PRACTICE EXAM 2: LNCC CERTIFICATION
SIMULATION (200 QUESTIONS)

1. An LNC receives a call from a plaintiff's attorney who describes a case involving a 44-year-old
woman who underwent an outpatient laparoscopic procedure and was discharged the same day. She
returned to the emergency department 18 hours later with diffuse abdominal pain, tachycardia, and
fever. A CT scan revealed free air in the abdomen consistent with a bowel perforation. She underwent
emergency exploratory laparotomy, a bowel resection with temporary colostomy, and spent 14 days in
the hospital. The attorney asks the LNC to perform an initial case screening. What should the LNC do
first?

A. Contact the surgeon's office to obtain a copy of the operative report and the informed consent form

B. Request and organize all available medical records from both the outpatient surgical center and the
hospital before beginning the clinical analysis

C. Advise the attorney that bowel perforation during laparoscopic surgery is always malpractice and the
case has clear merit

D. Search medical literature on complication rates for the specific laparoscopic procedure before
reviewing any records

2. An LNC is reviewing a nursing home case in which a 91-year-old resident with end-stage Alzheimer's
disease and a documented advance directive specifying "comfort measures only" was transferred to the
hospital after a cardiac arrest at the facility. At the hospital, the resident was intubated, placed on a
ventilator, and admitted to the ICU. The resident survived but remained ventilator-dependent for three
weeks before dying. The resident's family was not contacted before the transfer or the resuscitation.
Which issue should the LNC identify as the most critical finding?

A. The hospital emergency department should have verified the patient's advance directive status before
initiating resuscitation

B. The nursing home should have transferred the resident's allergy list along with the transfer
documentation to the hospital

C. The attending physician at the nursing home should have been present at the time of the cardiac arrest
to manage the situation



D. The nursing home failed to honor the documented advance directive by initiating transfer and failing
to ensure the resident's code status was communicated to the receiving hospital

3. An LNC is evaluating a personal injury case involving a 56-year-old man who was involved in a T-
bone motor vehicle collision. The plaintiff was the driver of a vehicle struck on the driver's side door by
a vehicle running a red light. The plaintiff sustained a traumatic splenic laceration, left-sided rib
fractures, and a left hemothorax requiring chest tube insertion. He was hospitalized for nine days. The
defense argues the plaintiff's injuries were exacerbated by his pre-existing liver cirrhosis from chronic
alcohol use, which contributed to prolonged bleeding and a complicated recovery. Under the eggshell
plaintiff doctrine, how should this defense argument be evaluated?

A. The defendant takes the plaintiff as found — the pre-existing liver cirrhosis may have contributed to
the severity and duration of the injuries, but the collision remains the triggering cause, and the defendant
is liable for the full extent of harm including complications attributable to the pre-existing condition

B. The plaintiff's chronic alcohol use constitutes contributory negligence that should reduce the
defendant's liability proportionally

C. The cirrhosis eliminates the defendant's liability because the plaintiff's coagulopathy was the
proximate cause of the prolonged bleeding

D. The plaintiff must prove that identical injuries would have occurred in a person without liver
cirrhosis to establish causation

4. An LNC is analyzing a medical malpractice case involving a 38-year-old woman who presented to
her obstetrician at 34 weeks gestation with complaints of severe headache, visual disturbances, and right
upper quadrant pain. Her blood pressure was 168/110 mmHg and she had 3+ proteinuria on dipstick
urinalysis. The obstetrician documented "pregnancy-induced hypertension” and sent the patient home
with instructions to rest and return in one week. Two days later, the patient presented to the emergency
department with eclamptic seizures. Both the mother and infant survived, but the infant was delivered
emergently at 34 weeks and spent four weeks in the NICU. What clinical finding should the LNC
identify as most clearly establishing breach?

A. The documented combination of severe hypertension, proteinuria, headache, visual disturbances, and
right upper quadrant pain at 34 weeks constitutes a classic presentation of severe preeclampsia requiring
immediate hospital admission and possible delivery — sending the patient home was a clear deviation
from the obstetric standard of care



B. The obstetrician should have prescribed an antihypertensive medication before sending the patient
home for bed rest

C. The obstetrician's diagnosis of "pregnancy-induced hypertension™ was incorrect terminology and
should have been "preeclampsia”

D. The obstetrician should have scheduled the patient for a follow-up visit in three days rather than one
week

5. An LNC is reviewing a workers' compensation case involving a 52-year-old assembly line worker
who developed bilateral epicondylitis (tennis elbow) after 18 months of repetitive gripping and twisting
motions on the production line. The employer's insurer denied the claim, arguing epicondylitis is a
common condition in the general population unrelated to work. The LNC reviews the worker's job
analysis, which documents that the job requires sustained forceful gripping with repetitive wrist
extension against resistance for eight hours per day, five days per week. What is the most critical factor
supporting occupational causation?

A. The worker has no prior history of elbow problems and the symptoms began after starting this
particular job assignment

B. The worker's primary care physician has documented a medical opinion that the condition is work-
related

C. The job demands — sustained forceful gripping with repetitive wrist extension against resistance —
match the biomechanical risk factors consistently identified in the epidemiological literature as
associated with lateral epicondylitis

D. The worker filed the claim within 30 days of symptom onset, meeting the state's statutory reporting
deadline for occupational injuries

6. An LNC is analyzing a toxic tort case involving residents near a coal ash disposal site who were
exposed to arsenic, selenium, and heavy metals in groundwater. Several plaintiffs have developed
various health conditions including peripheral neuropathy, kidney disease, and thyroid dysfunction. The
defense argues that the plaintiffs' health conditions are attributable to their individual risk factors —
diabetes, obesity, smoking, and family history — rather than the environmental exposure. When
evaluating the defense argument, what analytical approach should the LNC apply?



A. Accept the defense argument because the individual risk factors are more common causes of these
health conditions than environmental exposures

B. Reject the defense argument entirely because the proximity to the contamination site is sufficient to
establish causation for all health conditions

C. Defer the causation analysis to the plaintiffs' treating physicians without conducting any independent
clinical evaluation

D. Evaluate each plaintiff individually, assessing the temporal relationship between exposure and
disease onset, the documented exposure levels, published dose-response data for each contaminant, the
biological plausibility of each contaminant causing the specific health condition, and the relative
contribution of individual risk factors versus environmental exposure

7. An LNC is retained to review a medical malpractice case involving a delayed diagnosis of acute
compartment syndrome following a tibial fracture in a 22-year-old athlete. The patient was placed in a
cast in the emergency department and admitted to the orthopedic floor. Over the next eight hours, the
nursing notes document the patient's complaints of progressively severe pain that was not relieved by the
prescribed analgesics. The nurse documented administering the maximum ordered pain medication but
did not notify the orthopedic surgeon about the uncontrolled pain. The patient was found the next
morning with a pulseless foot, and emergency fasciotomy was performed but the patient lost significant
muscle function. What clinical concept should the LNC apply when analyzing the nursing
documentation?

A. The nurse appropriately managed the pain by administering the maximum ordered dose of analgesic
medication

B. Pain out of proportion to the expected level for the injury — particularly pain unresponsive to
analgesics — is a cardinal early sign of compartment syndrome, and the nurse's failure to recognize this
clinical significance and notify the surgeon represents a critical assessment and communication failure

C. The orthopedic surgeon should have been rounding more frequently on a patient with a fresh tibial
fracture in a cast

D. The patient should have requested that the nurse contact the surgeon directly about the worsening and
uncontrolled pain

8. An LNC is evaluating a product liability case involving a patient who received a metal-on-metal hip
replacement and developed elevated cobalt and chromium blood levels, pseudotumor formation around
the prosthesis, and progressive tissue necrosis requiring revision surgery. The manufacturer's product



information states the device is "designed for long-term biocompatibility." Research published three
years before the plaintiff's implantation had identified the risk of metal ion release and adverse local
tissue reactions with metal-on-metal hip designs. What failure-to-warn analysis should the LNC focus
on?

A. Whether the surgeon adequately informed the patient about the specific risks of metal-on-metal hip
prostheses before surgery

B. Whether the patient's primary care physician should have monitored metal ion levels after the hip
replacement surgery

C. Whether the manufacturer failed to update its product information to reflect the known risks of metal
ion release and adverse tissue reactions identified in the published literature before the plaintiff's device
was implanted

D. Whether the patient's symptoms were caused by an allergic reaction to the metal rather than toxic
metal ion exposure

9. An LNC is analyzing a case involving the adequacy of a hospital's informed consent process. A 75-
year-old patient with moderate cognitive impairment (documented MMSE score of 18 out of 30) signed
a consent form for cardiac catheterization. The patient's adult daughter, who holds durable power of
attorney for healthcare decisions, was not contacted or present during the consent process. The patient
experienced a procedural complication and the family is alleging that valid informed consent was never
obtained. What is the most critical issue for the LNC's analysis?

A. Whether a patient with a documented MMSE score of 18 had sufficient cognitive capacity to
understand the information disclosed and provide meaningful informed consent, and whether the
patient's healthcare proxy should have been involved in the consent process given the documented
cognitive impairment

B. Whether the consent form listed all potential complications of cardiac catheterization in sufficiently
detailed medical language

C. Whether the cardiologist personally conducted the consent discussion or delegated it to a nurse or
physician assistant

D. Whether the patient had previously undergone cardiac catheterization and therefore had prior
knowledge of the procedure



10. An LNC is reviewing a long-term care case involving a 77-year-old nursing home resident who was
prescribed an antipsychotic medication for "agitation." The resident's diagnoses include Alzheimer's
dementia and osteoarthritis. The LNC reviews the medical record and discovers that the resident's
"agitation" consistently occurred during afternoon care activities — specifically during repositioning,
toileting, and dressing changes. The physician progress notes do not document any behavioral
assessment, any attempt to identify the cause of the agitation, or any trial of non-pharmacological
interventions before the antipsychotic was prescribed. What should the LNC identify as the most
significant finding?

A. The antipsychotic medication may have been appropriately prescribed because Alzheimer's patients
frequently exhibit agitation

B. The physician should have prescribed a benzodiazepine rather than an antipsychotic for agitation in a
dementia patient

C. The nursing staff should have documented the agitation episodes more thoroughly to support the
physician's prescribing decision

D. The pattern of agitation occurring exclusively during physical care activities suggests pain as the
underlying cause — the resident's osteoarthritis was likely producing pain during movement that
manifested as "agitation,” and the physician prescribed a chemical restraint without investigating the
treatable cause

11. An LNC is evaluating a risk management case involving a surgical center that does not have a
standardized surgical site marking protocol. The center relies on surgeon memory and the surgical
consent form to identify the correct surgical site. Three wrong-site procedures have occurred at this
facility over the past two years — two wrong-side knee arthroscopies and one wrong-level lumbar
surgery. The center's quality improvement committee has discussed the issue but has not implemented a
formal site-marking protocol. What does this pattern demonstrate?

A. Wrong-site surgery is rare and three events over two years does not indicate a systemic problem
requiring protocol changes

B. The absence of a standardized surgical site marking protocol — combined with three wrong-site
events and the committee's failure to implement corrective action despite awareness of the problem —
demonstrates both a systems-level safety deficiency and a failure in the risk management cycle

C. The surgeons who performed the wrong-site procedures should bear individual responsibility and no
institutional protocol is needed



D. The surgical consent form is a sufficient safeguard for surgical site verification and no additional
protocol is required

12. An LNC is reviewing a medical malpractice case involving a 67-year-old patient who underwent a
routine colonoscopy and developed post-polypectomy bleeding that was not recognized for six hours.
During those six hours, the patient was in the endoscopy recovery area and complained of increasing
abdominal discomfort and dizziness. The nursing documentation records the complaints but does not
include any serial vital sign measurements after the initial post-procedure assessment. When vital signs
were eventually taken, the patient's blood pressure was 78/50 mmHg and heart rate was 128 bpm. The
patient required emergency transfusion and a return to the endoscopy suite for hemostasis. What is the
primary nursing standard of care violation?

A. The nurse should have administered IV fluids prophylactically to all patients undergoing
polypectomy procedures

B. The nurse should have contacted the endoscopist immediately after the patient's first complaint of
abdominal discomfort

C. The failure to obtain serial vital signs in a patient reporting progressive abdominal discomfort and
dizziness after polypectomy represents a failure in post-procedure monitoring — these symptoms should
have triggered immediate vital sign assessment to evaluate for post-procedural hemorrhage

D. The endoscopist should have remained in the recovery area until all patients were fully recovered
from the procedure

13. An LNC is retained by a defense attorney to evaluate a medical malpractice case. After a thorough
review of the medical records, the LNC concludes that the treating physician's care deviated from the
standard of care and that the deviation likely caused the patient's injury. What is the most appropriate
course of action for the LNC?

A. Communicate the findings honestly to the defense attorney, explaining that the clinical evidence
supports the plaintiff's position — the LNC's obligation to objectivity applies regardless of which side
retained the LNC

B. Modify the analysis to emphasize the strengths of the defense position and minimize the significance
of the deviation



C. Decline to submit a written report and advise the attorney to retain a different LNC who might reach
a more favorable opinion

D. Report the findings to the plaintiff's attorney because the defense attorney is not entitled to
unfavorable clinical analysis

14. An LNC is analyzing a personal injury case in which the plaintiff, a 42-year-old electrician,
sustained a crush injury to his dominant right hand when a piece of industrial equipment malfunctioned.
Despite surgical repair and extensive rehabilitation, the plaintiff has permanent loss of grip strength and
fine motor dexterity that prevents him from returning to work as an electrician. The plaintiff had an
annual income of $85,000 before the injury. He is now working as a retail sales associate earning
$32,000 annually. The defense argues the plaintiff could retrain for a higher-paying sedentary
occupation. What element of the damages analysis should the LNC focus on?

A. Whether the plaintiff's pre-injury job duties as an electrician specifically required the hand functions
that are now permanently impaired

B. Whether the plaintiff has applied for Social Security Disability Insurance benefits since the injury
occurred

C. The plaintiff's educational background should be evaluated to determine whether he could reasonably
retrain for management positions

D. The specific clinical documentation of the permanent hand impairments and their functional impact
on the plaintiff's ability to perform his pre-injury occupation, including grip strength measurements,
dexterity testing, and functional capacity evaluation results that quantify the occupational disability

15. An LNC is reviewing a case in which a hospital nurse administered a unit of packed red blood cells
to a patient without verifying the blood product against the patient's identification band at the bedside, as
required by the hospital's transfusion protocol. The blood was the correct type for this patient and no
adverse reaction occurred. The nurse's supervisor discovered the protocol violation during a random
chart audit. Is this a reportable patient safety event even though no harm occurred?

A. No, because no adverse patient outcome resulted from the nurse's failure to follow the transfusion
verification protocol



B. Yes — this is a near-miss event that should be reported through the incident reporting system because
the protocol violation represents a safety system failure that, under different circumstances, could result
in a fatal hemolytic transfusion reaction

C. No, because the blood product was the correct type and the verification step would have confirmed
what was already correct

D. Yes, but only if the nurse has previously been counseled for similar protocol violations during
transfusion administration

16. An LNC is evaluating a pharmaceutical product liability case involving a child who developed Reye
syndrome after being given aspirin during a viral illness. The aspirin product label at the time of
purchase contained a general warning about not giving aspirin to children with flu-like symptoms,
printed in small text on the back of the packaging. The child's parent states she did not see the warning.
The LNC is asked to evaluate the adequacy of the warning. Under failure-to-warn analysis, what is the
central question?

A. Whether the parent should have consulted with a pediatrician before administering any over-the-
counter medication to the child

B. Whether the FDA had approved the specific warning language used on the aspirin product label at the
time of purchase

C. Whether the warning was sufficiently prominent, clear, and conspicuous to effectively communicate
the serious risk to a reasonable consumer — considering the placement, size, and clarity of the warning
text relative to the severity of the potential harm

D. Whether the child's pediatrician had previously warned the parent about the risk of aspirin use in
children with viral illness

17. An LNC is analyzing a Medicare Set-Aside case for a 71-year-old Medicare beneficiary settling a
workers' compensation claim for a lumbar spine injury. The claimant's injury-related treatment includes
prescription opioid medication. Current clinical guidelines recommend periodic reassessment of opioid
therapy, including consideration of dose reduction or discontinuation. The plaintiff's life care planner
projects the current opioid regimen at the current dose for the claimant's entire remaining life
expectancy. The defense challenges this projection as clinically unreasonable. What is the most
appropriate approach?



A. Project the current opioid regimen at the current dose for the full life expectancy because the claimant
is currently taking the medication

B. Exclude all opioid costs from the MSA because opioid prescribing guidelines discourage long-term
opioid use for chronic pain

C. Project the current regimen for a specified initial period and include provisions for periodic
reassessment, possible dose adjustments, potential medication changes, and monitoring costs —
reflecting the clinical reality that long-term opioid therapy requires ongoing management and may
evolve over time

D. Project the current opioid regimen at the current dose for the full life expectancy, plus add costs for
future opioid addiction treatment

18. An LNC is reviewing a medical malpractice case involving a patient who underwent coronary artery
bypass grafting (CABG) and developed a sternal wound infection that progressed to mediastinitis. The
patient required surgical debridement, flap closure, and a six-week course of IV antibiotics. The LNC
reviews the preoperative records and notes the patient had a hemoglobin Alc of 9.8% (poorly controlled
diabetes), a BMI of 42 (morbid obesity), and was a current smoker. These are all well-documented
independent risk factors for sternal wound infection after cardiac surgery. What impact do these pre-
existing risk factors have on the malpractice analysis?

A. The pre-existing risk factors make a malpractice claim impossible because the infection was a
foreseeable complication in a high-risk patient

B. The pre-existing risk factors are irrelevant because the surgeon accepted the patient for surgery and
therefore accepted all risks

C. The pre-existing risk factors should have been addressed preoperatively — the standard of care may
require optimizing glycemic control, counseling smoking cessation, and documenting a risk-benefit
analysis before proceeding with elective surgery in a high-risk patient

D. The pre-existing risk factors prove the surgeon was negligent for performing the surgery on a patient
with so many comorbidities

19. An LNC is evaluating a long-term care case in which a nursing home resident with documented
severe dysphagia and a physician order for NPO (nothing by mouth) status with all nutrition and
hydration via PEG tube was found by a family member eating a sandwich that had been left on the
bedside table by another resident's visitor. The resident aspirated, developed aspiration pneumonia, and
died. The LNC's review reveals that the resident's room was shared with another resident who had no



dietary restrictions, and no signage indicating the NPO status was posted at the bedside or on the door.
What is the primary care failure?

A. The family member who brought the sandwich should have been informed about the dietary
restrictions of all residents in the room

B. The facility failed to implement adequate safeguards to protect an NPO resident from oral intake —
including environmental controls (signage, tray management, staff awareness) and appropriate room
assignment for a cognitively impaired resident on NPO status who might eat food left within reach

C. The attending physician should have ordered a swallowing evaluation before placing the resident on
NPO status with PEG feeding

D. The PEG tube should have been placed at the time of admission to prevent any possibility of oral
intake by this resident

20. An LNC is analyzing a workers' compensation dispute in which the injured worker's treating
physician and the IME physician disagree about the need for a second shoulder surgery. The treating
orthopedist recommends a reverse total shoulder arthroplasty based on failed conservative treatment
over 14 months, progressive functional decline, and MRI findings showing a massive irreparable rotator
cuff tear with glenohumeral arthropathy. The IME physician, who examined the worker for 20 minutes,
recommends continued conservative management with physical therapy and cortisone injections. The
IME physician's report does not address the MRI findings or the documented failure of conservative
treatment. What should the LNC conclude about the competing medical opinions?

A. Both opinions are equally valid and the administrative law judge should decide based on the
physicians' relative credentials

B. The IME physician's recommendation is likely more objective because the IME physician has no
ongoing treatment relationship

C. The treating physician's recommendation should be automatically accepted because the treating
physician has a longer relationship with the patient

D. The treating orthopedist's recommendation is better supported because it is based on comprehensive
clinical data — 14 months of documented conservative treatment failure, progressive functional decline,
and MRI findings — while the IME physician's opinion fails to address the objective imaging findings
and the documented ineffectiveness of the conservative approach being recommended



21. An LNC is reviewing a regulatory compliance case involving a hospital that routinely administers
moderate sedation (conscious sedation) for procedures performed by non-anesthesiologist physicians. A
state survey identified that the hospital does not require physicians administering moderate sedation to
maintain current Advanced Cardiac Life Support (ACLS) certification, the hospital does not have a
policy requiring pre-sedation patient assessment using the ASA physical status classification, and
monitoring equipment at several procedure sites lacks capnography capability. Current CMS Conditions
of Participation and professional guidelines require all of these safeguards. What is the regulatory
significance of these findings?

A. The findings are minor documentation issues that do not affect patient safety and are unlikely to
trigger enforcement actions

B. The hospital should implement the missing requirements but has no regulatory obligation to do so
because sedation standards are advisory

C. The deficiencies represent noncompliance with CMS Conditions of Participation and professional
sedation standards, creating systemic patient safety risks that could result in enforcement actions and
that would constitute evidence of institutional negligence if a patient is harmed during sedation

D. The state survey findings can be appealed because CMS does not regulate moderate sedation
practices in hospital settings

22. An LNC is evaluating a personal injury case in which the plaintiff, a 29-year-old professional
dancer, sustained a Lisfranc fracture-dislocation of her right foot in a fall at a commercial venue. Despite
surgical fixation and 12 months of rehabilitation, the plaintiff has chronic midfoot pain, limited
dorsiflexion, and an altered gait pattern. Her treating orthopedic foot and ankle specialist states she will
never return to professional dance. The defense argues the plaintiff can pursue other employment. What
is the most important consideration for the LNC's damages analysis in this case?

