Steven Conway DC, Esq.

« Second generation chiropractor

« Past member of the Wisconsin Board of Examiners
* Past member of NBCE Board of Directors

s Current FC4P Board of Directors

« National Medicare parity project.
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The information provided is
designed to provide accurate and
authoritative information on the
subject matter covered and such
information contained herein is
provided with the understanding
that Dr. Conway is not engaged in
the rendering of legal or other
professional advice.
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The historic
chiropractic error ratio
has hovered in the
80-90% range.

The rest of the healing
profession is in the
5-15%

ChirofArmor

The primary reasons for the high error ratio:

1. Working with language developed in the 1970s to
get chiropractic included into Medicare (not
perfect language)

2. Multiple experts telling the profession multiple
solutions based on their personal interpretation of
the imperfect language.

3. MACs using multiple criteria to determine what
is medically necessary or more importantly what is
AT vs Maintenance care.

4, Chiropractors not fighting back when care is
denied.

Cwhirofrmmor




Maintenance:
Maintenance therapy includes services that seek to prevent disease, promote
health and prolong and enhance the quality of life, or maintain or prevent
deterioration of a chronic condition. ¥

the claim when maintenance therapy has Wmaz vSSaoa. Claims without the AT
modifier will be considered as maintenance therapy and denied. OE_‘onSQoa
who give or receive from beneficiaries an ABN shall follow the instructions in
Pub. 100-04, Medicare Claims Processing Manual, chapter 23, section 20.9.1.1
and include a GA (or in rare instances a GZ) modifier on the claim.

hivofArmor

Maintenance:
Maintenance therapy includes services that seek to prevent disease,
promote health and prolong and enhance the quality of life, or maintain
or prevent deterioration of a chronic condition. When further ¢ 1
pvement cannot reasonably be expected from ¢
gpractic treatment becomes y
natuve, the treatrment §s then cor

cement”

“Reasonable Expectation of Functional Improvement”
1. Plateau rationale for determining AT vs Maintenance

2. Ability to change goals continuously to keep treatment going and
going and going. I reasonably expect to improve the function of the
patient.”

3. Focus was on making decisions near the the end of care and not in the
beginning.

whirodrmor




OIG Reports: High
Intensity search for
Medicare Fraud.

“CMS should use
targeted tactics to
curb questionable and
inappropriate
payments for
chiropractic services.”

Shivofrmor

OIG Reports: High Fraud
Areas:

California
Missouri
New York
Michigan
Itlinois
Kansas

Fraud Strike Force
operations: Brooklyn,
Chicago, Dallas, Detroit, LA,
Miami, Southern Louisiana,
Southern Texas and Tampa

OlG report:

Chiropractic services have
the highest rate of improper
payments among Part B
services.

There are 4 hot-spots:

1. Treatment suggestive of
maintenance therapy

2. Potential sharing of
beneficiaries

3. Potential upcoming of
claims

4. Unlikely number of services
per day.

ohirofemor




OIG report:

50% of claims reviewed
appeared to be malntenange
therapy.

% of the chiropractors were
responsible for 50% of the
questionable claims. (located in
high fraud areas)

Beneficiaries of the high fraud
were likely to have also seen PT
or OT on the same day.

Most of the suspected
chiropractors had previous
questionable payments in prior
year.

OIG report:

CMS determined that the
high error ratio was due to
5 factors:

1. No documentation

2. Insufficient
documentation

3. Lack of medical necessity
4. incorrect coding

5. Other {errors that did not
fit into the other
categories)

whiroArmor

OIG report:
Maintenance is the issue.

When asked to identify Active/corrective
Treatment (AT) and thereby distinguish it from
Maintenance therapy it is useful to identify
the start of a new treatment episode.

When chiropractors and reviewers were asked
to identify when an episode began and
ended.....50% of all treatment apisodes
remalned active throughout the entire
treatment of the patient.

whtrofirmor




OIG report: Miscoding
Upcoding

41% were upcoded to 98942
15% were upcoded to 98941

“many records did not meet the Medicare guidelines in
determining a chiropractic subluxation for each area of the

a probdem in one
icated
o aseonrding

spine treated. The 1 wontlid
area of the spine wh

treatynenst

Down Coding

0IG and the MACs see charging a 98940 when it should have
been a 98941 or 42 as just a serious of an issue. There is an
appearance that you are trying to game the system and falsify
your records for sore other purpose.

uy
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0OIG report: Documentation

Treatment Plan issues:

“treatment plans are an important element in
determining whether the chiropractic treatment was
active/corrective in achieving specific goals.”
“When reviewing a specific service, we often don’t
get ifi

treatment plan as If it was crated at the first
visit for the episade-this is no more than what we as
from medical doctors. The general trend is that
the patient will be treated for several months

OIG report: Documentation

11% did not have a subluxation demonstrated
on PART

13% did not have a dx of a subluxation
F0% did not have a complete patient history.
(just change the DX and go! Issue)

66% did not have a complete description of
present illness

63% did not have a complete treatment plan
43% did not have a complete physical exam

cohirofrmor




Result:

Increase in Medicare audits such as ZPIC /
UPIC:

800 chiropractic offices received a zpic letter.

“we expect your commitment to an
effective self-audit and full disclosure of the
results. Your refusal to conduct this self-
audit or refusal to disclose your audit
findings may result in referral to law
enforcement for possible civil or criminal
prosecution.”

ShirofArnmor

Result:

Increase in Medicare audits such as ZPIC
/UPIC:

800 clinics in the Carolinas/Virginias.

2000 clinics audited by Strategic Health
Solutions.

OIG audits

SohiroAe

The solutlis
the future

1. WPS: Mechanism of Trauma
. Palmetto GBA

3. NGS: Brooklyn
4. Noridian

5. First Coast
6.

7.

~

Cahaba
NCLC historic meeting
. CMS/Chiropractic working group
9. Universal agreement
10.Training of MAC claims reviewers
11.Training of Chiropractic profession.

<3
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« OIG Exclusion Website

s https://exclusions.oig.hhs.gov

» Search for:
« All new employees before hiring
« All existing employees quarterly

« All Business Associates before hiring and quarterly

el

Medicare Compliance

. Case #3 U.S. Department of Justice vs chiropractor

« I. M. Friendly, D.C., from nice town, lowa, and his clinic,
Friendly Chiropractic, P.C., have agreed to pay §79,919 to
resolve allegations Friendly violated the False Clafrms Act
by improperly billing Medicare and Medicaid for
chiropractic ustiments after providing free electrical
stimulation to beneficiaries to influence those
beneficiaries to receive chiropractic adjustments from
Dr. Friendly. The government alleged that this conduct
violated the Anti-Kickback Statute and, in turn, the False
Claims Act. The claims at issue were submitted between
January 1, 2012, and September 30, 2016.

\ P "N o
Medicare Compliance
« U.S. Department of Justice vs Dr. Friendly
- Source of complaint was unknown

- Allegations
: to Medicare

patients

- Included both AT and Maintenance care in the
complaint

- Coded all maintenance patients as 98940

_—
s 3P0




Medicare Comp

- Inducement: Section 1128A(a)(5)

« This section of the Act bars the offering of remuneration to
Medicare or Medicaid beneficiaries where the person offering
the remuneration knows or should know that the
remuneration is likely to influence the beneficiary to order or
receive items or services from a particular providers.

« The “should Know” standard is met if a provider acts with
deliberate ignorance or reckless disregard.

Medicare Compliance

- Inducement: Section 1128A(a)(5)

- The “inducement” element of the offense is met by an offer of
vatuable goods and services as part of a marketing or promotional
activity, regardless of whether the marketing or promotionat
activity is active or passive.

For example, even if a provider does not directly advertise or
promote the availability of a benefit to beneficiaries, there may
be indirect marketing or promotional efforts of information
channels of information dissemination such as “word of mouth”
promotion by practitioners.

In addition, the OIG considers the providing of free goods or
services to exiting customers who have an ongoing relationship
with a provider tikely to influence those customers for future
purchases.

Shir
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Medicare Compliance

- Under section 1128(A)(a)(5) of the Social Security Act enacted
as part of the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), a person who offers or transfers to a
Medicare or Medicaid beneficiary and remuneration that the
person knows or should know is likely 1o influence the
beneficiary’s selection of a particular provider, practitioner
or supplier of Medicare or Medicaid payable items or services
may be liable for civil money penalties (CMPs) of up to $10,000
for each wrongful act. For purposes of section 1128A(a)(5) of
the Act, the statutes defines “remuneration” to include,
without limitation, waivers of copayment and deductible
amounts (or any part thereof) and t {




lance

Medicare Comp

» Points to consider

« First, the OIG has interpreted the prohibition to permit
Medicare or Medicaid providers to offer beneficiaries
inexpensive gifts (other than cash or cash equivalents) or
services without violating the statute. For enforcement
purposes, inexpensive gifts or services are those that have a
retail value of no more than $10 individually, and no more
than $50 in the aggregate.

Medicare Compliance

« Points to consider

« Second, providers may offer beneficiaries more expensive items
or services that fit within on of the five statutory exceptions:

Waivers of cost sharing amounts based on financial need;

Properly disclosed copayment differentials in health plans;

Incentives to promote the detivery of certain preventive care
services;

Any practice permitted under the federal anti-kickback statute

Waivers of hospital outpatient copayments in excess of the
minimum copayment.

Medicare Compliance

- points to consider

- Second, providers may offer beneficiaries more expensive items
or services that fit within on of the five statutory exceptions:

noial need;

entives to promote the delivery of certain preventive

Any practice permitted under the federal anti-kickback statute

Waivers of hospital outpatient copayments in excess of the
minimum copayment.

whiroArmeor




Medicare Compliance
+ Compliance fail point related to internal Medicare
procedures.
- Offer or Provided free services to Medicare patients.
- Medicare prohibits any actions that would be

considered an inducement to a potential or existing
patient

. Zmadnm_.m prohibits upcoding or
. Correct coding for services performed
:mm to coordinate with the adjustment of medically
necessary vertebrae.

ehirofrmor

Medicare Compliance

- What can we learn from the DOJ vs. Friendly case?

