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Chapter 22:
Medical Liability Demonstration Project (the "Project"- Emergency Medicine Specialty Practice Parameters and Risk Management Protocols.

SUMMARY:
This chapter implements 24 M.R.S.A. c. 21, sub-c IX by defining the eligibility requirements for enrollment of Maine licensed osteopathic physicians practicing in the medical specialty of Emergency Medicine in the Medical Liability Demonstration Project.  It describes the procedure for enrollment and for termination of enrollment in the Medical Liability Demonstration Project.  Further, it sets forth the practice parameters and risk management protocols adopted by the Maine Board of Osteopathic Examination and Registration, based on the recommendations of the Emergency Medicine Medical Specialty Advisory Committee established by 24 M.R.S.A. §2972 (Supp. 1990).

1.
Participation in the Medical Liability Demonstration Project as a specialist in the medical practice of Emergency Medicine.

A.
Eligibility to Participate: A physician may be enrolled by the Board as a participating Emergency Medicine physician in the Medical Liability Demonstration Project if:

(1)
He/she has been granted a license to practice medicine and surgery in Maine by the Board and the license so granted is in good standing at the time of enrollment to participate in the project and he/she remains licensed for the active practice of medicine and surgery within Maine.  In addition,

(a)
The physician is credentialed to practice Emergency Medicine in one or more hospitals located in Maine, and

(b)
A majority of the physician's practice is in clinical Emergency Medicine and occurs in such Maine hospitals.

(2)
The physician makes application to the Board on a form provided by the Board and is thereafter approved for participation by the Board based on satisfactory evidence of eligibility.

B.
Procedure for Enrollment in the Medical Liability Demonstration Project:

(1)
Not later than September 1, 1991, the Board will have mailed to every physician whom it believes to be engaged in the practice of Emergency Medicine in Maine a copy of this chapter of its rules and an application form for enrollment as a participant in the Medical Liability-Demonstration Project.

(2)
Until December 31, 1996, any physician who believes himself/herself eligible for enrollment and participation in the Medical Liability Demonstration Project pursuant to this chapter may request from the Board a copy of these rules and an enrollment application form.

(3)
Between November 1, 1991 and December 31, 1991, the Board of Registration in Medicine and the Board of Osteopathic Examination & Registration will determine if 50% of all physicians qualifying for enrollment and participation under this chapter have applied.  If not, all applicants will be promptly notified and the Medical Liability Demonstration Project, with respect to the specialty medical practice of Emergency Medicine will not take place.  If the two Boards jointly determine that more than 50% of the eligible physicians have applied for enrollment prior to November 1, 1991, all physicians who have properly applied and who have been found eligible will be notified by their respective licensing board of their enrollment in the Medical Liability Demonstration Project commencing January 1, 1992.

(4)
At any time until the sooner of: (1) a determination that fewer than 50% of eligible physicians have applied for enrollment prior to November 1, 1991 or (2) the termination of the Medical Liability Demonstration Project on December 31, 1996, any physician licensed by the Board may request and submit enrollment application forms and, if determined by the Board to be eligible for participation, he/she shall. be enrolled in the Medical Liability Demonstration Project.

C.
Declination to participate; withdrawal from participation:

(1)
Enrollment to participate in the Medical Liability Demonstration Project is entirely voluntary and is in no way a requirement for or condition of licensure to practice medicine and surgery in Maine.  Physicians declining to enroll as participants need do nothing if and when informed by the Board of their right to apply for enrollment.  The Board shall, however, deem it a courtesy to be informed by letter of a physician's choice not to enroll.

(2)
Physicians who have applied to be enrolled as participants and/or who have for sometime been participants in the Medical Liability Demonstration Project may, at any time, withdraw from enrollment by letter request for withdrawal from enrollment sent to the Board offices at State House Station #142, Augusta, ME 04333.

2.
Practice Parameters and Risk Management Protocols for the specialty practice of Emergency Medicine:

A.
Pursuant to 24 M.R.S.A. 82973 (Supp. 1990), the Board of Registration in Medicine jointly with the Board of Osteopathic Examination & Registration finds the practice parameters and risk management protocols included in Appendix 1 of this Chapter to be consistent with appropriate standards of medical care and levels of quality in the practice of Emergency Medicine in Maine.

B.
The Board of Registration in Medicine and Board of Osteopathic Examination & Registration have jointly adopted the practice parameters and risk management protocols for the practice of Emergency Medicine.

AUTHORITY:
32 M.R.S.A. 53269 (1988 & Supp. 1990) and 32 M.R.S.A. section 2S62 (1988); to adopt medical specialty practice parameters and risk management protocols: 24 M.R.S.A. section 2973 (Supp. 1990).

EFFECTIVE DATE:

JULY 28, 1991

CHAPTER 22: 
APPENDIX 1 - EMERGENCY MEDICINE PRACTICE PARAMETERS AND RISK MANAGEMENT PROTOCOLS

1.
INTRODUCTION: The Medical Specialty Advisory Committee on Emergency Medicine has developed the following Practice Parameters/Risk Management Protocols for use by participating emergency practitioners in the state of Maine.

In so doing, the definition of Practice Parameters adopted by the American Medical Association has been accepted:

Practice parameters are strategies of patient management, developed to assist physicians in clinical decision-making.  Practice parameters include standards, guidelines, and other patient management strategies.  Standards are accepted principles for patient management.  Guidelines are recommendations for patient management which identify a particular management strategy or a range of management strategies.  Other strategies for patient management include practice policies and practice options.