A. The permanent loss of the ability to perform as a professional dancer constitutes a unique vocational
and non-economic damage — the analysis must consider the loss of a specialized career that cannot be
replicated through retraining, the associated loss of professional identity and artistic expression, and the
specific physical requirements of professional dance that the plaintiff's residual impairments preclude

B. The plaintiff should be evaluated for the ability to teach dance rather than perform, which would
mitigate the economic damages

C. The plaintiff's pre-injury income as a professional dancer is the sole relevant factor for calculating
lost earning capacity



D. The plaintiff's age of 29 limits the damages because professional dancers typically retire from
performance by age 40

23. An LNC is analyzing a medical malpractice case involving a 54-year-old woman who presented to
her primary care physician with a palpable thyroid nodule. The physician ordered thyroid function tests,
which were normal, and reassured the patient that the nodule was benign without performing or ordering
a thyroid ultrasound or fine needle aspiration biopsy. Current clinical guidelines recommend ultrasound
evaluation of all palpable thyroid nodules, with fine needle aspiration of nodules meeting specific size
and sonographic criteria. Eleven months later, the patient was diagnosed with papillary thyroid
carcinoma with cervical lymph node metastases. What should the LNC's analysis emphasize?

A. Normal thyroid function tests do not rule out thyroid malignancy and are not a substitute for imaging
evaluation of a palpable nodule

B. The physician's failure to order the guideline-recommended ultrasound evaluation of the palpable
thyroid nodule represents a deviation from the diagnostic standard of care, resulting in an 11-month
delay during which the cancer metastasized to cervical lymph nodes — changing the staging, treatment
requirements, and potentially the long-term prognosis

C. The patient should have sought a referral to an endocrinologist independently rather than relying
solely on the PCP's assessment

D. The physician's reassurance that the nodule was benign constituted a medical opinion that falls within
the acceptable range of practice

24. An LNC is reviewing a product liability case involving an implantable insulin pump that
malfunctioned, delivering a massive bolus dose of insulin rather than the programmed basal rate. The
patient experienced severe hypoglycemia, seizures, and sustained permanent cognitive impairment from
hypoglycemic brain injury. The manufacturer recalled the pump model six months after the plaintiff's
injury, citing a software algorithm error that affected dose calculations under certain operating
conditions. The recall notice acknowledged the defect was present in all pumps with the affected
software version. What type of product defect does this scenario represent?

A. Manufacturing defect, because only the plaintiff's individual pump malfunctioned during normal use
and operation

B. Breach of express warranty, because the manufacturer guaranteed the pump would deliver accurate
insulin doses at all times



C. Failure to warn, because the manufacturer should have warned patients about the risk of software
malfunction before the recall

D. Design defect, because the software algorithm error was present in all pumps with the affected
software version — the defect was inherent in the product's design, not a manufacturing anomaly
affecting a single unit

25. An LNC is analyzing a long-term care case involving a resident with Parkinson's disease who fell
and sustained a hip fracture. The resident's fall risk assessment documented a high fall risk score. The
care plan specified the use of a gait belt for all transfers and ambulation. The nursing aide who was
assisting the resident at the time of the fall was not using a gait belt. The aide stated she "didn't have
time to get one" because she was assisting multiple residents simultaneously on the short-staffed
evening shift. What does this scenario illustrate about the relationship between individual care failures
and systemic factors?

A. The aide is solely responsible because the care plan clearly specified the use of a gait belt for all
transfers with this resident

B. The physician should have ordered a wheelchair-only mobility plan to eliminate the risk of falls
during ambulation completely

C. Both the individual care failure (not using the gait belt) and the systemic factor (inadequate staffing
that forced the aide to rush through care activities) contributed to the fall — the analysis should address
both the aide's deviation from the care plan and the facility's staffing decision that created the conditions
for the deviation

D. The gait belt would not have prevented the fall because Parkinson's disease causes unpredictable
freezing episodes during walking

26. An LNC is evaluating a medical malpractice case involving a 62-year-old man with a history of
chronic kidney disease (CKD) who was prescribed a full dose of an aminoglycoside antibiotic without
renal dose adjustment. The standard of care for aminoglycoside prescribing requires dose reduction in
patients with impaired renal function because the drug is nephrotoxic and renally cleared. The patient's
serum creatinine at the time of prescribing was 2.4 mg/dL (indicating significant renal impairment). The
patient developed acute kidney injury requiring temporary dialysis. What is the most straightforward
element of the malpractice analysis?



A. Breach is clearly established because prescribing a full dose of a nephrotoxic, renally-cleared
medication to a patient with documented renal impairment without dose adjustment is a clear deviation
from the prescribing standard of care

B. Duty requires analysis because it is unclear whether the prescribing physician was the patient's
primary care provider

C. Causation is the most straightforward element because the temporal relationship between the drug
and the kidney injury is clear

D. Damages are the most straightforward element because dialysis constitutes objectively measurable
harm to the patient

27. An LNC is reviewing a toxic tort case in which a group of workers at a dry cleaning facility were
chronically exposed to perchloroethylene (PCE), a chlorinated solvent classified by IARC as a probable
human carcinogen (Group 2A). Several workers have developed non-Hodgkin lymphoma (NHL). The
epidemiological evidence on the association between PCE exposure and NHL includes several cohort
and case-control studies with relative risks ranging from 1.3 to 2.1, with some studies reaching statistical
significance and others not. What does the variability in the epidemiological evidence mean for the
causation analysis?

A. The inconsistency in the epidemiological results means PCE cannot cause NHL and the claims
should be dismissed entirely

B. The variability makes the epidemiological evidence unreliable and the causation analysis should rely
solely on clinical evidence

C. The consistently elevated relative risks across studies support general causation despite variability in
statistical significance

D. The variability in the epidemiological evidence reflects differences in study design, exposure levels,
exposure duration, and population characteristics — general causation is supported by the consistently
elevated relative risks across studies, but the variability means specific causation for each plaintiff will
require careful individual analysis of exposure history, dose-response, latency, and alternative causes

28. An LNC is retained to develop a life care plan for a 33-year-old woman who sustained a complete
C6 spinal cord injury in a motorcycle accident. The plaintiff has upper extremity function with preserved
wrist extension but absent hand intrinsics. She uses a power wheelchair and requires assistance with
lower body dressing, bathing, bowel and bladder management, and transfers. When projecting attendant
care hours, what clinical factor is most important for the LNC to assess?



A. The availability and willingness of the plaintiff's spouse to provide daily personal care assistance
indefinitely

B. The plaintiff's specific functional abilities and limitations — determined through comprehensive
functional assessment — including what tasks she can perform independently, what tasks require partial
assistance, and what tasks require total assistance, using published guidelines for attendant care needs at
the C6 injury level as a clinical reference

C. The average number of attendant care hours provided at the rehabilitation facility during the
plaintiff's inpatient stay

D. The hourly rate for attendant care services in the plaintiff's geographic area to determine affordability
of the care

29. An LNC is analyzing a medical malpractice case involving the administration of a wrong medication
through an epidural catheter. A nurse in the labor and delivery unit inadvertently connected an IV
antibiotic piggyback to the patient's epidural catheter and infused the antibiotic intrathecally. The patient
developed chemical meningitis, seizures, and sustained permanent spinal cord injury. The investigation
reveals that the epidural catheter and the IV tubing connectors were physically compatible — the same
Luer-lock fitting was used for both, allowing cross-connection. What systems-level analysis should the
LNC apply?

A. The nurse should have visually traced the line from the medication bag to the patient before initiating
any infusion

B. The hospital's pharmacy should have dispensed the antibiotic in a container that could not physically
connect to the epidural catheter

C. The use of physically incompatible connectors — specifically, non-Luer neuraxial connectors that
cannot connect to IV tubing — is an established patient safety solution that prevents this exact type of
misconnection error, and the hospital's continued use of universal Luer-lock connectors for both 1V and
epidural lines represents a systems-level safety failure

D. The pharmaceutical manufacturer should have colored the antibiotic solution to distinguish it from
epidural medications visually

30. An LNC is reviewing a personal injury case involving a 68-year-old man who fell on an icy
sidewalk outside a commercial building and sustained a hip fracture. The plaintiff underwent surgical
repair with a total hip arthroplasty. Six weeks postoperatively, he developed a deep venous thrombosis
and subsequent pulmonary embolism that required anticoagulation therapy for six months. The defense



argues that the DVT/PE was a complication of the surgery — not the fall — and the building owner
should not be liable for surgical complications. How should the LNC evaluate this defense argument?

A. The defense argument is valid because DVT/PE is a surgical complication that occurs independently
of the original injury mechanism

B. The LNC should evaluate whether the orthopedic surgeon prescribed appropriate DVT prophylaxis
during the postoperative period

C. The DVT/PE should be attributed to the plaintiff's pre-existing risk factors rather than to either the
fall or the subsequent surgery

D. The defense argument fails because the fall proximately caused the hip fracture, which required the
surgery, during which the DVT developed — the DVT/PE is a foreseeable consequence of the chain of
events initiated by the fall

31. An LNC is evaluating a healthcare fraud case involving a physician-owned physical therapy
practice. Medicare billing records show that the practice billed for 30-minute physical therapy treatment
sessions for every patient visit, regardless of the actual time spent with the patient. Review of the
therapists' daily schedules reveals that each therapist was scheduled to treat 20 patients per 8-hour shift,
which would allow only 24 minutes per patient including documentation and transition time — making
consistent 30-minute treatment sessions physically impossible. What does this analysis reveal?

A. The scheduling pattern is consistent with efficient practice management and does not indicate
fraudulent billing practices

B. The therapists may have been working through their lunch breaks and staying late to provide the full
30-minute treatments

C. The billing department should have used different CPT codes that reflect the actual time spent with
each patient

D. The scheduling data provides objective evidence that the billed 30-minute sessions could not have
been consistently delivered, supporting a finding that the practice systematically overbilled Medicare for
services that were shorter than the billed duration

32. An LNC is reviewing a medical malpractice case involving a surgical patient who developed
malignant hyperthermia during a general anesthetic. The patient's family history included a cousin who



died during surgery under general anesthesia. This family history was documented in the preoperative
nursing assessment but was not reviewed by the anesthesiologist before the case. When the patient
developed tachycardia, muscle rigidity, and rapidly rising temperature during surgery, the recognition
and treatment of malignant hyperthermia was delayed by 15 minutes because the anesthesiologist
initially attributed the signs to light anesthesia. The patient survived but sustained rhabdomyolysis-
induced renal failure requiring temporary dialysis. What is the most significant finding?

A. The surgical team should have administered dantrolene prophylactically to all patients undergoing
general anesthesia

B. The anesthesiologist's failure to review the preoperative nursing assessment — which contained a
family history suggestive of malignant hyperthermia susceptibility — led to both inadequate
preoperative planning and delayed intraoperative recognition of a condition that should have been
anticipated

C. The preoperative nursing assessment adequately captured the family history and the nurse fulfilled all
professional obligations

D. The cousin's death during surgery may have been from an unrelated cause and does not necessarily
indicate malignant hyperthermia

33. An LNC is evaluating a long-term care case in which a nursing home resident with a documented
history of recurrent falls was prescribed trazodone for insomnia. The Beers Criteria identify trazodone as
potentially inappropriate for elderly patients at high fall risk due to its sedating and hypotensive effects.
Four days after starting trazodone, the resident fell during a nighttime trip to the bathroom and sustained
a subdural hematoma. The resident was on warfarin for atrial fibrillation, which contributed to the
severity of the intracranial bleeding. What multi-factorial analysis should the LNC perform?

A. The warfarin is the sole cause of the subdural hematoma and the trazodone is irrelevant to the
causation analysis

B. The fall was caused entirely by the resident's underlying mobility impairment and would have
occurred regardless of the trazodone

C. The LNC should analyze the prescribing decision (trazodone in a high-fall-risk patient on
anticoagulation), the facility's failure to update the fall prevention care plan after adding a sedating
medication, and the interaction between the trazodone-related fall and the warfarin-related bleeding
severity — recognizing that multiple factors contributed to the cascade of events



D. The physician who prescribed warfarin is the only defendant because anticoagulation created the risk
of hemorrhagic complications

34. An LNC is analyzing a case involving the standard of care for sepsis management. A 58-year-old
patient presented to the emergency department with fever, hypotension, tachycardia, and altered mental
status. The initial lactate level was 4.2 mmol/L (elevated). The Surviving Sepsis Campaign guidelines
recommend that patients with suspected sepsis and elevated lactate receive blood cultures, broad-
spectrum antibiotics, and an initial fluid bolus of 30 mL/kg within one hour of recognition. The medical
record shows that blood cultures were drawn at 45 minutes, antibiotics were administered at 90 minutes,
and the fluid bolus was not initiated until 2 hours after presentation. The patient developed septic shock
and multi-organ failure. What should the LNC identify as the standard of care deviation?

A. The antibiotics and fluid resuscitation were administered outside the recommended one-hour window
established by the Surviving Sepsis Campaign guidelines — specifically, the 90-minute antibiotic delay
and the 2-hour delay in initiating fluid resuscitation in a patient with sepsis and elevated lactate represent
deviations from time-critical treatment standards

B. The blood cultures should have been drawn within 15 minutes of presentation rather than 45 minutes
to be considered timely

C. The emergency physician should have immediately consulted an infectious disease specialist before
starting antibiotics

D. The lactate level of 4.2 mmol/L is only mildly elevated and does not warrant the urgency suggested
by the Surviving Sepsis guidelines

35. An LNC is reviewing a workers' compensation case involving a 46-year-old police officer who
developed post-traumatic stress disorder (PTSD) after responding to a mass casualty incident. The
employer’s insurer denied the claim, arguing that PTSD is a mental health condition not covered under
the state's workers' compensation statute. The LNC reviews the state's workers' compensation law and
finds that the state recognizes mental-mental claims (psychological injury from psychological stimulus)
when the claimant can demonstrate the work event was extraordinary and unusual compared to the
normal conditions of the employment. What clinical documentation is most important for supporting this
claim?

A. Testimony from the officer's supervisor confirming that the mass casualty incident was an unusual
event in the officer's career



B. The officer's employment records showing the number of years of service and the types of calls
typically responded to

C. The officer's prior psychiatric history showing whether any pre-existing mental health conditions
existed before the incident

D. A comprehensive psychiatric evaluation documenting the specific PTSD diagnostic criteria met, the
temporal relationship between the mass casualty incident and the onset of symptoms, the severity of
functional impairment, and the clinical basis for concluding that the work event — rather than
cumulative occupational stress or personal factors — caused the PTSD

36. An LNC is evaluating a medical malpractice case involving a newborn who developed kernicterus
(bilirubin-induced brain damage) due to severe untreated neonatal jaundice. The infant was discharged
from the hospital at 36 hours of life with a total serum bilirubin level of 14.5 mg/dL. The AAP clinical
practice guideline for management of hyperbilirubinemia in the newborn recommends plotting bilirubin
levels on an hour-specific nomogram and initiating phototherapy when levels exceed designated
thresholds based on gestational age and risk factors. The discharge bilirubin level, when plotted on the
nomogram, fell in the high-risk zone. No phototherapy was initiated and no follow-up bilirubin level
was ordered within 24 hours of discharge. What should the LNC identify as the critical breach?

A. The hospital should have kept the infant for a minimum of 48 hours regardless of the bilirubin level
before considering discharge

B. The discharge bilirubin level fell in the high-risk zone on the hour-specific nomogram, triggering the
guideline recommendation for intervention — the failure to initiate phototherapy or arrange timely
follow-up bilirubin testing before discharge constitutes a clear deviation from the AAP guideline
standard

C. The laboratory should have flagged the bilirubin result as critical and notified the physician of the
abnormal value immediately

D. The mother should have been instructed to observe the infant for yellowing of the skin and return to
the hospital if jaundice worsened

37. An LNC is retained by a plaintiff's attorney to review a case involving a patient who developed
osteonecrosis of the jaw after five years of intravenous bisphosphonate therapy for bone metastases. The
plaintiff's oncologist never informed the patient about the risk of ONJ or recommended dental
evaluation before starting bisphosphonate therapy, despite the drug labeling recommending dental
assessment and preventive dental care prior to treatment initiation. The plaintiff underwent extensive



jaw surgery with significant disfigurement. What theory of liability should the LNC evaluate against the
oncologist?

A. Negligent prescribing — the oncologist failed to follow the drug labeling recommendations for dental
evaluation before initiating bisphosphonate therapy and failed to inform the patient about the ONJ risk,
depriving the patient of the opportunity to undergo preventive dental care that could have reduced the
risk and to make an informed decision about the treatment

B. Product liability — the oncologist is strictly liable as the prescriber of a drug that caused the patient's
jaw osteonecrosis injury

C. Battery — the oncologist performed a medical procedure without the patient's consent by
administering the bisphosphonate drug

D. Breach of warranty — the oncologist warranted that the bisphosphonate would not cause any adverse
effects to the jaw bones

38. An LNC is reviewing a risk management case in which a hospital implemented a comprehensive
electronic clinical decision support (CDS) system that generates alerts for drug-drug interactions, dosing
errors, and allergy conflicts. After six months, an internal review reveals that physicians override 87% of
the system's alerts. A subsequent adverse drug event — a serious drug-drug interaction — occurred
when a physician overrode a high-priority interaction alert without reading it. The physician states, "I
override alerts constantly because most of them are clinically insignificant.” What patient safety issue
does this scenario illustrate?

A. The physician is solely responsible for the adverse event because the system generated the
appropriate alert and the physician ignored it

B. The hospital should disable the CDS system entirely because the high override rate proves the system
IS not effective

C. Alert fatigue — the excessive volume of clinically insignificant alerts has conditioned physicians to
override alerts reflexively without evaluating them, undermining the system's ability to prevent the
serious interactions it was designed to catch — the hospital should optimize the alert system to reduce
low-priority alerts and preserve the clinical impact of high-priority warnings

D. The CDS system vendor should be held liable for designing a system that generates too many false-
positive alerts to physicians



39. An LNC is evaluating a Medicare Set-Aside case involving a 66-year-old Medicare beneficiary who
is settling a personal injury case. The plaintiff sustained a traumatic brain injury with resulting seizure
disorder. The MSA must project future injury-related Medicare-covered medical expenses. The plaintiff
is currently taking two anticonvulsant medications. The defense argues that one of the medications (a
brand-name drug) should be priced at the generic equivalent rate in the MSA because a generic version
is available. The plaintiff's neurologist has documented that the patient has tried the generic version and
experienced breakthrough seizures, requiring the brand-name medication. What is the most appropriate
MSA costing approach?

A. The MSA should use generic pricing for all medications because Medicare generally reimburses at
the generic rate regardless

B. The MSA should include both the brand-name and generic versions of the medication and calculate
the average cost

C. The MSA should exclude all anticonvulsant medication costs because seizure disorders are not
typically covered by Medicare

D. The MSA should use brand-name pricing for this medication because the medical record documents
clinical failure of the generic equivalent — when a physician has documented medical necessity for a
brand-name drug due to therapeutic failure of the generic, the MSA should reflect the actual cost of the
medically necessary medication

40. An LNC is reviewing a medical malpractice case involving a patient who developed a pressure ulcer
on the bridge of his nose from an ill-fitting BiPAP mask used during a hospital stay for acute respiratory
failure. The patient was on continuous BiPAP for 72 hours. Nursing documentation shows no evidence
that the mask was removed for skin assessment, no evidence that the mask was repositioned or the mask
type was changed to reduce pressure, and no evidence that a protective skin barrier was applied under
the mask. The patient developed a Stage 2 pressure injury that progressed to a Stage 3 ulcer with tissue
necrosis requiring surgical debridement. What standard of care issue should the LNC identify?

A. BIPAP masks are medical devices regulated by the FDA and the manufacturer is liable for any
pressure-related skin injuries

B. The nursing staff failed to implement device-related pressure injury prevention measures — including
periodic skin assessment under the mask, repositioning the mask to redistribute pressure, considering
alternative mask types, and applying protective skin barriers — as required by the standard of care for
patients on continuous non-invasive ventilation



C. The respiratory therapist who fitted the mask bears sole responsibility for selecting an appropriate
size and style for the patient

D. Pressure injuries from BiPAP masks are an unavoidable complication of continuous non-invasive
ventilation for respiratory failure

41. An LNC is evaluating a personal injury case in which the plaintiff, a 50-year-old woman, developed
reflex sympathetic dystrophy (complex regional pain syndrome, Type I) in her right foot following a
calcaneal fracture sustained in a fall at a restaurant. The plaintiff's foot exhibits classic CRPS findings:
edema, color changes, temperature asymmetry, allodynia, and limited range of motion. She has
undergone multiple interventional pain procedures including lumbar sympathetic blocks, spinal cord
stimulator trial, and is currently using a compounded topical pain cream. The defense argues the
plaintiff's condition is psychosomatic. What objective clinical evidence most strongly supports the
CRPS diagnosis against the defense argument?

A. The plaintiff's testimony about the severity and constancy of her pain symptoms since the original
calcaneal fracture

B. The number and cost of pain management procedures the plaintiff has undergone since the
development of the condition

C. The documented objective clinical signs — edema, color changes, temperature asymmetry between
affected and unaffected feet, and allodynia — which are measurable physical findings consistent with
the Budapest criteria for CRPS, not subjective complaints susceptible to voluntary production

D. The plaintiff's treating pain specialist's medical opinion that the plaintiff genuinely suffers from
CRPS and is not malingering

42. An LNC is analyzing a medical malpractice case involving a failure to rescue a deteriorating
postoperative patient. The patient underwent an uncomplicated appendectomy and was recovering on a
general surgical unit. The nursing documentation shows a progressive increase in heart rate from 82 to
138 beats per minute over six hours, a decrease in urine output from 60 mL/hour to 10 mL/hour, and
increasing agitation. The nurse documented these findings but did not activate the hospital's rapid
response system or notify the attending surgeon. The patient was found in cardiac arrest by the
oncoming shift nurse. Autopsy revealed a mesenteric artery thrombosis with bowel infarction. The LNC
should focus the analysis on which nursing competency tested by the LNCC exam?