Q‘mwﬁ_ﬂm:ﬁm.

- Do NOT include Medicare/ Medicaid patients in any
coupons, gift cards or other type of advertising system
for new patients.

- Do not downcode or upcode services.

+ Dr. . M. Fedup sees a website that promises to show Dr.
Fedup a way to “opt out” of Medicare and still be able to
see Medicare patients.

- Dr. Fedup is advised to perform the following procedures:

+ State that your practice is a maintenance only
practice and require the Medicare patient to check
box 2 of the Medicare ABN form.

- Do not get a Medicare number so you are off the radar

+ Go “cash only”

« Use the manual therapy codes 97140 to represent the

spinal adjustments which is not a covered service
under Medicare.




Medicare Compliance
. The false belief that chiropractors can opt out of Medicare-you can’t
. You are either in and following the rules or you are 100% out.
- Can not be “off the radar” and treat Medicare patients for cash

. Can not be a “maintenance” practice and force a patient to sign box 2
of the ABN to be a patient.

. Can not creatively code to have only non-covered services.

antal surg

ary or of dan cine,
of o

plomairy who are 1294

State and otherwise 1
: Clinical nurse spacialist: Certified regista
e Clinical psychologist:

not define “physician” i include ehiropractors; therefore, they may not
opt out of Medicare and provide serviess under private contract.

« Case #4: Cloning of Medicare documentation




« Case #4: Patient A: date of visit 10/14/16

« Subjective: Low back pain. The symptoms are bilateral. With unbearable
symptoms reported today. The symptoms are described as dull ache,
sharp and tightness. Patient’s expectations: become pain free. Patient
rates the symptoms at 10. Activity affected level is rated at 10. They
symptoms are happening constantly (76-100% of the day). Nothing works
to make the symptoms better.

« Case #4: Patient A: date of visit 11/15/16

« Subjective: Low back pain. The symptoms are bilateral. With unbearable
symptoms reported today. The symptoms are described as dull ache,
sharp and tightness. Patient's expectations: become pain free. Patient
rates the symptoms at 10. Activity affected level is rated at 10. They
symptoms are happening constantly (76-100% of the day). Nothing works
to make the symptoms better.

R Gy e R 5

« Compliance fail point:
» EHR cloning problems
= Ability o bring data forward in most systems.

= Bringing the initial examination information
forward creates a misconception that the data
was produced on that date.

« Cloning is considered fraud by Medicare

Chirodn




« Advanced Chiropractic Services OIG report 2015
* Key issues
« Coding for services provided

 Treatment plan

- Advanced Chiropractic Services OIG report 2015
* OIG audit
« Results:
« All 105 claims were found to be medically unnecessary.

« ACS did not have adequate policies and procedures to
ensure that the medical necessity of chiropractic
services billed to Medicare was adequately
documented in the medical records.

- Based on the % denied they wanted all $737,111 back

ap
.

Medicare
Benefits
Policy
Manual

Chapter 15,
Section 240
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1.Onset date
1. Provides the start of care date -
7. Mechanism of Injury
1, Defines the type of injury and potential severity
level
3.Treatment plan
1.Provides the estimated:
1. End date
2. Number of visits
4.Diagnosis

5. History/ Exam data
6.Subsequent visits and CMT codes for visits.

Beginning Phase:
Initial visit is key to the entire case. Involves
identifying the condition and developing the
treatment plan.

Middle Phase:
Subsequent visits provide the necessary information
to verify the treatment provided to achieve
functional improvement.

Ending Phase:
Properly releasing the patient to end the episode of
care.

Initial visit:
{dentify the Mechanism of trauma.
Properly describe the neuromusculoskeletal symptoms.
Demonstrate the causal relationship of symptoms to 2 subluxation.
Create a CORRECT treatment plan.

Subsequent visit:
History (what subjective changes are happening from last visit. Are you
achieving your treatment goals)
Exam (What physical changes are happening since the last visit}
Treatment (What did you adjust)

Release:
Reached maximum functional improvement demonstrated by achievement
of treatment plan LA
ABN provided to patient if patient continues for maintenance treatments.




240.1.3 - Necessity for Treatment

(Rev. 23, Issued: 10-08-04, Effective: 10-01-04, Implementation: 10-04-04)

The patient must have a significant health problem in
the form of a neuromusculoskeletal condition
necessitating treatment, and the manipulative services
rendered must have a direct therapeutic relationship to
the patient’s condition and provide reasonable
expectation of recovery or improvement of function.
The patient must have a subluxation of the spine as
demonstrated by x-ray or physical exam, as described
above.

%3]

» History
- Description of the present illness

» Evaluation of musculoskeletal/nervous system
through physical examination.

- Diagnosis
- Treatment Plan
» Date of the initial treatment

- Symptoms causing the patient to seek treatment
- Family history if relevant

« Past health history

- Mechanism of trauma

« Quality and character of symptoms/problem

- Onset, duration, intensity, frequency, location and
radiation of symptoms

- Aggravating or relieving factors

« Prior intervention, treatment, medications and
secondary complaints.




« S
Family history if relevant
Past health history

sl noof syt

- Aggravating or 3:m5.:m factors

- Prior intervention, treatment, medications and
secondary complaints.

+ Symptoms causing patient to seek
treatment
- Document ALL of the symptoms

. m<3%83m :mmn:oUm:mcﬁoacMnc_Omxmﬁmnw—
conditions

- Symptoms MUST correlate to a specific vertebrae

- Symptoms will be correlated to your DX and
sibsequent coding choices for subsequent visits.

- Symptoms causing patient to seek treatment

- 240.L2- May Be D d by X-Ray or P

Thse syny Hinst
symptoms should refer to the spine (spondylc or vertebral), muscle (ntyo), bone (ossco or
ostco). rib (costo or costal) and joint (arthro) and be reported as pain (algia).
inflammation (itis). or as signs such as swclling. spasticity. ctc. Vertcbral pinching of
spinal nerves may cause headaches, arm, shoulder. and hand problems as well as leg and
foot pains and numbness. Rib and rib/chest pains arc also recognized symptoms, b 1

e leve




- Document the cause of the patient’s injury
. Correlate to patient’s condition

- List the specific mechanism of trauma in your notes for
each initial onset and any subsequent new injury.

- Do not simply change area of pain or diagnosis and
start a new series of treatment without considering
the mechanism of trauma.

. Traumna does not have to be caused by a patient fatling
down a flight of stairs.
- Mechanism of trauma can be:
« Pick up grandchildren
« Moved furniture
- Slept wrong and woke up in pain
- Care of aging spouse activities
. Can be related to an accident years ago with a current
exacerbation or flare up.

- What if they can’t remember?
- Only use insidious onset as a last choice

. Document a series of questions used to elect
the potential source of the pain in your notes.

- DO NOT macro the mechanism of trauma
questions. Make them specific to your patients.




- Assists in developing the treatment plan

. Coordinate the mechanism of trauma to the DX and
Q_F&‘m:o: and frequency sections of the treatment
plan.

- You " coordinate the mechanism of trauma to
ANY exacerbation to determine if a new onset is
required or just a modification to the existing
treatment plan is all that is necessary.

- Type of trauma + level of symptoms + past history =
a correct treatment plan development.

- Quality and Character of symptoms

- Onset, duration, intensity, frequency, location
and radiation of symptoms.
. Correlate each symptom with the quantifying
factors above.
. Where applicable, use numeric rating of the
quantifying factor!
« Use VAS/NAS of 3 rather than “mild pain.”
. This process establishes the initial severity of the condition to
g a correct treatment plan.

formation will also be useful for setting the GOALS
ne the specific pathway towards the correct




- Onset, duration, . frequency, location
and radiation of symptoms.
- Mild, Moderate, severe / better, same, worse /
good, gooder, not so good.
- Use adjectives: Burning, Sharp, Stabbing, Achy
- Use Pain Scales: Vas/ NAS of 9 on a scale of 0-10.

» Onset, duration, intensity, - location
and radiation of symptoms.
« Constant, intermittent, continuous, infrequent
» Use Time Intervals.
- The use of numbers assists in measuring the
tevel of the symptoms,
- Constant = 24hrs or only when awake?
. Exarnple: Patient presented with neck pain of
insidious onset. She describes her neck pain as
severe and constant in nature.

- On 4/29/18 patient first experienced pain in her lower
back region on the left side as a result of spring cleaning
her home including moving furniture, vacuuming and
washing windows. The pain level is currently noted at
4/10 on the NAS scale. The patient states that the pain
a dult ache throughout the day and increases and
becomes more sharp when she bends forward. The pain
does not radiate into her hips or leg. The pain has
decreased her sleep levels from a normal 7 hours a night
to 4 hours. She can also only sit for 20 minutes without
the need to get up and move around. She was not
previously restricted in her ability to sit with out pain.




. Onset: On 4/29/18 patient first experienced pain in her lower back
region on the left side.

« Mechanism of Trauma: The patient was injured as a resutt of spring
cleaning her home including moving furniture, vacuuming and
washing windows.

- Intensity: The pain level is currently noted at 4/10 on the NAS scale.

- Frequency: The patient states that the pain a dull ache throughout
the day and increases and becomes more sharp when she bends
forward.

. Location and radiation of symptoms: The pain does not radiate into
her hips or leg.

« Affect of injury: The pain has decreased her sleep levels from a
normat 7 hours a night to 4 hours her ability to sit for only 20
minutes.

- Prior interventions, treatments, medications,

- Important to get all of the secondary
complaints especially for coding purposes.
« Medicare medically necessary adjustments
vs Chiropractic compensatory adjustments.
- Vertebrae adjusted must be causally related to
symptoms to be Medicare medically necessary.

. Must coordinate DX and symptoms to medically
necessary vertebral subluxation adjustments.

- Medically necessary adjustments
- Coding 98941 and 98942
» Pain symptoms
- Causal relationship to Subluxation

- Technique issues / compensatory
subluxations

- Down or Up coding issues.

