exceeded

MESSAGE FROM THE CHAIR

continued from page 1

symptoms. Patients may fail to appreciate
monocular symptoms or visual loss through denial
or neglect. Unrecognized or unmentioned trauma
may not be described for social or personal
reasons. Regardless, it is our responsibility to
determine the patient’s problem.

Once a diagnosis of retinal tear or retinal
detachment is suspected, the ophthalmologist
must proceed with an appropriate examination.
The question of what constitutes an appropriate
examination is often the focus of a medical
liability claim. The American Academy of
Ophthalmology Preferred Practice Pattern (PPP)
on Posterior Vitreous Detachment, Retinal Breaks
and Lattice Degeneration (available at aao.org)
is an authoritative, peer-reviewed summary of
the standard of care. All ophthalmologists who
see such patients should be familiar with these
recommendations. | can assure you that any
plaintiff's lawyer will be.

A couple of common issues repeatedly arise.
The first is the need for a dilated examination
with binocular indirect ophthalmoscopy and
scleral depression. Some ophthalmologists (and
many patients) are uncomfortable with scleral
depression. However, the PPP clearly states
that scleral depression is the standard of care

EYE ON OMIC

OMIC declares another large
dividend to be paid in 2018

the average of 6.6% for other malpractice
carriers. And, unlike many of our multispecialty
competitors, we have returned all premium above
what has been needed to prudently operate

the company and maintain a strong surplus; and
we've done so at the earliest opportunity.

The 2017 dividend will be payable as a 20%
premium credit to insureds who renew their
insurance with OMIC in 2018.

In addition, OMIC is also happy to announce
that rates in all states and territories will remain
unchanged throughout 2018. OMIC's premiums
in recent years remain quite competitive and we
will do everything in our power to keep them as
low as possible going forward.

We know that our success depends on our
insureds continuing support of OMIC. Thank you
for your loyalty and we hope you will spread the
good news to colleagues who have not yet joined
our company.

whenever a retinal tear or retinal detachment

is suspected. The second issue involves a
suboptimal view due to media opacification

such as cataract, vitreous hemorrhage, miosis,

or poor patient cooperation. In such situations,

B scan ultrasonography is required. If the
ophthalmologist fails to perform either test, there
is cause for concern.

Fortunately, the vast majority of people
(myself included) with symptoms consistent with
a retinal tear or retinal detachment will have an
uncomplicated PVD. However, even after an
appropriate examination confirms the absence
of a retinal tear or detachment, the treatment
process is not over. The ophthalmologist must
instruct the patient and, importantly, the office
staff concerning the need to return as soon as
possible if there is a change in symptoms or
vision. An office protocol concerning how to
address such phone calls or patient contacts is a
good idea and an example is available at www.
omic.com. It's hard to do the right thing if you
don't see the patient at the right time.

Diagnostic errors will always be inherent to
the practice of medicine. That's why you want
a company with the financial strength and
unsurpassed risk management programs of
OMIC. The next time you think “It's just a PVD,"”
remember one of Yogi Berra’s best aphorisms:
“Never make the wrong mistake.”

Ophthalmic Mutual Insurance Company



POLICY ISSUES

Liability coverage of eye banks that process

ocular tissue

KIMBERLY K WYNKOOP, ESQ, OMIC General Counsel

MIC has provided medical
professional liability (MPL)
insurance coverage to eye

banks since 1999. Traditionally, eye
banks procured, evaluated, and tested
ocular tissue and then distributed
the whole cornea or sclera to a
surgeon. It was the responsibility of
the surgeon to prepare the tissue as
needed for the designated procedure.
More recently, however, many eye
banks provide an expanded scope
of services. Surgeons may request
tissue from an eye bank for a specific
procedure, and the eye bank's staff
cuts, folds, shapes, or otherwise
manipulates the tissue on the
surgeon'’s behalf. Some eye banks
even load the prepared tissue into

a sealed delivery system. In a 2016
survey of OMIC-insured eye banks,
over 40% reported that they prepare
tissue in one or more of these ways.
While eye banks generally consider
this tissue preparation a “service,”
which OMIC's policy covers, a
plaintiff's attorney might argue that
it is “product” manufacturing, which
OMIC's policy excludes.

