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Preface
All things related to healthcare have risks. The goal of risk management and
patient safety is to alleviate these risks by maintaining a safe and effective health
care environment for patients, visitors, medical staff, and employees. Risk
management and patient safety practices are designed to reduce the frequency and
severity of adverse events in terms of human injury and financial loss and to identify
opportunities to prevent these adverse events before they occur.
The Health Services Administration Quality Improvement and Patient Safety
Program has developed this handbook to encourage your partnership in risk
management and patient safety practices. It has been designed to serve as a
resource in your daily practice and to be a guide for reporting near misses and
adverse events.
The County of Los Angeles, Department of Health Services is committed to
improving healthcare quality in County health facilities. Through continuous efforts
and dedication to patient and employee safety, injuries and damages can be
minimized and we can achieve our patient safety goals.
The Los Angeles County Department of Health Services
Quality Improvement & Patient Safety Program
313 N. Figueroa #703
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Introduction
Your facilityʼs Risk Management Department works with the Los Angeles County
Department of Health Services (LACDHS) Quality Improvement and Patient Safety
Program (QIPS) to identify, evaluate, and reduce the risk of injury to patients,
personnel, and visitors of our health care facilities. Prevention of patient injury,
through early and appropriate response to current and potential problems, is the key
to patient safety. Continued improvement in patient safety is attainable only through
establishing a culture of safety and open communication in which these current and
potential problems can be quickly and easily reported.
The goals of the Risk Management Department are to:
• Ensure timely identification, reporting, and investigation of near misses,
unusual occurrences and adverse events;
• Recognize opportunities to prevent patient harm from the above events;
• Analyze service delivery systems to identify system weaknesses that
may lead to a compromise in patient safety;
• Educate workforce members in the causation of risk management events
to prevent them from recurring, and;
• Develop and enhance a culture of safety
Support and participation of all workforce members is necessary to achieve
these goals. This booklet has been prepared to assist you in supporting our Risk
Management Program goals and to provide awareness of some medical-legal issues
you may face as a healthcare provider. Additional information related to risk
management issues within LACDHS can be found on the QIPS intranet website
located at https://intranet.ladhs.org/qrs. Questions involving medical-legal or patient
safety issues can also be e-mailed to QIPS at patientsafety@dhs.lacounty.gov.

Event Notification
Your facilityʼs Risk Management Program depends on information reported by all
members of your worksite team. The purpose of reporting is to allow the designated
staff to begin investigation of an event, to alert others to potentially adverse events
so that further injuries are avoided, and to plan for potential economic loss from a
liability exposure.
In 2006, LACDHS implemented the electronic Patient Safety Net (PSN) system
for reporting both near misses and actual events. All of the LACDHS facilities have
computers with access to the PSN system. Should the PSN system be inaccessible,
workforce members may use either handwritten/hard copy reports or
telephone/verbal reports. Events should always be entered into the PSN system
when operable and include as many details as possible.
ADVERSE EVENTS & ERRORS
Adverse events are defined as those incidents in which a person receiving care
is harmed. The adverse event may or may not be related to an error. An error is
defined as the failure of a planned action to be completed as intended or the use of
a wrong plan to achieve an aim with actual or potential negative consequences for
the patient. Workforce members who become aware of an adverse event or error
involving a patient, visitor, or other workforce member, that may compromise safety,
are expected to report it as soon as possible. (See LACDHS policies 311.2, 311.202,
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and 311.203 for more information on reporting events.) The Risk Manager may then
decide if the event meets the criteria for a Critical Clinical Event, California
Department of Public Health (CDPH) “Never Event”, and/or Joint Commission
Sentinel Event. (See Appendix A for a complete list of CDPH reportable events).
NEAR MISSES
A near miss is an incident or unsafe condition with the potential for injury or
damage. A near miss may also be considered a “close call”. Near misses are much
more common than actual errors, in some studies up to 300 times more common.
A near miss can involve actions related to medication, medical treatment,
medical devices, visitors, or employees. For example, an incorrect medication that
was drawn up but not given would be considered a near miss.
It is extremely important for workforce members to report not only errors, but
near misses as well because of their frequency. Reporting of near misses allows your
facility to collect data and determine priorities for patient safety activities. Near miss
data also provides an opportunity to identify weaknesses in the healthcare system
and, most importantly, design systems that can prevent adverse events.