It is the opinion of the committee that these Practice Parameters, so defined and developed, comply with the requirements for both Practice Parameters and Risk Management Protocols as required by the Medical Liability Demonstration Project.  Extenuating circumstances may require deviation from the standard, but a note in the patient's record concerning any deviation, shall be made in a timely fashion.

2.
STANDARD: CERVICAL SPINE X-RAYS FOR ACUTE TRAUMA PATIENTS

Recent studies and critical review of earlier literature, reveal that truly asymptomatic Cervical-spine injuries do not occur in alert patients without other significant painful injuries.  Therefore, routine Cervical-spine x-rays and immobilization are not indicated for these patients.

A.
Criteria for not Obtaining-Cervical Spine X-rays.

Significant cervical spine injury is assumed not to be present and Cervical-spine X-rays are not mandatory for trauma patients who meet all of the following criteria:

(1)
No complaint of cervical spine pain;

(2)
No localized cervical spine tenderness by palpation;

(3)
No subjective or objective findings of spinal cord or nerve root injury;

(a)
Subjective: Weakness or paresthesia

(b)  Objective: Motor or sensory deficit; and,

(4)
Have a reliable history and physical exam and appropriate response (i.e., appropriate response from patient). 

B.
Obtaining Cervical-Spine X-Rays

(1)
When x-rays of the cervical spine are deemed necessary, adequate lateral films, which demonstrate all seven cervical vertebrae, should be obtained with the patient's neck immobilized.  A swimmer's view may be required to see all seven cervical vertebrae.

(2)
After clearing the lateral view, AP and odontoid views may be obtained.  Immobilization should be continued if clinically indicated.

(3)
If plain films are unsatisfactory, or are negative but the clinical suspicion of a c-spine injury remains, additional films and/or CT scan may be indicated.

C.
Discharge Instructions: When the emergency medical practitioner determines that a patient may be discharged, written instructions must be documented on the Emergency Department Medical Record and signed by the patient.  The instructions should include all of the following, as appropriate:

(1)
Specific advice regarding recommended treatment and/or medications relating to the patient's clinical problem;

(2)
Information about follow-up, if needed, which includes the name of an appropriate physician and/or clinic and a suggested time period in which the patient should be seen; and,

(3)
Instructions to call or return to the Emergency Department if symptoms progress or if the patient encounters difficulty in implementing the suggested follow-up plans.

3.
STANDARD: TRANSFER OF PATIENT TO OTHER HOSPITALS.

A.
The Consolidated Omnibus Budget Reconciliation Act of 1986 (COBRA) as amended sets forth federal guidelines and provides civil penalties for noncompliance in the matter of improper transfer of patients between hospitals.

B.
The COBRA defines "Emergency Medical Condition" and "Stabilized Condition" as follows:

(1)
Emergency Medical Condition: A condition which manifests itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in:

(a)
placing the health of the individual (or with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; or,

(b)
serious impairment to bodily functions, or

(c)
serious dysfunction of any bodily organ or part.

(d)
there is inadequate time to effect a safe transfer to another hospital before delivery, or

(e)
a threat to the health or safety of the woman or the unborn child if transfer is initiated while a patient is in active labor (i.e., patient is having contractions).

(2)
Stabilized Condition: A patient's condition has been stabilized if no material deterioration of the condition is likely, within reasonable medical probability, to result from or occur during the transfer of the individual from a facility.  A patient in active labor has been stabilized if she has delivered (including the placenta).

C.
Figure 1, "CHECK LIST FOR TRANSFER OF PATIENTS TO OTHER HOSPITALS" is the model adopted for use in Maine Hospital Emergency Departments of a form at which should be used to insure compliance with COBRA in effecting inter-hospital transfer of patients.  This format may be reproduced locally or modified to incorporate administrative or demographic data required by individual facilities.

Figure 1. CHECK LIST FOR TRANSFER OF PATIENTS TO OTHER HOSPITALS

SENDING HOSPITAL:

NAME:





 DATE:

RECEIVING HOSPITAL:

RECEIVING PHYSICIAN:

RECEIVING HOSPITAL ADMIN REPRESENTATIVE:


Y  No

1.
Patient stabilized. (if unstable reason documented on chart.)


Y  NA

2.
Reasons for and the risks/benefits of transfer explained to the patient/family and documented on chart.


Y  No

3.
Patient/guardian signed Transfer Consent forms.


Y  NA


a. Patient unable to sign.


Y  NA


b. No guardian present.


Y  NA

4.
Contact made with the accepting physician, case reviewed, the physician accepts the patient.


Y  NA

5.
Receiving institution administrative representative accepts patient.


Y  NA

6.
Notified the receiving nurse of the patient's condition and transport arrangements.


Y  NA

7.
Arranged appropriate transportation.


Y  NA

8.
The necessary trained personnel will accompany the patient with appropriate equipment, including:


Y
NA


a.
medical personnel qualified to handle the existing condition and anticipated problems.


Y
NA


b.
appropriate IV access.


Y
NA


c.
appropriate airway management.


Y
NA


d.
appropriate medications.


Y
NA


e.
orders regarding monitoring Vital Signs and Medical Control.


Y
NA
9.
The
patient's stability was reassessed immediately prior to transfer.  Unstable patients should only be transferred when the hospital lacks the capability to stabilize the patient.


Y
NA
10.
All appropriate, if available, medical records,





including the completed Emergency Department chart,





X-Ray, Lab, and EKG reports are to accompany the





patient or be faxed to the facility


Y
NA
11.
Care of the patient should be formally accepted by





appropriate medical personnel at the receiving





facility.


WHENEVER NO/NA CIRCLED, DOCUMENT WHY IN THE PATIENT'S RECORD.

PHYSICIAN'S SIGNATURE:

1