A. Analyzing data — specifically, the nurse's failure to interpret the trending vital signs and clinical
findings as indicators of acute clinical deterioration requiring immediate escalation and intervention

B. Identifying and collecting data — the nurse failed to collect adequate vital sign data during the
postoperative monitoring period

C. Drafting documents — the nurse's documentation was inadequate and did not meet the facility's
charting requirements

D. Participating in case strategy — the nurse should have developed a clinical strategy for managing the
patient's deterioration

43. An LNC is reviewing a product liability case involving a transvaginal mesh device implanted for
pelvic organ prolapse repair. The plaintiff developed mesh erosion through the vaginal wall, chronic
pelvic pain, dyspareunia (pain during intercourse), and recurrent vaginal infections. She required two
revision surgeries to partially remove the exposed mesh, but remnants remain embedded in tissue and
cannot be safely removed. The FDA issued a safety communication regarding serious complications
associated with transvaginal mesh for prolapse repair, and subsequently reclassified these devices from
Class 1l to Class Il (requiring pre-market approval). What is the most critical evidence for the plaintiff's
claim?

A. The plaintiff's medical records documenting the mesh-related complications and the failure of
revision surgeries to fully resolve them

B. The FDA's safety communication and subsequent device reclassification, which demonstrate
regulatory recognition of the serious risks

C. Testimony from the implanting surgeon stating that alternative surgical approaches were available
that did not involve mesh

D. The combination of the plaintiff's documented complications, the FDA's regulatory actions
acknowledging the device's serious risks, the availability of alternative treatment approaches, and any
evidence that the manufacturer knew or should have known about the complication rates before
marketing the device

44. An LNC is analyzing a long-term care case in which a diabetic resident developed gangrene of the
left foot requiring a below-knee amputation. The LNC's review of the medical records reveals that the
resident's blood glucose levels were consistently above 300 mg/dL for the three months preceding the
amputation, the physician's orders for glucose monitoring and insulin administration had not been
updated despite the persistent hyperglycemia, the nursing documentation shows multiple instances of



blood glucose readings above 400 mg/dL with no documentation of physician notification, and the
wound on the left foot was first noted in a nursing progress note but was not reported to the physician
for 10 days. What is the most comprehensive characterization of the care failures?

A. The attending physician bears sole responsibility for the inadequate diabetes management and the
delayed wound treatment

B. Multiple interdependent care failures occurred — the physician's failure to adjust the diabetes
management plan, the nursing staff's failure to notify the physician of critically elevated glucose levels
and the new wound, and the facility's failure to implement systems ensuring physician notification of
critical findings — all contributed to the cascade that resulted in the amputation

C. The resident's own non-compliance with dietary restrictions is the primary cause of the persistent
hyperglycemia and wound complication

D. The wound care consultant should have been involved from the beginning of the resident's admission
to prevent this outcome

45. An LNC is reviewing a medical malpractice case involving a psychiatric patient who committed
suicide while on a 72-hour involuntary psychiatric hold. The patient was admitted after a suicide attempt
by overdose. The initial psychiatric evaluation documented active suicidal ideation with a plan. The
physician ordered one-to-one observation (continuous direct visualization by a staff member). Nursing
documentation shows the one-to-one observation was discontinued after 12 hours and replaced with 15-
minute checks, without a documented reassessment of the patient's suicide risk or a physician order for
the change in observation level. The patient hanged himself with a bed sheet during a 15-minute check
interval. What is the most critical finding?

A. The change from one-to-one observation to 15-minute checks — without a documented clinical
reassessment of the patient's suicide risk and without a physician order authorizing the change —
represents a critical departure from the ordered level of care and from psychiatric nursing standards for
suicidal patients

B. The hospital should have removed all potential ligature points from the patient's room upon
admission to the psychiatric unit

C. The psychiatric unit should have been equipped with video monitoring to supplement the nursing
observation protocol

D. The attending psychiatrist should have prescribed anti-anxiety medication to reduce the patient's
suicidal ideation during the hold



46. An LNC is evaluating a workers' compensation case involving a 44-year-old emergency medical
technician (EMT) who developed chronic low back pain after seven years of patient lifting, stretcher
loading, and prolonged sitting in the ambulance. The EMT's lumbar MRI shows a disc herniation at L4-
L5 and degenerative changes at multiple levels. The IME physician concluded the herniation is "100%
degenerative” and unrelated to work. The LNC reviews the published literature on occupational risk
factors for lumbar disc disease and finds consistent evidence that patient lifting, awkward postures, and
whole-body vibration from vehicle operation are significant occupational risk factors for lumbar disc
herniation and degenerative disease. What should the LNC conclude?

A. The IME physician's conclusion should be accepted because the MRI findings of multilevel
degenerative changes confirm a degenerative rather than traumatic etiology

B. The EMT's recreational weightlifting hobby is likely the true cause of the lumbar disc herniation
rather than the work activities

C. The epidemiological evidence supporting an association between the EMT's specific occupational
demands and lumbar disc disease undermines the IME physician's categorical conclusion that the
condition is "100% degenerative™ and supports the argument that the work activities at minimum
contributed to or aggravated the lumbar condition

D. The LNC should recommend that the EMT undergo a functional capacity evaluation before any
causation determination is made

47. An LNC is reviewing a medical malpractice case in which a patient presented to the emergency
department with a headache and was diagnosed with a tension headache. The patient was prescribed
ibuprofen and discharged. Six hours later, the patient collapsed at home and was found to have a
ruptured cerebral aneurysm with subarachnoid hemorrhage. The emergency physician documented a
normal neurological examination, but the nursing triage notes — documented 20 minutes before the
physician's examination — describe the patient as "confused and unable to state the date.” The
physician's note does not address the confusion documented by the triage nurse. What should the LNC's
analysis emphasize?

A. The nursing triage assessment of confusion was likely inaccurate because the physician's subsequent
examination found a normal neurological status

B. The patient should have mentioned a family history of aneurysms to the emergency physician during
the assessment

C. The emergency physician should have prescribed a CT scan of the head based solely on the headache
complaint without considering other clinical findings



D. The discrepancy between the triage nurse's documentation of confusion and the physician's
documentation of a normal neurological examination — the physician either failed to recognize the
altered mental status or failed to reconcile the discrepancy with the triage nurse's findings, and this
altered mental status combined with a headache should have prompted further workup

48. An LNC is evaluating a regulatory compliance case involving a home health agency. A Medicare
audit reveals that the agency's plan of care documentation shows physician signatures dated before the
patient assessments were completed. Specifically, the physicians signed the plans of care an average of
three days before the nurses completed the initial home assessments on which the plans should have
been based. What does this documentation pattern indicate?

A. The physicians were demonstrating proactive planning by signing the plans of care in advance of the
nursing assessments

B. The plans of care were likely pre-signed by the physicians without reviewing the actual assessment
findings — meaning the care plans were not individualized based on the patient's assessed needs as
required by Medicare home health regulations, and the physician certifications of medical necessity may
be fraudulent

C. The home health nurses were delayed in completing their assessments and the physicians should not
be faulted for the timing

D. The documentation pattern is a minor administrative irregularity that does not affect the quality of the
care actually delivered

49. An LNC is developing a life care plan for a 28-year-old man who sustained bilateral above-knee
amputations and a severe traumatic brain injury in an IED explosion during military service. The
plaintiff requires bilateral prosthetic limbs, a power wheelchair, 24-hour attendant care, cognitive
rehabilitation, psychological services, home modifications, and a modified vehicle. When projecting
lifetime costs, what consideration is unique to this type of catastrophic polytrauma case?

A. The interaction between multiple impairments must be addressed — bilateral amputations alone
would require less attendant care than when combined with cognitive impairments from the TBI,
because the cognitive deficits reduce the plaintiff's ability to independently manage prosthetic use,
wheelchair operation, and daily activities — the life care plan must reflect the compounding effect of
multiple disabilities rather than simply adding the costs of each disability independently



B. Military veterans receive lifetime VA healthcare benefits and therefore do not need a life care plan
for litigation purposes

C. The plaintiff's young age means the life expectancy should be based on the general population tables
without adjustment

D. Prosthetic limb costs should only be projected for 10 years because technology changes make longer
projections speculative

50. An LNC is analyzing a medical malpractice case involving a 72-year-old patient who developed a
postoperative ileus after total knee replacement surgery. The patient complained of progressively
worsening abdominal distension, nausea, and vomiting for three days. The orthopedic surgeon
documented the complaints as "expected postoperative symptoms™ and did not order any diagnostic
imaging or laboratory studies. On the fourth postoperative day, the patient developed signs of peritonitis
and an emergent CT scan revealed a perforated cecum from acute colonic pseudo-obstruction (Ogilvie
syndrome). The patient required emergency colectomy. What should the LNC identify as the primary
breach of the standard of care?

A. The orthopedic surgeon should have prescribed prophylactic laxatives and bowel medications
preoperatively to prevent this outcome

B. The nursing staff should have initiated a bowel protocol without waiting for a physician order when
the patient's symptoms began

C. The three-day delay in evaluating progressive abdominal symptoms with appropriate diagnostic
workup — dismissing worsening distension, nausea, and vomiting as "expected" without investigation
— represents a failure to recognize a potentially life-threatening complication that required timely
diagnosis and intervention

D. The anesthesiologist is responsible for the ileus because general anesthesia commonly causes
postoperative bowel dysfunction

51. An LNC is evaluating a product liability case involving a patient who received a recalled lot of a
contaminated injectable corticosteroid. The contamination — a fungal organism — was introduced
during the compounding process at a specialty pharmacy. The patient developed fungal meningitis
requiring prolonged antifungal therapy and sustained permanent neurological damage. Thousands of
patients nationwide received injections from the contaminated lot. What type of product defect applies
to this scenario?



A. Design defect, because the corticosteroid formulation was inherently susceptible to fungal
contamination during production

B. Failure to warn, because the compounding pharmacy should have warned prescribers about the
contamination risk before distribution

C. Breach of implied warranty, because the compounding pharmacy warranted that the product was
sterile and safe for injection

D. Manufacturing defect — the product was designed to be sterile but was contaminated during the
compounding process, making this specific lot different from the product as intended

52. An LNC is reviewing a personal injury case involving a plaintiff who was bitten by a neighbor's dog.
The bite wound to the forearm required surgical debridement and closure. Three months later, the
plaintiff developed chronic wound pain, swelling, and temperature changes in the affected arm. A pain
specialist diagnosed complex regional pain syndrome (CRPS). The plaintiff's treating physicians have
documented the clinical signs consistent with CRPS diagnostic criteria. The defense retained a
neurologist who examined the plaintiff once and concluded CRPS is not present because a triple-phase
bone scan was normal. What should the LNC evaluate?

A. Whether triple-phase bone scan is the definitive diagnostic test for CRPS that rules out the diagnosis
when normal

B. Whether the defense neurologist's single examination was sufficient to override the treating
physicians' longitudinal clinical assessments — and whether the reliance on a single diagnostic test
contradicts current diagnostic criteria for CRPS, which are primarily clinical and do not require
abnormal bone scan findings for diagnosis

C. Whether the plaintiff has been exaggerating symptoms to increase the value of the personal injury
claim

D. Whether the plaintiff should undergo additional diagnostic testing including thermography and
guantitative sensory testing

53. An LNC is analyzing a case involving a hospital's response to a pattern of central line-associated
bloodstream infections (CLABSISs). The hospital's infection control data shows a CLABSI rate of 3.2 per
1,000 central line days — significantly above the national benchmark of 0.8 per 1,000 central line days.
The LNC reviews the hospital's central line insertion and maintenance practices and identifies the
following deficiencies: inconsistent use of maximal barrier precautions during insertion, lack of a
standardized daily assessment for continued line necessity, and absence of a central line insertion



checklist. Evidence-based central line bundles have been shown to reduce CLABSI rates by up to 70%.
What should the LNC conclude?

A. The hospital's failure to implement evidence-based central line bundle practices — including
insertion checklists, maximal barrier precautions, daily necessity assessments, and other bundle elements
— represents a deviation from current infection prevention standards that has resulted in a preventable
excess of bloodstream infections

B. The elevated CLABSI rate is attributable to the hospital's patient population being sicker than the
national average benchmark

C. The infection control committee should monitor the CLABSI rate for another year before
implementing corrective interventions

D. The individual physicians who inserted the central lines bear sole responsibility for the infections and
no systems change is needed

54. An LNC is reviewing a medical malpractice case involving a nurse who received a critical
laboratory result — a potassium level of 6.9 mEqg/L — for a hospitalized patient at 0200. The nurse
documented the result in the medical record but did not notify the physician until the morning rounds at
0730 — a 5.5-hour delay. At 0530, the patient developed a fatal cardiac arrhythmia. The nurse stated she
"didn't want to wake the doctor in the middle of the night for a lab result." What standard of care
principle should the LNC apply?

A. The nurse appropriately used clinical judgment in deciding not to disturb the physician during
nighttime hours for a lab result

B. The nurse should have repeated the potassium level to confirm the result before notifying the
physician about the finding

C. Critical laboratory values require immediate physician notification regardless of the time of day — a
potassium of 6.9 mEqg/L is a life-threatening electrolyte abnormality that demands urgent treatment, and
the 5.5-hour delay in notification directly contributed to the patient's fatal arrhythmia

D. The laboratory should have called the physician directly with the critical result rather than reporting it
only to the nurse



55. An LNC is evaluating a toxic tort case involving a group of firefighters who responded to a major
industrial fire at a chemical plant. The firefighters were exposed to hydrogen cyanide and multiple
combustion byproducts over a 12-hour firefighting operation. Several firefighters developed acute
respiratory symptoms, and two were diagnosed with reactive airways dysfunction syndrome (RADS) —
a form of occupational asthma caused by a single high-level inhalation exposure. The defense argues
that RADS is a diagnosis of exclusion and the firefighters may have had pre-existing asthma. What
clinical evidence would most strongly support the RADS diagnosis?

A. The firefighters' self-reports of respiratory symptoms beginning during or immediately after the
firefighting operation

B. Pulmonary function testing showing obstructive airway disease in the affected firefighters performed
months after the event

C. The testimony of the firefighters' treating pulmonologists confirming their clinical opinions that
RADS is the correct diagnosis

D. Pre-exposure medical records showing normal pulmonary function (no pre-existing asthma),
documented high-level exposure to known respiratory irritants, onset of respiratory symptoms within 24
hours of the exposure, and subsequent pulmonary function testing confirming new-onset obstructive
airway disease — this combination establishes the temporal relationship, the exposure, and the pre-
exposure baseline needed to distinguish RADS from pre-existing asthma

56. An LNC is reviewing a medical malpractice case in which a patient with a known penicillin allergy
(documented anaphylaxis) was prescribed cephalexin, a first-generation cephalosporin. The patient
developed an anaphylactic reaction requiring emergency treatment. The prescribing physician states he
was aware of the penicillin allergy but believed the cross-reactivity risk between penicillins and
cephalosporins was negligible. Current pharmacological references indicate a 1-2% cross-reactivity rate
for first-generation cephalosporins in patients with penicillin allergy, with higher risk in patients with a
history of anaphylaxis to penicillin. What should the LNC's analysis focus on?

A. Whether the prescribing standard of care requires avoidance of first-generation cephalosporins in
patients with a documented history of penicillin anaphylaxis — given that the cross-reactivity risk, while
small overall, is elevated in patients with prior anaphylactic reactions and the consequences of cross-
reaction are potentially fatal

B. Whether the pharmacist should have refused to dispense the cephalosporin given the documented
penicillin allergy in the system



C. Whether the patient should have refused to take the medication after reading the potential side effects
on the medication label

D. Whether the patient's penicillin allergy was a true IgE-mediated allergy or a non-allergic adverse
reaction mischaracterized as allergy

57. An LNC is developing a life care plan for a 45-year-old woman who sustained a spinal cord injury at
T12, resulting in paraplegia with preserved upper extremity function. She is wheelchair-dependent for
mobility. When projecting home modification needs, what should the LNC include?

A. Only the modifications that the plaintiff has specifically requested during the clinical interview
assessment

B. A comprehensive assessment of home modification needs based on the plaintiff's functional
limitations — including wheelchair accessibility modifications (ramp, widened doorways, accessible
bathroom with roll-in shower, lowered countertops and switches), an environmental control system,
emergency alert system, and vehicle modification (hand controls, wheelchair lift) — with costs based on
current pricing in the plaintiff's geographic area and including maintenance and replacement schedules
for equipment components

C. The cost of relocating the plaintiff to a fully accessible apartment complex rather than modifying the
current residence

D. Only those modifications that are covered by the plaintiff's current health insurance plan to avoid
projecting unreimbursable costs

58. An LNC is analyzing a medical malpractice case involving a patient who underwent a total
thyroidectomy and developed permanent hypoparathyroidism resulting in chronic hypocalcemia. The
patient requires lifelong calcium and vitamin D supplementation and monitoring. The operative report
does not mention the identification or preservation of the parathyroid glands during surgery. The
standard of care for total thyroidectomy requires identification and preservation of the parathyroid
glands. What is the most significant finding for the standard of care analysis?

A. The patient should have been warned about the risk of hypoparathyroidism before consenting to the
thyroidectomy procedure

B. Hypoparathyroidism is a recognized complication of total thyroidectomy that occurs even with
meticulous surgical technique



C. The operative report's silence regarding identification and preservation of the parathyroid glands
suggests the surgeon may not have followed the standard of care requirement to identify and preserve
these structures — this documentation gap, combined with the development of permanent
hypoparathyroidism, raises the inference that the parathyroid glands were not adequately identified or
preserved during the procedure

D. The endocrinologist who is managing the patient's hypocalcemia should be consulted for an expert
opinion on causation

59. An LNC is evaluating a workers' compensation case in which a 50-year-old school custodian claims
a herniated cervical disc from mopping and buffing floors over 15 years. The employer argues that
mopping and buffing are not physically demanding enough to cause a cervical disc herniation. The LNC
reviews the custodian's job analysis, which documents that mopping requires repetitive cervical flexion
and extension while pushing and pulling a mop weighing approximately 5 pounds, and buffing requires
sustained cervical flexion and lateral bending while controlling a 50-pound floor buffer for 3—4 hours
per shift. What should the LNC's causation analysis focus on?

A. The custodian's age of 50 makes cervical disc degeneration a normal finding unrelated to the
occupational activities performed

B. The mopping activity is too light to contribute to cervical disc disease and should be excluded from
the causation analysis entirely

C. The custodian should have filed a workers' compensation claim earlier if the work was causing
cervical symptoms over this period

D. Whether the specific occupational biomechanical demands — particularly the sustained cervical
flexion and lateral bending during buffer operation with a 50-pound machine — are consistent with the
risk factors identified in the epidemiological literature for cervical disc disease, and whether the
temporal relationship between the cumulative occupational exposure and the symptom development
supports an occupational contribution

60. An LNC is reviewing a personal injury case involving a 35-year-old woman who sustained a facial
laceration requiring 47 sutures after a glass tabletop shattered at a restaurant. The laceration extended
from the left temple across the cheek to the jawline. Despite meticulous wound repair by a plastic
surgeon, the plaintiff has a permanent visible scar. The plaintiff is a television news anchor whose career
depends on her on-camera appearance. She has been reassigned to an off-camera producing role at a
significantly lower salary. What unique damage element does this case present?



A. The permanent facial scar causing disfigurement that directly and specifically affects the plaintiff's
ability to perform her particular profession — television news anchoring — constitutes both an
economic damage (loss of on-camera career earning potential) and a uniquely significant non-economic
damage (disfigurement that has a disproportionate impact on this plaintiff's professional identity, self-
image, and daily public-facing life compared to a plaintiff in a profession where facial appearance is not
a professional requirement)

B. The plastic surgeon should have used a technique that produces less visible scarring to minimize the
impact on the plaintiff's career

C. The plaintiff should undergo additional cosmetic surgery and the defendant should pay for all
revision procedures until the scar is invisible

D. The scar's impact on the plaintiff's career is speculative because the plaintiff could transition to a
radio broadcasting career

61. An LNC is analyzing a medical malpractice case involving a patient who was prescribed warfarin
and metronidazole simultaneously. The drug interaction between warfarin and metronidazole is well-
documented — metronidazole inhibits the metabolism of warfarin, significantly increasing the INR and
the risk of bleeding. The patient's INR rose from a therapeutic 2.5 to a critical 8.7, resulting in a
gastrointestinal hemorrhage requiring blood transfusion and hospitalization. The prescribing physician
states he was unaware of the interaction. What should the LNC evaluate?

A. Whether the pharmacy's computerized drug interaction checking system generated an alert that was
overridden or not reviewed

B. The physician's awareness of the specific interaction is irrelevant — the standard of care requires
physicians to check for drug interactions before prescribing, and the warfarin-metronidazole interaction
is well-documented in standard pharmacological references and should have been identified before the
prescription was written

C. Whether the patient's warfarin dose was within the standard therapeutic range before the
metronidazole was prescribed

D. Whether the patient contributed to the harm by failing to inform the physician about the concurrent
warfarin therapy

62. An LNC is evaluating a long-term care case involving a resident who developed bilateral lower
extremity contractures over an eight-month period. The resident was admitted with full range of motion
in all extremities. The resident's diagnoses include stroke with left hemiplegia and vascular dementia.



The physical therapy evaluation at admission recommended range of motion exercises three times
weekly. The physical therapy attendance records show the resident was seen for 6 of 96 scheduled
sessions over the eight months — a 93.75% no-show rate. The facility's documentation attributes the
missed sessions to "resident refusal” in every instance. What should the LNC evaluate?

A. The resident's documented refusals absolve the facility of responsibility because residents have the
right to refuse treatment

B. Whether the documentation of "resident refusal” was fabricated to explain the missed sessions
without actually offering the therapy

C. Whether a 93.75% refusal rate for a single therapy service in a resident with vascular dementia raises
questions about the accuracy of the refusal documentation — specifically, whether a cognitively
impaired resident could meaningfully refuse therapy, whether alternative approaches to engagement
were attempted, whether the physician was notified of the persistent refusals, and whether the care plan
was revised to address the refusals and the resulting contracture risk

D. Whether the physical therapist should have forced the resident to participate in range of motion
exercises against her expressed wishes

63. An LNC is reviewing a product liability case involving a patient who was injured by a defective
hospital bed. The bed's side rail latch mechanism failed, causing the side rail to collapse unexpectedly
while the patient was repositioning himself. The patient fell from the bed and sustained a hip fracture.
The bed was three years old and had been inspected per the manufacturer's recommended maintenance
schedule. Engineering analysis of the latch mechanism reveals a fatigue fracture in a metal component
that the manufacturer's specifications indicated should last at least ten years under normal use
conditions. What type of product defect does this represent?