While the FDA Center for Biologics
Evaluation and Research (CBER)
regulates certain human tissue such as
corneas intended for transplantation,
it is likely that preparing ocular tissue
would be only moderately subject
to manufacturing oversight, and
pre-market approval would not be
required. Although tissue may be
regulated somewhat like a product,
this does not mean it is treated as
such for liability purposes. Some state
laws may specifically exclude human
tissue as a “product.” In addition,
nearly every state has a "blood shield
statute” that prevents products liability
claims based on tissue banking and
transplantation. The rationale for these
laws is the strong public policy interest
in protecting persons and entities
that facilitate human blood, tissue,
and organ donations for medical
purposes.
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However, some courts have had
to determine whether certain types
of human tissue fall under blood
shield statutes when the tissue is not
specifically listed. For example, while
allografts (tissue from a donor of the
same species but not genetically
identical) have been determined not
to be products, semen has.

Blood shield statutes often
preclude strict products liability claims
based on statutory law (laws enacted
by the state legislature), but may not
prevent products liability claims based
on common or case law (laws created
through court decisions).

OMIC's policy covers claims
against eye banks that result from
injury to a patient arising from eye
bank services. Eye bank services
are defined by the policy as “the
provision of medical services at or
on behalf of an eye bank, including
the procurement, processing,
testing, storing, and distribution
of donor ocular tissue.” However,
OMIC's policy, like most professional
liability policies, excludes “products”
claims. The exclusion states, in part,
that OMIC will not defend or pay
damages for a claim that arises out
of the producing, manufacturing,
assembling, distributing, or selling of
any medical device or other product,
including the making of warranties or
representations with respect to the
use of the product.

If a lawsuit alleging malpractice
were filed against an OMIC-insured
eye bank by a patient alleging injury
because of donor tissue processed
or prepared by the eye bank, OMIC
would cover that claim. However, due
to the policy’s products exclusion,
OMIC would be under no obligation
to provide a defense or pay any
damages if the suit were filed

exclusively as a products liability claim.

If both professional and products
liability allegations were made, OMIC
would defend the lawsuit under a
“reservation of rights.” This means

L A AOANAMOERINTE

that OMIC would hire an attorney to
represent the insured in the lawsuit,
but if there were damages awarded
due to products liability, OMIC would
not be obligated to pay them. The
good news is that, in our experience
with the few lawsuits that have been
made against OMIC-insured eye
banks, those pled as products liability
claims are likely to be dismissed

or amended to allege medical
negligence, which is covered under
OMIC's policy.

Few, if any, malpractice insurers
cover products liability because it
poses a much greater risk than MPL.
While a finding of negligence is always
required in a malpractice action, a
defendant in a products liability claim
can often be found liable without
any finding of negligence, instead
based on “strict liability” or “breach
of warranty.” The statute of limitations
is also often longer for products
liability cases, meaning the plaintiff
can wait longer to sue the defendant.
While malpractice litigation is often
controlled by tort reform measures
that limit damages, impose pre-trial
requirements like certificates of merit
and mediation, and otherwise control
costs, these same protections don’t
apply to product liability claims.
Product liability claims can also give
rise to punitive damages, while
malpractice claims don’t unless there
is a finding of gross misconduct.
Class action lawsuits are also more
common in product liability claims. For
these reasons, MPL insurers exclude
products liability coverage.

Where can products liability
coverage be obtained? General
liability policies may include it under
products liability or completed
operations coverage. There are also a
few stand-alone policies that provide
this protection. For more information
and reference materials for this article,
please see www.omic.com.

V27 N12017 3



Failure to diagnose retinal detachments

continued from page 1

3. INDEMNITY PAYMENT COMPARISON (2008-2014)

when they conducted their
reviews.