A near miss should be reported in the same fashion that an error would be
reported at your facility through the online PSN.
LACDHS Policies 311.0-311.3 require that events be reported
immediately to your chain of command. You can do this by completing
an event report using the online PSN system.

All witnesses or individuals responding to an event or near miss are expected to
complete an event report using the PSN or back-up system, whenever any of the
following occur:
• An unexpected adverse outcome, whether or not the treatment has been
proper or improper;
• A patient or family member is upset with the care or treatment provided;
• A patient suffers an injury as the result of either a medical device or a
pharmaceutical agent;
• A patient or visitor sustains an injury;
• A therapeutic mishap; or,
• A Critical Clinical Event, “Never Event”, and/or Joint Commission
Sentinel Event.
If in doubt, fill one out.
When reporting either an event or near miss through the PSN system or a backup method, all mandatory fields must be completed. Workforce members are
encouraged to add additional specific details including the names of all parties
involved and all known details that are not mentioned in the patientʼs chart. The
reports should be objective, factual, and thorough. PSN reports will automatically be
routed to appropriate people for follow-up once submitted. If using a back-up method
for reporting, follow your facilityʼs procedure.
Event notifications cannot be used in litigation against the County as long as
certain protections are in place to maintain confidentiality. These include the
following:
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• Do not attempt to print out reports from the PSN system unless
authorized to do so
• Do not mention or place a copy of the report in the patientʼs medical record
• Do not make copies of the report
• If using a back-up method, route the written report according to your
facilityʼs procedure within 24 hours.
In addition to completing an event notification, events may also be reported
verbally. Calls can be made to your facilityʼs Risk Management Department or to the
Countyʼs third party administrator (TPA). The third party administrator manages all
professional liability claims for the County of Los Angeles and maintains a 24-hour
reporting hotline; (562) 492-1859. Although the TPA administers claims for your
facility, they should not be consulted for legal advice or be used to replace reporting
via the PSN.
Any workforce member who has concerns about the safety or quality of care
provided in the health care setting may report these concerns to the LACDHS Patient
Safety Hotline at (213) 989-SAFE (7233) or by email at patientsafety@
dhs.lacounty.gov. Workforce members may also report concerns directly to the Joint
Commission via the internet at www.jointcommission.org or by phone at (800) 9946610. Workforce members will not be punished or retaliated against for reporting
adverse events, errors, close calls, or safety or quality concerns.
Reporting Safety or Quality of Care Concerns
In addition to reporting concerns through your supervisor or manager,
there are several external mechanisms for reporting concerns:
• LACDHS Patient Safety Hotline: (213) 989-7233 or
patientsafety@dhs.lacounty.gov
• The Joint Commission www.jointcommission.org or (800) 994-6610

Managing the Event
When an unusual event occurs, it is important to manage that event properly. The
following actions should be taken to prevent further complications:
• Provide any immediate care needed by the patient.
• Designate a trained spokesperson from the treating team to keep the
patient/family member informed.
• Consult with your facilityʼs Risk Manager for advice/coordination in
disclosing the event with the patient or family.
• Save any “evidence”, such as medical device packaging, equipment,
photographs taken at the time, x-ray films, fetal monitoring strips, EKG strips,
staffing sheets, and patient census logs. Deliver them to the Risk
Manager or your supervisor within 24 hours of the event.
• Report the event immediately via the PSN or back-up method.
• Document facts about the event clearly and objectively in the medical
record, including conversations with the patient and family. Consult with
the Risk Manager or supervisor if unsure of what or how to document. Do
not document discussions with the Risk Manager in the patientʼs chart.
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• Do not discuss the event with anyone outside of the facility unless
authorized to do so by the Risk Manager.
• Maintain confidentiality of the workforce member and patient(s) involved in
the event, and any resulting investigative findings.
Disclosure of unanticipated outcomes is required by the Joint Commission and
should be taken very seriously. Your facilityʼs Risk Manager can guide you in timely
and appropriate communication with the patient about the event. For additional
information about communication of unanticipated outcomes, see the LACDHS Policy
“Communication of Unanticipated Outcomes” # 311.201.