A. Design defect, because all beds of this model have the same latch mechanism that is susceptible to
premature fatigue fracture

B. User error, because the patient should not have repositioned himself while the side rails were in the
raised position in the bed

C. Failure to warn, because the manufacturer should have warned hospitals about the risk of latch failure
and recommended more frequent inspection intervals

D. Manufacturing defect — the specific metal component in this bed's latch failed prematurely due to a
material or fabrication flaw, as a properly manufactured component should have lasted the specified ten
years under normal use conditions



64. An LNC is evaluating a medical malpractice case involving a delayed diagnosis of necrotizing
fasciitis. The patient, a 55-year-old diabetic man, presented to the emergency department with a small
laceration on his lower leg from a gardening injury. The wound was cleaned, sutured, and the patient
was discharged with oral antibiotics. The patient returned 48 hours later with severe pain
disproportionate to the wound's appearance, erythema spreading beyond the wound margins with
crepitus, fever, and tachycardia. The emergency physician diagnosed cellulitis and prescribed a different
oral antibiotic. The patient returned a third time 24 hours later in septic shock with extensive tissue
necrosis requiring above-knee amputation. What clinical finding at the second visit should have altered
the clinical trajectory?

A. The presence of crepitus — subcutaneous gas formation palpable on examination — which is a
hallmark finding of necrotizing fasciitis that distinguishes it from simple cellulitis and requires
immediate surgical consultation for emergent debridement

B. The erythema spreading beyond the wound margins, which is a normal finding in any wound
infection being treated with antibiotics

C. The patient's diabetes, which predisposes to all types of skin infections and does not specifically
indicate necrotizing fasciitis

D. The fever and tachycardia, which are common findings in any bacterial infection and do not indicate
a surgical emergency

65. An LNC is reviewing a case involving a nurse practitioner who ordered a CT scan of the abdomen
with intravenous contrast for a patient with documented chronic kidney disease (estimated GFR of 22
mL/min). The standard of care for contrast-enhanced imaging in patients with renal impairment requires
assessment of renal function before contrast administration, consideration of alternative imaging
modalities that do not require nephrotoxic contrast, and if contrast is deemed necessary, implementation
of a renal protection protocol (pre-hydration with IV fluids and potentially administration of N-
acetylcysteine). The patient received the contrast without any renal protective measures and developed
contrast-induced nephropathy requiring permanent dialysis. What should the LNC identify as the
prescribing error?

A. The nurse practitioner should have consulted a radiologist before ordering any imaging study for this
patient's clinical complaint

B. The nurse practitioner ordered a contrast-enhanced study for a patient with severe renal impairment
(GFR 22) without assessing the risk of contrast-induced nephropathy, without considering non-contrast
alternatives, and without implementing the standard renal protection protocol — multiple steps in the
prescribing standard of care were omitted



C. The radiology department should have refused to perform the study without verifying the patient's
renal function status first

D. The patient should have informed the nurse practitioner about the kidney disease before agreeing to
the contrast-enhanced scan

66. An LNC is analyzing a risk management case involving a hospital that receives frequent patient
complaints about communication failures during care transitions. An internal review reveals that nursing
handoff reports at shift change are conducted verbally in a break room without a standardized format,
patient information is frequently omitted or inaccurately communicated during shift changes, physicians
do not participate in nursing handoff reports and nursing does not participate in physician rounds, and
discharge instructions are provided verbally without written reinforcement or teach-back verification.
What systemic communication failure does this scenario represent?

A. The nursing staff should be disciplined for providing inadequate verbal handoff reports during shift
change transitions

B. The physicians should provide the discharge instructions directly rather than delegating to nursing
staff members

C. The hospital's communication processes across multiple care transition points — shift-to-shift
handoffs, interdisciplinary communication, and discharge communication — lack the standardization,
structure, and verification mechanisms recommended by patient safety standards, creating systemic
vulnerability to information loss and communication errors at every transition

D. Patient complaints about communication are subjective and do not indicate actual patient safety risks
requiring institutional action

67. An LNC is evaluating a medical malpractice case involving a patient who underwent bariatric
surgery and developed a vitamin B12 deficiency that was not diagnosed for two years postoperatively.
The patient developed peripheral neuropathy and subacute combined degeneration of the spinal cord
from prolonged B12 deficiency. The standard of care after Roux-en-Y gastric bypass requires lifelong
monitoring of nutritional parameters including B12 levels, with supplementation as indicated. The
surgeon's postoperative follow-up records show no B12 levels were ever ordered. What is the most
straightforward standard of care issue?

A. The failure to monitor B12 levels as part of routine post-bariatric surgery nutritional surveillance —
when guidelines require lifelong monitoring and supplementation — is a clear and unambiguous



deviation from the standard of care that allowed a preventable and treatable deficiency to progress to
irreversible neurological damage

B. The patient should have independently supplemented with B12 vitamins after reading about
nutritional risks of gastric bypass surgery

C. The primary care physician should have taken over B12 monitoring from the surgeon after the initial
postoperative period ended

D. The gastroenterologist who referred the patient for bariatric surgery should have warned about the
risk of nutritional deficiencies

68. An LNC is reviewing a Medicare Set-Aside case involving a 73-year-old Medicare beneficiary
settling a workers' compensation claim for a work-related knee injury. The MSA allocation includes the
projected cost of a future total knee replacement. The claimant's treating orthopedist has documented
that the patient will likely need a total knee replacement within the next two to three years based on
progressive joint deterioration, failed conservative management, and worsening functional limitations.
The defense argues the knee replacement should be excluded from the MSA because it is speculative.
What is the most appropriate analysis?

A. The knee replacement should be excluded because it has not been scheduled and may never be
performed by the treating surgeon

B. The knee replacement should be included only if the surgeon has already submitted a surgical
authorization request to the insurer

C. The knee replacement should be projected at its full cost immediately rather than within a two-to-
three-year timeframe

D. The treating orthopedist's documented clinical rationale — progressive joint deterioration, failed
conservative treatment, and worsening function — provides sufficient clinical basis to include the
projected knee replacement in the MSA at Medicare-approved rates, even though the specific date of
surgery is uncertain

69. An LNC is analyzing a medical malpractice case involving a failure to diagnose a testicular torsion
in a 14-year-old boy who presented to a pediatric emergency department with acute onset of left scrotal
pain, nausea, and vomiting. The emergency physician documented a cremasteric reflex as "present,”
which was interpreted as evidence against torsion. However, published literature indicates that the
presence or absence of the cremasteric reflex alone is insufficient to rule out testicular torsion in
adolescent males. No ultrasound was ordered. The patient was diagnosed with epididymitis and



discharged with antibiotics. He returned 18 hours later with a non-salvageable testicle requiring
orchiectomy. What should the LNC identify as the diagnostic reasoning error?

A. The physician should have prescribed stronger pain medication that would have alerted the parents to
return if symptoms worsened

B. The physician relied on a single clinical finding (cremasteric reflex) as definitive evidence against
torsion when published evidence does not support using this finding alone to exclude the diagnosis —
testicular torsion in an adolescent male presenting with acute scrotal pain requires imaging evaluation
regardless of cremasteric reflex status

C. The physician should have consulted a urologist before performing any physical examination on the
adolescent patient

D. Epididymitis is the most common cause of acute scrotal pain in adolescent males and the diagnosis
was reasonable

70. An LNC is evaluating a long-term care case in which a nursing home resident with a PEG tube for
enteral feeding developed aspiration pneumonia and died. The LNC reviews the nursing documentation
and finds that the facility consistently documented the resident's head of bed elevation during tube
feeding as 30 degrees, as required by the standard of care to reduce aspiration risk. However,
photographs taken by a family member during visits on multiple occasions show the resident lying flat
or nearly flat during tube feedings. What does this discrepancy between the documentation and the
photographic evidence suggest?

A. The photographs are unreliable because the angle of the bed is difficult to assess visually from a
photograph

B. The family member may have lowered the head of the bed after the nurse elevated it, and the facility
documentation is correct

C. The discrepancy between the documented 30-degree head-of-bed elevation and the photographic
evidence showing the resident flat or nearly flat during feedings suggests the nursing documentation was
inaccurate — the staff may have been charting the head-of-bed elevation without actually performing it,
and the resulting aspiration pneumonia is a foreseeable consequence of tube feeding a patient in a flat
position

D. The PEG tube manufacturer should be liable because the feeding tube should have a mechanism to
prevent aspiration



71. An LNC is analyzing a medical malpractice case involving a delayed diagnosis of an acute
myocardial infarction in a 48-year-old woman. The patient presented to the emergency department with
epigastric pain, nausea, diaphoresis, and jaw pain. The emergency physician attributed the symptoms to
gastroesophageal reflux disease and prescribed an antacid. An ECG was not obtained. The patient
returned eight hours later with acute ST-elevation myocardial infarction, underwent emergent cardiac
catheterization with stent placement, but sustained significant myocardial damage due to the delay.
What should the LNC emphasize regarding the diagnostic failure?

A. The physician's clinical presentation — epigastric pain with nausea, diaphoresis, and jaw pain in a
48-year-old woman — represents an atypical but well-recognized presentation of acute coronary
syndrome in women, and the failure to obtain an ECG in a patient with this symptom constellation
represents a failure to consider cardiac etiology in a presentation that warranted cardiac evaluation
regardless of the patient's gender and age

B. Women under age 50 are at very low risk for myocardial infarction and the physician's assessment
was within the standard of care

C. The patient should have specifically asked the physician to perform an ECG during the initial
emergency department visit

D. The physician's diagnosis of GERD was reasonable because epigastric pain is more commonly
caused by gastrointestinal disease

72. An LNC is evaluating a risk management case involving a surgical center that performs
approximately 50 endoscopic procedures per day using flexible endoscopes. An internal quality review
reveals that the endoscope reprocessing turnaround time between patients has been shortened from the
manufacturer-recommended 45 minutes to 20 minutes to accommodate the high procedure volume. Staff
members have reported that the high-level disinfection soak time is sometimes abbreviated when the
schedule falls behind. Three patients developed endoscopy-related infections in a two-month period.
What risk management conclusion should the LNC draw?

A. The infections are unrelated to the reprocessing practices because endoscopy-related infections are an
inherent risk of the procedure

B. The facility should purchase additional endoscopes rather than modifying its reprocessing protocols
to accommodate the volume

C. The individual staff members who abbreviated the soak times should be disciplined, but the facility's
scheduling decisions are not relevant



D. The facility's decision to shorten the reprocessing turnaround time below the manufacturer's
recommendations — and the resulting abbreviation of high-level disinfection soak times — represents
an institutional decision that prioritized patient throughput over infection prevention, creating a
foreseeable risk that materialized as patient infections

73. An LNC is developing a life care plan for a 55-year-old man who was rendered quadriplegic (C4
complete) in a motor vehicle accident. The plaintiff requires mechanical ventilation via tracheostomy.
When projecting respiratory care needs, what items must the LNC include in the life care plan?

A. Only the cost of the ventilator machine and the annual cost of physician office visits for respiratory
follow-up management

B. A comprehensive respiratory care projection including the primary ventilator and a backup ventilator,
ventilator circuits and supplies with replacement schedules, humidification equipment, suctioning
equipment and supplies, pulse oximetry and end-tidal CO2 monitoring, tracheostomy tubes and supplies,
respiratory therapy services, pulmonologist visits, annual pulmonary function testing, and the cost of
trained respiratory care attendants who can manage the ventilator

C. Only the items that the plaintiff's current health insurance plan covers for ventilator-dependent
patients at home

D. The ventilator costs for the first five years only, because ventilator technology will change and
projections beyond five years are speculative

74. An LNC is reviewing a medical malpractice case in which a patient's postoperative pain was
managed exclusively with opioid medications for four weeks despite documented complaints of severe
pain that was not controlled by the opioids. The physician did not consider or prescribe any multimodal
pain management approaches — such as regional nerve blocks, non-steroidal anti-inflammatory
medications, gabapentinoids, acetaminophen, or physical therapy. The patient developed opioid
dependence and required a prolonged medically supervised taper. Current pain management guidelines
recommend multimodal analgesia to reduce opioid reliance and improve pain control. What should the
LNC identify as the standard of care issue?

A. The physician should have prescribed higher doses of opioids to achieve adequate pain control rather
than adding other modalities

B. The patient should have requested non-opioid pain management alternatives from the treating
physician during the treatment period



C. The physical therapist should have initiated a pain management plan independently without waiting
for a physician referral

D. The exclusive reliance on opioid monotherapy for postoperative pain management — when current
guidelines recommend multimodal analgesia and when the patient's pain was not controlled by opioids
alone — represents a deviation from the current standard of care for pain management

75. An LNC is analyzing a case involving the discoverability of an LNC's work product. The LNC was
initially retained as a consulting expert to analyze a medical malpractice case. During the consulting
engagement, the LNC prepared detailed internal memoranda identifying both strengths and weaknesses
of the medical evidence, including several findings unfavorable to the retaining party's position. The
attorney now wants to designate the LNC as a testifying expert. The LNC is concerned about the
discoverability of the internal memoranda. What should the LNC understand about this transition?

A. The transition from consulting to testifying expert may expose previously protected work product —
including the internal memoranda identifying unfavorable findings — to discovery by the opposing
party, and the LNC should discuss this implication with the attorney before agreeing to the designation
change

B. The consulting memoranda are permanently protected from discovery regardless of the LNC's change
in designation status

C. The LNC should destroy the internal memoranda before the designation change to prevent their
disclosure to opposing counsel

D. The opposing party can only discover the LNC's formal expert report and cannot access any other
documents or communications

76. An LNC is reviewing a personal injury case involving a plaintiff who underwent spinal fusion
surgery at L4-L5 following a motor vehicle accident. The fusion was performed 18 months after the
accident. The defense retained a biomechanical expert who opines that the forces involved in the
collision (a rear-end impact at approximately 12 mph) were insufficient to cause a disc herniation
requiring fusion. The plaintiff's pre-accident MRI, obtained two years before the accident for unrelated
symptoms, shows mild degenerative disc changes at L4-L5 but no herniation. The post-accident MRI
shows a new disc herniation at L4-L5 with nerve root compression. What is the most compelling
evidence supporting causation?



A. The plaintiff's testimony that her back pain started immediately after the accident and progressively
worsened over time

B. The treating surgeon's medical opinion that the disc herniation was caused by the motor vehicle
accident

C. The biomechanical expert's analysis should be given decisive weight because engineers can precisely
calculate injury thresholds

D. The comparison between the pre-accident MRI (showing degenerative changes but no herniation) and
the post-accident MRI (showing a new herniation at the same level) — this imaging comparison
provides objective, verifiable evidence of a structural change that occurred between the two studies, and
the temporal relationship supports the conclusion that the accident caused or precipitated the herniation
in a degeneratively vulnerable disc

77. An LNC is analyzing a regulatory compliance case involving a hospital laboratory that reported
incorrect blood type results for a patient. The patient's blood was typed as A-positive when the patient
was actually O-negative. The error was discovered during the bedside transfusion verification when the
nurse noticed the blood product label showed A-positive but the patient's armband showed O-negative.
The error was traced to a specimen labeling error in the laboratory — two patients' specimens were
switched during processing. The laboratory does not have a positive patient identification system for
specimen labeling. What patient safety principle does this case illustrate?

A. The nurse who caught the error during bedside verification prevented a potentially fatal event —
demonstrating that multiple independent safety checks (in this case, the bedside verification) can catch
errors that penetrate earlier layers of defense

B. The laboratory technician who mislabeled the specimens should bear sole responsibility for the
potential transfusion reaction

C. The hospital should eliminate all blood transfusions to avoid the risk of identification errors in the
blood bank laboratory

D. The patient armband identification system is unreliable and should not be used for transfusion
verification procedures

78. An LNC is evaluating a case involving a physician who has been reported to the state medical board
for practicing while impaired. The physician is an anesthesiologist who was observed by nursing staff as
appearing drowsy, having slurred speech, and exhibiting difficulty maintaining focus during a surgical
case. One of the nurses reported the observations to the charge nurse, who reported to the department



chief. The department chief spoke privately with the anesthesiologist, who denied any impairment. No
drug testing was performed, no report was filed with the medical board, and the anesthesiologist
continued to practice. Three months later, the anesthesiologist caused a patient injury during another
procedure and was found to have been diverting fentanyl. What institutional failure does this scenario
illustrate?

A. The department chief's failure to act on credible reports of physician impairment — by not requiring
drug testing, not reporting to the medical board, and allowing the physician to continue practicing —
represents an institutional failure to protect patient safety and a potential violation of mandatory
reporting obligations

B. The nursing staff should have reported directly to the state medical board rather than following the
institutional chain of command

C. The department chief appropriately gave the anesthesiologist the benefit of the doubt based on the
physician's denial of impairment

D. The hospital's human resources department should have been involved rather than the department
chief managing the situation

79. An LNC is reviewing a Medicare Set-Aside case in which the parties are negotiating the annual cost
allocation for physical therapy services. The claimant's treating physical therapist recommends ongoing
physical therapy two times per week to maintain functional mobility and prevent contractures following
a spinal cord injury. The defense argues that Medicare would not authorize ongoing maintenance
physical therapy at this frequency. Current Medicare guidelines under the Jimmo v. Sebelius settlement
clarify that Medicare covers skilled maintenance therapy when skilled services are required to maintain
function or prevent decline, even when no further improvement is expected. What is the appropriate
MSA approach?

A. Exclude all physical therapy costs because Medicare does not cover maintenance therapy under any
circumstances

B. Include physical therapy at the frequency recommended by the treating therapist for an initial six-
month period only

C. Include ongoing physical therapy at the recommended frequency, priced at Medicare rates, based on
the treating therapist's clinical recommendation and the Jimmo settlement's clarification that Medicare
covers skilled maintenance therapy when skilled services are required to maintain function or prevent
decline — the MSA should project these costs over the claimant's remaining life expectancy



D. Include physical therapy at a reduced frequency of once per month because Medicare typically limits
maintenance therapy

80. An LNC is evaluating a medical malpractice case involving a patient who developed a deep surgical
site infection following elective spinal fusion surgery. The operative report documents that the
procedure lasted 7.5 hours. Published evidence demonstrates that surgical duration exceeding 3—4 hours
is an independent risk factor for surgical site infection. The patient's preoperative records show the
surgeon estimated the procedure would take 3—4 hours. The LNC notes that the prolonged surgical time
may have been caused by an intraoperative complication (a dural tear requiring repair) and the surgeon's
decision to extend the fusion by one additional level beyond the preoperative plan. What should the
LNC evaluate?

A. The 7.5-hour operative time is within the acceptable range for complex spinal fusion procedures and
does not raise questions

B. The LNC should only evaluate the infection prevention measures taken during surgery and ignore the
prolonged operative time

C. The surgeon should be held liable for any surgical duration exceeding the preoperative estimate
regardless of the clinical reasons

D. Whether the intraoperative decisions that prolonged the surgery — specifically, extending the fusion
by an additional level beyond the preoperative plan — were clinically justified, and whether additional
infection prevention measures (such as re-dosing of prophylactic antibiotics, which is recommended for
procedures exceeding 3—4 hours) were implemented when the surgical duration extended beyond the
expected timeframe

81. An LNC is reviewing a personal injury case involving a 40-year-old construction worker who fell 20
feet from scaffolding and sustained a severe traumatic brain injury. The plaintiff has significant
cognitive deficits including impaired memory, reduced processing speed, poor executive function, and
behavioral dysregulation. He is unable to return to any form of employment. The defense argues that
neuropsychological testing is the only valid method for documenting cognitive deficits and that the
plaintiff's treating physicians' clinical observations are insufficient evidence. What should the LNC
evaluate regarding this defense argument?

A. The defense argument should be accepted because neuropsychological testing is the gold standard for
documenting all TBI-related deficits



B. Cognitive deficits from TBI can be documented through multiple sources — neuropsychological
testing provides standardized quantitative data, but clinical observations by treating physicians, therapy
progress notes, functional assessments, nursing observations, and reports from family members and
caregivers all contribute to the comprehensive picture of the plaintiff's cognitive functioning and should
be considered alongside formal testing

C. The plaintiff's family members' observations are the most important evidence of cognitive deficits
and should supersede testing

D. The plaintiff should refuse neuropsychological testing because the defense may use the results to
minimize the cognitive impairments

82. An LNC is analyzing a long-term care case involving a resident who was physically assaulted by
another resident with known aggressive behavior. The assaulted resident sustained facial fractures and a
traumatic brain injury. The LNC reviews the aggressive resident's records and finds multiple
documented episodes of physical aggression toward other residents and staff over the preceding six
months, care plan interventions for aggression that had not been updated after the last three incidents,
and no evidence that the facility conducted a safety assessment to determine whether the aggressive
resident could safely remain in the same unit as the other residents. What should the LNC identify as the
most significant institutional failure?

A. The aggressive resident's physician should have prescribed sedating medications to control the
aggressive behavior effectively

B. The assaulted resident's family members should have been warned about the presence of an
aggressive resident on the unit

C. The staffing levels on the unit should be analyzed to determine whether additional staff could have
prevented the assault event

D. The facility had documented knowledge of the aggressive resident's pattern of violence but failed to
implement adequate protective measures — the failure to update the care plan after repeated incidents,
combined with the failure to conduct a safety assessment regarding the aggressive resident's placement,
demonstrates institutional awareness of the risk without adequate institutional response

83. An LNC is evaluating a product liability case involving a blood glucose monitoring system that
consistently produced falsely low readings. A diabetic patient relied on the inaccurate readings and did
not administer appropriate insulin doses. The patient developed diabetic ketoacidosis requiring ICU
admission. The manufacturer subsequently recalled the monitoring system due to sensor calibration



errors affecting accuracy. What element of the product liability analysis connects the device defect to the
plaintiff's injury?