> Down coding is an issue so do NOT code
all at 98940




VETT , treatments, medications,
secondary complaints.

- Is this really an initial visit?
- Exacerbation or a new condition
- Documentation of previous chiropractic
treatment must be noted in the history.

. List all medical interventions to assist with
the development of the treatment plan.

- More complex medical conditions can
extend the duration of a treatment plan.

- This section will essentially be the chief complaint
documentation that you will use in the subsequent
visits to demonstrate “changes” in the patient’s
condition based on the treatment provided.

- Do NOT just put “neck pain.” Fully describe the
patient’s present condition.

- You can take the relevant information from the
History section and move it to this section- you don’t
have to reinvent the wheel, but you need to
specifically have this section of the initial visit
properly documented in your notes.

« The required examination components are similar to
other patient examinations.

« Medicare examinations need to identify causally
related subluxations to the history pain symptoms

- PA.R.T. Analysis to determine subluxation
- X-ray analysis to determine subluxation

- Keep in mind the goals of determining a functional
impairment or a loss of physical functions related to
a neuromusculoskeletal component.




- Allowed chiropractors the ability to use physical
examination techniques rather than only x-rays to
determine the presence of a subluxation.

- P: Pain

« A Asymmetry

- R: Range of Motion
«T: Tissue Tone

. At least 2 of the 4 P.A.R.T. components MUST be
determined to be significant and one of the 2 needs to be
Asymmetry or Range of Motion.

- Initial DX must be a subluxation diagnosis and
correlate to the specific vertebral subluxations
found in the examination section.

- Must use the M99.01-M99.05 segmental
dysfunction codes.

« NMS are used in the secondary DX codes

- Universal agreement and LCD harmonization
efforts

it
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Treatment Plan

« Frequency
- Duration

- Specific measurable goals

- Establish objective targets that can be measured to
know if you actually achieved your goals.




° Reduce Pain

o Increase Function

. Increase Range of Motion

« Increase segmental motion and flexibility
. Improve the % noted on Oswestry form

= Goal of treatment will be to decrease
inflammation and pain, increase range of
motion, segmental motion and flexibility as
well as increasing the quality of life of the
patient.

- Improve patient’s overall symptoms and
complaints noted on Oswestry by 20%

« Specific Goals vs Generic Goals
+ Reduce pain vs achieve a reduction in pain from
8 to 4 on the VAS pain scale rating.
« Use of Meaningful Goals vs “lets see what is
worst on the Oswestry form.”
» Use goals that correlate to the mechanism of
trauma and patient’s symptoms.
s Goals that can be measured and verify you
achieved them.

- Compare to Workers Compensation goals.




+ NO specific goal requirements are listed by
Medicare.
- Highly recommend, but NOT required goals
include:
. Activities of Daily Living (ADL) goals
« Goals associated with Oswestry or other OAT
forms.
» Quantifiable, measurable goals using numbers
« Pain level

» Range of motion

- Change the way you determine your
treatment plan
- Current mode! starts with visit FREQUENCY
L X aweek
« Then you add in DURATION
« Btimesaweekfor weeks.
- Then you add in a generalized Goal:
3 times a week for 4 weeks to reduce pain and

increase function.

> New Model-START WITH THE GOAL FIRST!
« Initiate the treatment plan process by
determining the specific measurable goal.
« Start with a goal that can be measured.
- Correlate the goal to the mechanism of trauma.
- Use ADL and other measurable goals.
- Decrease VAS from 8 to 3
- Increase cervical rotation to the right from 25 to 40
degrees
- Increase ability to sleep from current 2 hours to 6
hours.




« NEXT-Focus on DURATION
. Determine how long it will take to gbtain the

specific measurable goals and return the patient to
pre-trauma status.
« There are no limitations set by Medicare for
duration
- Average for acute is 3-4 months
- Average for chronic can be longer
+ The DURATION decision will create the actual ZONE
for the pre-determined release of care (red box)
. Actual release date may change, but this system
will give you and the MACs a predicted ZONE for
release.

« NEXT (and last) -Focus on FREQUENCY

- The only limitation on frequency is
“reasonab The MACs have released the
screens and Himitations on Frequency.

+ Do not simply chose 12 or 20 visits based on fear or

unknowrn.
Simply determine how many visits you will need
to achieve the specific measurable goals within
the already determined DURATION,
Please note that final freguency
determination will be used on all subsequent
visit documerntation.

.

.

- OLD Treatment Plan + NEW Treatment Plan
« Patient will be seen 3 - Specific Measurable
times a week for 4 goals:
weeks to decrease pain, - Increase ability to sleep

s without waking up from
ﬁso_\.mmmm range of pain from current 1 hour
motion and segmental to previous 5 hors.
function. Decrease tow back pain
rated at 8 on VAS to 4.
increase lumbar flexion
from current 10 degrees to
previous 60 degrees.
- Duration to achieve goals:
- 1 month.

« Frequency:
- 12 visits.




- Treatment

al v

» Compliance
» The perfect patient
» The what we see in our office each day
patient
» Exacerbation vs New Onset
- Modify current TP or create entirely
new one

= Can NOT simply change DX or goals

240.1.5 - Treatment Parameters
(Rev, 23, Issued: 10-08-04, Effectiver 10-01-04, Implementation: 10-04-04)

The chiropractor should be afforded the opportunity to effect improvement or
arrest or retard deterioration in such condition within a reasonable and generally
predictable period of time.

Acute subloxation (e, strains or sprains) problems may requive as many as
three months of trestment but some reguire very little trensment. In the first
several days, treatment may be quite frequent but decreasing in frequency with
time or as improvement is obtained.

Chronic spinal joint condition implies, of course, the condition has existed for a
longer period of time and that, in all probability, the involved joints have already
“set” and fibrotic tissue has developed. This condition may require a longer
treatment time, but not with higher frequency.

Treat

» Review what was the patient’s status prior to the onset to determine
what is reasonable status to set for a goal. Goals need to be set to
achieve this status, not return them to when they were 18 years old
or 100% pain free.

« Review the mechanism of trauma and correlate the goals to the
trauma mechanism and specific vertebrae affected.

« Start with ADL goals and make it specific and measurable in a way
that you can quantify your progress.

- Add in physical goals, VAS, ROM or athers and use Numbers to
quantify the starting point and specific desired end point.

« Determine the Duration of the time it will take you to achieve the
goals

« Determine the frequency you will need to treat the patient within
the established durational timeframe.

- Release the patient when functional goals are met.




» History:
- Review of chief complaint
- CHANGES SINCE LAST VISIT

- Use VAS information in this section

> Physical Exam

. “Examination of area of spine involved in diagnosis

. Assessment of change in patient condition since tast visit.

. Evaluation of treatment effectiveness (Functional Goal

improvement)

- PART s NOT required on each sub 2
given on the day of visit.
i vertebrae adjustad

- Primarily considered a therapeutic visit.

« Importance of each visit is now less with the new
emphasis on the “episode of care.”

- Always compare to the previous visit.

- They are monitoring any level of change, but also
realize that changes from Monday to Wednesday
will not be dramatic.

- Always review and monitor your specific
measurable goals on each visit,

min
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» Big Deal to Medicare
- Medicare requires a signature that is eithey hand
written or electronic. NO stamps
« Signature Log

- If your signature is poor, then include a Signature
Log when submitting any requested
docurmnentation.

- Signature Attestation
. Providers can submit an attestation form if
required.

Signatures

+ 3.3.2.4- Signature Requirements
« For medical revicw purposes. Medicare requires that services provided/ordered/certified be
icated by the persons ible for the carc of the beneficiary in accordance with
Medicare’s policics.

The method used shall be a handwritten o electronic signature. Stamped signatures are not
acceptable.

Seribes are not providers of items of scrvices. When a seribe is used by a provider in
documenting medical record entries (c.g. progress notes), CMS does not require the scribe to
sigm/date the documentation. The treating physician's/non-physician practitioner's (NPP's)
signature on  note indicates that the physician/NPP affims the note 1 the
care provided.

Providers should not add late signatures to the medical record, (beyond the short delay that occurs
during the transcription process) but instead should make use of the signature authentication
process.

Electronic signatures

Providers using electronic systems need to recognize that
there is a potential for misuse or abuse with alternate
signature methods.

For example, providers need a system and software products
that are protected against modification, etc., and should
apply adequate administrative procedures that correspond to
recognized standards and laws.




Signature log

« Providers will sometimes include a signature log in the
documentation they submit that lists the typed or printed name of
the author associated with initials or illegible signature.

« The signature log might be included on the actual page where the
initials or illegible signature are used or might be a separate
document.

+ Reviewers should encourage providers to list their credentials in
the Jog. However, reviewers shall not deny a claim for a
signature log that is missing credentials.

. Reviewers shall consider all submitted signature logs regardless
of the date they were created.

Signature Attestation form

. Providers will sometimes include an attestation statement in the
documentation they submiit.

« In order to be considered valid for Medicare medical review
purposes, an attestation statement must be signed and dated by the
author of the medical record entry and must contain sufficient
information to identify the beneficiary.

The MACs and CERT shall NOT consider attestation statements where there is no associated:
medical record entry. Reviewers shall NOT consider attestation stalements from someone
other than the author of the medical record entry in question {even in cases where two
individuals arc in the same group, onc should not sign for the other in miedical record entrics
or attestation statements), Reviewers shall consider all attestations that meet the above

qui dless of the date the ion was created. except in those cases where
the regulations or policy indicate that a signature must be in place prior to a given cvent ora
given date.

Signature attestation form

Signature Attestation Statement

Beneficiary:
Diate (3} of Servicer

y and date of service accurately
diagnosed the above listed

i . hereby attest that the medleal record entry for sbove Medicare b
celiects signatures/notations that ] made in my capocity as cendering provider when I trea
beneliclary.