Risk Avoidance Tips
Although risk and ensuing litigation can never be completely avoided, there are
some ways to limit exposure. The following section describes some simple measures
that can be taken to reduce the risks of litigation.
COMMUNICATION TIPS
Studies have shown that most of the lay public does not understand the details
of providing medical care. They do, however, have some ideas about how that care
should be given. Most would like information about their particular condition and
treatment in a manner that they can understand. Communicating this information to
your patients is one of your most important roles.
Patients judge a health care practitionerʼs competency by their ability to be
compassionate and caring. Studies have shown that many healthcare providers are
sued by their patients not because of their level of technical skill, but because of their
perceived attitude toward the patient. It is important, therefore, to maintain a caring
and compassionate attitude, to treat patients with dignity, and to answer their
questions in language they understand while empowering them to participate in their
care.
PATIENT CONFIDENTIALITY
When discussing information about a particular patient, be aware of who is
around you. Many lawsuits have arisen from casual conversations about a particular
patient that has been overheard by a friend, relative, or co-worker. Consider also that
when speaking with patients or family, other people may be around (like someone in
the next bed, hallway, or lunch room) who may overhear your conversations. Be
aware of what you say and who may hear it. Sensitive information (like HIV results)
must be relayed in private.
In 1996 the Federal Government established a law, the Health Insurance
Portability and Accountability Act (HIPAA) which requires healthcare providers to
implement certain administrative, physical and technical safeguards to ensure the
confidentiality and integrity or electronic protected health information (PHI).
Unauthorized access, use, and/or disclosure of PHI, or the failure to maintain and
safeguard PHI may lead to disciplinary action and fines. Workforce members are
expected to comply with these regulations by performing simple actions such as
logging off computers when finished. See the LACDHS Policies #361.1-361.9 for
additional information about ensuring confidentiality with PHI.
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The Medical Record
The patientʼs medical record is a legal document belonging to the County of Los
Angeles. The primary purpose of the medical record is to communicate to other
members of the health care team the patientʼs health care needs and the patientʼs
response as those needs are met. A complete and accurate medical record also: 1)
ensures that the healthcare facility complies with accreditation and licensure
standards; 2) prevents payers from refusing to pay claims based on poor record
keeping; and 3) prevents the assumption of liability in malpractice cases on the basis
that the record is missing key documentation.
ACCESS TO THE MEDICAL RECORD
Patients have the legal right to view the information contained within their
medical record. With the appropriate authorization, patients may also obtain a copy
of the medical record. The only persons authorized to examine a patientʼs medical
record are, with few exceptions, the patient and the health care team responsible for
the care of the patient. Friends, family members, and others are prohibited access
to a patientʼs medical record unless specifically authorized by the patient. If you have
questions regarding requests to view or obtain information from the medical record,
contact your supervisor, Risk Manager, or Medical Records Department.
MEDICAL RECORD DOCUMENTATION
Because the medical record is a legal document, it is important to ensure
completeness and integrity. The medical record reflects a recording of factual,
assessments pertinent to the patient. The medical record is not an appropriate place
to document frustration with other health care team members or to speculate as to
someone elseʼs involvement in a particular event. Inaccurate, incomplete, illegible
or altered medical records reflect negatively on the writerʼs credibility.
As a general rule, medical records should follow the guidelines below:
• Dates, times, signatures and titles are required at the time each entry
is made. Additionally, late entries (notes that are recorded out of time
sequence with existing notes) must be designated as a “late entry”.
• Signatures must be legible, or the name shall be printed below the
signature.
• Authorized users of signature stamps or computer keys may not share their
stamp or key.
• Each page shall include identifying information including, at least,
patientʼs full name, date of birth (if known), gender and medical record number.
• Providers must review previous notes by other providers at the time of
documenting progress note to ensure continuity and consistency in the record.
• Correction to the medical record entries shall be made so that the original
entry remains readable (i.e. by drawing one line through the entry) and
the correction dated, timed and initialed. Also, notes recorded to clarify
previously written information must make reference to the prior note
being clarified.
Notes written by residents and interns must reflect attending supervision.
