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National Landscape: Primary Responsible Services 

CBS N=17,124 coded professional liability cases asserted 1/1/07–12/31/11. 

Total incurred includes reserves on open cases and payments on closed cases. 

Surgery includes: General Surgery, Neurosurgery, Orthopedics, and Surgery Subspecialties (Bariatric Surgery, Colorectal Surgery, Cardiac Surgery, Otorhinolaryngology 

(with Plastic), Hand Surgery, Ophthalmology, Otolaryngology (No plastic), Plastic (NOC), Pediatric Surgery, Oncology (Surgical), Thoracic Surgery, Urology Surgery, 

Vascular Surgery, Transplant, Podiatry). 

Medicine includes: General Medicine and Medicine Subspecialties (Cardiology, Dermatology, Endocrinology, Gastroenterology, Genetics, Geriatrics, Hematology, 

Hospitalist, Immunology and Allergy, Infectious Disease, Oncology (Medical), Nephrology, Neurology, Physical Medicine/Rehabilitation, Pulmonary Disease, 

Rheumatology).  

Other includes: Dentistry/Oral Surgery, Allied Health, Non-clinical, and Pharmacy. 
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Surgical services top the  
list in malpractice cases 

17,124 cases | $3.4B total incurred 
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National Landscape: Top Major Allegations  

CBS N =17,124 coded professional liability cases asserted 1/1/07–12/31/11. 

Total Incurred = reserves on open cases and payments on closed cases. 
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Surgical Treatment cases are most 
prevalent; Diagnosis cases are most costly 

17,124 cases | $3.4B total incurred 

CLAIMANT TYPE % CASES 

Ambulatory 56% 

Inpatient 26% 

ED 17% 

Other 1% 
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National Landscape: Trends by Top Major Allegations 

CBS N=17,124 coded professional liability cases asserted 1/1/07–12/31/11. 

CBS N=10,245 cases with a Diagnosis, Surgical treatment, Obstetrical treatment, or Medication related major allegation. 
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Ambulatory Care   
Diagnosis-related 
Malpractice Data 

1,998 cases | $569M total incurred 

2007-2011 
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National Landscape: Claimant Type Trends in 
Diagnostic Cases 

CBS N=3,572 professional liability cases asserted 1/1/07–12/31/11 with a diagnosis-related major allegation. 

*Other includes class action, employee, visitor, and unclassified cases due to limited availability of information.  
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Dx cases dominate malpractice claims  
in the ambulatory setting 

7 

26% 

56% 

17% 

Ambulatory 

Inpatient 
ED 

3,572 cases | $1B total incurred 

Other 1% 
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PERCENT OF CASES PERCENT OF TOTAL INCURRED 

CBS N=1,998 coded professional cases asserted 1/1/07–12/31/11 involving outpatients (excl. ED) with a diagnosis-related 

major allegation. 

Total incurred reserves on open cases and payments on closed cases. 

Severity scale: High: death, permanent grave, permanent major, or permanent significant 

Medium: permanent minor, temporary major, or temporary minor 

Low: temporary insignificant, emotional only, or legal issue only 

Injury Severity in Ambulatory Diagnostic Cases 

60% of cases involved high severity injury 

1,998 cases | $569M total incurred 

Low 6% 

Med 35% 

High 59% 

Med  

15% 

High 83% 

Low 2% 
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Top Final Diagnoses in Ambulatory Diagnostic Cases 

Professional liability cases asserted 1/1/07–12/31/11 involving outpatients (excl. ED) with a diagnosis-related major allegation. 

50% involve delay/failure to dx cancer  

9 

DIAGNOSIS # CASES 

Cancers 953 

Diseases of the heart 119 

Fractures 88 

Complications 81 

Diseases of arteries, arterioles, and capillaries 41 

Gastrointestinal disorders 33 

Cerebrovascular disease 31 

Eye disorders 29 

Other injuries/conditions due to external causes 26 

Bacterial infection 25 

Respiratory infection 22 

TOP CANCERS # CASES 

Breast 174 

Lung 113 

Colorectal 112 

Gastrointestinal 71 

Prostate 64 

Benign 

neoplasms 
59 

Skin 59 

Uterus and 

Cervix 
41 

Lymphatic and 

hematopoietic 

tissue 

41 

1,998 cases | $569M total incurred 



10 

Ambulatory Diagnostic Process of Care 

*A case will often have multiple factors identified. 

Professional liability cases asserted 1/1/07–12/31/11 involving outpatients (excl. ED) with a diagnosis-related major allegation. 

Total Incurred = reserves on open cases and payments on closed cases. 

50% of Outpatient diagnostic cases 
involve test ordering 

STEP # CASES* % CASES* 
TOTAL 

INCURRED 

1. Patient notes problem and seeks care  31  2%  $12,198,000 

2. Hx/physical and evaluation of symptoms  532  27% $223,309,000 

3. Order of diagnostic/lab tests  999  50% $383,004,000 

4. Performance of tests  69  3%  $22,957,000 

5. Interpretation of tests  622  31% $243,689,000 

6. Receipt/transmittal of test results  172  9%  $54,367,000 

7. Physician follow up with patient  234  12% $100,272,000 

8. Referral management  404  20% $142,942,000 

9. Patient compliance with follow-up plan  271  14%  $61,870,000 

1,998 cases | $569M total incurred 
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Top Locations in Ambulatory Diagnostic Cases 

 

Professional liability cases asserted 1/1/07–12/31/11 involving outpatients (excl. ED) with a diagnosis-related major allegation. 
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Case Study (video not included) 
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• Provider factors 