Signature: Dater




3.3.2.5 - Amendments, Corrections and Delayed Entries in Medical
Documentation

(Rev. 732; Issued: 07-21-17; Effectlve: 08-22-17; Implementations 08-22- 17)

A. Amendments, Corrections and Delayed Entrles in Medical Documentation

All services provided to beneficiaries are expected 10 be documented in the medical record at
the time they are rendered.

Occasionally, certain cntries related to services provided are not properly documented. In this
event, the documentation will need to be amended, corrected. or entered after rendering the
service.

Regardiows of whether a documentation subiaission originalen from a paper record of s lactronis health record, documenta
ted 10 MACs, CERT, Recovery Auditars, SMRC ind ZPICs contsining amendments, corections of addenda must:

|, Clearly ind permancntly identify sny amendment, correstion or delayed eatry o3 such. and
2 Clearly indicate tho date and suthor of sny amendment, somection of delayed eatey. and
3. Clenrly identify ull originsl content, without delction.

Paper Medical Records: When correcting a par eal record, thexe princ generslly ished by:

wing a single line strike through 2o the original content is til rendable, and

2. “The author of the alteration must aign and date the rov

Amendments or delayed entrics to paper records must be clearly signed nd dated upon entry into e record. Amendments
or dalayed entries to paper records may be initinled and dated if the medical record containy i

provider s initial with their name. For exomple, if the nitisls matoh the fiot and fnst come of the py
P iamhere in the medical records including typed ar writien identifying information, the reviewer shall aceept the catry.

Electronic Health Records (EHR): Medical record keeping within an EHR
deserves special considerations; however, the principles specified above
remain fundamental and necessary for document submission to MACs.
CERT, Recovery Auditors, SMRC and ZPICs. Records sourced from
electronic systems containing amendments, corrections or delayed entries
must:

a Distinctly identify any amendment, correction or delayed entry, and
b. Provide a reliable means to clearly identify the original content, the

modified content, and the date and authorship of each modification of the
record.

C. If the MACs. CERT, SMRC or Recovery Auditors identify medical
documentation with potentially fraudulent entries, the reviewers shall refer
the cases to the ZPIC and may consider referring to the RO and State Agency.




« Mandatory for Covered Services
> Voluntary for non-covered services

- Specific times to provide ABN
+ AT to Maintenance
- Good for 1 year or a new onset date occurrence
- CAN NOT be used routinely on first visit to
require a patient to be “maintenance.”

» BOX 7 issue

* ATGA

ABN

Issuing a Voluntary Advance Writien Notice of Noncoverage
as a Courtesy

You are not required to notify the beneficiary before you furnish an item or service
Medicare never covers of is not a Medicare benefit. However, as a courtesy, you may
issue a voluntary notice to alert the beneficiary about their financi ty. Issuing the

notice voluntarily has no effect on financial liability, and the beneficiary is not required
to check an option box or sign and date the notice.

ICN 006266 October 2018

¢ an advance written notice of noncoverage for items and services you
turnish under Medicare Advantage {(Part C) You are not required to notify the

beneficiary before you furnish items or services that are not a Medicare benefit or that
Medicare never covers, such as:  © Services when there is no legal obligation to pay

ABN

Other Prohibitions
You cannot issue an advance written notice of noncoverage to:

« = Shift lability and
Unlikely Edit (MUE).

the beneficiary for the services denied due to a Medically

- s Abeneficiary in a medical emergency or under great duress (competliing or
coercive circumstances). Advance written notice of noncoverage use inthe
emergency room or during ambulance transports may be appropriate in some
cases {for example, a beneficiary who is medically stable and not under duress}).

+ = Charge a beneficiary for a component of a service when Medicare makes full
payment through a bundled payment.




ABN

Beneficiary Refusal to Choose an Option or Sign the
Advance Written Notice of Noncoverage

If the beneficiary or the beneficiary's representative refuses to
choose an option or sign the notice, you should annotate the
original copy indicating the refusal to choose an option or sign the
notice.

You may list any witnesses to the refusal, although a witness is
not required.

If a beneficiary refuses to sign a properly issued notice, consider
not furnishing the item or service unless the consequences
(health and safety of the beneficiary or civil ability in case of
harm) prevent this option.

ABN

When the Beneficiary Changes Their Mind

If the beneficiary changes their mind after compieting and signing
the notice, you should request they annotate the completed
notice.

They must sign and date the annotation and include a clear
indication of their new option selection.

If you cannot provide the notice in person, you may annotate the
form to reflect the beneficiary's new option selection and
immediately forward a copy to the beneficiary to sign, date, and
return.

You must provide a copy of the annotated notice to the
beneficiary as soon as possible.

P b S A

- Currently Chiropractors can not Opt Out of the Medicare
systerm.
« If you want to treat Medicare patients you need to be
in the system and follow the rutes.
« Can NOT:

. Alter ABN and have sign on t he first visit for
maintenance unless it is actually for maintenance.

. Just have the patient pay cash and be off the radar
« Not register for Medicare and just treat patients for
“non-covered services.”

» Manual therapy vs CMT
- Not bill for CMT services.




» Steven Conway DC, Esq.

- 888 892 9298

727 421 0407 personal cell

ChiroAr

MOR.COM

Key points for any audit response

Do not alter your documentation (it is what it is)
Do not make a “new story” with additional
documentation.

Make sure you provide all documentation to
support your AT decision.

Make sure each entry has a Signature

Log / attestation page




Levels of severity

Carrier denials

CERT review Comprehensive Emor Rate Testing program...
Probe review

RAC audits (bounty hunters) Recovery Audit Contractors
ZPIC audit Zone Program Integrity Oo:mﬁmoﬂo_.

CERT review

CERT Process
Arandom sample of claims submitted in a specific calendar year are selected
Requests for medical records from providers for clalms in the sample.
Next the claims and medical records are reviewed to see if they comply with the
Medicare coverage, coding and billing rules.
if errors are found, meney is recouped from providers. This can happen
when:
Providers don't submit any documentation.
Providers submit insufficient documentation.

The medical record submitted Indicates that the service was not medically
necessary, was Incorrectly coded, o was not in compliance with some other
Medicare rule,

CERT request
O What to Do if You Receive a CERT Request for Record?

‘These reviews are very important, not only for the individual doctor, but
for the chiropractic profession as a whole.

For each request on date(s) of service (DOS), you will want to make sure
that you:

Send in the notes for that DOS

Send in all related information—including:
a. the most recent exam,
b. full history,
¢, treatment plan, and
d. any diagnostic findings.

All of these items help a reviewer place the pertinent DOS in a
{arger context. .




CERT Summary

Qltis important to note that these reviews are random in
nature and assist CMS in obtaining an overall view of how
various groups are performing including: the carriers, regions
of the country, services, professions, etc.

O CERT reviews are independent of Medicare carriers/
MACs.

{ODoctors must respond promptly to CERT requests for
records. Your letter from CERT will indicate the timeframe
within which you need to respond. Most often providers
have 75 days to respond. For CERT special studies,
providers are only given 30 days to respond.

O: you disagree with your CERT findings, you are given the
opportunity to appeal.

Levels of severity

Carrier denials
CERT review Comprehensive Error Rate Testing program.
Probe review

ZPIC audit Zone Program Integrity Contractor

RAC audits (bounty hunters) Recovery Audit Contractors

OIG audit /onsite(chat) Office of Inspector
General

Probe review
OMedical Review Progressive Corrective Action (PCA) process
(PCA is used to identify potential problem areas

and implement the processes performed by
Medical Review. This is a comprehensive term
that includes the following:
(Data Analysis
OMedical review of claims

(Education of providers on the requirements
for payment under the Medicare program




Probe review

PData Analysis
OData analysis is the first step in the PCA process.
1t includes reviewing claim submissions locally,
regionally and nationally for atypical patterns/
trends that may indicate a potential problem.
(9894142 codes
OMonthly treatment patterns

menoam of DX changes with TX

Probe review

(OThere are 2 types of probe reviews:
OService specific
Ocmsw:% include a 100 claim sample based on a
specific service (procedure code, diagnosis,
HCPCS)
O The claims are selected randomly from providers
billing the service in question.

Probe review

O.H.wnnn are 2 types of probe reviews:
QOpProvider specific
QUsually

based on claims from the selected provider.

The sample of claims selected will be
based on the nature of the review (specific
service or various services billed by the
selected provider)




Probe review

{Provider specific probe review:

QOnce a claim has been sclected for review, documentation is requested from
the provider billing the service.
FThis request is referred 1o as an Additional Documentation Request (ADR)

4

letter.

OCopies of the requested medical records must be submitted within 30 days of
the date on the ADR.

QFailure to submit the requested documentation will result in a denial of all
charges on the claim.

) Once the appropriate numiber of claims have been reviewed and processed,
charge denial rate (CDR) is cajculated.

Probe review

O‘;n CDR is determincd by dividing the total charges for the claims reviewed and
processed into the total denied charges for the claims reviewed and processed. The
results arc multiplicd by 100 and reported as a percentage.

O'This caleulation is used to determine the followin,

OThe percentage of charges tiat have been billed in crvor
O.:K extent this error is oceurring

QOGuidance to direct additional activitics that may be initiated as a result of the
findings. Bascd on the review, several actions may oceur such as:

o further action necessary

OpProvider notification and feedback

QAdditional medical review (TR targeted review program)
ORequest for overpayment of denied claims

ORefemal to additional govermental agencies

Probe review response

O?.oimo all documentation associated with the
request.

QAttach a copy of the ADR to your response. The
ADR contains the address of the Medical Review
department.

OHm mis-routed can result in 100% denial due to
untimely response.

OCover letter outlining the case




Probe review response

O Do not alter your documentation (it is what it is)

{O Make sure you provide all documentation to support
your AT decision.

O Do not make a “new story™ with additional
documentation.