A. The manufacturer's recall of the device confirms the defect but does not establish causation for the
individual plaintiff

B. The plaintiff should have used a second, independent glucose monitoring system to verify all
readings from the primary device

C. The falsely low glucose readings caused the plaintiff to under-dose insulin, creating the causal chain
from device defect to hyperglycemia to ketoacidosis — the patient reasonably relied on the device's
accuracy for insulin dosing decisions, and the inaccurate readings directly caused the failure to
administer adequate insulin

D. The plaintiff's endocrinologist should have detected the inaccurate readings during routine office
visits and monitoring appointments

84. An LNC is reviewing a medical malpractice case involving a patient who presented to the
emergency department with acute onset of unilateral leg swelling, warmth, and pain. The D-dimer test
was elevated at 2,450 ng/mL (normal < 500 ng/mL). The emergency physician documented "positive D-
dimer" but did not order a lower extremity duplex ultrasound to evaluate for deep venous thrombosis.
The physician diagnosed cellulitis, prescribed antibiotics, and discharged the patient. Three days later,
the patient developed a massive pulmonary embolism and died. What should the LNC's standard of care
analysis focus on?

A. The D-dimer test is a screening test with limited specificity and should not be used as the sole basis
for diagnosing DVT

B. The emergency physician should have prescribed anticoagulation empirically while awaiting the
results of the duplex ultrasound

C. The emergency physician should have obtained a CT pulmonary angiogram rather than a duplex
ultrasound to evaluate for DVT

D. The significantly elevated D-dimer combined with the classic clinical presentation of DVT (unilateral
leg swelling, warmth, and pain) required definitive imaging evaluation with duplex ultrasound — the
failure to order confirmatory imaging when both the clinical presentation and the screening test
supported DVT is a departure from the diagnostic standard of care



85. An LNC is analyzing a workers' compensation case involving a healthcare worker who developed
latex allergy after years of wearing powdered latex gloves in the workplace. The worker initially
developed contact dermatitis on the hands, which progressed to urticaria, and eventually experienced a
near-fatal anaphylactic reaction during a surgical procedure when latex-containing surgical gloves were
used. The employer's workers' compensation insurer accepted the contact dermatitis claim but denied the
anaphylactic reaction, arguing it was a separate and unrelated medical event. What should the LNC's
analysis conclude?

A. The anaphylactic reaction should be treated as a separate, new claim requiring an independent
compensability determination

B. The development of latex allergy follows a well-documented clinical progression from contact
dermatitis to systemic sensitization to anaphylaxis — the anaphylactic reaction is a natural progression
of the accepted occupational latex allergy, not a separate unrelated condition, and should be covered as a
compensable consequence of the original work-related exposure

C. The healthcare worker should have switched to non-latex gloves after developing the contact
dermatitis to prevent further sensitization

D. The anaphylactic reaction should be filed as a product liability claim against the glove manufacturer
rather than a workers' comp claim

86. An LNC is evaluating a risk management case involving a hospital that uses a computerized
provider order entry (CPOE) system. A review of medication errors over the past year reveals that 40%
of the errors involved physicians selecting the wrong medication from a drop-down list — often
choosing a drug with a similar name or a drug that appeared adjacent to the intended drug on the
alphabetical list. The error type is known as a "pick-list error.” What risk management analysis should
the LNC perform?

A. The CPOE system should be evaluated for user interface design flaws that contribute to pick-list
errors — including whether look-alike drug names are visually differentiated (using tall-man lettering),
whether the drop-down lists include sufficient identifying information (dose form, strength, indication),
and whether confirmation screens require the prescriber to verify the selected medication before the
order is finalized

B. The physicians should be retrained on how to use the CPOE system correctly to select the intended
medication from the list

C. The CPOE system should be replaced with handwritten medication orders to eliminate the risk of
pick-list selection errors



D. The pharmacy should be held responsible for catching all pick-list errors before the medications
reach the patient

87. An LNC is developing a life care plan for a 20-year-old man who sustained a severe brachial plexus
injury (avulsion of C5-T1 nerve roots) in a motorcycle accident, resulting in a flail left upper extremity
with no motor or sensory function. Surgical nerve reconstruction and tendon transfers have been
performed but the arm remains functionally useless. The plaintiff has opted against amputation. When
projecting future care needs for this injury, what category of needs is most likely to be overlooked?

A. Orthopedic follow-up for the brachial plexus injury and any hardware-related complications from the
surgical reconstruction

B. Psychological services to address the adjustment to living with a functionally useless extremity and
body image disturbances

C. The secondary complications of a flail limb — including chronic shoulder subluxation requiring
support devices, lymphedema management from impaired lymphatic drainage, chronic neuropathic pain
management, skin care for the insensate limb to prevent unrecognized injuries and burns, and the risk of
accidental injury to the unprotected extremity — which require ongoing monitoring, treatment, and
protective equipment throughout the plaintiff's lifetime

D. Occupational therapy to retrain the plaintiff to perform all activities of daily living using only the
uninjured right upper extremity

88. An LNC is analyzing a medical malpractice case in which a patient developed an adverse reaction to
a blood transfusion. The patient had a history of multiple prior transfusions and had developed clinically
significant red blood cell antibodies (anti-Kell and anti-Duffy). These antibodies were documented in
the blood bank records from a hospitalization two years earlier. When the patient was admitted to a
different hospital for elective surgery, the new hospital's blood bank did not obtain or review the
patient's transfusion history from the prior institution. A crossmatch was performed using only the
current type-and-screen, which did not detect the known antibodies because the screening cells did not
express the relevant antigens. The patient received incompatible blood and developed a delayed
hemolytic transfusion reaction. What is the primary systems failure?

A. The patient should have informed the new hospital about the previously identified antibodies in the
blood bank records



B. The blood bank's screening cell panel was deficient because it did not express all clinically significant
antigens for detection

C. The crossmatch procedure at the new hospital was performed incorrectly by the blood bank
technologist

D. The failure to obtain the patient's transfusion history — including known clinically significant
antibodies — from the prior institution before the crossmatch represents a systems failure in the blood
bank's pre-transfusion testing protocol that allowed an incompatible unit to be released for transfusion

89. An LNC is evaluating a personal injury case involving a 62-year-old woman who was injured in a
supermarket when a heavy item fell from an overhead shelf and struck her on the head and shoulder.
The plaintiff sustained a mild traumatic brain injury (concussion) and a left rotator cuff tear. The
plaintiff was not wearing head protection (nor was she expected to). The supermarket argues that the
plaintiff's pre-existing cervical spondylosis contributed to the rotator cuff tear. The LNC reviews the
plaintiff's medical records, which show no prior shoulder complaints and no prior rotator cuff pathology
on any imaging. What should the LNC's causation analysis address?

A. Whether the cervical spondylosis could have caused the rotator cuff tear without any traumatic
mechanism being involved

B. The mechanism of injury — a heavy object striking the plaintiff's shoulder — is biomechanically
consistent with an acute rotator cuff tear, and the absence of any pre-injury shoulder symptoms or
rotator cuff pathology on prior imaging supports the conclusion that the tear was caused by the incident
rather than pre-existing degeneration

C. Whether the plaintiff should have been wearing a hard hat while shopping in the supermarket to
protect against falling objects

D. Whether the plaintiff's age of 62 makes rotator cuff degeneration the more likely cause regardless of
the traumatic incident

90. An LNC is reviewing a regulatory compliance case involving a physician who has been excluded
from participation in Medicare and Medicaid by the OIG. After the exclusion, a hospital unknowingly
hired the physician as a hospitalist. The hospital did not check the OIG's List of Excluded
Individuals/Entities (LEIE) before hiring. The physician treated Medicare patients for six months before
the exclusion was discovered. What are the regulatory implications for the hospital?



A. The hospital faces potential civil monetary penalties for employing an excluded individual and may
be required to refund all Medicare payments for services rendered by the excluded physician during the
six-month period — the failure to check the LEIE before hiring represents a compliance program
deficiency

B. The hospital has no liability because it was unaware of the physician's exclusion status at the time of
the hiring decision

C. Only the excluded physician is liable for the Medicare billing that occurred during the six-month
employment period

D. The hospital should immediately terminate the physician but faces no financial liability for the past
six months of employment

91. An LNC is analyzing a medical malpractice case involving a radiologist who misread a mammogram
as negative when a suspicious density was clearly visible on the image. An independent radiology
review by the plaintiff's expert identifies the density as a Breast Imaging Reporting and Data System
(BI-RADS) 4 finding (suspicious for malignancy) that should have prompted biopsy recommendation.
The patient was not recalled for additional imaging or biopsy and was diagnosed with Stage I11A breast
cancer 16 months later. The defense argues the density was subtle and could reasonably be interpreted as
benign. What evidence would be most helpful for the LNC's analysis?

A. The patient's family history of breast cancer, which would have increased the radiologist's index of
suspicion for malignancy

B. The radiologist's workload on the day the mammogram was read, which might explain the missed
finding due to fatigue

C. A comparison with the plaintiff's prior mammograms to determine whether the density was new,
growing, or previously present and stable — this comparison would objectively demonstrate whether the
finding represented a change that should have triggered further evaluation under the standard of care for
mammographic interpretation

D. The radiologist's board certification status and years of experience reading mammographic studies in
clinical practice

92. An LNC is evaluating a workers' compensation case in which a 38-year-old registered nurse
developed chronic lateral epicondylitis and de Quervain's tenosynovitis in her dominant right arm after
three years of performing repetitive patient lifting, medication preparation, and documentation tasks.
The IME physician concluded the conditions are unrelated to work because “these conditions commonly



occur in the general population.” The LNC reviews the published occupational health literature. What is
the most appropriate clinical analysis?

A. The IME physician's conclusion should be accepted because lateral epicondylitis and de Quervain's
tenosynovitis are common in the general population

B. The LNC should recommend the nurse undergo electrodiagnostic testing to confirm the diagnoses
before evaluating causation

C. The nurse's recreational tennis playing is the most likely cause of the lateral epicondylitis rather than
the occupational activities

D. The fact that conditions occur in the general population does not preclude occupational causation —
the LNC should evaluate whether the nurse's specific job demands (repetitive forceful gripping during
patient handling, repetitive thumb opposition during medication preparation, sustained wrist postures
during documentation) match the biomechanical risk factors identified in the occupational health
literature for these specific conditions

93. An LNC is reviewing a case involving the credentialing of a physician at a hospital. The physician
applied for surgical privileges at a new hospital. The credentialing file shows the hospital verified the
physician's medical license, board certification, and medical school graduation but did not query the
National Practitioner Data Bank (NPDB) as required by federal law. The NPDB contained two
malpractice settlements and a prior privilege restriction at another hospital. The physician subsequently
caused a patient injury through negligent surgical technique. What theory of liability applies to the
hospital?

A. The hospital has no liability because the physician's medical license and board certification were
current and valid at the time

B. Corporate negligence for negligent credentialing — the hospital's failure to query the NPDB (a
federal requirement for credentialing decisions) deprived the credentialing committee of information
about the physician's malpractice history and prior privilege restrictions that would have been material
to the privileging decision

C. Respondeat superior is the only applicable theory because the physician was acting within the scope
of employment

D. The prior malpractice settlements do not necessarily indicate the physician is incompetent and would
not have affected the privileging decision



94. An LNC is evaluating a medical malpractice case involving a failure to diagnose a pulmonary
embolism in a postpartum patient. The patient, a 32-year-old woman, delivered a healthy infant via
cesarean section. On postoperative day three, she developed acute shortness of breath, pleuritic chest
pain, tachycardia, and oxygen desaturation to 88% on room air. The obstetric nurse documented these
findings and notified the obstetrician, who ordered supplemental oxygen and a chest X-ray. The chest X-
ray was read as "normal.” No further workup was performed — no CT pulmonary angiography, no D-
dimer, and no lower extremity duplex. The patient's symptoms persisted for two days until she collapsed
and was found to have bilateral pulmonary emboli. What clinical factors should have heightened the
index of suspicion for PE?

A. The combination of acute dyspnea, pleuritic chest pain, tachycardia, and hypoxemia occurring on
postoperative day three after cesarean section — in a patient with at least three VTE risk factors
(postpartum state, cesarean delivery, and immobility) — required evaluation for pulmonary embolism as
a high-priority differential diagnosis, and a normal chest X-ray does not exclude PE

B. The chest X-ray should have been the definitive diagnostic study and a normal result appropriately
excluded pulmonary embolism

C. The obstetrician should have consulted a pulmonologist before ordering any diagnostic studies for the
respiratory symptoms

D. The symptoms were most likely caused by post-cesarean atelectasis, which is a more common cause
of respiratory symptoms

95. An LNC is reviewing a life care plan prepared by the opposing side's expert in a personal injury
case. The plan projects attendant care at four hours per day for a plaintiff with a complete T10 spinal
cord injury who has full upper extremity function. Published life care planning guidelines for complete
T10 paraplegia typically project 4-8 hours of attendant care per day depending on the individual's
functional abilities. The LNC's independent functional assessment reveals the plaintiff requires
assistance with lower body dressing, bathing, bowel and bladder management, household tasks, and
community access. What should the LNC conclude about the opposing plan's attendant care projection?

A. The four-hour projection is reasonable because the plaintiff has full upper extremity function and
significant independence potential

B. The four-hour projection should be accepted because it falls within the lower end of the published
guideline range

C. The opposing plan's attendant care projection of four hours per day may be inadequate based on the
LNC's functional assessment showing the plaintiff requires assistance with multiple ADLS, household



tasks, and community access — the LNC should prepare a detailed analysis comparing the plaintiff's
assessed functional needs against the projected care hours, using the published guidelines as a reference
framework

D. The LNC should defer to the opposing life care planner's projection because both experts are
qualified professionals

96. An LNC is analyzing a healthcare fraud case involving a pharmacy that participated in a kickback
scheme with a pain management clinic. The clinic referred patients to the pharmacy for compounded
topical pain creams. The pharmacy paid the clinic $50 for each prescription referral. The compounded
creams were billed to insurance companies at prices ranging from $5,000 to $15,000 per prescription.
An audit revealed that many of the compounded prescriptions contained ingredients available in
commercially manufactured products at a fraction of the cost, and the clinical documentation did not
establish medical necessity for the compounded formulations. What federal statutes are implicated?

A. Only the Anti-Kickback Statute, because the $50 per-referral payments constitute illegal
remuneration for prescription referrals

B. Only the False Claims Act, because the pharmacy billed excessive amounts for medications that were
not medically necessary

C. Only the Stark Law, because the referral arrangement creates a prohibited financial relationship
between the clinic and the pharmacy

D. Both the Anti-Kickback Statute (the $50 per-referral payments constitute illegal remuneration) and
the False Claims Act (billing insurance for medically unnecessary compounded medications at inflated
prices constitutes submission of false claims), and potentially state pharmacy practice act violations

97. An LNC is reviewing a medical malpractice case involving a patient who underwent a wrong-level
spinal surgery. The surgeon performed a lumbar laminectomy at L3-L4 instead of the intended level of
L4-L5 identified on the preoperative MRI and surgical consent. The patient required a second surgery at
the correct level, and the unnecessary surgery at L3-L4 caused additional tissue damage and prolonged
recovery. The operative report from the wrong-level surgery documents that the surgeon "confirmed the
level with intraoperative fluoroscopy.” What should the LNC evaluate?

A. Whether the preoperative MRI was correctly labeled and interpreted by the radiologist before the
surgical procedure



B. The surgeon's documentation of confirming the level with fluoroscopy either reflects an inaccurate
fluoroscopic interpretation or a false documentation entry — the objective fact that the wrong level was
operated on contradicts the claim that the level was correctly confirmed, and the LNC should evaluate
whether the hospital's surgical safety protocol (including site marking, time-out, and intraoperative
verification) was properly followed

C. Whether the patient contributed to the error by failing to mark the surgical site before entering the
operating room

D. Whether the wrong-level surgery caused any permanent damage beyond the unnecessary tissue
disruption at the L3-L4 level

98. An LNC is evaluating a long-term care case in which a nursing home resident with documented
chronic constipation developed a fecal impaction that led to bowel obstruction, bowel perforation,
peritonitis, and death. The nursing documentation shows that the resident had no documented bowel
movement for 12 consecutive days. The care plan includes a bowel management protocol specifying
daily documentation of bowel movements and a step-wise intervention protocol (increased fluids, fiber
supplementation, stool softeners, laxatives, enema) when no bowel movement occurs for three
consecutive days. The nursing flow sheets show bowel movement documentation was blank (not
"absent" — simply blank) for the entire 12-day period, and none of the step-wise interventions were
initiated. What does this evidence demonstrate?

A. The resident's chronic constipation made fecal impaction an unavoidable complication regardless of
the nursing interventions

B. The blank bowel documentation suggests that bowel movements were not monitored at all for 12
days — the staff did not assess or document bowel status, did not recognize the absence of bowel
movements, and did not initiate the step-wise intervention protocol specified in the care plan, allowing a
treatable condition to progress to a fatal complication

C. The attending physician should have prescribed more aggressive bowel medications from the time of
the resident's admission

D. The dietary department should have provided a higher-fiber diet to prevent constipation in this
chronically constipated resident

99. An LNC is reviewing a medical malpractice case involving a patient who was admitted to the
hospital for elective knee replacement surgery. The patient had a known history of obstructive sleep
apnea (OSA) treated with home CPAP. The surgeon prescribed postoperative opioid analgesia but did
not order CPAP at night, continuous pulse oximetry, or enhanced respiratory monitoring despite the



documented OSA diagnosis. On the second postoperative night, the patient was found unresponsive with
an oxygen saturation of 62%. The patient was resuscitated but sustained hypoxic brain injury. Current
surgical and anesthesia guidelines identify OSA patients receiving opioids as high-risk for postoperative
respiratory depression and recommend CPAP continuation, enhanced monitoring, and opioid-sparing
analgesic strategies. What should the LNC identify as the central standard of care failure?

A. The anesthesiologist should have refused to provide anesthesia for the surgery given the patient's
OSA diagnosis

B. The patient should have brought his home CPAP machine to the hospital and used it without a
physician order at night

C. The failure to implement enhanced respiratory monitoring, continue CPAP therapy, and consider
opioid-sparing analgesic strategies in a patient with known OSA receiving postoperative opioids —
when current guidelines specifically identify this combination as high-risk for respiratory depression —
represents a deviation from the standard of care that directly resulted in the preventable hypoxic event

D. The nursing staff should have independently initiated CPAP therapy without a physician order based
on their assessment

100. An LNC is analyzing a Medicare Set-Aside case involving a 69-year-old Medicare beneficiary
settling a personal injury claim. The claimant sustained a traumatic brain injury with resulting cognitive
impairments and a seizure disorder. The MSA must project future injury-related Medicare-covered
medical expenses. The defense argues that the claimant's pre-existing hypertension and diabetes
medications should be included in the MSA to inflate the set-aside amount and reduce the plaintiff's net
recovery from the settlement. What is the correct MSA treatment of these pre-existing condition
medications?

A. All of the claimant's medications should be included in the MSA regardless of whether they are
related to the injury

B. The defense argument should be accepted because all of the claimant's medications contribute to the
overall health management

C. The claimant's medications for pre-existing conditions should be split proportionally between the
MSA and the claimant's personal responsibility

D. The hypertension and diabetes medications should be excluded from the MSA because they are for
pre-existing conditions unrelated to the traumatic brain injury — the MSA includes only medications



that are related to the compensable injury, and medications for unrelated pre-existing conditions remain
the claimant's personal responsibility under Medicare

101. An LNC is reviewing a medical malpractice case involving a 49-year-old woman who presented to
an urgent care clinic with a two-week history of progressive fatigue, pallor, and shortness of breath on
exertion. The physician ordered a complete blood count, which revealed a hemoglobin of 5.8 g/dL
(critically low). The physician documented the result, prescribed oral iron supplements, and instructed
the patient to follow up with her primary care physician in two weeks. The patient collapsed at home
three days later and was admitted to the hospital requiring an emergency blood transfusion and 1CU
stay. What is the most critical standard of care failure?

A. The physician should have prescribed intravenous iron infusion rather than oral iron supplements for
this level of anemia

B. A hemoglobin of 5.8 g/dL is a life-threatening emergency requiring immediate evaluation for the
cause and likely transfusion — discharging the patient on oral iron with a two-week follow-up
represents a dangerous delay in treatment

C. The physician should have ordered a reticulocyte count to determine whether the anemia was due to
blood loss or bone marrow failure

D. The physician should have referred the patient directly to a hematologist rather than sending her to
the primary care physician

102. An LNC is analyzing a long-term care case in which a nursing home resident with documented
osteoporosis and a history of vertebral compression fractures fell while being transferred by a certified
nursing assistant. The CNA attempted to transfer the resident from the wheelchair to the bed without
using a mechanical lift, despite a care plan order specifying "mechanical lift for all transfers." The
resident sustained a femoral neck fracture. The CNA stated she did not use the lift because "it takes too
long to set up and | had nine other residents to get to bed." What does this scenario most directly
illustrate?

A. The CNA's failure to use the mechanical lift as specified in the care plan — caused by the facility's
inadequate staffing that created time pressure forcing the aide to take unsafe shortcuts — demonstrates
the intersection of individual care failure and institutional staffing deficiency that is characteristic of
long-term care negligence claims



B. The CNA should be solely responsible for the injury because the care plan clearly required a
mechanical lift for transfers

C. The physician should have ordered a Hoyer lift specifically by brand name rather than a generic
mechanical lift order

D. The resident's osteoporosis made fractures inevitable regardless of the transfer method used by the
nursing assistant

103. An LNC is evaluating a product liability case involving a patient who suffered burns from a
surgical electrocautery device. During an abdominal procedure, the electrocautery return electrode
(grounding pad) partially detached from the patient's skin, concentrating the electrical current at the
remaining contact point and producing a full-thickness burn at the pad site. The manufacturer's
instructions require verification of complete pad adhesion before activating the device and continuous
monitoring of pad contact during the procedure. The circulating nurse did not verify pad adhesion after
positioning the patient and did not check the pad throughout the three-hour procedure. Who bears
potential liability?