. All OMIC Diagnostic All RD DE RD Claims: RD Claims:
ST Claims Error Claims Claims Comprehensive Retina Standard O.f care (SOC)

; and causation analysis
Paid 19% 28% 24% 23% 26% .

As expected, claimant experts

Lowest $1,650 $1,650 $1,650 $1,650 $81,250 concluded that at least
Highest $2,000,000 $2,000,000 $625,000 $625,000 $500,000 some aspect of the care was
Median (middle) $125,000 $200,000 $175,000 $147,000 $275,000 | negligent in the RD DE claims
Mean (average) $199,347 $333,479 $231,527 $196,665 $266,250 | N this study. What did defense

the other 17 claimants named multiple
defendants, for a total of 63 claims.
Although 40% of the claims involved
multiple defendants, OMIC never paid
on behalf of more than one defendant.
Multiple defendants did increase the
costs of defending the care, however.
DE claims are costly. When
compared to all OMIC claims during
the study period, claims alleging DE
of any type resulted in more paid
claims, a higher median and mean
payment, and the highest payment.
DE claims alleging failure to diagnose
RD had a slightly lower percentage of
paid claims than overall DE claims, as
well as lower median, mean, and high
payments. Nonetheless, RD claims
still had higher median and mean
payments than other OMIC claims as a
whole (see Figure 3). Comprehensive
ophthalmologists (COs) provided the
care in 70% of the RD claims, retina
specialists (RSs) in the remaining 30%.
OMIC made indemnity payments on
behalf of a higher percentage of RSs
than COs, and the payments tended
to be for larger amounts. The small
number of claims and payments makes
it hard to draw firm conclusions, but
experts may have held RSs to a higher
standard than COs. The lowest DE
payment of $1650 was made on behalf
of a CO to reimburse the claimant
in an RD claim for out-of-pocket
expenses. The highest overall DE
claim was for an oncology condition.
The highest RD DE payment, for both
COs and RDs, was made to a surgeon
whose loss of binocular vision affected
the ability to perform surgery.

Initial diagnosis and risk for RD
Two of the forty-two RD DE claimants
in the study received only telephone
care. Ophthalmologists diagnosed

4 V27 N12017

21 of the remaining 40 claimants with
a retinal condition other than RD.
Retinal conditions diagnosed at the
initial encounter in descending order
of frequency were posterior vitreous
detachment (PVD); vitreous changes
such as floaters, degeneration, or
syneresis; retinal tear; traumatic
injury other than PVD or tear;
endophthalmitis following cataract
surgery; and non-proliferative diabetic
retinopathy with lattice degeneration.
The other 19 initial diagnoses, in
descending order of frequency, were
refractive errors including cataract;
neurological conditions; postoperative
changes following cataract surgery;
glaucoma; and medical conditions
(GCA and collagen vascular disease).
The AAQO's Preferred Practice
Pattern “Posterior Vitreous
Detachment, Retinal Breaks, and
Lattice Degeneration” states that risk
factors for developing an RD are retinal
breaks, myopia, lattice degeneration,
cataract surgery, trauma, and a history
of RD in the fellow eye or in the
patient’s family. As Figure 4 shows, 34
of the 39 claimants (85%) who were
given a diagnosis other than RD had
one or more of these risk factors at
the time of the initial visit. Did the
defendant ophthalmologists lack
knowledge of the relationship between
these conditions and RD? Did they
neglect to obtain a history and perform
an exam likely to uncover an RD? Did
they fail to educate the claimants with
risk factors about the condition and
the symptoms that should be reported
to the ophthalmologist? Did claimants
not recognize the symptoms or neglect
to notify the ophthalmologist? Experts
for both the claimants and defendants
sought answers to these questions

experts decide? They reviewed
54 of the 63 claims (9 closed
without payment before a review was
completed). Additional reviews were
usually obtained if the initial one raised
concerns. If the reviewers reached