{OMake sure each entry has a Signature
O Log/ attestation page

at end of probe review

Whalt can happe

OCase is closed

omvnoiaﬁ. education recommended
ORequest for overpayment (appeal process)
OWmmanB_ for TR

QReferral to ZPIC

OW&Q‘BH to law enforcement

Probe review summary

O Carrier selects claims from a mwmn:.._n provider who has been
identified as having a potential probiem identified through their
bifling patterns

QOfhe provider is notified in writing that a probe review (sample
of 20-40 claims) is being conducted.

Owwm%o:mm must contain documentation necessary to support the
evel of service and medical necessity of services rendered.

O 30 days to respond to _‘mnccmmﬁ for documentation. Anything
missing the deadline will be not considered in the review

OThey are required to recover funds for any overpayment based
on denials of claims.

O>uvmm_oﬁamam_m:n_ _‘mmcmmﬁ mo_‘o<m6m<3m:2mummo_.3mn
through the 5 stage Medicare appeal process.




Levels of severity

Carrier denials

CERT review Comp program..

Probe review

RAC audits (bounty hunters) Recovery Audit Contrators
ZPIC audit Zone Program Integrity Contractor
OIG audit /onsite(chat) Office of Inspector

RAC Summary

{Scare tactics in the DC media
OThey need to get CMS approval first

{OProblem that they get % so less likely to be fair
minded in review process.

OUQ not face a RAC on your own...

Levels of severity

Carrier denials

CERT review Comprehensive Error Rate Testing program
Probe review

RAC audits (bounty hunters) Recovery Audit Contractors
ZPIC audit Zone Program Integrity

OIG audit fonsite(chat) Office of Ir
General




ZPI1C Audits

Opesignated to determine Medicare Fraud, waste or abuse

- Fraud frequently arises from false statements or misrepresentations
made that are material to entitlement or payment under the Medicare

Program.
Audits prompted by data rescarch related to irrcgular billing
patterns.
(OCurrent ZPICs involve requests from AdvanceMed
OSelf audits
(OConcept of sclf audit is new

(QOne has CD requesting specific information, but refuses to
accept or review your notes

OIG Audits

o Onsite review
o Initial meeting in your office.
e Obtain all records.
® Review process with you

o Create report that is will be published and
available on the internet.

e Ability to respond

o Demand letter will arrive from carrier

OIG Audits

© Paper review
e Will receive a notice from OIG
@ Request will be for specific patients and dates
of service
e Must respond
e Cover letter

o Include all documentation supporting the
dates of service




Key Points to prevent audits

Common errors they are finding during medical reviews:

Missing patient names or dates of service
Missing signatures
lilegible documents
Insufficient or absent documentation

Elements of history and exam are missing

PART examinations were not met

PART needed for each spinal leve! adjusted

Treatment plan absent or insufficient

Key Points

Common errors continued:
Subsequent visits do not show progress towards objective goals.
“increase in ROM or decrease In Pain do not cover It anymore”
No Key provided if unapproved abbreviations are used (travel cards)
No documentation te support or substantiate procedures were performed

No documenttion that ALL spinal levels manipulated exist via PART
oxamination.

Missing symptoms relevant to EACH LEVEL OF ADJUSTMENT.

EHR records are being CLONED and as a result are Invalid.
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Exp

Request totumn oft recotpment process .,

Contradict thelr reasons for denial ith facts NOT emotion...

x y W, regulations and policies apply to the fact
Astmmary of the rationale for the reconsideration appeal {your summary
poinE) ,

Request to tum off recoupment process.
All previous information sentwill beforwardedto the QIC. You just haveto
send [n any new Information.
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findings
| i Treatment plan with specific goals are key factors.
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Cover etter outlining §B~ with En EEE determination and
| any new disagreements with the redetermination and QIC.
(reconsideration denial)
+ Facts or information that supports your positis
Medical records

Medical record summary sheet
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Steven Conway DC, Esq.

MEDICAL DOCUMENTATIONERRORS
AGENDA

Most common Chiropractic errors

Understanding informed consent
Case review Stroke
Case review low back

Medical errors and common side
effects

WHERE/WHAT 1S THE PRIMARY SOURCE OF CHIROPRACTIC ERRORS?

Initial vizit

Dricr health Patient’s Examination Report of
. e

I ﬁ:lor?'
Conzultation Findings
information

Subzoprat visits

Treatment visits Progress examinations

Treatment

9/1/21




WHERE/WHAT 1S THE PRIMARY SOURCE OF CHIROPRACTIC ERRORS?

Tnitial visit

Reportof - Treatment
Findings

Prior health Patient's Examination
history fatake

information

History
Consultation

Treatment visits Progress examinations Rl

WHERE/WHAT IS THE SECONDARY SOURCE OF CHIROPRACTIC ERRORS?
Initiaf visit
History Examination Reportof . Trestment

Priorhealth . Patient's
history Intake Comaltabion Findings

information

Subsequent visits

Treatment visits Progress exantinations

REVIEWING MALPRACTICE

CLAIMS

o Informed consent is a key issue
e Intake form system
. Fulfilling all requirements

» 1 I would have been properly informed, I
would never have consented to treatment.

o ‘Lack of prior history documentation in the file

- No review of prior history before treatment

s Past history provided by the patient may be
filtered

o Fear of disclosure would increase financial
costs for examinations / diagnostics

9/1/21




MALPRACTICE CASE REVIEW

» ' Examination / Diagnosis

+  Failure to correctly examine/ diagnosis (low back case
today)

» 20/ 20 hindsight is easy to find errors in documentation
» - X-ray issue / ACA guidelines
¢ Documentation
- Poor documentation is difficull to overcome
¢ 'Cloning issues
+ - Progress Examinations

¢ Lack of progress examinations makes it harder lo
defend continued treatment

9/1/21

MALPRACTICE CLAIM REVIEW

e Release

¢ Treatment plans that have specific
goals/ objectives are key to defending

the case

¢ The “returning patient” vs the “brand new
shiny patient”

s Procedures { Processing
» History / Examination decisions

¢ Informed consent issues

FREQUENCY OF CLOSED CHIROPRACTIC
MALPRACTICE CLAIMS

Disc Problems 26.7 %
Fracture 13.8 %
Failure to Diagnose 13.1 %
Aggravation of Condition 7.1 %

Cerebrovascular Accidents 5.4 %

Bum 3.4%

Therapy 3.0%
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TYPES OF CHIROPRACTIC CLAIMS

@hisc

@ Other

SBFracture

D Failto Diagnose
BAggrawation

B Professional Discipline
@ Vicarious Linbility
aCVA

CoMMON CHIROPRACTIC
ERRORS

Failure to diagnose and refer

fractures, pathology, arterial occlusions

Equipment related issues

improper equipment maintenance,

contraindicated therapy choices, improper
supervision of minors in treatment rooms,
improper patient/equipment supervision

COMMON CHIROPRACTIC
ERRORS

Improper freatment

high velocity techniques, contraindicated
therapies, contraindications to :
adjustments

Erroneous recommendations

contraindicated recommendations with
re%l d to medicines / supplements and
or treatment indluding exercise, referrals
and recommendations




DO YOU CURRENTLY HAVE
VALID INFORMED CONSENT?

e History of informed consent
o Definition of informed consent

¢ Do you have a valid informed
consent?

o Elements of valid informed consent

QUICK QUESTIONS?

Is a signed intake form a valid informed
consent?

Are you required to disclose stroke
information during your informed
consent?

Do you know what is the “reasonable
standard”for your state?

Do you only need to do an informed
consent once when they are a new patient?

e Sard v Hardy (1977)

A patient became pregnant despite a tubal ligation procedure.

The patient claimed the doctor was negligent in failing to advise
hee that the procedure had a 24 failure rate and that there were
alternative methods for slerilization and birth control.

Court of Appeals agreed with her and established the
physician’s duty to obtain a patient’s informed consent prior to
providing any particular treabment

“This duky was held to be separate and distinet from the tort of

9/1/21

Batlery (unpermilttcd touching or act on a patient) and from
neEilEence Tn The seloction or administration of any particular
treatment,

BASLLLLII S
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SARD V HARDY

+ ‘There was no breach in the standard of care provided to the patient.
The rec dation was ble and the procedures were
carefully performed.

o ‘However, there was a breach of the separate duty to obtain the
paticnt’s informed consent to the procedures as she wvas not
informed of all of the alternatives or risks,

»:The rationale is so that a physician does not substitute their
{udgement, no matter how appropriate, for that of the patient,

SARD V HARDY

¢ The court held the following were required for informed consent:

*+ .1, the nature of the patient’s ailment or diagnosis

.2, the nature of the proposed treatment

* 3. the probability of success and material risk, complications
and vutcomes

+ 4, alternatives

MCQUITTY V SPANGLER (2009)

* Case involved a patient who gave birth to a child who sustained
substantial neurological damage during gestation,

* The patient claimed the doctor did not provide sulficient
information to permit her to' have informed consent as to
whelher o continue carrying the child closer to term or to have a
sooner Cesarean delivery.

* The Doctor defense was that since he had the patient’s initial
informed consent to continue to carry the child and never
proposed a Cesarean delivery, ie had 1o duty to obtain her
inforued consent to that procedure,
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MCQUITTY V SPANGLER (2009)

« The Court agreed wilh the patient which amplilied the informed

consent laws. A doctor now has the duty to inform the patient of

risks and available alternative treatments related to ali material
changes in their condition,

Informed consent now requires provisions of all information
malerial to a patient in delermining their course of care, The
information must be sufficient to permit the patient involvement in
the healthcare. choices and treatment alternatives pertinent to their
condition,

INFORMED CONSENT

¢ ‘When do you need to ask for consent?

e Consultation

e Examination
e -Ortho/ Neuro tests? (every tests?)
e X-ray?

o Invasive diagnostics
o Before treatment
¢ Same day treatment procedures

¢ One and done?

HANNEMANN CASE

+ Hannemann-the patient, filed a complaint against
Boyson in Outagamie County Circuit Court, alleging
that the defendant negligently provided chiropractic
treatment to the plaintiff,

Gary Hannemann, as a proximate consequence to
which the plaintiff suffered serious and permanent
injury.” As stated with more particutarity in-his
scheduling conference statement, Hannemann
alleged that “[iihe defendant negligently adjusied
the plainiiff's cervical spine resulling in the plaintiff
suffering a slroke with permanent disabllity.”