Residents and interns should document “discussed with attending or chief resident”
to demonstrate supervision. In some cases notes must be co-signed by the attending
or chief resident. (See Appendix B for LACDHS Resident Supervision Guidelines.)
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FALSIFICATION OF MEDICAL RECORDS
Mistakes made during documentation are inevitable, but the criteria and methods
for correcting mistakes and omissions in medical records are explicit. Making entries
that are untruthful or intended to conceal the truth are considered to be falsification
of the medical record. Falsification of the medical record includes:
• Altering previous entries with the intent to obliterate the original documentation.
• Knowingly destroying any part of the medical record and replacing it with
a new record designed to reconstruct facts or events.
• Knowingly or intentionally documenting information known to be false.
• Documenting care provided before it has been provided (pre-charting).
• Re-creating notes without properly identifying the date and time they
were actually written.
If a prior record entry must be changed, line out the incorrect
data with a single line in ink, leaving the original writing legible.
The correction should be dated, timed and initialed. The correction note should give reference to the prior note being clarified.

DOCUMENTING TELEPHONE CONVERSATIONS
Communication over the phone is an important part of the patientʼs care.
Documentation of conversations with a patient must include the date and time of the
call, the name of the person who initiated the call, the nature of the complaint or
reason for the call, advice or follow-up instructions given, and the signature of the
person giving advice. Be sure to follow your facilityʼs policies regarding giving advice
over the phone.

Consent
When patients come to the hospital or health center, they retain their right to
choose what is done to their body. Before any medical procedure or treatment is
performed, the patient, or legally authorized representative, must provide consent
for that procedure or treatment. This consent may be either implied (such as holding
oneʼs arm out for a blood draw) or expressed either by written or verbal means.
Failure to obtain proper consent for treatment may result in a claim of battery or
professional negligence. Battery may also arise if the patient consents to particular
procedure and the provider either exceeds the scope of the consent, or performs a
different procedure than what the patient consented to.
INFORMED CONSENT
If the treatment proposed is complex, the consent must be “informed”. This
requires the treating physician to address the following elements of informed consent:
• the nature of the proposed care, treatment, services, medications, interventions, or procedures
• potential benefits, risks, or side effects, including potential problems that
might occur during recuperation
• the likelihood of achieving goals
• reasonable alternatives to the treatment and relative risks, benefits and side
effects related to alternatives, including the possible result of not receiving
care, treatment and services
• any potentially conflicting interests, such as research or financial interests
• when indicated, any limitations on the confidentiality of information learned
from or about the patient
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It is the treating physicianʼs responsibility to obtain informed consent.

Although nurses and other healthcare providers may assist in the process, it is
the treating physician who must discuss all of the above elements and obtain the
informed consent in terms a lay person can understand.
The iMed informed consent program and associated printed form, shall be used
whenever informed consent is required. The physician obtaining the patientʼs
informed consent shall also document in the medical record that a discussion was
held with the patient or his/her legal representative; the patient or his/her legal
representative fully understood the nature of the procedure, including the risk and
benefits of agreeing or refusing the procedure; and that informed consent was
obtained.
The form itself is not informed consent; it is evidence that informed consent was obtained. The form is not a substitute for
the critical role of the physician in the informed consent
process.

WHO MAY CONSENT
The determination of who may consent to medical treatment is based on the
patientʼs legal status, capacity to make decisions, and the physicianʼs assessment of
the patient. Capacity means a personʼs ability to understand the nature and
consequences of a decision, and includes, in the case of proposed health care, the
ability to understand its significant benefits, risks, and alternatives. Those able to give
consent include, but are not limited to:
• Adults (over age 18) with capacity
• Appointed agents or surrogates
• Emancipated and/or self-sufficient minors
• Minors in certain situations (conditions relating to pregnancy, family
planning, treatment of sexually transmitted diseases, drug or alcohol
treatment, and mental health care)
• Parents or legal guardians of a minor
• Closest available relative
If the patient or legally authorized representative has the capacity to make an
informed decision, but is physically unable to write his or her name, the personʼs
mark must be obtained. This is done by the physician first writing the personʼs name
in full and then having the person place an “X” beneath it. Two people must witness
the signer place his or her mark on the consent form.
