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No Longer Practicing Medicine




| am one of the lucky ones.



PEARL.:

A Hybrid Values & Claims Centric Model

PEARL is based on the fundamentals of
communication, transparency & integrity.




EARLY R'S

Early Recognition
Early Response
Early Review
Early Resolution



WHAT IS A PEARL?

-Significant
-Adverse

- Unexpected
Medical Outcome



PEARL:

- Death
- Short Term Disability
- Long Term Disability



PEARL provides:

Patients want:
e Explanation

e Full Apology
- Recognition
- Responsibllity
- Amends
 Improvements

Hospitals want:
e Explanation

e Accountabllity
 Improvements



Claims Specialist (internal)
_|_

Patient Liaison (external)

= PEARL



PEARL Patient Lialson

 Guide the Patient & Loved Ones

e Single point of contact

e Set Expectations

 Advocate for the Patient on the Claims
Team
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TRA Results
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TRA Results

Average Claim Cost Pre vs Post PEARL
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Indemnity Defense Cost

Note: Only includes claims with indemnity > $1,000

In addition, defense cost on PEARL cases
are 20% lower than non-PEARL cases.



PEARL Results

Metric Desired |Observed
Result Result

Average Lower Lower Pre vs Post
C|a| m (inconclusive PEARL

in 2013)

Severity

Faster Unchange Pre vs Post

Pre PEARL period: FY 2003 to 2008
Post PEARL period: FY 2009 to 2014

B STANFORD




TRA Results

First 3.5 years of PEARL

Claim frequency down 36%
Saving $3.2 Million/year

2011 IHI, Respectful Management of Serious Clinical adverse Events.
Appendix E.



Truth & Compassion

Good Business



Impossible to do
Nothing.



PEARL
Map

After initial alert, Risk Management
is no longer involved in Peer Support.

nt Safety Commitee;
updates Claims & Risk Management leader-
ship as new information becomes available.

Patient/Family

Aware of Review
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Two Questions:
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What would happen at your
hospital If a child died because of
an error?

What would you want to
happen If that child was yours?
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Unintended Errors
VS.
Deliberate Choices
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Patients like Mr. A
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is arm at Stanford Hospital, in Palo Alto, Calif.
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The federal Agency for or distress, even if an inves-
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Disclosure & Transparency
= Standard of Care
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Thank you.

Lellani Schweltzer
Ischweltzera@theriskauthority.com
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