HANNEMANN CASE

+ .During voir dire, Hannemann's attorney began
arguing the theory that Boyson failed to provide
informed consent by asking the potential jurors if
they thought it was wrong for a doctor not to warn a
patient about the possibility of harm before
performing a procedurs, even i "if's a very remole
risk” that may result in serlous injury or death,

+ During opening statements, Hannemann's attorney
concentrated on Boyson's alleged failure {o discuss
the risks inherent in performing a cervical
adjustment with Hannemann and his failure to
perform appropriate tests on Hannemann.

PLAINTIFF ARGUMENT

+ ‘What did the doctor not do?
«. He didn't recognize e problem and he did not inform on that Saturday morming,

+ He did not Inform Gary Hannemann of the risk that he was about to confront with
another adjustment.

+* He éid niot tef him, Gary It's a known fact that there Is an assodiation between cenvical
adjustment and people who have strokes.

+ ‘Ha did not te2 him you had developed very strange neurologleat symplorts that may
indicate that you'ra In the process of having & neurovascular Injury.

»'"He did not telf him there are optons, maybe you should go to a medical doctor, maybs
we should do rothing.
What he did Is he decided to proceed with an adjustment, that Is exaclly
what he did."He didn’t talk to Gary about the risks. . He didn't do a complets
neurological and orthopedic exam. :He didn't tell Gary {o get medical help,

FINAL DECISION

+ - A chiropractor has the duty to provide his patient with Information
necessary to enable the patient to rhake an Informed decislon abouta
procedure and alternative cholces of treatments.  1f the chiropractor
fails to perform this duty, he is negligent.

*.To meet this duty to inform his patient, the chiropractor must provide
his patient with the information a reasonable person in the patient's
position would regard as significant when deciding to accept or reject
the medical treatment,

In answvering this question, you should determine what a reasonable.
person in the patient’s position would want to know in consenting tolor
rejecting a chiropractic treatment, :
However, the chiropractor's duty to Inform does not require disclosure of:
information beyond what a reasonably, well-qualified chiropractorin:a similar.
classification would know; :Exlremely remote possibililies that might falsely or
detrimentally alarm the paltent,
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+ ANALYSIS

+ “Although liability for fallure to obtain informed consent is
ised on negligence principles, itIs nonetheless treated
S e

1 o] of
failure o diagnose is one form of medical malpractice, - A failure to
obtain informed consent Is another discrete form of malpraclice,
requiring a consideration of additional and different factors.”

“I'Tthe touchstone of the test [for informed consent} {i}s what
the reasonable person In the position of the patient would want
to know.” g

= ANALYSIS

We reject Hannemann’s repeated assertions that Informed consent In chiropracticIs
merely a one-time abligation that Is satisfled by simply providing a farm before
beglnning treatment.

The form may be evidence or documentation of the rlsks
disglosed fo s patient, but the form ltself Is not Informed
copsent,

Informed consent s “mak{ing} such disclosures as vl enable a reasonable person under
the circumstances confrontng the patient to exercise the patient’s ight to consent to, or o
refuse the procedure proposed or to request an altemative ireatment or method of
diagnosls.*

in other words, Informed consent s a duty to *maka such disclosures as »;

reasgnably negessary under o reums tances ioh X To SRR

getson under the sme or slmilar circumstances conftenting the patient at e me of

disclesme fo.Inisliigently exercize his dohlie censenl.erio refuse the iealment or

Rigsedure propesed.

Although the specifics of the disdosures will undoubtedty vary betweon he practice of
TR oLt > o T

i “The scope and limits
of the duty to disdise material nisks and sblain informed consent are aplly set forth in Wis
JLCIVL 1022, Whill this Sistruction may nesd to be modified when applied 1o
(hiropractins. his can sy b aécemplohed:

CONCLUSION

«In sum, we that a chirop r's duty of i consent Is
to *make such disclosures as will enable a reasonable person under .
the circumstances confronting the patient to exercise the patlent's
right to consent to, or to refuse the procedure proposed or o request
an alternative treatment or method of diagnosis.”

He must “make such disclosures as appear reasonably necessary
under clrcumstances then existing to enable a reasonable person
under the same or similar circumstances confronting the patient at
the time of disch e to Intelli ly {se hls right to or
10 refuse the realment or procedure proposed,”
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CONCLUSION

« Ve condude that although the practice of chiropractic and the practice of medicine are

distinct health cara professions, the obligation of the practitoners of both to disciosa the
fisks of the ireatment and care they provide should ba the same.

While the actual disclosures will inevitably vary between doctors and
chiropractors, the nature of the duty and limitations thereon should
be the same. ‘A patient of chiropractic has the same right asa
patient of medical practice to be informed of the material risks
of the proposed treatment or procedure so that he may make an
informed decision whether to t to the procedure or.
treatment, - As such, we hold that the scope of a chiropractor's
duly to obtain informed consent Is the same as that ofa
medical doctor,

MALPRACTICE / INFORMED

CONSENT

s 2 separate charges

e Malpractice difficult to win for
plaintiff

o Informed consent became much
easier to win

INFORMED CONSENT CASE

o ‘Chiropractor, Dr. O.K. first met patient A who
presented with symptoms of chronic low back
pain that was recently acute.

« Patient was in her first trimester of pregnancy.

o_Dr. K did not take x-rays or MRI due to

pregnancy, but through examination did
diagnosis a disc problem.

o Dr K did not have a normal policy to provide
a written informed consent form.

10
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INFORMED CONSENT CASE

Dr. X perform high velocity/ low amplitude spinal
adjustments that demonstrated improvement in the patienl’s
condition,

After one of the treatments, her pain level increased and she

went to the local ER where they diagnosed her with
piriformis syndrome and sciatica,

The next day she visited her MD for urinary retention. He
dx'a UT1 and indicaled she could continue chiropractic care,

She return to.Dr. K and he checked to see if she could
tolerate flexion distraction technique. It was not.a positive
experience as the patient screamed out with pain-and left his
office,

INFORMED CONSENT CASE

e Patient returned to hospital the next
day and after being evaluated was sent
for surgery for cauda equine syndrome.

o The surgery left her with bowl and
bladder dysfunction and loss of feeling
in her sexual organs.

e Baby was delivered with no problems.

INFORMED CONSENT CASE

* ‘One year later the patient initiates a lnwsuit against
everyone,

After much legal maneuvering only Dr. K and the first MD,
who eventually was also dismissed leaving only Dr. K

Patient expert chiropractor claimed:
No informed consent
Did nol fully evaluate her condition

Fatled 1o refer in a timely manner preventing an earlier
surgical option

Catised the cauda equine syndrome to worsen with the
flexion distraction adjustment.

11



INFORMED CONSENT CASE

o ‘At trial, plaintiff's chiropractic expert found:

e Deviations from proper standard of care by
failing to order MRI and by adjusting the
lumbar region further damaging the disc

o Deviated from standard of care by not
performing a proper informed consent
procedure and that specifically cauda
equina syndrome. could occur as a result of
spinal manipulations.

INFORMED CONSENT CASE

o Defense chiropractic expert testified:

o DX and treatment plan were proper and within the
standard of care.

 “Standards of care do not require perfection”
o Jury findings:
o Not negligent in treatment and did not cause her
injury.
* Found negligent in the tort of lack of informed
consent, directly proximately causing injury to the

patient

SUMMARY OF CASES

¢ ' Failure points could have been avoided

¢ -Hanneman
e Multiple gaps in care
o Treatment outside normal hours
e “pbrief” examinations

e Dr. OK case

¢ NO informed consent procedures

9/1/21
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OBTAINING INFORMED CONSENT

o Informed consent is a process for getting permission before
conducting a healthcare intervention on a person.

« -An informed consent can be said to have been given based upon a
clear appreciation and understanding of the facts, implications and
consequences of an action.

* You need to evaluate for any impairments in reasoning or
judgement that would preclude the patient from properly
understanding and consenting.

« ‘Factors could include a high fevel of stress, inloxication, sleep,
deprivation, Alzheimer’s disease or other similar conditions,

+: Children/ minors will need a parental informed consent to be
signed.

9/1/21

OBTAINING INFORMED CONSENT

e Consent must be voluntary.

» DC must not unduly pressure or coerce the patienl into
consenling to a particular treatment or procedure, bul must
instead convey that the patient is free to choose amonyg any,
recommended treatments and procedures, induding no
treatment or ta revoke a prior consent without prejudice to the.
palient’s access to future health care or other benefits,

 “Killer subluxation

OBTAINING INFORMED CONSENT

o ‘Must be an ongoing process. Itisn'ta
one and done type procedure.

s If condition changes, you should re-
visit the informed consent process.

13



ACA DEFINITION

s The American Chiropractic Association guidelines on Informed
Consent recommend a DC:

» Treat informed consent a5 an onguing discussion throughout the patient's course of
Qre.

+ “Advise and describe the recmmnended course of action and discuss the benefits, agds
and reazomable altenatives

‘» Detecmine that the patient reasomably understands the discussion
& Provide an opportumity Lo ask questions
»: Note any refuzal to follow reunmendativas

» Dhodiment the clements of the informed consent in the patients 7ecords

ICA DEFINITION

* The International Chiropractic Association guidelines and Informed
Consent form recommend:

» Obtain a written informed consent signed by the patient and
ductor

+ Provide an opportunity to discuss the nature and purpose of
proposed treatment and answer the patient’s questions

+ Results are not guaranteed and a doctor must use professional
judgement during the course of care

+-Advise of pussible complications, including stroke,

VALID INFORMED CONSENT

¢ Practitioner must:

s Determine if the patient has
decision-making capacity.

¢ ‘Provide information related to the
six elements of an informed consent

= Properly documentconsent by
patient

9/1/21
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DECISION MAKING CAPACITY

» A dlinical determination made by the practitioner that a patient has
the requisite capacities to make a medicat decision. (This is not the
same as “competency” which is determined by the court.