4. PATIENTS AT RISK FOR RD

Initial Diagnosis Claimants :':i:,i:k
Retina 21 21
Cataract/Refractive 8 6
Neuro 5 3
Post-op Changes 2 2

s/p CE

Glaucoma 2 1
Medical 2 1
TOTAL 40 34

different conclusions, we considered
this a “mixed” review. According to
these experts, the defendant met

the standard of care 56% of the

time, and failed to do so in 44% of
cases (Figure 5). One would expect
comprehensive ophthalmologists to
have more difficulty diagnosing RDs
than retina specialists, and they did:
comprehensive ophthalmologists had
negative reviews 50% of the time,
while defense experts criticized the
care of retinal specialists in 29% of the
cases.

This condition clearly presents
diagnostic challenges to many
ophthalmologists. Why is that? To help
answer that question, we evaluated
claims with negative reviews for
the role ophthalmologists, systems

Ophthalmic Mutual Insurance Company



(scheduling, telephone care, etc.),

and patients played in the delay. All
claims had primary causes, while only
some had secondary causes. As Figure
6 shows, physician factors account

for twice as many delays as systems
issues, while patients had the least
impact. Specific examples of areas of
concern in each category are shown.

within days, or not for many months.
The time gap between the education
and the appearance of symptoms can
be quite long. The patient can forget
the information or lose the written
instructions. If the gap is short and
the symptoms are the same as the
first visit, the patient may decide that
there is no need to call, or that she

5. STANDARD OF CARE ANALYSIS:

COMPREHENSIVE OPHTHALMOLOGISTS VS. RETINA SPECIALISTS

visit.

Specialty Met SOC Mixed Below SOC (Mixed I::gaBtcie‘I’:w sOC)
Comprehensive 20 9 11 20/40 = 50%
Retina 10 2 2 4/14 = 29%
TOTAL 30 11 13 24/54 = 44%

Moving from examination to
education to diagnosis

As Figure 4 showed, 85% of the
patients had risk factors for RD at the
time of the initial diagnosis. What
obstacles stand in the way of an earlier
diagnosis of an RD? The short answer
is teamwork. First, the ophthalmologist
needs to obtain an adequate history
and recognize the risk factors. The
Hotline article in this issue provides
more detail on what defense experts
found lacking in the ophthalmologist’s
care. Next, the physician and staff
members need to educate the patient
about the symptoms and the process
for reporting them. Staff members
who answer phones need to have
written protocols on how to schedule
appointments, and have knowledge
of symptoms that require urgent or
emergent appointments.

The goal of patient education about
RDs is to elicit the patient’s agreement
to monitor for and report worrisome
symptoms. Patient engagement will
not happen if the patient does not
understand the information, is too
distracted by fear of vision loss, or
hears only the reassuring news that no
RD was found that day. Patients may
be confused about the uncertainty and
not be able to understand that they
may never develop an RD, have one

Ophthalmic Risk Management Digest

does not have the funds to return so
quickly for another visit. Staff who

could lead patients to stop advocating
for themselves and put off a return

Prompt diagnosis of an RD requires
an informed, engaged, and welcoming
team. Use an RD risk factor and
symptom checklist to train staff on
how to help identify patients at risk.
Include staff in the development of
written protocols for telephone
care. Ask them to let you know
if they feel the patient doesn’t
understand or hasn't committed
to monitoring. Give patients
specific language to use to
signal a possible RD when they
call, such as “Dr. Williams said
to bring me in right away if |
had this symptom.” In addition,
sound like you mean it when

you invite patients to call you.

seem brusque or unwelcoming, or
lack the knowledge to understand the
significance of the reported symptoms,

6. FACTORS AFFECTING THE DIAGNOSIS OF RD IN CLAIMS WITH NEGATIVE REVIEWS

1. See the Digest issue on diagnostic error at https://
www.omic.com/diagnostic-error-types-and-causes/.

Ophthalmologist Role | System Role | Patient Role
Primary 18 Primary 4 Primary 2
Secondary 2 Secondary 7 Secondary 2