A. Only the manufacturer, because the grounding pad should have been designed to shut off
automatically if adhesion was compromised

B. Only the surgeon, because the surgeon has ultimate responsibility for everything that occurs during
the surgical procedure

C. Both the manufacturer (if the pad design lacked adequate safety features to detect or prevent partial
detachment) and the circulating nurse (who failed to verify and monitor pad adhesion as required by
both the manufacturer's instructions and the standard of care for intraoperative electrosurgical safety)

D. Only the circulating nurse, because the pad functioned as designed and the burn resulted solely from
nursing monitoring failure

104. An LNC is reviewing a workers' compensation case involving a 33-year-old paramedic who
developed bilateral shoulder impingement syndrome and bilateral rotator cuff tendinopathy after four
years of performing patient lifts, stretcher loading into ambulances, and chest compressions during
cardiac arrests. The employer's IME physician concluded the conditions are "constitutional” and
unrelated to work. The LNC reviews the job analysis documenting that the paramedic performs an
average of 8-12 patient lifts per shift, frequently lifting patients from ground level to stretcher height,
with many lifts requiring overhead reaching to load stretchers into elevated ambulance compartments.
What should the LNC evaluate?



A. The IME physician's conclusion should be accepted because bilateral shoulder pathology suggests a
constitutional predisposition

B. The paramedic's recreational activities should be investigated as the primary source of the bilateral
shoulder pathology

C. The paramedic should undergo electrodiagnostic testing to confirm the tendinopathy diagnosis before
causation is evaluated

D. Whether the specific biomechanical demands of paramedicine — repetitive overhead loading,
forceful lifting from ground level to stretcher height, and the physical demands of chest compressions —
are consistent with the occupational risk factors established in the literature for shoulder impingement
and rotator cuff tendinopathy

105. An LNC is analyzing a medical malpractice case in which a 30-year-old woman underwent elective
rhinoplasty under general anesthesia. During emergence from anesthesia, the patient vomited and
aspirated gastric contents. She developed aspiration pneumonitis progressing to acute respiratory distress
syndrome (ARDS), requiring 18 days of mechanical ventilation and a tracheostomy. The preoperative
assessment documented that the patient ate a full meal two hours before the scheduled surgery time. The
standard of care for elective surgery requires a minimum fasting period of 6-8 hours for solid food.
What should the LNC identify as the primary breach?

A. The anesthesiologist should have used regional anesthesia instead of general anesthesia for this
elective rhinoplasty procedure

B. The surgery should have been cancelled or postponed when the preoperative assessment revealed the
patient had eaten only two hours before the scheduled procedure — proceeding with elective general
anesthesia in a patient who had not met the required fasting period is a deviation from the standard of
care that created a foreseeable aspiration risk

C. The post-anesthesia care unit nurse should have positioned the patient in a lateral recovery position
during emergence

D. The surgeon should have prescribed a proton pump inhibitor preoperatively to reduce gastric acid
volume before the surgery

106. An LNC is evaluating a personal injury case involving a 58-year-old man who was struck by a
vehicle while crossing the street in a marked crosswalk. The plaintiff sustained a traumatic brain injury
with frontal lobe contusions documented on CT scan, bilateral wrist fractures from bracing against the
impact, and a left tibial plateau fracture. Following acute care and rehabilitation, the plaintiff has



residual executive function deficits confirmed by neuropsychological testing, chronic left knee pain with
limited range of motion, and bilateral wrist pain limiting grip strength. The plaintiff was a self-employed
contractor earning $120,000 annually before the accident. He has been unable to manage his business
since the injury. What is the most important clinical consideration for the damages analysis?

A. The combination of cognitive deficits (impairing business management capacity) and physical
impairments (limiting manual construction work) creates a synergistic vocational disability that is
greater than either impairment alone — the plaintiff has lost both the cognitive capacity to manage the
business and the physical capacity to perform the manual work, and the damages analysis must reflect
this compounding effect

B. The plaintiff's self-employment income is inherently variable and should be discounted when
projecting lost earning capacity

C. The bilateral wrist fractures are the most significant injury because grip strength is essential for
construction work

D. The executive function deficits will likely resolve within two years and should not be projected as
permanent impairments

107. An LNC is reviewing a toxic tort case involving workers at a semiconductor manufacturing facility
who were exposed to glycol ethers during chip fabrication processes. Several female workers
experienced spontaneous abortions during the first trimester of pregnancy. Epidemiological studies of
semiconductor workers have consistently shown elevated rates of spontaneous abortion associated with
glycol ether exposure, with relative risks ranging from 1.5 to 3.0 across multiple studies. The defense
argues that first-trimester spontaneous abortion is common in the general population (occurring in
approximately 15-20% of recognized pregnancies) and the plaintiffs’ miscarriages may be coincidental.
What is the most appropriate causation analysis approach?

A. The general population rate of spontaneous abortion is so high that occupational causation can never
be established

B. The defense argument should be rejected entirely because the epidemiological evidence conclusively
proves each plaintiff's miscarriage was caused by glycol ether exposure

C. The consistently elevated relative risks across multiple studies support general causation, and specific
causation for each plaintiff requires individual analysis of her glycol ether exposure levels, timing of
exposure relative to conception and pregnancy loss, exposure duration, and exclusion of individual risk
factors such as age, prior pregnancy history, and medical conditions



D. The plaintiffs should pursue medical malpractice claims against their obstetricians for failing to
advise them about workplace chemical hazards

108. An LNC is analyzing a medical malpractice case involving a patient who developed a spinal
epidural hematoma following an epidural steroid injection performed for chronic low back pain. The
patient was taking warfarin for a mechanical heart valve. The interventional pain physician did not
check the patient's INR before performing the procedure and did not instruct the patient to discontinue
warfarin before the injection. Clinical guidelines recommend discontinuing warfarin and verifying a
normalized INR before performing epidural procedures due to the risk of epidural hematoma. The
patient developed progressive lower extremity weakness within hours of the injection, and an emergent
MRI revealed a large epidural hematoma causing spinal cord compression. Emergency decompression
was performed but the patient has residual incomplete paraparesis. What is the most straightforward
breach analysis?

A. The pain physician should have consulted with the patient's cardiologist before performing any spinal
procedure

B. The epidural steroid injection was not medically necessary and should not have been performed
regardless of anticoagulation status

C. The patient should have independently discontinued warfarin before the procedure based on general
knowledge about blood thinners

D. Performing an epidural procedure on a patient taking warfarin without verifying a normalized INR —
when guidelines specifically contraindicate neuraxial procedures in anticoagulated patients — is a clear
and unambiguous deviation from the standard of care

109. An LNC is reviewing a long-term care case in which a 73-year-old resident with type 2 diabetes,
peripheral neuropathy, and below-knee amputation of the left leg developed a deep ulcer on the right
heel that progressed to osteomyelitis and eventually required a right below-knee amputation. The LNC
reviews the nursing documentation and finds that foot inspections for the remaining right foot were
documented sporadically — approximately once every two to three weeks — despite a care plan
specifying daily foot inspection for the intact limb. The wound was first documented in a nursing note as
a "small blister" and was not reported to the physician for seven days, during which it evolved into a
deep infected ulcer. What cascade of failures does this case demonstrate?

A. The attending physician should have ordered prophylactic antibiotics to prevent infection in the
diabetic foot wound



B. The failure to perform daily foot inspections as care-planned allowed the wound to develop
undetected, and the seven-day delay in reporting the wound to the physician allowed it to progress from
a treatable blister to an infected deep ulcer requiring amputation — this cascade of monitoring failure
followed by communication failure demonstrates how sequential nursing care lapses produce
catastrophic cumulative outcomes in high-risk patients

C. The resident's diabetes made the amputation inevitable regardless of the nursing monitoring
frequency provided

D. The physical therapy department should have been responsible for foot inspections rather than the
nursing staff

110. An LNC is evaluating a risk management case involving a hospital that implemented a rapid
response team (RRT) system two years ago. Data analysis reveals that the RRT is activated an average
of 4 times per month in a 300-bed hospital. Published benchmarks suggest 25-30 activations per 1,000
patient discharges per month for hospitals with effective RRT systems. The hospital's activation rate is
well below this benchmark. Additionally, the hospital's rate of cardiac arrests outside the ICU has not
decreased since the RRT was implemented, contrary to the expected reduction. What does this data
pattern most likely indicate?

A. The low RRT activation rate combined with an unchanged cardiac arrest rate suggests the RRT
system is underutilized — nursing staff are not activating the team when patients meet the activation
criteria, meaning deteriorating patients are not receiving the early intervention the system was designed
to provide

B. The hospital's patient population is healthier than the benchmark population, resulting in fewer
patients who meet RRT criteria

C. The RRT team composition should be changed to include more experienced physicians to improve
the quality of responses

D. The RRT activation criteria are appropriately set and the low activation rate reflects proper clinical
judgment by nursing staff

111. An LNC is analyzing a pharmaceutical product liability case involving a patient who developed
rhabdomyolysis after being prescribed a high dose of a statin medication concomitantly with a fibrate
medication. The drug interaction between statins and fibrates — which increases the risk of myopathy
and rhabdomyolysis — is well-documented in the medical literature and in both medications’ FDA-
approved labeling. The patient's primary care physician prescribed both medications at their maximum
doses simultaneously without monitoring creatine kinase (CK) levels. The patient developed severe



muscle pain, dark urine, and a CK level of 35,000 U/L (normal < 200 U/L) and required hospitalization
for 1V hydration and kidney protection. What liability analysis should the LNC focus on?

A. The statin manufacturer is liable because the statin should have been designed to avoid interaction
with fibrate medications

B. The fibrate manufacturer is liable because the fibrate should have included a contraindication against
use with any statin drug

C. The prescribing physician's failure to recognize the well-documented drug interaction, to avoid
maximum doses of both agents simultaneously, and to implement CK monitoring constitutes prescribing
negligence — the drug interaction and its risks were documented in both medications' labeling, and the
physician's failure to heed these warnings is a breach of the prescribing standard of care

D. The patient is responsible for the adverse outcome because the patient should have researched
potential drug interactions independently

112. An LNC is reviewing a case involving a hospital that failed to comply with the Emergency Medical
Treatment and Labor Act (EMTALA). A 42-year-old man presented to the emergency department with
crushing chest pain, diaphoresis, and shortness of breath. The triage nurse asked about the patient's
insurance status, and upon learning the patient was uninsured, directed him to a community health clinic
three miles away. The patient suffered a cardiac arrest in the parking lot of the community health clinic
and died. What EMTALA violation occurred?

A. The triage nurse should have contacted the patient's primary care physician before making any
disposition decision

B. The hospital should have provided the patient with ambulance transport to the community health
clinic for continuity of care

C. The community health clinic should have been equipped with cardiac monitoring capabilities for
walk-in patients with chest pain

D. EMTALA requires hospitals with emergency departments to provide a medical screening
examination and stabilizing treatment to any person who presents with an emergency medical condition,
regardless of insurance status or ability to pay — directing the patient away without a screening exam or
treatment violated this federal requirement



113. An LNC is evaluating a personal injury case involving a 45-year-old woman who was injured when
the elevator in her apartment building suddenly dropped three floors before the emergency brakes
engaged. The plaintiff was thrown to the floor and sustained a compression fracture of the L1 vertebra
and bilateral ankle sprains. She has undergone conservative management with bracing and physical
therapy. At nine months post-injury, she continues to report severe anxiety about entering elevators and
avoids them entirely, instead climbing six flights of stairs to her apartment daily despite her residual
back pain. A psychiatrist has diagnosed elevator-specific phobia and generalized anxiety disorder, both
attributable to the elevator incident. What category of damages does the anxiety and phobia represent?

A. The anxiety and phobia are not compensable because they are psychological conditions rather than
physical injuries from the fall

B. The elevator-specific phobia and anxiety disorder represent compensable non-economic damages
(emotional distress and loss of enjoyment of life) that are separate from and in addition to the physical
injury damages

C. The psychological conditions should only be compensable if the plaintiff was previously diagnosed
with an anxiety disorder

D. The plaintiff's decision to use the stairs is a voluntary choice that mitigates the practical impact of the
elevator phobia

114. An LNC is analyzing a medical malpractice case involving a delay in diagnosing Fournier's
gangrene — necrotizing fasciitis of the perineal and genital region — in a 62-year-old diabetic male.
The patient presented to the emergency department with perineal pain, swelling, and low-grade fever.
The physician documented "perianal abscess" and prescribed oral antibiotics with outpatient follow-up.
The patient returned 36 hours later with extensive perineal and scrotal necrosis, septic shock, and
required emergent radical debridement with colostomy and prolonged ICU stay. What clinical factors at
the initial presentation should have raised concern for necrotizing fasciitis?

A. The combination of perineal pain with swelling in a diabetic patient (immunocompromised host) with
systemic signs (fever) should have raised suspicion for Fournier's gangrene — a surgical emergency —
rather than a simple abscess, particularly given the anatomic location and the patient's diabetes as a
major risk factor for this life-threatening condition

B. The low-grade fever indicated a minor infection that was appropriately treated with oral antibiotics
and outpatient follow-up

C. The physician correctly diagnosed a perianal abscess, which is the most common cause of perineal
pain and swelling



D. Fournier's gangrene is so rare that it is unreasonable to expect an emergency physician to include it in
the differential

115. An LNC is reviewing a regulatory compliance case involving a hospital pharmacy that compounds
sterile medications. A state board of pharmacy inspection identified the following deficiencies: the
cleanroom air quality did not meet USP 797 standards for particulate counts, pharmacy technicians
performing sterile compounding did not have current competency assessments on file, the beyond-use
dating assigned to compounded sterile preparations exceeded USP 797 limits for the facility's
environmental conditions, and quality assurance testing of compounded preparations was not performed.
Six patients developed bloodstream infections traced to contaminated 1V compounded medications
prepared by this pharmacy. What is the regulatory and legal significance of these findings?

A. USP 797 standards are advisory guidelines and do not create enforceable regulatory obligations for
hospital pharmacies

B. The infections were likely caused by the patients' underlying conditions rather than the pharmacy's
compounding practices

C. The multiple USP 797 deficiencies represent systemic noncompliance with sterile compounding
standards, and the temporal association between the deficient practices and the patient infections
supports a causal connection between the compounding failures and the contaminated medications that
produced the bloodstream infections

D. The pharmacy director bears sole individual responsibility and the hospital institution cannot be held
liable for pharmacy practices

116. An LNC is evaluating a medical malpractice case involving a patient who underwent total hip
arthroplasty and developed a postoperative sciatic nerve palsy resulting in foot drop. The operative
report documents that the surgical approach required significant retraction of surrounding tissues and
notes "tension on the sciatic nerve was noted during acetabular preparation."” The surgeon did not
modify the surgical approach after noting the nerve tension, did not reposition the extremity to reduce
stretch on the nerve, and did not use intraoperative nerve monitoring. Postoperatively, the patient had
immediate foot drop and absent ankle reflexes. What should the LNC's standard of care analysis
address?

A. Sciatic nerve palsy is a recognized complication of hip arthroplasty that occurs even with perfect
surgical technique in all cases



B. The patient should have been warned about the risk of nerve injury and the signed consent form
should resolve the malpractice claim

C. The operating room staff should have independently recognized the nerve was being stretched and
intervened without surgeon direction

D. Whether the surgeon's failure to modify the approach after noting nerve tension — by repositioning
the limb, adjusting retraction, or employing nerve monitoring — deviated from the standard of care for
protecting the sciatic nerve during hip arthroplasty, and whether these intraoperative modifications could
have prevented the nerve injury

117. An LNC is reviewing a workers' compensation case in which a 40-year-old correctional officer
claims post-traumatic stress disorder from witnessing a violent inmate-on-inmate stabbing in which one
inmate died. The officer intervened to stop the attack and was covered in the dying inmate's blood. The
officer has since been diagnosed with PTSD by a psychiatrist, with symptoms including nightmares,
hypervigilance, emotional numbing, and avoidance of the housing unit where the incident occurred. The
employer's insurer argues that witnessing violence is an expected part of the correctional officer's job
and therefore cannot cause a compensable psychiatric injury. What is the most important factor in the
compensability analysis?

A. The officer's prior mental health history should be evaluated to determine whether the PTSD
symptoms existed before the incident

B. Whether the specific incident — witnessing a fatal stabbing and being covered in the dying inmate's
blood — constitutes an event that is extraordinary and unusual compared to the normal conditions of the
officer's employment, as required by the applicable state workers' compensation standard for mental-
mental claims

C. The officer should have been provided with critical incident stress debriefing immediately after the
event to prevent PTSD

D. The officer's years of experience should determine whether the incident qualifies as extraordinary for
someone in this profession

118. An LNC is analyzing a medical malpractice case involving a patient who developed a pressure
ulcer on the occiput (back of the head) during a 14-hour surgery. The patient was positioned supine on
the operating table with a standard foam pillow under the head. The operative record contains no
documentation of intraoperative repositioning of the head, no skin assessment during the procedure, and
no use of specialized pressure-relieving headrest devices. The patient developed a Stage 3 occipital



pressure ulcer that required surgical debridement and skin grafting, resulting in permanent alopecia at
the site. What standard of care issue should the LNC identify?

A. The intraoperative failure to implement pressure injury prevention measures — including use of a
specialized pressure-relieving headrest, periodic repositioning or microshifts of the head, and skin
assessment — during a 14-hour surgical procedure deviates from the standard of care for perioperative
pressure injury prevention, which requires heightened vigilance for procedures of extended duration

B. Pressure ulcers during long surgical procedures are unavoidable complications that cannot be
prevented through any intervention

C. The surgeon is solely responsible for all intraoperative complications including pressure injuries that
develop during the procedure

D. The patient should have informed the surgical team about sensitivity to pressure on the back of the
head before the procedure

119. An LNC is evaluating a Medicare Set-Aside case in which the claimant, a 70-year-old Medicare
beneficiary, is settling a workers' compensation claim for a lumbar spine injury. The claimant has
undergone a lumbar fusion and requires ongoing pain management. The treating pain specialist has
prescribed a spinal cord stimulator trial, with plans for permanent implantation if the trial is successful.
The defense argues the spinal cord stimulator should be excluded from the MSA because the trial has
not yet been performed and the permanent implant is therefore speculative. What is the most appropriate
analysis?

A. The spinal cord stimulator should be excluded because no medical procedure should be included in
an MSA until it has been completed

B. The defense argument should be accepted because the outcome of the trial is unknown and the
permanent implant may never occur

C. The MSA should include the cost of the spinal cord stimulator trial and, contingent on a successful
trial, the projected cost of permanent implantation, replacement every 7-10 years, programming Visits,
and battery replacements — the treating physician's documented clinical recommendation provides
sufficient basis for including the trial and the conditional permanent implant as projected future injury-
related medical needs

D. The MSA should include only the trial cost and exclude all permanent implant costs until after the
trial demonstrates efficacy



120. An LNC is reviewing a medical malpractice case involving a 36-year-old woman who presented to
her gynecologist with abnormal uterine bleeding. The gynecologist performed an endometrial biopsy,
which returned a result of "complex atypical endometrial hyperplasia.” The standard of care for complex
atypical hyperplasia includes referral to a gynecologic oncologist for further evaluation, as this condition
carries a significant risk of concurrent or subsequent endometrial cancer. The gynecologist initiated
hormonal therapy without referral and without discussing the cancer risk with the patient. Fourteen
months later, the patient was diagnosed with Grade 2 endometrial adenocarcinoma that had invaded the
myometrium and required total hysterectomy, lymph node dissection, and adjuvant chemotherapy. At
the time of the initial biopsy result, the cancer — if present — would likely have been at an earlier stage
requiring less aggressive treatment. What should the LNC's analysis focus on?

A. Whether the hormonal therapy prescribed was an appropriate treatment for complex atypical
hyperplasia in some clinical contexts

B. The gynecologist's failure to refer the patient to a gynecologic oncologist for a condition with known
cancer risk, and failure to inform the patient about the significance of the biopsy finding — resulting in a
14-month delay during which either concurrent cancer progressed or new cancer developed to a more
advanced stage requiring more aggressive treatment

C. Whether the patient had risk factors for endometrial cancer such as obesity, nulliparity, or polycystic
ovary syndrome

D. Whether the pathologist who read the endometrial biopsy should have flagged the result for the
gynecologist's immediate attention

121. An LNC is analyzing a case involving the role of clinical practice guidelines in establishing the
standard of care. A plaintiff's expert testifies that the defendant surgeon deviated from the standard of
care by not performing a sentinel lymph node biopsy during breast cancer surgery. The defendant's
expert responds that the specific clinical practice guideline cited by the plaintiff's expert was published
eight months after the plaintiff's surgery and therefore cannot retroactively define the standard that
applied at the time of the procedure. The LNC reviews the medical literature and finds that sentinel
lymph node biopsy was already widely adopted in practice and recommended by multiple professional
organizations at the time of the plaintiff's surgery — the post-surgery guideline merely formalized what
was already accepted practice. What should the LNC conclude?

A. The defense argument is valid because guidelines published after the procedure cannot be applied
retroactively under any circumstance

B. The plaintiff's expert should have cited a different guideline that was published before the plaintiff's
surgery date



C. The clinical practice guideline is irrelevant because only expert testimony can establish the standard
of care in court

D. The standard of care is defined by accepted medical practice at the time of treatment — not solely by
the publication date of a specific guideline — and if sentinel lymph node biopsy was already widely
adopted and recommended by professional organizations at the time of surgery, the subsequently
published guideline merely codified an existing standard

122. An LNC is reviewing a personal injury case involving a 72-year-old woman who fell on an uneven
sidewalk and sustained a distal radius fracture (Colles fracture). The plaintiff underwent closed
reduction and casting. At her six-week follow-up, the orthopedist documented malunion with dorsal
angulation exceeding the acceptable range, resulting in permanent wrist deformity with limited range of
motion and chronic pain. The plaintiff's pre-injury wrist function was normal. The defense argues the
malunion resulted from the plaintiff's osteoporosis, not from inadequate fracture management. What
should the LNC evaluate?