Obtaining consent for treatment on patients that lack the capacity to make
informed decisions or refusal on medical care may require a court order, according
to California Probate Code 3200. Since there are many exceptions to the consent
laws relating to minors and incapacitated patients, consult your Risk Manager if you
are unsure of who may consent.
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EMERGENCY SITUATIONS
In the situation of a medical emergency, treatment may be given if the situation
meets the criteria for an emergency, and if there is no evidence to indicate that the
patient (or their legally authorized representative) would refuse the treatment.
California law defines a medical emergency to exist when:
• immediate services are required for the alleviation of pain; or
• immediate diagnosis and treatment of unforeseeable medical conditions
are required, if such conditions would lead to serious disability or death
if not immediately diagnosed and treated.
The exception for obtaining consent in medical emergencies applies to minors
as well as to adult patients. However, it is important to note that only the emergency
condition may be treated and any treatment beyond that may not be administered
without proper consent.
TELEPHONE CONSENT
Consent should be obtained by telephone only if the person having the legal
ability to consent the patient is not otherwise available. If telephone consent is used,
the physician must provide the patientʼs legal representative with all of the information
the physician would disclose if the person were present. The iMed form shall also
be used during telephone consent. The telephone discussion should be witnessed by
a second authorized workforce member and noted on the iMed form.
USE OF AN INTERPRETER
If a healthcare provider cannot communicate with the patient because of
language or communication barriers, an interpreter must be provided. “Interpreter”
means someone fluent in English and in the necessary second language, who can
accurately speak, read, and readily interpret the necessary second language. An
Interpreter Attestation Form must be completed anytime an interpreter is required to
translate the discussion between a patient (or legally authorized representative), and
a physician for the purpose of obtaining an informed consent and/or the oral
interpretation of information contained on the informed consent form.
A designated bilingual employee or staff interpreter, contracted interpreter,
designated bilingual volunteer, or telephone interpreter service is required to translate
the medical information or informed consent. If a patient insists on choosing a nonfacility affiliated interpreter, family member or a friend to translate the required medical
information and informed consent, the medical record must document that there was
an offer of a facility affiliated interpreter which was rejected, stating the reason and
the name of the person serving as interpreter. This interpreter will also be required
to sign the Interpreter Attestation Form. Under no circumstances may a minor,
younger than eighteen years of age, be recruited to interpret during this process
REFUSAL OF TREATMENT
Patients have a constitutional right to decide and consent to which treatments
and procedures are performed on their body. This includes the right to refuse
treatment as well.
When a patient refuses drugs, blood, or other medical treatment ordered, the
physician must determine if the patient has the legal authority and competence to
refuse such treatment. If the patient is determined to be competent, the physician
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must ensure that the patient is aware of the possible risks and complications that
may occur as a result of refusal. The physician has a duty to give the patient all of
the information that is relevant to a meaningful decision to refuse.
The refusal of treatment should be clearly documented in the patientʼs medical
record by including a summary of the events that led to the refusal, and the outcome
of the discussion between the patient and the physician.

Other Risk Management Issues
Your Risk Management Department also provides oversight and guidance as it
relates to laws and regulatory policies that impact the provision of healthcare. Some
of the laws or policies affecting your practice include the following topics.
ADVANCED DIRECTIVE
In 1991, Congress passed the Patient Self-Determination Act (PSDA). This act
requires all hospitals, skilled nursing facilities, and home health agencies to maintain
policies and procedures assuring that adults receiving medical care are provided
written information at the time of admission concerning their right to make decisions
regarding medical care. This includes the right to formulate advance directives.
An advance directive is a written document that may authorize another person
to make healthcare decisions for a patient when the patient is no longer able to make
their own decisions. The advance directive may contain information about a patientʼs
desires, particularly as it relates to end-of-life care. A patient may also designate
another person to make healthcare decisions even if the patient is still capable of
making their own decisions.
DO NOT RESUSCITATE ORDER
A do not resuscitate (DNR) order is one which directs healthcare providers not
to initiate resuscitative measures in the event of cardiac or respiratory arrest. A DNR
order authorizes the withholding of life-sustaining procedures. It does not authorize
the withdrawal of procedures that have previously been initiated. Failure to follow a
DNR order may lead to a claim of battery against a healthcare provider.