* Four major components:
o Understanding
* Appredating
+ Tarmulating
* Commuricating
& The firel 2 components represent the patient’s ability to undertand and appreciate the
nahire and expectid { each health dedision. Thisindudes

understanding the known benefits and rishs of the recomaendeed trentment options, a3
dlasany ble al ive optivas induding po treatment.

© Thelater 2 reprosent the ability
decision conceming health cwe

Si¥ ELEMENTS

« For the patient’s consent to be valid, the DC needs to review the
following six elements

+ “The patient’s diagnosis/condition and the proposed treatment, niodality or procedurcs
fur correeticn.

The relevant risks and benefits of the jropuosed reatment, modality or pricedures

i Lor procodures that bl o the prtient and the relativ
ik, benedits, and uncertaintics rdated Lo vach alternalive;

The risk and benefits of not reasiving or undergoing any trestment procdare

{ i ing of the ivn provided (decision

saking capacity)

The aoneptancs by the patient 1o undargo the recomimendad treatment, modality vr.
procedure.

9/1/21

WISCONSIN INFORMED
CONSENT LANGUAGE

446.08 Informed consent. Any chiropractor who treals a patient

shall inform the patient about the availability of reasonable alternate

modes of treatment and about the benefits and risks of these treatments.

The reasonable chiropractor standard is the standard for infonming a

patient under this section. The reasonable chiropractor standard requires

i only of i ion that a ble chirop would

know and disclose under the circumstances. The chiropractor's duty 1o
inform the patient under this section does not require disclosure of any.
of the following: !

) 2 predabbty o pad et wostd mf vl

{2) Rk spparest or ki fo ke ganiad

3} Exmezily 1 pesibagnes St gkt fudsely or detnmeelly Ao the

(4 Infoemition ba emarmng share [lae b provids

1% L 4

Kie B2 shinpridter infm B2 pasest.
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6 ELEMENTS

¢ Element #1
e The patient’s diagnosis/ condition and
the proposed treatment, modality or
procedures for correction,

o Basically, a report of findings type
communication with the patient signing
a final document with the personal
information included,

9/1/21

6 ELEMENTS

¢ Element #2

o The relevant risks and benefits of the proposed
treatment, modality or procedures
o Risk:

e the possible undesirable outcomes of a
treatment or procedure, including known side
effects, complications, serious social or
psychological harms or other adverse
outcomes,

o Discussion of Stroke on every case
o Full spine adjusters /. Full spine examiners?

6 ELEMENTS

¢ Element #3

e Alternative treatment or procedures that
are available to the patient and the relative
risk, benefits, and uncertainties related to
each alternative; :
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Benefits and Risks of Neck Pain Treatments

Neck pain will affect about 70% of the population at some point in their lives and is
2 common reason many individuals seek help from a health care professional. A
particular episode of neck-refated problems can be mitdly irritating, or it could be
seriously debititating.

Whie recent scientific studies have found that there are useful treatments for many
ted § no one has been shown to be effective in all cases,
C 1y used physical for neck pain include spinal manipulation,

X-rel

massage, and therap
tre include inoph teroidal y drugs
(NSAIDs), muscle relaxant medications, and narcotic (opioid) pain medications,

Conunon pt
o

All of the commonly used neck pain treatments camy some 1isk. Most of these risks
arc mild, bul some can be serious.

Physica! Treatments: Manipuiation, Mobilization, Massage and
Exercise

Manipulation Is 8 therspy i v hish a trained proféssionsl wses ks her hands to gently and quickly move
“hmormally Stff joints into their norms! functions range of metion. Mobilzation technique is similas, but it is
isually performed more slowty.

‘Enidence from numerous clintcal studtes has shown that both manipulation and mobilization of the
cervical spine (the neck) result in short erm tmprorements In pain and physical function, as nell as
Lasting, long-term paln rellef. The report by the Bone and.Joint Decade Task Force onNeck Pain ard Its
sipciated Disonders, wferenced sbove, found 17 studies that fooked at various manuaf therapies. It foynd

itive 2vidense for both mobilization and manj  when combined with 3
“This Jod the shers fo include mobilization, mnipulstion snd other manta} therepies among the Mfikely helpful™
tresiments for simple neck pain.
A Vordey of miinor side effects are commonly reported with all manua treatrents for neck paln These
include femporary aggravatlons in symptoms or foll
aublization, massage, or therapeatle exercises of the cenical spine,
The nelstion b and serious ications i ial, Numerous parts have
Asvaslated cervical spine manipulation with a sare type of stroke that results from a dissection (tesr) of the
{ertebral artery; 3 blood yesse! in the neck. These dissections are likely due to an imdarlying abnommality of the.
vascidar syster that tsually ean't be idenlified in advarsce, and are probably not direstly cxused by
rmaniputition Unforiumately, the onty early sign of an evolving dissection i ek pain and healache, symptoms
Wit mmay fesd peplé to saek ireatment from 2 doctor of shirepractic or other professional

« “The Inrgest study performed to date looked at the medical records of
11 mittion people in the Canadian Provence of Ontario over a nine year
period and found that patients who went to a doctor of chiropractic for
neck pain were no more ikely to have a stroke following a chiropractic
visit than paticnts who went to their primary care medical physician
for neck pain (3).
That study concluded that any observed association between a stroke and a patient’s
visit to cither a chiropractic physician or a family medical physiclan was not directly

d by any P d. Instead, any association was likely due lo

patients with an evolving vertebral antery dissection seeking care for symptoms such
a5 nicek pain or headache that sometimes take place before the stroke oceurs,

The Jikclifood of a person having anc of these rare yertebral artery'strokes s
about 1 103 per-100,000 people and Is similar among both chiropractic patients
antt the general population,

9/1/21

17



NSAIDs, Muscie

1 1

Simple such as i 1) are

k-related conditi While g ity safe at ded doses,
acetaminophen is the largest cause of drug overdoses in the United States
‘because of the narrow range hetween therapeutic dose and toxic dose . Every
year in the United States, inophen overdoses arc r ible for 56,000
emergency room visits, 2,600 hospitaiizations, and 458 deaths due to acute liver
failure,

used to treat

NSAIDS are often imed to treat neck-relted conditions. Common side-¢Mects Include nauses, vomiting, und
‘shduminal pain. NSALD use has been associated with a vardety of serious adverse effects Including
Hleeding and ulcers tn the stomach and intestine, stroke, kidney failure, Hfe-threatentng allergle reactions,
and Hyer failure,

One study published in The New England Journal of ‘Medicine {5) estimated
that al east 103,000 patients are hospitalized per year.in the United States for
scrious pastroinfestinal complications duc to NSAID use,

Thise suthors also tstimated that there are 16,500 NSATD-retated deaths annually In the United States,
‘msking (his the 15th most comnion rause of death. This figure s similar to the apmal mmber of desths from
A1DS: and is considerably greatér tan the number of deaths from multiph mysloma asthina or cervieal canser,

9/1/21

Skelelal muscle relaxant drugs i such as Diazep
{Valium®) are often used for treatment of neck pain. The most commoniy
reported side effects are drowsiness, fatigue, and muscle weakness. Less
common side effects include confusion, depression, vertigo, constipation,
blurred vision, and amnesia .

“The use of narcotic (opioid) pain medications frequently leads to nausea, vomiting,
constipation, and dizziness, Both muscle relaxants and narcotic pain medications
produce drowsiness that may impair working or driving in about 1 in 3 patients,

Muscle relaxants and narcotics are associated with significant risk of abuse,
addiction, dependence, withdrawal, seizurcs, potentiaily fatal i

tiver, and potentinlly fatal overdoses, Overdoses of oploid painkillers are
responsibie for some 15,000 deaths per year, more than the number. of deaths
from cocaine:and heroin combined ;

+ ‘Comparative Effectiveness of Common
Treatment

One review article fuded that there is to high-quality evidence that
‘patients with some types of chronic neck pain have clinically important short-term
and long-term improvements from a course of spinal manipulation or mobilization,
but similar benefits were not seen from massage .

One recent study compared three groups of neck pain patients who were treated with
1) spinal manipulation, 2) an cxercise program, or 3) medications, including
NSAIDs, inophen, or (in ive patients) narcotic medications
and/or muscle relaxants, This study found that the patients who were treated
with either spinal manipulation or the exercise program had significantly
greater-relief of pain in the short term and in the long term {up to one year
afier treatment ended),

The Boneand Joint Decade Task Force review concluded that therapies that were
"likely helpful”.for non- traumatic neck pain included manipulation, mobilization,
and excrcises, They concluded that there.was *no¢ enough evidence to makea
determination®. about the helpfulness of NSAIDs and other dnugs,

18



Conclusion

The current scientiffic evidence indisates that ail commonty s ed trestments for nesk pain biave limited evidence
‘of effectivenass. All treatments come with fairly commen but mild side effects, and some have rare
potentiatly serious side effects.

1n general, the physical treatments (Inclading manfpulation, mohliization, massage and evercise) have
Talrly pocd evidence of effectlveness nnd are very rardy assodated with any serious complications.
D B s tments, ahthagh commoniy used, hve imited evidence of effectiveness for treatment

F neck paln, and Infrequent but potentlally serfous complications.

T conclusion, there is good ephdemiological evidence that the odds of having  stroke following a visit to.2
docter of chirepractic are o greater than the odds of having a stroke following a visit 1o a primary eare destor
31 addition, thee is biomeshenical evidence that cervica) manipulstion stretehes the vertebral arteries fess
than reeiting examinstion procedures (1), mabling it unlikely that a cervical manipulativn can physically caise
an aterial dissection There Is evidence that a manval appreach to neck puin Including manipulation fs at
{east 5 ¢fMetive as a canventional approach using NSAIDs and/ar optates (9) with no greater risk af.
complications.
Neck pain patisnts who do a0t present with signs o symptoms of serious imdertying disease shoald be given the
< of whether 1o purse 1 i or acombination of both, Shared

‘and patient hodld be

9/1/21

+ ‘'How Safe Is Chiropractic Care?