A. Whether the initial reduction was adequate (documented by post-reduction X-rays), whether
appropriate follow-up imaging was obtained to monitor fracture alignment during healing, and whether
the malunion was identified early enough to allow corrective intervention — the question is not whether
osteoporosis contributed to fracture risk but whether the fracture management met the standard of care
once the fracture occurred

B. The plaintiff's osteoporosis makes her solely responsible for the malunion because osteoporotic bone
does not heal normally

C. The orthopedist should have performed surgical fixation rather than closed reduction for all distal
radius fractures in elderly patients

D. The plaintiff's compliance with cast care instructions is the most important factor in determining why
the malunion developed

123. An LNC is evaluating a risk management case involving a pediatric hospital that has experienced
four incidents of wrong-patient medication errors in the pediatric ICU over three months. Investigation
reveals that the PICU uses a paper-based medication administration system, multiple patients share
similar first names, weight-based dosing calculations are performed manually by individual nurses
without independent verification, and no bar-code medication administration system is in place. What
systems-level analysis should the LNC perform?



A. The individual nurses who committed the errors should be disciplined and no systems changes are
necessary to prevent future events

B. The hospital should prohibit parents from choosing similar-sounding names for their children to
prevent future identification errors

C. The convergence of multiple systems vulnerabilities — paper-based medication process, lack of
patient identification technology, manual weight-based calculations without double-checks, and absence
of BCMA — creates a cumulative risk environment in which wrong-patient medication errors are
predictable rather than isolated, and the hospital's risk management program should address all
identified vulnerabilities simultaneously

D. The pharmacy should be held solely responsible for the wrong-patient errors because pharmacists
review all medication orders

124. An LNC is reviewing a medical malpractice case involving a patient who underwent a lumbar
microdiscectomy for a herniated disc at L4-L5. The surgeon performed the procedure at L3-L4 instead
— a wrong-level error. The patient required a second surgery at the correct level and experienced
additional recovery time, pain, and tissue damage from the unnecessary first procedure. The operative
report from the wrong-level surgery documents that the surgeon "used anatomical landmarks to confirm
the surgical level." No intraoperative fluoroscopy or X-ray was used for level confirmation. Current
guidelines recommend intraoperative imaging for level confirmation in lumbar spine surgery to prevent
wrong-level errors. What standard of care issue should the LNC address?

A. The surgeon's reliance on anatomical landmarks alone for level confirmation — without
intraoperative imaging as recommended by current guidelines — deviated from the standard of care, and
the wrong-level error demonstrates the inadequacy of the verification method used

B. The surgeon's reliance on anatomical landmarks alone, without intraoperative imaging as
recommended by current guidelines, contributed to the wrong-level error — the standard of care
requires intraoperative radiographic confirmation of the surgical level in lumbar spine procedures

C. The preoperative MRI should have more clearly delineated the correct surgical level to prevent any
confusion during the procedure

D. The anesthesiologist should have verified the surgical level independently before the surgeon began
the laminectomy procedure

125. An LNC is analyzing a toxic tort case involving a community near a former lead smelting facility.
Soil testing has documented elevated lead levels in residential yards within a one-mile radius of the



facility. Several children in the community have been diagnosed with elevated blood lead levels (above
5 pg/dL, the current CDC reference value) and some have been diagnosed with learning disabilities and
behavioral problems. The defense argues that the children's learning disabilities are caused by
socioeconomic factors and poor educational resources rather than lead exposure. What should the LNC's
causation analysis address?

A. The children's school performance records should be the sole basis for evaluating whether lead
exposure caused the learning disabilities

B. The defense argument should be rejected because any child living near a lead smelting facility must
have lead-related cognitive impairment

C. The LNC should defer the causation analysis entirely to the children's pediatricians without
independent clinical analysis or evaluation

D. The LNC should evaluate each child individually, considering the documented blood lead levels and
their relationship to the known dose-response curve for lead's neurodevelopmental effects, the temporal
relationship between exposure and symptom onset, neuropsychological testing results documenting
specific cognitive deficits consistent with lead neurotoxicity, and the contribution of socioeconomic
factors — recognizing that lead and socioeconomic factors may both contribute independently

126. An LNC is evaluating a medical malpractice case in which a patient presented to a dermatologist
with a changing mole on the forearm. The dermatologist performed a shave biopsy (superficial excision)
rather than an excisional biopsy (full-thickness removal with margins). The pathology report showed
malignant melanoma, Breslow thickness 2.1 mm, with a positive deep margin — meaning the melanoma
extended to the deep edge of the biopsy specimen and was incompletely excised. Current guidelines
recommend excisional biopsy with narrow margins for suspicious pigmented lesions to ensure accurate
depth measurement and complete initial removal. What is the standard of care issue?

A. The shave biopsy technique was inappropriate for a lesion clinically suspicious for melanoma
because it prevents accurate Breslow thickness measurement (the shave may transect the deepest portion
of the tumor, underestimating depth) and may result in incomplete initial excision — the positive deep
margin confirms the tumor was not completely removed, and the true Breslow thickness may be greater
than measured

B. Shave biopsy is an acceptable technique for all skin biopsies regardless of the clinical suspicion for
melanoma

C. The pathologist should have been able to determine the accurate Breslow thickness despite the
transected deep margin



D. The patient should have insisted on an excisional biopsy rather than accepting the dermatologist's
recommended technique

127. An LNC is reviewing a long-term care case involving a 78-year-old nursing home resident who
was prescribed warfarin for atrial fibrillation. The facility's medication management records show that
the resident's INR was monitored weekly for the first month after initiation, then the monitoring
frequency decreased to once every six weeks without physician documentation justifying the extended
interval. During a period when the INR was not checked for seven weeks, the resident developed a
spontaneous subdural hematoma from a supratherapeutic INR of 5.8. What care failure does this
scenario demonstrate?

A. The attending physician should have prescribed a direct oral anticoagulant instead of warfarin to
avoid INR monitoring

B. The resident's family should have been responsible for monitoring the INR and reporting results to
the physician

C. The decrease in INR monitoring frequency from weekly to every six weeks — without documented
clinical justification — represents a deviation from the standard of care for warfarin management, which
requires regular INR monitoring at intervals determined by the patient's clinical stability, with typical
maintenance intervals of every 2—-4 weeks for stable patients

D. The pharmacy should have automatically flagged the extended INR monitoring interval as a
medication safety concern

128. An LNC is analyzing a personal injury case involving a 33-year-old professional tennis player who
sustained a complete anterior cruciate ligament (ACL) tear in her right knee during a slip-and-fall at a
hotel pool area. The plaintiff underwent ACL reconstruction surgery and 12 months of intensive
rehabilitation. Despite optimal surgical outcomes and rehabilitation, the plaintiff's knee has not returned
to the level of stability and proprioception required for competitive professional tennis. She has been
cleared for recreational tennis but cannot compete at the professional level. The defense argues that the
plaintiff should simply transition to coaching and her damages should be limited accordingly. What is
the most important consideration for the LNC's damages analysis?

A. Whether the surgical repair was performed using the most advanced ACL reconstruction technique
currently available



B. The permanent loss of the specific functional capacity required for professional competition — not
merely recreational activity — constitutes a unique vocational loss that cannot be adequately
compensated by assuming a transition to coaching, because the earning potential, career trajectory, and
professional identity of a competitive professional athlete differ fundamentally from those of a
recreational player or coach

C. The plaintiff's age of 33 limits the damages because most professional tennis players retire from
competition by age 35

D. The plaintiff should be evaluated for the ability to compete in doubles rather than singles to extend
her competitive career

129. An LNC is evaluating a healthcare fraud case involving a durable medical equipment (DME)
supplier that provided power wheelchairs to Medicare beneficiaries. An investigation revealed that the
supplier's mobile evaluation teams visited assisted living facilities and conducted group "assessments™ in
which multiple residents were simultaneously evaluated in a common room. The physician certificates
of medical necessity were completed by a physician who never examined the patients and signed the
certificates based solely on the supplier's paperwork. Many of the residents who received power
wheelchairs were ambulatory and did not meet the Medicare coverage criteria for power mobility
devices. What federal statutes are implicated?

A. Only HIPAA, because the group assessments violated the patients' privacy rights to individual
medical evaluation

B. Only the Stark Law, because the physician had a prohibited financial relationship with the DME
supplier

C. Only state medical practice act violations, because the physician signed certificates without
examining the patients

D. The False Claims Act (submitting claims for power wheelchairs provided to patients who did not
meet Medicare coverage criteria), the Anti-Kickback Statute (if the physician received compensation for
signing the certificates), and potentially the physician's state medical practice act (signing certificates of
medical necessity without patient examination)

130. An LNC is reviewing a medical malpractice case involving a patient who developed necrotizing
pancreatitis following an endoscopic retrograde cholangiopancreatography (ERCP). The ERCP was
performed to evaluate a mildly dilated common bile duct found incidentally on a CT scan performed for
an unrelated reason. The patient had no symptoms of biliary obstruction — no jaundice, no abdominal
pain, no elevated liver enzymes. The informed consent discussion documented "risks of pancreatitis” but



did not specify the estimated risk percentage (3-5% for diagnostic ERCP), did not mention the
possibility of necrotizing pancreatitis (which can be fatal), and did not discuss alternative diagnostic
options such as MRCP (magnetic resonance cholangiopancreatography), which is non-invasive and
carries no risk of pancreatitis. What should the LNC's analysis address?

A. The physician's decision to perform an invasive procedure (ERCP) for an incidental, asymptomatic
finding when a non-invasive alternative (MRCP) was available — combined with inadequate informed
consent that failed to disclose the specific risk magnitude, the possibility of severe complications, and
the availability of a safer diagnostic alternative — raises questions about both the medical necessity of
the procedure and the adequacy of the consent process

B. Pancreatitis is a known complication of ERCP and the patient assumed the risk by signing the consent
form for the procedure

C. The gastroenterologist's clinical judgment to perform ERCP rather than MRCP is within the
acceptable range of medical practice

D. The patient should have requested an MRCP as an alternative before agreeing to undergo the ERCP
procedure

131. An LNC is analyzing a long-term care case in which a nursing home resident with severe
Parkinson's disease and documented frequent choking episodes during meals was consistently served
meals without staff supervision. The facility's speech-language pathologist had recommended one-to-
one supervision during all meals due to severe dysphagia risk. The resident choked on solid food during
an unsupervised meal, aspirated, and developed aspiration pneumonia leading to death. The facility's
defense argues that the resident's Parkinson's disease made aspiration an inevitable complication
regardless of supervision. What should the LNC's analysis conclude?

A. The Parkinson's disease created a high aspiration risk, but the facility was aware of this risk through
the SLP's assessment and recommendation

B. The facility's staffing limitations justify the inability to provide one-to-one meal supervision for high-
risk residents

C. The facility's failure to implement the SLP's recommendation for one-to-one meal supervision —
despite documented awareness of the resident's severe dysphagia risk and frequent choking episodes —
directly contributed to the unsupervised choking event, and the defense argument that aspiration was
"inevitable" fails because supervised meals would have allowed immediate intervention to clear the
airway and prevent aspiration pneumonia



D. The attending physician should have ordered a PEG tube for enteral feeding rather than allowing the
resident to continue eating

132. An LNC is reviewing a product liability case involving a patient who received a defective artificial
disc implant in the cervical spine. The device migrated anteriorly within six months of implantation,
causing dysphagia (difficulty swallowing), hoarseness, and progressive esophageal compression. The
patient required emergency revision surgery to remove the displaced device. The manufacturer's post-
market surveillance data shows a migration rate of 4.2% for this device model — significantly higher
than the 0.5% migration rate for comparable devices from other manufacturers. What type of product
defect is most supported by this evidence?

A. Manufacturing defect, because only the plaintiff's individual device migrated while all other devices
functioned properly

B. Design defect — the significantly elevated migration rate across the entire device model compared to
comparable devices from other manufacturers suggests an inherent design problem with the device's
fixation mechanism or geometry that causes a disproportionate number of devices to migrate, not just
the plaintiff's individual unit

C. Failure to warn, because the manufacturer should have warned surgeons about the elevated migration
rate before implantation

D. Breach of implied warranty, because the device failed to serve its intended purpose of maintaining
cervical disc space height

133. An LNC is evaluating a medical malpractice case in which a physician prescribed a medication that
was contraindicated during pregnancy. The patient, a 28-year-old woman of childbearing age, was
prescribed isotretinoin (a known teratogen) for severe cystic acne without a pregnancy test, without
contraception counseling, and without enrollment in the iPLEDGE risk management program — all of
which are mandatory requirements for isotretinoin prescribing. The patient became pregnant while
taking the medication, and the infant was born with craniofacial malformations and congenital heart
defects consistent with isotretinoin embryopathy. What standard of care violations should the LNC
identify?

A. The dermatologist should have referred the patient to an obstetrician before prescribing any acne
medication



B. The pharmacist should have refused to dispense isotretinoin without documentation of iPLEDGE
enrollment and pregnancy testing

C. The patient should have independently researched isotretinoin's teratogenic risks before agreeing to
take the medication

D. The physician violated multiple mandatory prescribing safeguards — no pregnancy test, no
contraception counseling, and no iIPLEDGE enrollment — that exist specifically to prevent fetal
exposure to a known teratogen, and these violations constitute clear deviations from the prescribing
standard of care that directly caused the foreseeable congenital malformations

134. An LNC is developing a life care plan for a 50-year-old man who sustained a C5-C6 incomplete
spinal cord injury resulting in central cord syndrome. The plaintiff has upper extremity weakness greater
than lower extremity weakness — the hallmark pattern of central cord syndrome. He can ambulate with
a walker but has significantly impaired hand function bilaterally, preventing fine motor tasks. When
projecting future needs, what clinical consideration is unique to central cord syndrome compared to
complete spinal cord injury?

A. Central cord syndrome has a pattern of recovery that differs from complete injury — upper extremity
function may continue to improve for months to years after injury, meaning the life care plan should
account for the potential for functional improvement while also projecting the needs that will persist if
recovery plateaus, including adaptive equipment for impaired hand function, ongoing occupational
therapy, and assistive technology for fine motor tasks

B. Central cord syndrome always results in full recovery within two years and the life care plan should
project needs for only two years

C. Central cord syndrome produces the same functional limitations as complete spinal cord injury and
should be planned identically

D. The life care plan should exclude all rehabilitation projections because central cord syndrome
patients are ambulatory

135. An LNC is analyzing a regulatory compliance case involving a home health agency that has been
cited by the state health department for multiple deficiencies over three consecutive annual surveys. The
deficiencies include inadequate supervision of home health aides by registered nurses, failure to develop
individualized patient care plans, documentation of patient assessments that were not actually performed
(fabricated visit notes), and billing for visits to patients who had been discharged or had died. The
agency remained operational during all three survey periods. What regulatory and legal implications
arise from this pattern?



A. Three consecutive annual surveys with deficiencies indicate the state should provide additional
technical assistance to the agency

B. The pattern of deficiencies is attributable to individual employee misconduct and does not reflect
institutional problems

C. The pattern of repeated deficiencies across three consecutive surveys — particularly the fabricated
visit notes and billing for services to discharged or deceased patients — demonstrates systemic
noncompliance that extends beyond care quality issues into potential healthcare fraud, and the agency's
continued operation despite repeated citations raises questions about the adequacy of the state's
enforcement response

D. The agency should be given one additional year to correct the deficiencies before any enforcement
action is considered

136. An LNC is evaluating a personal injury case involving a 28-year-old woman who sustained a
brachial plexus stretch injury during a high-speed motor vehicle accident. The injury affected the C5 and
C6 nerve roots (upper trunk), resulting in Erb's palsy with loss of shoulder abduction, external rotation,
elbow flexion, and forearm supination. Despite nerve transfer surgery and 18 months of rehabilitation,
the plaintiff has incomplete recovery with persistent shoulder weakness and limited overhead reach. She
was previously employed as a professional house painter. What clinical factor is most important for the
vocational component of the damages analysis?

A. The plaintiff's age of 28 maximizes the lost earning capacity because she has a long remaining work
life expectancy

B. The persistent shoulder weakness and limited overhead reaching ability — core physical
requirements of professional house painting — prevent the plaintiff from returning to her pre-injury
occupation, and the damages analysis must quantify the vocational impact of the specific functional
limitations that preclude the specific physical demands of her trade

C. The plaintiff should be retrained as a painting estimator rather than a painter to remain in the same
industry at the same wage

D. The nerve transfer surgery was unsuccessful and the surgeon should be named as an additional
defendant in the personal injury case

137. An LNC is reviewing a medical malpractice case involving a 55-year-old patient who developed
osteomyelitis of the spine following a lumbar epidural steroid injection. The patient presented three
weeks after the injection with progressive back pain, fever, and elevated inflammatory markers (CRP



18.5, ESR 92). The primary care physician attributed the symptoms to a "flare-up” of the patient's
chronic back pain and did not order imaging or blood cultures. The patient was eventually diagnosed six
weeks after the injection with vertebral osteomyelitis and an epidural abscess requiring surgical drainage
and six weeks of 1V antibiotics. MRI at the time of diagnosis showed vertebral body destruction and
abscess formation. What should the LNC identify as the critical diagnostic failure?

A. The primary care physician should have prescribed oral antibiotics empirically for suspected
infection based on symptoms

B. The injection should not have been performed because epidural steroid injections carry a risk of
infection that is too high

C. The lumbar epidural steroid injection is irrelevant to the analysis because spinal infections can occur
spontaneously in any patient

D. Progressive back pain, fever, and markedly elevated inflammatory markers (CRP and ESR) three
weeks after an invasive spinal procedure should have prompted immediate imaging (MRI) and blood
cultures to evaluate for spinal infection — attributing these symptoms to a "chronic pain flare" without
workup for infection represents a diagnostic reasoning failure

138. An LNC is analyzing a workers' compensation case involving a 47-year-old nurse who sustained a
lumbar disc herniation while lifting a bariatric patient. The nurse was assigned to lift a 350-pound
patient from bed to wheelchair without assistance, without a mechanical lift, and without a bariatric-
rated transfer device. The hospital's safe patient handling policy requires two-person assists for patients
over 200 pounds and mechanical lift use for patients over 300 pounds. The nurse experienced acute low
back pain during the lift and was diagnosed with a large L4-L5 disc herniation requiring surgical
intervention. Beyond the compensability of the injury, what institutional liability issue should the LNC
identify?

A. The hospital should have assigned two nurses to the bariatric patient rather than implementing a
mechanical lift program

B. The nurse should have refused the assignment and reported the unsafe patient handling condition to
the charge nurse immediately

C. The hospital's own safe patient handling policy required mechanical lift use for patients over 300
pounds — assigning a single nurse to manually lift a 350-pound patient without the required equipment
violated the facility's own safety standard, and this institutional policy violation supports a negligence
claim against the hospital that may exist independently of the workers' compensation claim in some
jurisdictions



D. The bariatric patient should have been assigned to a unit with specialized equipment rather than to the
nurse's standard unit

139. An LNC is evaluating a life care plan dispute. The plaintiff's life care planner projects that a 40-
year-old man with a complete T6 spinal cord injury will require an annual comprehensive physical
examination by a physiatrist, annual urological evaluation, annual dermatological evaluation, semi-
annual pulmonary function testing, and annual psychological assessment — in addition to the primary
care visits and acute care visits projected elsewhere in the plan. The defense argues these specialty
evaluations are excessive and that the plaintiff's primary care physician can provide all necessary
monitoring. What is the most appropriate analysis?

A. Published clinical practice guidelines for spinal cord injury management recommend routine
specialty evaluations — including annual physiatric, urological, dermatological, and psychological
assessments and periodic pulmonary function testing — as part of the preventive care regimen for
individuals with SCI, because these patients are at elevated lifelong risk for complications in each of
these systems that require specialist-level monitoring beyond the scope of routine primary care

B. The defense argument should be accepted because a single primary care physician can adequately
manage all aspects of SCI care

C. The specialty evaluations should be included for the first five years only and then discontinued as the
patient's condition stabilizes

D. The plaintiff's life care planner should reduce the frequency of all specialty evaluations to biennial
(every two years) to compromise

140. An LNC is reviewing a medical malpractice case involving a failure to diagnose and treat neonatal
hyperbilirubinemia. A newborn was discharged at 24 hours of life with a total serum bilirubin of 11.2
mg/dL. When plotted on the hour-specific Bhutani nomogram, this level fell in the high-intermediate
risk zone. The AAP guidelines recommend follow-up within 24 hours for infants discharged in the high-
intermediate risk zone. The discharge instructions stated "follow up with pediatrician in one week." The
infant was not seen again until five days after discharge, when the parents brought the infant to the
emergency department with extreme jaundice, lethargy, and high-pitched crying. The total bilirubin was
34.8 mg/dL. The infant was diagnosed with acute bilirubin encephalopathy and ultimately developed
kernicterus with permanent neurological damage. What is the primary standard of care failure?

A. The hospital laboratory should have reported the bilirubin result as a critical value requiring
immediate physician notification



B. The discharge follow-up plan specified a one-week follow-up when the AAP guidelines required
follow-up within 24 hours for an infant in the high-intermediate risk zone — this delay deprived the
infant of timely monitoring that would have identified the rising bilirubin level before it reached
neurotoxic levels, allowing intervention (phototherapy or exchange transfusion) that would have
prevented kernicterus

C. The parents should have recognized the progressive jaundice and sought medical attention before the
five-day follow-up visit

D. The pediatrician's office should have contacted the parents to schedule an earlier follow-up
appointment than the one specified

141. An LNC is analyzing a case involving a hospital's response to a patient safety event. A nurse
administered a ten-fold overdose of heparin to a neonatal patient due to a pharmacy stocking error — the
pharmacy had stocked the neonatal unit with adult-concentration heparin vials (10,000 units/mL) instead
of the neonatal concentration (10 units/mL). The infant developed severe bleeding requiring transfusion
but survived with no permanent injury. The hospital's response included: counseling the individual nurse
who administered the heparin, issuing a pharmacy alert about stocking procedures, and documenting the
event in the nurse's personnel file. The hospital did not conduct a root cause analysis, did not implement
systemic changes to prevent similar stocking errors, and did not evaluate whether the vial labeling
contributed to the selection error. What is the most significant institutional failure in the response?

