Claims Data Analysis
Ambulatory Surgery Centers

Introduction
This publication contains an analysis of the aggregated data from MedPro Group’s ambulatory
surgery center claims closed between 2008 and 2017. All claims included in this analysis arose in
an ambulatory surgery center setting.
This analysis is designed to provide MedPro Group insured doctors, healthcare professionals,
hospitals, health systems, and associated risk management staff with detailed claims data to
assist them in purposefully focusing their risk management and patient safety efforts.
Data are based on claim counts, not on dollars paid (unless otherwise noted). The type of claims
and the details associated with them should not be interpreted as an actuarial study or financial
statement of dollars paid; however, the information may be referenced for issues of relativity.
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Allegations & financial severity
Surgical-related allegations account for more than 2/3 of the total case volume,
and over half of the total dollars paid.
Medical treatment allegations include performance of non-surgical invasive
procedures such as colonoscopies, epidural administration of pain medications,
and IV insertions.
Patient environment cases include falls, burns and surgery center-acquired
infections.

NOTE: The “other” category includes allegations for which no significant claim volume exists. Any totals not equal to 100% are the result
of rounding. Total paid = indemnity + expense.
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Allegations & financial severity: case by case basis
Although the total dollars paid by allegation category for both
anesthesia and medication-related cases amount to just 28% of the
total paid across allegation types, on a case by case basis,
anesthesia and medication-related cases are the most costly.
Driving those costs are indemnity payments related to:
Medication:
• Administration of wrong medications/incorrect dosages

Anesthesia:
• Events involving the actual performance of anesthesia-related procedures (e.g.,
intubations/extubations)
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Clinical severity* by allegation category

% of case volume

31% of all ambulatory surgery center cases result in a high-severity injury to the patient.
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Clinical & financial severity: details
Clinical severity levels

High

Medium

Low

% of case volume

Financial relativity scale:
% above/below average total dollars
paid for all ambulatory surgery cases

Death

6%

+ 166%

Permanent grave

1%

+ 407%

Permanent major

4%

+ 264%

Permanent significant

20%

+ 38%

Permanent minor

38%

- 29%

Temporary major

16%

- 63%

Temporary minor

10%

- 75%

Temporary insignificant

2%

- 90%

Emotional only

2%

- 89%

As one would expect, patients with severe, but non-fatal, outcomes of care will continue to accrue future medical
expenses, thus driving the average cost of cases involving grave injuries to >400% above the average payment for all
cases, and major (permanent) injuries to >250% above the average.
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Allegation trending over time
There has been little change in the distribution of allegation categories over the past 10 years.
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Responsible service types: across all cases
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The primary responsible service is the clinical service determined to
be most responsible for the resultant allegation(s) of the case. There
is always one primary service, and may be more than one secondary
responsible service.
*Nursing staff were identified as a second service sharing
responsibility for the patient in another 6% of cases. Management of
surgical patients was most often noted as the key allegation in those
cases; they involve inadequate patient assessments and inter-team
communication failures.

50%
40%
30%

20%

20%
10%

5%

4%

Nursing*

Other

0%
Surgical specialties

Anesthesiology

7

Focus on surgical-related allegations
All allegation categories break down into several subcategories.
Within the surgical allegations, events arising from the
technical performance of procedures dominates not only
allegations, but the distribution of total dollars paid.
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Focus on surgical-related allegations

Anesthesiologists were primarily noted in the
performance of spinal-related procedures. Nursing
staff were involved with patient management-related
allegations.
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Focus on surgical-related allegations by top 5 responsible service
types & associated procedures
Ophthalmology

Cataract removal: 31%
LASIK procedures: 14%

Orthopedics:

Knee arthroscopies: 11%
Total knee replacements: 7%

Plastic:

Size reductions (e.g., liposuction, abdominoplasty): 21%
Bilateral breast implants: 14%

General
surgery:

Laparoscopic cholecystectomies: 23%

Gynecology:

Oophorectomy/tubal ligation/hysteroscopy/D&C: 37%

Hernia repairs: 22%

Data represents percentage of each responsible service type’s surgical case volume.
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Focus on anesthesia-related allegations