THE PAUL GANN ACT
In 1991, Section 1645 of the California Health and Safety Code was amended
to include a requirement that whenever there is a reasonable possibility that a blood
transfusion may be necessary, the physician shall inform the patient of the positive
and negative aspects of receiving either autologous blood (coming from the patient)
or allogeneic blood (coming from a donor).
This information must be communicated to the patient through a standard written
summary developed by, or based on, the California Department of Public Healthʼs
publication “A Patientʼs Guide to Blood Transfusion”. The written summary does not
replace the informed consent process which must occur prior to blood or blood
product administration. The Paul Gann Safety Act also requires that, when there are
no life-threatening emergency or medical contraindications, the physician shall allow
adequate time prior to the procedure requiring blood donation, for pre-donation of
autologous blood to occur. The patientʼs receipt of the written summary of blood
transfusion and informed consent must be documented in the patientʼs chart.
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WORKPLACE VIOLENCE
All workforce members, whether full-time, part-time, or contracted, are entitled
to a safe work environment. To help protect workers from violence, LACDHS
developed a “zero tolerance” policy (LACDHS Policy #792). Threats, threatening
behavior or acts of violence against workforce members, patients, visitors or other
individuals by anyone on County property or anywhere a workforce member is
engaged in County-related business, are prohibited. Any workforce member receiving
a threat or injury as a result of a violent episode must report the occurrence
immediately to the facilityʼs Safety Police and file an event notification on the PSN.
REPORTING ABUSE
The California Welfare and Institutions Code requires all LACDHS healthcare
providers to report any known or suspected instances of abuse to protective agencies
immediately. Abuse must be reported for all cases involving children, domestic
partners, and dependent adults to County Police and Social Services. Penalties for
not complying with these regulations may include possible jail time and or monetary
fines.
EMTALA
In 1986, the Emergency Medical Treatment and Active Labor Act (EMTALA),
was passed by Congress as a part of the Consolidated Omnibus Reconciliation Act
(COBRA). The purpose of the legislation was to address the problem of hospitals
refusing to care for patients or transferring them to other facilities based on their
ability to pay.
Any patient on County premises that asks for emergency or labor related
treatment must receive a medical screening exam and any emergency condition must
be stabilized to the best of the facilityʼs ability prior to transfer to another facility.
Questions regarding EMTALA can be addressed by your Risk Manager or QIPS at
patientsafety@dhs.lacounty.gov.

Medical-Legal Information
Being involved in a negligence or medical malpractice lawsuit can be frustrating
and confusing. Understanding a few legal concepts, if ever confronted with this
situation, may make the process easier.
INDEMNIFICATION
As public employees of the County of Los Angeles, indemnification (legal
protection) is provided for any injury arising as a result of the employeeʼs action or
omission occurring within the scope of employment under Government Code 825.
For purposes of this code the word “employee” includes officers, employees, servants
and volunteers but excludes “independent contractors”. Independent contractors
should consult their individual contacts for the terms regarding indemnification while
working for LACDHS.
Employees and covered contractors of Los Angeles County are not protected
from liability resulting from:
• willful misconduct, corruption, malice, or lack of good faith;
• fraudulent activity;
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• intentional infliction of an injury, or;
• any act performed outside the course and scope of employment
Los Angeles County is considered to be self-insured. Essentially this means that
the County does not have insurance and all costs related to litigation are ultimately
borne by Los Angeles County taxpayers.
ELEMENTS OF NEGLIGENCE
Negligence is failing to do something that a reasonably prudent person would
have done under similar circumstances. Medical-malpractice is a form of negligence
where the act is committed in the course of a professional responsibility. With an
allegation of medical malpractice, the plaintiff must establish and prove all of the
following elements:
1. That a duty was owed to the plaintiff;
2. That the health care provider breached that duty;
3. That breaching their duty proximately caused an injury; and
4. That the plaintiff suffered damages relative to the injury.
DUTY
Duty begins when you enter into a relationship with a patient to provide care. In
performing your duty, you must provide a reasonable level of care, similar to what
others practicing in your field would provide under the same circumstances. If the
standard of care is not met, then a breach of duty is said to exist.