Missing Documentation
¢ Dilated exam

¢ Positive findings

* RD warnings

Poor telephone care

¢ MD not involved

e Staff given too much authority
e Call not documented

Other disease impacted outcome

e Vitreous syneresis in high
myope

® Preexisting glaucoma

Judgment deficiencies

® When surgery needed
(cataract not cause of loss)

® When dilated exam needed

® When to refer

* When more work-up needed
(e.g., worsening vision)

No EHR carry-forward policy
¢ When to use

® When not to use

¢ Risk of fraud determination

Noncompliance
¢ Refused to come in
¢ Refused dilated exam

Diagnostic process deficiencies

® What caused vision loss

* How to restart process when
initial diagnosis ruled out

* No scleral depression

Delayed authorization
o Test
e Referral

Exam skill deficiencies
¢ Did not recognize tear or RD
¢ Misinterpreted fundus photo

Communication lacking
* RD warnings
e Instructions: don't travel

Knowledge deficiencies
 RD risk factors

® RD natural history

¢ VF and RD

¢ Trauma and RD

Credentialing problems

¢ Complaints from patients, staff,
other MDs not acted upon

* No written protocols for role
of employed OD (when eye
MD consult or referral needed)

V27 N12017 5



Allegation
Failure to
diagnose and
treat a retinal
detachment
leading to a delay
in treatment and
HM/LP VA OS.

Disposition
The case was
settled for
$475,000 for one
OMIC-insured
ophthalmologist.
An OMIC-
insured group
and second
OMIC-insured
ophthalmologist
were dismissed.

6 V27 N1 2017

57-year-old corrections officer
presented to an OMIC insured

comprehensive ophthalmologist on
referral from the emergency department. The
patient reported a fall at work where he struck
the left side of his head, face, and hip. He
explained that his vision became blurred after
the fall. His vision was 20/40 OU with bilateral
cataracts. The IOP OS was 9, which was low
compared to the IOP OD. The insured referred
the patient back to his primary care physician.
One month later, the patient returned to the
insured's office and the insured noted a decrease
in visual acuity to 20/125 OS; the IOP was still
9. The insured attributed the worsening vision
to progressive cataracts OS>OD and referred
the patient to a colleague for surgery, which was
performed two months later. On postoperative
day 3, the patient’s vision had further decreased
to 20/150 OS. The insured diagnosed a retinal
detachment and emergently referred the
patient to a retina specialist. The following day,
the retinal specialist performed a pars plana
vitrectomy with laser to reattach the retina.
Subsequently, the patient had two recurrent
retinal detachments with scar tissue requiring two
additional surgeries, a gas bubble injection and
the placement of silicone oil. The retina specialist
noted that any return of vision OS was unlikely.
The patient’s final visual acuity was HM.

Analysis

Plaintiff expert's theory was that the patient
suffered a traumatic tear of a portion of his retina
OS as a result of the fall and that the initial OMIC
insured failed to diagnose this detachment
despite it becoming progressively more severe
during the time he saw the patient. As a result of
this delay in diagnosis, the ability to re-attach the
retina, once the detachment was diagnosed, was
significantly lessened and was a substantial factor
in bringing about the permanent loss of sight
OS. The plaintiff experts were critical of the first
OMIC insured since the patient associated the
blurry vision OS with the fall from the moment

it happened; the discrepancy in IOP between
the right and left eyes with the left eye pressure
being much lower after the fall than for the

many years preceding it; the worsening visual
acuity during the first month after the traumatic
incident as further evidence of continued

Failure to diagnose a RD by a
comprehensive ophthalmologist

RYAN M. BUCSI, OMIC Claims Manager

retinal detachment; and a rather superficial
initial examination and lack of a dilated and
funduscopic examination. Unfortunately, our
defense experts agreed with plaintiff expert’s
opinions on this case. Our experts believed that
the second insured (the cataract surgeon) could
also potentially be criticized for not performing
a dilated examination prior to the performance
of the cataract surgery. The plaintiff's case was
strengthened when the retina specialist testified
at his deposition that the patient suffered a
traumatically induced retinal detachment as a
result of the fall. The retina surgeon declared
that the detachment progressively worsened
over the next few months. Due to the retina
specialist’s impartial position in the case and

his firm statements, he became the best expert
for the plaintiff. Defense counsel estimated the
likelihood of a plaintiff verdict at 80%. As a result,
mediation was scheduled and the case settled
for $475,000 on behalf of the fist insured, as he
essentially took the blame for the substandard
care, thus prompting plaintiff to dismiss the
second insured and the group.