Anesthesiologists are noted as the responsible service in 93% of the
anesthesia-related allegations.
Intubation/extubation and spinal injections are noted most often in the
performance-related cases.
Management cases are related to monitoring of physiological changes
(particularly vital signs, fluids, and blood loss during anesthesia) and
reconciling signs & symptoms.
Allegations of tooth damage are relatively frequent but do not normally
result in expensive outcomes.
The “other” category includes allegations of improper eye protection,
adverse reactions to medications, delays in administration of anesthetic
medications, among others.
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Focus on medical treatment allegations

Spinal injections and
colonoscopies/upper
endoscopies top the list of
non-surgical, invasive
procedures noted in these
ambulatory surgery cases.
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Top contributing risk factor categories
Risk factors are broad areas of concern that may have contributed to
allegations, injuries, or initiation of claims.
Each category contains several sub-factors. The distribution of factors
across the top 3 allegation categories is similar.
In addition, the distribution of risk factors in the ambulatory surgery
setting is similar to that of the inpatient surgical setting.

Totals exceed 100% because generally more than one factor is associated with each claim.
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Focus on top 5 most common risk factor categories: additional
details

Communication

Occurrence of known
complications

51%

56%

46%

Poor technique and/or
inexperience with
procedure, etc

28%

30%

30%

30%

28%

34%

Selection/management
of therapy

29%

30%

25%

Patient monitoring

7%

3%

19%

Inadequate monitoring of physiologic status and medication regimen

Inadequate informed
consent

10%

13%

6%

Includes an inadequate informed discussion of expected outcomes
and other treatment options

11%

9%

18%

Failure of the clinical team to read the medical record and/or to
reach consensus

Patient assessment issues

Among providers

Continued, next page

Notes

Anesthesia

Clinical judgment

% of case volume

Surgical

Technical skill

Sub-factor

All
allegations

Category

Noted often in cases also involving inadequate informed consent
Includes misidentification of anatomical structures and incorrect
patient positioning
Includes inadequate assessments leading to premature discharge
from care
Includes inappropriate procedures, candidate or medications
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Focus on top 5 most common risk factor categories: additional
details, continued

Behavior-related

Documentation

Notes

Anesthesia

% of case volume

Surgical

Sub-factor

Overall

Category

Patient factors,
including dissatisfaction
and nonadherence to
treatment plan

Patient dissatisfaction & health literacy issues
17%

21%

6%

Insufficient/lack of
documentation of
clinical findings

11%

11%

12%

Contributes to difficulty in defense of cases and creates
opportunities for failed communication among providers who
rely on the chart for a complete record of patient care
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Focus on risk factor categories: financial severity
Risk factors

Cases with these factors: % above/below
average total dollars paid across all cases

Clinical systems

+ 103%

Supervision of staff

+ 78%

Documentation

+ 65%

Clinical judgment

+ 43%

Administrative

+34%

Communication

+20%

Technical skill

-5%

Equipment

-11%

Behavior-related

-31%

Cases involving failures in the process of patient care, including lack of required medication/supplies (clinical systems),
inadequate oversight of staff, insufficient documentation of clinical findings, and inadequate patient assessments (clinical
judgment) were among the most costly cases to defend. For example, cases with noted breakdowns of clinical systems
cost, on average, more than double the average case.
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Comparison: ambulatory vs. inpatient surgery