• Did not obtain important family history 

• Narrow diagnostic focus  

• Interruption led to missed opportunity to obtain key 

history 

 

Case Study Analysis 

1
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• Communication factors 

• Patient comprehension; overwhelmed by 

information 

• Missed opportunity for important provider to 

provider communication due to technical problem 

 

Case Study Analysis 

1
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• System factors 

• Interruption of visit for non-emergent communication 

• No system for following up whether tests completed 

• No system for tracking referrals 

• No system for flagging change in patient status such  

as significant weight loss 

• No system for tracking whether patient returns in  

desired time frame 

 

Case Study Analysis 

1
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• Patient factors 

• Not consistently compliant with recommendations  

and follow up 

• Multiple competing medical issues 

• Lack of clear understanding of medical issues  

Case Study Analysis 

1
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Redesigning Primary Care Delivery 

• How to “fix” the current state of mediocre, unsafe, inequitable, 

doctor-centric, and costly care 

• Role of health IT to transform care delivery 

• Designed around a team-based practice model 

• Requires a population-based perspective 

• Understands how patients connect with providers 

• Takes a patient centered, whole person outlook 

• Integrates knowledge about disparities in care into routine 

practice 
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MGH Adult Primary Care Network 

• Patients: ~200,000 adults 

• Providers: 200 primary care physicians 

• Practices: 17 

• 4 community health centers 

• 8 community-based practices 

• 5 hospital-based practices 
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TopCare* Cancer Model 
• Population management system for a primary care practice 

network 

• Non-visit based IT surveillance 

• Patient identification, provider action, systematic tracking 

• Patient centered care comprehensive cancer screening 

• Patients eligible for breast, cervical and colorectal cancer 

screening 

• “Fail safe” system complements visit/specialty-based efforts 

* TopCare = Technology for Optimizing Population Care in a Resource-limited Environment  
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TopCare = Integrated Network of Task-Specific Registries 
with management tools to coordinate population-based care 

Network 
Central 

Resources 

Practice A 

Practice B 
Practice C 

PCP 

Registry 

Delegate 

Registry 

Practice Manager 

Registry 
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Proof-of-Concept:  
Mammography FastTrack 

• Study goal: increase mammography rates in women overdue 

for screening 

• Study period: 3/20/07 – 3/19/10 

• Physician/practice case manager reviewed overdue list 

• Selected patients for reminder letter 

• Study design: 6 of 12 practices randomly assigned to use tool 

(control practices = usual care) 

• 4487 patients in intervention practices 

• 59 of 64 (92%) intervention providers used tool 

• Actions taken: 64% letter, 12% deferred, 24% none 
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Overdue Patients Completing Screening by Year 
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TopCare has an Active Surveillance System 

 

Practice 
Delegate 

Navigator 

Send Letter If no actions in 2 months 

PCP 
CM 

If patient is still 
due after 4 months  

High Risk? 
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Cancer Screening: PCP’s Registry 

 



27 

Custom Letters 
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PCP 

CM 
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June 14, 2012: 
97 out of 107 (91%) intervention  

providers reviewed 8447 patients 

Practice 
Delegate 

Navigator Letters 

6191 
418 

50 

PCP 

 

Total intervention letters: 12,111 
Total control letters: 17,035 

Intervention 
Control 

Defer/Exclude from contact: 1468 (↓29%) 

 

TopCare Trial between 6/11 – 6/12 
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Redesigning Primary Care Delivery 

• Ensure adherence to evidence-based screening algorithms 

• Offload highly algorithmic tasks from physicians so they can 

focus on complex diagnosis and management 
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Phyllis Jen Center for Primary Care (PJC) 

• Patients: ~18,000 adults 

• Providers: 126 primary care physicians 

• 86 internal medicine residents 

• 95% of providers practice 2 sessions a week or less 

• High medical and psychosocial complexity among patients 
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CRC Screening in the PJC 

Due for colonoscopy screening among patients between age 50 to 75. 
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30-40% 

Jen Center patients  

overdue for CRC 

Screening 
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5 

4 3 

1 
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Project Roadmap  
and Timeline 

Step 2: Project Implementation Phase 

IT 
System/Development  

Implementation Strategy 

Collaboration/Stakeholder Meetings 

Central Communication Resources 

Operational Communication 
Resources 

Project 
Development  
Phase 
8/11-1/12 

Project 
Implementation 
Phase Team 1 
3/12-8/12 

38 
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Three months: 

• Calls to 445 patients identified as overdue  

• 44 new orders placed (19 colonoscopies completed) 

• Obtaining outside reports for 88 patients to be scanned and 

documented; and 

• Screening deferred for 164 patients after speaking with our 

delegate about the risks and benefits of screening or having 

been excluded by their PCPs; we will ensure documentation 

• Overall, adherence increased (roughly): 58%  83%. 

Results from pilot phase 
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Step 3: Expansion/Evaluation Phase 

Project Roadmap and Timeline 

Roll-out to additional suites 

Integrate staff MA/LPNs as delegates 

Pilot point of care and screening registries: 
obtain family history of 35-49 year olds 

Continuously improve system 

Evaluation 
Phase 

Dissemination 
& Scale Up 
Phase 

40 

5 

4 3 

1 
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Challenges 

• Culture, culture, 

culture 

• Provider & staff silos 

• Tyranny of the urgent 

• Competing initiatives 

Early Lessons 

Opportunities 

• Crisis = opportunity 

• Integration & 

collaboration 

• Improved efficiency = 

time 

• Strategic alignment 