BREACH OF DUTY
In a malpractice action the breach of duty must have proximately caused an
injury. This means that had the practitioner acted, or not acted in the manner alleged,
the injury would not have occurred. Proximate cause attempts to establish a direct
cause and effect between the practitionerʼs conduct, or lack thereof, and the patientʼs
injury.
DAMAGES
Damages are the losses the patient/plaintiff suffered as a result of the injury.
They can be economic, emotional, related to future potential, or personal. These are
the monetary awards levied on the defense to “pay” for the injury.
THE LEGAL PROCESS
Throughout the legal process and the steps involved, workforce members are
expected to cooperate with the county counsel or other attorneys approved by the
county counsel. As part of the county indemnification rules, employees are provided
legal counsel free of charge when they are being represented for a claim arising from
actions made in the scope of their employment. Using County funds to pay a private
attorney for legal representation is prohibited. County counsel (or county counsel
designee) may attend hearings and trials, assist in making settlements, and secure
or provide evidence on the employee's behalf. Employees should not voluntarily
make any payment, assume any obligation, or incur any expense related to claims
against the county (County Code: Ord. 9022 § 1 (part), 1966: Ord. 8345 § 1 (part),
1963: Ord. 7552 § 1 (part), 1959: Ord. 4099 Art. 3-D § 93.88, 1942.) Employees are
expected to participate in the defense of the alleged claim as noncooperation may
result in disciplinary action.
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When a person begins a legal action against the county, there are certain steps
that must be followed. The first step involves the plaintiff serving a summons and
complaint which outlines the alleged action against you. Should you ever personally
receive one of these items, or any other legal document related to a claim against you
as part of your County employment, immediately forward the documents to your Risk
Manager for appropriate handling and response.
If you receive a summons or complaint regarding care provided
by you, immediately notify your Risk Manager
INTERROGATORIES
As part of the legal process, each side is allowed to ask and receive responses
to written questions from the opposing party. These questions are called
interrogatories, and are prepared by attorneys on their respective sides. Generally,
they are not sent directly to you, but to your defense attorney. However, if you receive
an interrogatory, notify your facility Risk Manager. Do not communicate or correspond
with any attorney unless specifically authorized to do so by your facility Risk Manager.
DEPOSITIONS AND TESTIMONY
The deposition process is a means whereby you provide your testimony under
oath. This testimony may later be used at trial to impeach, or contradict you.
Therefore, it is important that you prepare for your deposition, meet with the defense
counsel provided, and follow their instructions.
County code and conflict of interest policies restrict the type of depositions or
testimony that employees may take part in. Specifically, employees are not allowed
to provide expert testimony against the County in any legal action where the County
is a party to the action. Employees are allowed, and expected to, provide testimony
in proceedings for defense of the County. Any employee who is required to testify in
any judicial proceeding in their official capacity, shall be entitled to collect their usual
salary.
TRIAL VERSUS SETTLEMENT
Some cases will be taken to trial and others will be settled. The decision to act
either way will be made by County Counsel with the Countyʼs and your interest in
mind. Should County Counsel advise you to agree to a settlement, and you refuse
(without a good and sufficient reason to do so) the county is not liable for any resulting
judgments against you. Your facility Risk Manager can provide you with information
regarding the status of cases if you are personally involved.
LICENSEE REPORTING TO LICENSING BOARD
Pursuant to the laws that govern mandatory malpractice reporting to licensee
boards (i.e. Medical Board, Nursing Board), LACDHS is required to report licensees
to their respective board when they are involved in malpractice cases above certain
dollar amounts. The amount of money apportioned to the licensee, not necessarily
the total amount of money awarded, determines when a licensee will be reported.
Each licensing Board has determined their reportable limits for their licensees. To
view the current reportable limits and obtain additional information about mandatory
reporting of licensees, review the LACDHS Policy #311.3, “Licensee Reporting to
Licensing Board” in Appendix C.
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CONCLUSION
QIPS hopes you find this booklet useful during your employment with LACDHS.
It is meant to serve as a guide and resource when navigating the legal complexities
of healthcare. The scope of this handbook is limited, and all of the legal topics in
healthcare exceed well beyond its covers. Should you have questions that are not
answered in this booklet, please contact your Risk Manager or QIPS at
patientsafety@dhs.lacounty.gov.
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