17

Comparison: ambulatory vs. inpatient surgery

On a per case basis, those arising in an ambulatory surgery setting are, on average, less costly than those occurring in
an inpatient surgical setting. However, they were more often closed with an indemnity payment than inpatient cases.
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Key points
Performance of surgeries accounts for more than two-thirds of ambulatory surgery centerrelated allegations. Ophthalmology and orthopedic procedures were noted most often.
Within the anesthesia-related events, patient injuries related to intubation/extubation
were most frequent.
Non-surgical invasive procedure-related patient events are captured under the medical
treatment allegation category, and include endoscopies and spinal injections.
There were some differences in the distribution of risk factors across the allegation
categories.
Inadequate patient assessments, including those which resulted in premature discharge, were
noted more often in the anesthesia-related events.
Communication failures among the surgical team were more prevalent in anesthesia-related
events.
Insufficient informed consent discussions for surgical procedures were noted in cases involving
the occurrence of recognized complications. Failure to inform patients of anticipated
outcomes can make defense of the case more difficult.
Patient dissatisfaction with surgical outcomes, and non-adherence to post-operative plans of
care, can be related to low health literacy.
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Risk strategies
Risk factors

Strategies

Technical/procedural skill

Be vigilant to recognize signs and symptoms of known
complications.
Adhere to credentialing policies, including evaluation of
procedural skills and competency with equipment.

Clinical judgment/patient assessments

Maintain consistent pre and post-procedure assessment
processes. Ensure that patients are indeed appropriate
candidates for the proposed procedure, and are evaluated
against standardized discharge criteria prior to discharge.

Communication with patients/families

Always complete the informed consent process.
Use layman’s terms when educating patients about
procedures, anticipated benefits/potential risks, and
alternative therapies, using verbal and written patient
education.

Communication among providers

Read the patient’s chart and ensure consensus on the most
appropriate treatment for the patient.
Communicate with the surgical team about patient status
throughout each procedure.

Continued, next page
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Risk strategies, continued
Risk factors

Strategies

Patient behavior

Use a ‘teach-back’ technique to ensure comprehension of
treatment plans. Patients from all socioeconomic and
educational backgrounds might have limited health literacy,
which can contribute to lack of understanding of anticipated
outcomes and potential risks, and lead to dissatisfaction.

Documentation

Ensure required preoperative data is available at the time of
surgery.
Document the clinical decision-making process, including
treatment rationale and follow-up plans.

Administrative

Adhere to existing policies for patient assessments, time-outs
and surgical count processes.

Equipment-related

Proactive management of medical/surgical equipment –
including testing, usage and maintenance is critical to help
avoid delays in care and reduce the risk of injury to patients.

Clinical systems/process of care

Ensure all necessary equipment and supplies are inventoried
and verified prior to the start of all procedures.

Supervision of staff

Ensure appropriate delegation and oversight of tasks to nonphysician providers.
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Resources for additional information and risk strategies
Checklist: Risk Management Considerations in Surgical Practice
Risk Tips: Operating Room Distractions
Risk Resources: Anesthesia & Surgery
Data Insight: The Role of Documentation in Inpatient Surgical Treatment Malpractice Claims
(note: applicable also to the ambulatory setting)
Data Insight: Surgical-Related Cases Involving Nursing Staff
Health literacy: Strategies to Support Patient Comprehension
Informed Consent: Risk Management Strategies for Informed Consent

Additional resources available here: https://www.medpro.com/dynamic-risk-tools
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A note about MedPro Group data
MedPro Group has entered into a partnership with CRICO Strategies,
a division of the Risk Management Foundation of the Harvard Medical
Institutions. Using CRICO’s sophisticated coding taxonomy to code
claims data, MedPro Group is better able to identify clinical areas of
risk vulnerability. All data in this report represent a snapshot of MedPro
Group’s experience with specialty-specific claims, including an analysis
of risk factors that drive these claims.
Disclaimer
This document should not be construed as medical or legal advice. Because the facts applicable to your situation may vary, or the laws applicable in your
jurisdiction may differ, please contact your attorney or other professional advisors if you have any questions related to your legal or medical obligations or
rights, state or federal laws, contract interpretation, or other legal questions.
MedPro Group is the marketing name used to refer to the insurance operations of The Medical Protective Company, Princeton Insurance Company, PLICO,
Inc. and MedPro RRG Risk Retention Group. All insurance products are underwritten and administered by these and other Berkshire Hathaway affiliates,
including National Fire & Marine Insurance Company. Product availability is based upon business and regulatory approval and may differ between
companies.
© 2019 MedPro Group Inc. All rights reserved.
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