Risk management principles

The first insured performed only a cursory
examination. He did not appear to take the
recent fall into account when evaluating the
vision loss. The diagnosis of cataracts could
potentially explain the blurry vision, but the
reason for the asymmetrical lower IOP was not
explored. According to all experts in this case,
the sudden vision loss and asymmetrical IOPS
should have set off alarm bells. However, the
insured did not appreciate or explore other
explanations for the visual complaints once he
diagnosed bilateral cataracts. Furthermore, the
insured did not perform a dilated examination,
which was indicated based on the patient’s
presenting complaints and recent history of
trauma. Had this been done it is more than
likely that the insured would have discovered a
retinal detachment, which would have increased
the odds of all or some vision being saved OS.
In addition, the lack of a dilated exam prior

to cataract surgery represents another missed
opportunity to have diagnosed the retinal
detachment.

Ophthalmic Mutual Insurance Company



RISK MANAGEMENT HOTLINE

Diagnostic advice from the experts

ANNE M. MENKE, RN, PhD, OMIC Patient Safety Manager

s reported in the lead
article, our recent study of

diagnostic error (DE) claims
showed that the ophthalmologist’s
care was the primary factor in
the delayed diagnosis of retinal
detachments (RDs). Experts evaluating
such malpractice claims have the
advantage of knowing the patient’s
outcome and reviewing the records
generated by all staff members and
providers. They strive to understand
the ophthalmologist’s decision-making
process, and may support care they
understand even if they would have
handled the situation differently. They
might ask the following questions
to evaluate the care: How did the
ophthalmologist decide which exams
or tests to perform? What were the
results? What determined whether to
monitor a patient or refer to a retina
specialist? What was the patient told?
The reviews help identify breakdowns
in the process of care. Here are some
pearls extrapolated from these RD
claims.

The lead article noted that
most patients in the study had
RD risk factors. What caused
ophthalmologists to miss them?

Experts reviewed the patient
complaint and history provided to
both practice staff members and
the ophthalmologist to obtain a
more complete assessment of risk
factors. They noted many problems
with obtaining, communicating,
and documenting the presenting
complaint and the history. At times,
the staff member did not inform
the ophthalmologist of reported
symptoms or history (indicating both
the need for education on RDs and a
clear process for how to communicate
this information). At other times,
the ophthalmologist did not read
the notes generated by the staff
member that day, or his own notes

Ophthalmic Risk Management Digest

from previous exams. It was especially
difficult to defend an ophthalmologist
when this key information was readily
available in the medical record.

When must | perform a dilated
exam?

Experts largely based their
opinion on the need for a dilated
exam on the presence of risk
factors for RD. Experts expected
ophthalmologists to perform a dilated
exam in patients with risk factors
who reported a sudden vision loss
or visual disturbance. For example,
they felt fundus exams were required
in patients with a history of lattice
degeneration accompanied by a
new complaint of floaters, those
who complained of black spots after
cataract surgery or reported recent
eye trauma, before deciding that
cataracts were the cause of the visual
decline after trauma, and when there
was no explanation for the vision loss.
They often criticized ophthalmologists
who did not perform dilated exams
when longstanding patients with
chronic eye conditions reported a
recent, sudden decrease in vision.

Do | have to perform scleral
depression (SD)?