«. Chiropractic: A Safe Treatment Option
Chiroprack s widelyrecogrized a3 one of tho safestdrug- ree, nowInvasiv lnera los avalable for
the réatment of back pain, neck paln, joint pain of the amis or legs, headaches, and other
Altho o has an excellent safely recard, no health

ug
treatment Is completely free of potential adverse effects.

The risks assodated with chiropractic, howiever, are very small. Many patents feel Immediate reflel

fallowing chiropractic reatment, but some may sometnies experience mad soreness of aching—

simitar to what they experience after some forms of exercise—headaches and redness. Current

erature shows that minor discomfort or soreness folowing spinal manipulation typically fades within
hours.

11 20d%0n 1o being 2 safe fom of reatment, spinal manlpulation Is Incredibly effective, gelting patients
back on thelr feat faster than taditonal medicat care. For example, a 2010 study In the medicat joumal
Spins found that patients with acute low back paln who received spinal manipulation achleved
equivalenit of superior in paln and function when compared with other commonly used
Interventions, such as physical modatites, medication, education, or exerdise, at shon, intermediate
and long-ferm follow-up.

+‘How Safe Is Chiropractic Care?

Neck Adfustments

Neck paln and some types of headaches are freated through predise cenvical manipufation. Cervical
manlpulation, often cated  neck adustment, works to Improve joint mobifty I tha neck, restoring
1ange of mation and reducing musdle spasm, which helps reffeve pressure and tenslon, Patients
typicatty nofice & reduction in pain, sateness, and stfness, along with an improved abiily lo move the
neck.

Neck manipuaton s a remarkably safo procedure. While some reports have assoclated upper iigh-
velodity neck manfpulation with & cetaln kind of stroke, of vertebral artery dissection, recenl
evidence2 suggests that patents are no more ikely fo suffer a stroks foliowing a chiropractic neck
treatment than they are after visiting thelr primary care medical doctor's office—and concluded that
vertebrobasiar arlery (VBA) stroke Is a very rare event, and that this type of arterial Injury often takes

, o¢ havini ir safon.

place spontaneousy, o fooing everyday activites such as uring e hoad whle ditig,
g2 shampooln a

Patients with this condition may experence neck pain and headacha that leads them to seek
professional care- often at the office of a doctor of chiropractic of medical doctor—but that care Js
hot the cause of the Injury. The best evidence Indicates that the Inddence of artery Injurles

with hgh ity upper neck ion Is extremely rare - about 1 ase in 5.85 mifon
‘maniputations.
To pist this 115k Into perspective, If you drive mara than a mila to get to your chiropracilc
appainiment, you ars al greater risk of serfous Infury from a car aceldent than from your
chirapractlc vish.
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6 ELEMENTS

o Element #4

¢ The risk and benefits of not receiving or
undergoing any treatment procedure

6 ELEMENTS

o Element #5

o The assessment of the patients
- understanding of the information
provided (decision making capacity)

9/1/21

6 ELEMENTS

o FElement #6

o The acceptance by the patient to undergo
the recommended treatment, modality or

procedure,
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DOCUMENTATION

e Are written informed consent forms
required?

e What should be included
documentation in the patient’s chart?

How TO RECORD

e Check your state statutes and rules to
determine any requirements on how

the patient is to be informed.

e Does the information need to be
provided through written, oral or any
combination?

DOCUMENTATION OF INFORMED
CONSENT

¢ Recommended Minimal documentation:

o “discussed findings with patient including

* “discussed my recommendations for care including....”

»:#discussed the following risks and benefits including alternate
treatment,....”

. “the patient appeared to understand and agreed 1o proceed with my:
recommended treatment plan.”

9/1/21
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DOCUMENTATION

¢ Make it routine to document the
presence or absence of
contraindications and red flags
following exams/ re-exams

Make it routine to document the
patient’s immediate reaction to
treatment.

DOCUMENTATION

Red Flags

¢ polential herniated discs

o sudden onsel of severe headaches or pain in the upper neck

sudden difficulty speaking or slurred speech

sudden onset of confusion or altered mental status

Sudden tingling on one side of the face or body (both)

dden onset of dizzi or unsteadi foss of balance or

coordination or both

sudden difficulty walking or standing upright

sudden troublevith vision or sight.

toss of bowel or bladder conlrol

DOCUMENTATION SUMMARY

Document the patient encounter when
obtaining informed consent in your notes.

Patient initials for each element

Patient sign informed consent document

Continued documentation on each visit
include the effects of the adjustment and if a
new informed consent is necessary.
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STANDARDS OF CARE

e :Reasonable patient standard
o Reasonable physician standard

e Reasonable chiropractic standard
(Wisconsin only)

9/1/21

REASONABLE PATIENT
STANDARD

o whether a reasonable patient would have
considered the information sufficient to
make an informed decision.

o The problem with Dr. Google.

REASONABLE PHYSICIAN

STANDARD

“» A standard of disclosure of information used

in the wording of informed consent
documents, based on customary practice or
what a reasonable practitioner in.the medical

“community would disclose under the
same/similar circumstances.
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REASONABLE CHIROPRACTIC
STANDARD

e Only in Wisconsin!

o Based on what a reasonable
chiropractor would disclose

o MD's can't testify against us

WISCONSIN LAW

e New Wisconsin statute

¢ Reasonable chiropractic standard

e 6 exceptions

446,08 Inf d Any chi who treats a patient shall
inform the patient about the availability of reasonable alternate modes of
treatment nnd about the benefits and risks of these treatments. The
feasonable cliropractor standard is the standard for informing a patient
under this section. The reasonable chiropractor standard requires disclosure
only.of i ion that a be chi would know and disclose
nnder the circumstances. Tlhe chiropractor's duty to inform the patient under.
this section does not l;cguirc disclosure of any of the following;

W prctabeiey 3§

i
{2} Riskt apparest or baeovn fo the patent.
) ¥ rezmate g

52 daimmereally o e putit

{89 Inirmationia cabis Khré B2 paneet s nsapadle of conserting
{8) bt ot AN
Fan  sinpyvr b B pinent.

%
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74

6 EXCEPTIONS

* ‘(1) Detailed technical i ion that in all probability a patient would

not understand.
{2) Risks apparent or known to the patient.

(3) Extremely remote possibilities that might falsely or
detrimentally alarm the patient.

{4) Information in emergencies where failure to provide treatment
would be more harmful to the patient than freatment.

{5) Information in cases where the patient is incapable of
consenting. :
{6):Information about alternate modes of treatment for any.

condition'the chiropractor has not included in his or her diagnosis at
the time the chiropractor informs the patient,

PROCEDURES

Sign informed consent form as part of
the paper intake process

o Generic form
No form, just provide ROF

Properly providing information and
obtaining verbal and written consent
prior to treating.

9/1/21

PROCEDURES

Provide information to patient

Ascertain ability to understand and
agree to information

Obtain consent

Document in notes

Have patient sign a form

25




SUMMARY

Informed consent is not simply a form
Procedures to obtain initial consent

Not a one and done process. Need to
continually monitor additional settings that
will require new consent to be obtain.
What information is required to achieve
proper.consent

What about the Stroke issue

9/1/21

MEDICAL MALPRACTICE
LAWYERS

Here are some examples of negligence resulting in misdiagnosis.

Failing to listen to the patient: When patients tell their doctors
that they aren't feeling well, it is the responsibility of their
doctors to listen and examine these symptoms. Should a doctor
fail to examine a symptom and his or her patient gets sicker, the
doctor can be liable for a misdiagnosis.

Failing to recognize symptoms: Doclors are trained to make
diagnoses based upon their patients’ symptons, If a healthcare
rofessional fails to make an accurate dingnosis, despite
ymptoms indicating a particular iliness, he or she may be held
Hable for medical malpractice.

Failing to examine medical history: Ph,ysicians havea
responsibility to examine their patients”personal and f‘amilty.
medical histories. A physician may be considered negligentif he
or she didi'{ examine a patient’s medical history, the patient
becomes sicker, and the illness would have been easily.
identifiable after examining the patient’s medical history.

MEDICAL ERRORS

;\\‘cmdin? t
o]

o a study that analyzed mare than 300 medical claims between 2007 and
2013, the i

Towing heallh issues were the most commonly misdiagnosed.
: Brake
Heartattack

Spinal epidural abscess
Pulmonary embolism
Necrolizing fascitis
Meningitis

Testicular torsion
Subarachnoid hemorthage
Septicemia

Lung cancer

Fractures

Appendisitis
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MEDICAL ERRORS

Medication Errors

» . Anolher majer medical error that affects public health in the United States is
incorrect medications or dosages of those medications. ILcosts over 540 kil
pecyear o care for and treat patients who were victims of medication exrors,

1n the United States, between 7,000 and 9,000 patients die rom medication
errors every year.

The types of errors that fall under this category include:
+ - Prescribing the wrong medication.

Failing to include a necessary part of the preseription.

Telling the patient to tahe the prescription at the wreng time of day,
Giving the improper dose of medication,

Tailing to check whether the patient i3 allesgic to that medication.

Failing to check whether there aré other medications the patient takes that
could interact with the prescribed drug,

Transcribing the prescription incosrectly,

MEDICAL ERRORS

What Causes Medical Errors?

WWhat are the factors that go inte areating a mudical erear, and are they fixable? Can
we reduce the number of medical crrors, and more importantly, the adverse effects
of Lhese errvrs on patients?

We review a few of the most typical companents thal, in combination or afone,
cause lhe vast majority of medical errors in the United States.

« 7 ‘Lack of lraining
» . 1UAssipning tasks to inappropriate staff

*.7 Rare or copy-cot illnesses

Lach of adequate testing

Ti i th or procedure must be done

Complexity of the illnes or health issue being Leated
Aol the patient

New procedures

SUMMARY

e Chiropractic errors can be reduced
through proper compliance procedures
and policies,
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