Experts had mixed opinions on
the need for SD. They noted that
comprehensive ophthalmologists
(COs) do not always perform SD,
even though the PPP from the
AAQO recommends it. They also
acknowledged that patient complaints
about discomfort often influence the
decision to forgo SD. They were less
critical of COs who did not perform
SD if the patient was promptly
referred to a retina specialist. In
contrast, the experts felt that retina
specialists should perform SD. They
understood why an experienced
retina surgeon who had a good view

of the entire retina might not feel one
was needed, but testified that they
personally always perform one. All
felt that documented SD would have
significantly helped defend the care.

What do | need to document?

Experts opined that
ophthalmologists should document
when dilated exams are done,
whether SD was performed (and
if not, why not), and the results of
confrontational visual fields. They
should include drawings of the retina.
Positive and negative findings are
both important, so ophthalmologists
should include pertinent findings,
such as the absence of tears, RDs,
lattice, or hemorrhage. Document
education about RD warning signs,
including the provision of written
instructions or brochures, as well as
telephone advice.

When should | refer my patient
to a retina specialist?

Comprehensive ophthalmologists
should consider early referral to a
retinal specialist if they do not have a
clear view of the back of the eye (e.g.,
vitreous hemorrhage present). COs
should refer patients with a history
of trauma if no SD was performed
or if a clear view of the retina out to
the ora serrata cannot be obtained.
COs who put RD lower on the
differential should reconsider and
refer patients when diagnostic studies
refute the initial diagnosis, when the
diagnosis does not correlate with
the patient’s complaints, and when
there is no explanation for the vision
loss. COs should have an especially
low threshold for referring any such
patients if they have known risk
factors for RD.
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CALENDAR OF EVENTS

OMIC continues its popular risk
management program. Upon
completion of an OMIC online or
PDF course, CD/DVD, or live
seminar, OMIC insureds receive
one risk management premium
discount per premium year to be
applied upon renewal. For most
programs, a 5% risk management
discount is available; however,
insureds who are members of a
cooperative venture society
(indicated by an asterisk) may
earn an additional discount by
participating in an approved
OMIC risk management activity.
Contact Linda Nakamura at
800.562.6642, ext. 652, or
Inakamura@omic.com, for
questions about OMIC's risk
management seminars, CD/DVD
recordings, or computer-based
courses. Courses are also listed at
omic.com.

Webinars and Videos
(available to OMIC insureds at no
charge)

My Doctor Never Told Me That
Could Happen!

Telephone Screening: Liability
Issues & Guidelines.

Now What Do | Do?

Claims are More Than Just
Lawsuits.

Call Early, Call Often.

Cataract and Refractive Surgery
Malpractice Claims.

Difficult Physician-Patient
Relationships.

Identify and Manage Unhappy
Patients.

Risks and Benefits of Malpractice
Litigation.

Understanding Wrong Site/Wrong
IOL Surgery.
Pediatric/Strabismus Claims
Alleging Failure to Diagnose.

; OMIC.com/risk-management
—_

November

12 OMIC Bruce E Spivey MD
Form: Vulnerabilities in Real
World Patient Care (SPE 19).
Annual Meeting of the Academy
of Ophthalmology (AAO). New
Orleans, LA; 2-3:30 pm. New
Orleans Theater C, Morial
Convention Center. Register onsite
in the presentation room. OMIC
reception at booth 3039 in the
Exhibit Hall immediately following
the Forum. Join us!

See the seminar calendar at
OMIC.com for more information
on OMIC courses at AAO 2017.

December

1 Ethics/Risk Management.

New England Ophthalmological
Society (NEOS).* Back Bay Event
Center, Boston, MA; afternoon
session. Register with NEOS

at neos-eyes.org/app/future_
meetings.cfm.

January

18&20 Physician Litigation Stress
(2 sessions). Cataract Surgery -
Telling It Like It Is! (CSTILII2018).
Ritz Carlton, Amelia Island, FL. Jan
18th 7-8:00 am. Jan 20th 1:15-
2:45pm in wet lab room. Register
at cstellingitlikeitis.com/#welcome-
section.