A. The hospital should have terminated the nurse who administered the overdose rather than merely
counseling the individual

B. The hospital's response focused on individual blame rather than systems analysis — the pharmacy
stocking error that placed the wrong concentration in the neonatal unit is a systems failure, and without a
root cause analysis and systemic corrective action, the conditions that caused the error remain in place

C. The pharmacy director should have been disciplined rather than the nurse who administered the
medication to the infant

D. The hospital focused on individual blame (counseling the nurse, personnel file notation) without
conducting a root cause analysis to identify the systems factors — pharmacy stocking procedures, vial
labeling, concentration verification processes — that allowed adult-concentration heparin to reach the
neonatal unit, leaving the institutional vulnerability uncorrected and other patients at continued risk

142. An LNC is reviewing a personal injury case involving a 50-year-old man who was injured in a
commercial building collapse. A section of the ceiling collapsed onto the plaintiff, causing a cervical
spine fracture at C3-C4 with an incomplete spinal cord injury. The plaintiff underwent surgical



stabilization and extensive rehabilitation. He has residual quadriparesis with significant upper and lower
extremity weakness, neurogenic bowel and bladder, and chronic neuropathic pain. The plaintiff was a
commercial airline pilot and his FAA medical certificate has been revoked due to the spinal cord injury.
The defense argues the plaintiff can pursue ground-based aviation careers such as flight instruction or air
traffic control. What should the LNC's damages analysis address?

A. The plaintiff's age of 50 limits the economic damages because commercial pilots typically retire at
age 65 under FAA regulations

B. The defense argument fails to account for the physical limitations that may preclude even ground-
based aviation work requiring fine motor dexterity

C. The plaintiff's physical impairments (quadriparesis, neurogenic bowel and bladder, chronic pain), the
loss of his FAA medical certificate, and the specific functional limitations that affect not only his ability
to fly but also his capacity to perform the physical and cognitive demands of the alternative careers
suggested by the defense — must all be clinically evaluated rather than assumed to be compatible with
the proposed alternatives

D. The plaintiff should be retrained for an entirely different industry rather than attempting to remain in
aviation

143. An LNC is analyzing a medical malpractice case involving a patient who underwent a
tonsillectomy and developed a postoperative hemorrhage six hours later. The patient was in the post-
anesthesia care unit (PACU) when the nurse observed blood-tinged saliva and the patient reported
swallowing blood. The nurse documented these findings but did not notify the surgeon. Over the next
two hours, the patient developed tachycardia (heart rate 130), hypotension (BP 88/52), and pallor. The
nurse contacted the surgeon at that point, and the patient was taken for emergency surgery to control the
hemorrhage. The patient required a blood transfusion and an extended hospitalization. What nursing
assessment failure is most significant?

A. Blood-tinged saliva and the patient's report of swallowing blood in the early postoperative period
following tonsillectomy are signs of active hemorrhage that require immediate surgeon notification —
the nurse's documentation of these findings without notification resulted in a two-hour delay during
which the hemorrhage progressed to hemodynamic instability

B. The PACU nurse should have administered IV fluids proactively before the development of
hypotension and tachycardia

C. The surgeon should have been present in the PACU during the first six hours postoperatively for all
tonsillectomy patients



D. The nurse should have applied direct pressure to the tonsillar bed to control the bleeding before
notifying the surgeon

144. An LNC is evaluating a Medicare Set-Aside case involving a 68-year-old Medicare beneficiary
settling a liability (personal injury) claim following a motor vehicle accident. The plaintiff sustained a
traumatic brain injury and a cervical spine injury requiring fusion. The defense argues that because this
is a liability settlement (not a workers' compensation settlement), CMS does not require an MSA and
Medicare's interests do not need to be considered. The plaintiff's attorney is concerned about potential
Medicare recovery issues. What is the most accurate analysis of Medicare's interests in liability
settlements?

A. The defense argument is correct — MSAs are only required for workers' compensation settlements
and Medicare's interests are not implicated in liability settlements

B. While CMS guidance for liability MSAs is less prescriptive than for workers' compensation MSAs,
the Medicare Secondary Payer statute applies to all settlements — including liability settlements — and
Medicare's interests must be considered whenever a settlement includes compensation for future medical
expenses that would otherwise be covered by Medicare

C. Medicare's interests in liability settlements are limited to recovery of past conditional payments and
do not extend to future medical expenses

D. The plaintiff should convert the liability claim to a workers' compensation claim to trigger the MSA
requirement

145. An LNC is reviewing a medical malpractice case involving a 40-year-old patient who underwent
laparoscopic cholecystectomy and developed a bile duct injury that was not recognized intraoperatively.
The injury was discovered four days later when the patient presented to the emergency department with
jaundice, fever, and right upper quadrant pain. An ERCP confirmed a complete transection of the
common bile duct. The patient required hepaticojejunostomy (a major reconstructive surgery) and
developed recurrent episodes of cholangitis over the following year. The patient's long-term prognosis
includes a lifelong elevated risk of biliary stricture requiring additional interventions and a small but
measurable risk of secondary biliary cirrhosis. What should the LNC's damages assessment emphasize?

A. The bile duct injury and its immediate surgical consequences are the only compensable damages in
this malpractice case



B. The patient's damages are limited to the additional hospitalization costs for the reconstructive surgery
and the cholangitis episodes

C. The surgeon's malpractice insurance limits determine the maximum recoverable damages regardless
of the clinical impact

D. The damages extend beyond the immediate surgical complications to include the lifelong medical
consequences — elevated risk of biliary stricture requiring surveillance and potential re-intervention, the
risk of secondary biliary cirrhosis, ongoing hepatic function monitoring, the recurrent cholangitis
episodes, and the impact on the patient's quality of life and long-term health — all of which should be
documented and projected in the damages analysis

146. An LNC is analyzing a long-term care case in which a nursing home resident with documented
wandering behavior and moderate dementia was found in the facility's unsecured mechanical room. The
resident had entered through an unlocked door and sustained chemical burns to both hands from contact
with industrial cleaning supplies stored in the room. The facility's safety assessment for this resident
documented wandering as a significant risk, and the care plan included "monitor for wandering
behavior." The facility's physical plant maintenance records show the mechanical room door was
routinely left unlocked for staff convenience. What is the primary institutional failure?

A. The resident's physician should have prescribed medication to control the wandering behavior more
effectively

B. The care plan intervention of "monitor for wandering behavior" was inadequate — it specified no
actionable monitoring method or frequency

C. The facility's failure to secure hazardous areas accessible to wandering residents — specifically,
leaving the mechanical room containing industrial chemicals unlocked in a facility housing cognitively
impaired residents with documented wandering behavior — represents an environmental safety failure
that created a foreseeable and preventable hazard

D. The manufacturer of the industrial cleaning supplies should have used non-toxic formulations for
products sold to healthcare facilities

147. An LNC is evaluating a medical malpractice case involving a patient who was prescribed
metformin for type 2 diabetes. The patient had a documented estimated GFR of 18 mL/min (stage 4
chronic kidney disease). The FDA labeling for metformin contraindicates its use in patients with an
eGFR below 30 mL/min due to the risk of lactic acidosis. The patient developed metformin-associated
lactic acidosis requiring ICU admission, emergent hemodialysis, and a seven-day hospitalization. What
is the most straightforward breach of the standard of care?



A. Prescribing metformin to a patient with an eGFR of 18 mL/min — well below the FDA-labeled
contraindication threshold of 30 mL/min — is a clear prescribing error that directly violated the drug's
labeling and created a foreseeable risk of the exact complication that occurred

B. The pharmacist should have refused to fill the metformin prescription given the patient's documented
renal function values

C. The patient should have requested a renal function test before agreeing to take any new diabetes
medication prescribed

D. The endocrinologist should have been consulted to manage the patient's diabetes rather than the
prescribing physician

148. An LNC is reviewing a personal injury case involving a 55-year-old man who sustained a distal
biceps tendon rupture while lifting a heavy object at a hardware store when a shelving unit collapsed
onto him. The plaintiff underwent surgical repair of the biceps tendon. Despite successful repair and
rehabilitation, the plaintiff reports persistent weakness in forearm supination and elbow flexion on the
affected side. The defense argues the plaintiff has fully recovered because the surgical repair was
technically successful. What should the LNC evaluate to address this defense argument?

A. Whether the surgeon performed the technically most advanced repair technique available for distal
biceps tendon rupture

B. Even technically successful distal biceps tendon repairs may result in residual functional deficits —
the LNC should evaluate post-surgical functional testing (grip strength dynamometry, supination
strength testing, elbow flexion strength) to objectively document whether the plaintiff's reported
weakness is confirmed by measurable functional deficits, regardless of the technical success of the
surgical repair

C. The plaintiff's pre-injury strength testing results should be compared with current results to document
the functional deficit

D. The plaintiff's age of 55 explains the residual weakness because tendon healing quality decreases
with advancing patient age

149. An LNC is analyzing a healthcare fraud case involving a chain of urgent care clinics. An audit
reveals that physicians at the clinics routinely ordered comprehensive metabolic panels, complete blood
counts, and urinalyses for every patient visit — regardless of the presenting complaint. Patients
presenting with upper respiratory infections, ankle sprains, and insect bites all received the same



laboratory panel. The medical records contain no documented clinical rationale for the laboratory testing
beyond a template note stating "labs ordered per protocol." What should the LNC conclude?

A. The comprehensive laboratory testing demonstrates thorough, high-quality medical care that exceeds
the minimum standard

B. The laboratory testing is appropriate because ruling out occult disease in every patient visit is a
conservative medical practice

C. The testing pattern suggests a defensive medicine approach that, while expensive, is within the
acceptable range of clinical practice

D. Ordering a standardized comprehensive laboratory panel for every patient visit regardless of clinical
indication — without documented medical necessity — is consistent with a pattern of ordering
medically unnecessary services driven by revenue generation rather than clinical need, particularly when
the same panel is ordered for clinically unrelated conditions

150. An LNC is evaluating a risk management case involving a hospital that has identified a trend of
retained surgical items despite having a standardized surgical count protocol in place. Over the past
year, three retained sponges and one retained instrument have been discovered postoperatively. Root
cause analysis of the four events reveals common contributing factors: count discrepancies at the end of
surgery were resolved by recounting rather than obtaining an X-ray, surgical team members reported
feeling pressured not to delay turnover between cases, and the “time-out™ to reconcile count
discrepancies was performed by a single individual rather than as a team verification. What risk
management action should the LNC recommend?

A. The hospital should require intraoperative X-ray for all surgical cases regardless of whether a count
discrepancy exists

B. The surgeons who performed the procedures should be individually counseled about the importance
of complete surgical counts

C. The risk management program should address the identified systems factors — revising the protocol
to require X-ray confirmation for any unresolved count discrepancy, addressing the production pressure
that discourages thorough count reconciliation, and requiring team-based verification rather than
individual reconciliation of count discrepancies

D. The circulating nurses should bear sole responsibility for the retained items because surgical counts
are a nursing function



151. An LNC is reviewing a medical malpractice case involving a patient who developed an acute
kidney injury after receiving an 1V contrast agent for a CT scan. The patient had a known history of
chronic kidney disease (CKD) with a baseline creatinine of 2.1 mg/dL and an eGFR of 32 mL/min. The
radiology department's protocol requires a renal function screen before administering IV contrast, but
the test was ordered as a "stat” CT with contrast by the emergency physician, and the contrast was
administered without checking the patient's renal function. The patient's creatinine rose to 4.8 mg/dL
post-contrast and the patient required temporary dialysis. Who shares potential liability?

A. The emergency physician (who ordered contrast without checking renal function in a patient with
known CKD) and the radiology department (whose protocol requiring pre-contrast renal screening was
not followed) both share potential liability — the physician had a duty to consider renal risk before
ordering contrast, and the radiology department had a duty to implement its own screening protocol
before administering the contrast agent

B. The patient bears responsibility for not informing the emergency physician about the kidney disease
diagnosis

C. The CT technologist bears sole responsibility because the technologist administered the contrast
without checking the screening

D. The nephrology service should have been consulted before any contrast administration was
authorized for this patient

152. An LNC is analyzing a long-term care case involving a nursing home resident who was left
unattended in a bathtub of excessively hot water and sustained second-degree burns to the lower
extremities and buttocks. The resident had documented peripheral neuropathy and could not sense the
water temperature. The facility's bathing policy requires water temperature verification by staff before
the resident enters the tub, continuous staff presence during bathing, and a maximum water temperature
of 110°F. The nursing aide who assisted with the bath did not check the water temperature, left the
resident unattended to assist another resident, and did not return for 15 minutes. What does this case
illustrate?

A. The bathing injury is attributable to the resident's peripheral neuropathy rather than the nursing aide's
actions during bathing

B. Multiple policy violations converged to produce the injury: the aide did not verify water temperature
before placing a neuropathic patient in the tub, the aide left the resident unattended in the tub, and the
aide was gone for 15 minutes — any one of these violations alone might not have caused the burns, but
the combination of all three created the circumstances for a foreseeable and preventable scalding injury



C. The facility should install automatic water temperature limiting devices rather than relying on staff to
check water temperature manually

D. The resident's physician should have ordered bed baths rather than tub baths given the documented
peripheral neuropathy diagnosis

153. An LNC is evaluating a medical malpractice case involving a delayed diagnosis of ovarian cancer.
A 52-year-old woman presented to her primary care physician with persistent bloating, early satiety,
pelvic pain, and urinary frequency — symptoms that, when persistent, are recognized by the American
Cancer Society as potential warning signs of ovarian cancer. The physician attributed the symptoms to
irritable bowel syndrome and menopause over three consecutive office visits spanning five months,
without performing a pelvic examination, without ordering a transvaginal ultrasound, and without
obtaining a CA-125 level. The patient was eventually diagnosed with Stage IIIC ovarian cancer. At
Stage |, ovarian cancer has a five-year survival rate above 90%; at Stage I11C, the five-year survival rate
drops to approximately 30—40%. What should the LNC's analysis emphasize?

A. Ovarian cancer is known as a "silent killer" and early symptoms are too vague to warrant diagnostic
workup in primary care

B. The CA-125 test is unreliable for ovarian cancer screening and should not be part of the standard
diagnostic evaluation

C. The physician's failure to investigate persistent symptoms recognized as potential ovarian cancer
warning signs — through pelvic examination, imaging, and tumor marker testing — over five months
and three visits resulted in a diagnostic delay that allowed the cancer to progress from a potentially
curable early stage to advanced Stage 111C disease with dramatically reduced survival probability

D. The gynecologist who eventually diagnosed the cancer should have been consulted after the patient's
first visit to the PCP

154. An LNC is reviewing a workers' compensation case in which a 36-year-old electrical lineworker
fell 35 feet from a utility pole and sustained multiple injuries: bilateral calcaneal fractures, L1 burst
fracture with spinal canal compromise, and a mild traumatic brain injury. After surgical fixation of the
calcaneal fractures and spinal decompression and fusion, the worker has residual bilateral heel pain
limiting standing and walking, chronic low back pain with stiffness, and persistent cognitive symptoms
(concentration difficulties, slowed processing speed). The treating physician has assigned permanent
restrictions of no climbing, no heights, and limited walking and standing. The employer (utility
company) states that all lineworker positions require climbing and working at heights. What is the most
critical consideration for the LNC's vocational analysis?



A. The worker should be retrained for an office-based position within the utility company because
transferable skills exist

B. The worker's cognitive symptoms are the most significant barrier to re-employment and should be the
focus of vocational planning

C. The worker's mild TBI symptoms will resolve within one year and should not be considered
permanent vocational limitations

D. The permanent restrictions (no climbing, no heights, limited standing and walking) effectively
preclude the worker from all lineworker positions, and the combination of physical restrictions and
cognitive deficits must be evaluated together to determine the worker's overall employability — the
vocational analysis should assess transferable skills, educational background, and the availability of
alternative positions that accommodate all of the worker's restrictions simultaneously

155. An LNC is analyzing a medical malpractice case involving a 65-year-old patient who underwent
elective anterior cervical discectomy and fusion (ACDF) at C5-C6. Postoperatively, the patient
developed progressive dysphagia (difficulty swallowing) and a "breathy" voice quality. Laryngoscopic
examination revealed left vocal cord paralysis — a recognized but preventable complication of anterior
cervical spine surgery caused by injury to the recurrent laryngeal nerve during surgical retraction. The
operative report does not document the use of intraoperative neuromonitoring or any specific measures
taken to protect the recurrent laryngeal nerve during retraction. What should the LNC's standard of care
analysis address?

A. Whether the surgeon took adequate measures to protect the recurrent laryngeal nerve during anterior
cervical retraction — including appropriate retractor placement, limited retraction pressure, and
consideration of intraoperative neuromonitoring — and whether the failure to document any nerve-
protective measures suggests these precautions were not taken

B. Vocal cord paralysis is a recognized complication of ACDF that occurs even with perfect surgical
technique in every case

C. The patient should have been warned about the specific risk of vocal cord paralysis before consenting
to the ACDF procedure

D. The anesthesiologist is responsible for all nerve injuries that occur during surgery because anesthesia
management determines positioning

156. An LNC is reviewing a personal injury case involving a 38-year-old woman who was rear-ended at
a red light and developed chronic daily headaches. Her neurologist has diagnosed post-traumatic chronic



migraine. The plaintiff's pre-accident medical records show no history of headaches or migraine. The
defense argues that post-traumatic migraine is a subjective diagnosis that cannot be objectively verified.
The plaintiff's treatment records document multiple medication trials (triptans, preventive medications,
Botox injections), emergency department visits for status migrainosus, and a neuropsychological
evaluation showing cognitive slowing during migraine episodes. What evidence most strongly supports
the diagnosis against the defense challenge?

A. The plaintiff's testimony about the severity and frequency of her headaches since the accident
provides the strongest evidence

B. The combination of no pre-accident headache history, onset of headaches temporally related to the
accident, documented treatment response to migraine-specific therapies (triptans, Botox), ED visits for
status migrainosus with documented clinical findings, and objective cognitive changes during migraine
episodes provides a convergent clinical picture supporting the post-traumatic chronic migraine diagnosis

C. A brain MRI showing normal findings rules out any organic basis for the plaintiff's headaches and
supports the defense position

D. The neurologist's clinical opinion alone is sufficient to establish the diagnosis without any supporting
objective clinical evidence

157. An LNC is analyzing a regulatory compliance case involving a hospital laboratory that failed to
report a positive blood culture result to the treating physician for 72 hours due to a staffing shortage over
a holiday weekend. The culture grew methicillin-resistant Staphylococcus aureus (MRSA) bacteremia.
The patient, who was hospitalized for a routine surgical procedure, remained on a non-MRSA-targeted
antibiotic regimen for those 72 hours. By the time the culture result was reported, the patient had
developed septic shock, septic emboli to the brain, and ultimately died. What institutional failures
contributed to this outcome?

A. The treating physician should have ordered empiric MRSA coverage before the blood culture results
were available

B. The patient's family should have been informed about the pending blood culture result and advised to
follow up daily

C. The laboratory's failure to report a critical positive blood culture result for 72 hours — due to
inadequate staffing to maintain critical result reporting during a holiday weekend — represents a
systems failure in the laboratory's critical value notification process, and the hospital's failure to ensure
adequate staffing for essential laboratory functions during all time periods contributed directly to the
fatal delay in targeted antibiotic treatment



D. The microbiology laboratory's equipment should have been programmed to auto-notify physicians of
all positive culture results

158. An LNC is evaluating a medical malpractice case involving a 70-year-old patient who fell from a
hospital bed and sustained a traumatic subdural hematoma. The patient was admitted for pneumonia
treatment and had documented risk factors for falls: age over 65, new-onset confusion from the
pneumonia (delirium), medications with sedating effects (benzodiazepine prescribed for sleep), and a
recent history of two falls in the prior 48 hours at home. The nursing fall risk assessment documented a
high-risk score. The care plan specified bed alarm, call light within reach, and "monitor closely.” The
patient was found on the floor at 0315, and the bed alarm was found to be turned off. The night shift
nurse was simultaneously responsible for 11 patients on the unit. What multi-level analysis should the
LNC perform?

A. The patient's family should have hired a private sitter to prevent the fall given the known high fall
risk assessment score

B. The patient's confusion from pneumonia made the fall unavoidable regardless of any preventive
interventions implemented

C. The attending physician is solely responsible because the physician prescribed the benzodiazepine
that increased fall risk

D. The LNC should analyze the prescribing failure (benzodiazepine in an elderly patient with delirium
and high fall risk), the implementation failure (bed alarm deactivated despite being ordered in the care
plan), the staffing factor (nurse-to-patient ratio of 1:11 limiting the nurse's ability to "monitor closely"),
and the care plan adequacy (whether "monitor closely” was sufficiently specific to guide nursing
practice) — each contributing factor should be evaluated for its relative contribution to the fall

159. An LNC is reviewing a life care plan dispute. The plaintiff's life care planner has projected the need
for a service animal (trained assistance dog) for a 30-year-old military veteran with PTSD and a
traumatic brain injury. The plan includes the initial cost of the trained service animal, the animal’s food,
veterinary care, and equipment for the projected lifespan of each dog (8-10 years), and replacement
animals throughout the plaintiff's remaining life expectancy. The defense objects that a service animal is
not a medical expense and should not be included in the life care plan. What is the most appropriate
analysis?

A. Service animals are not medical expenses and should be excluded from all life care plans regardless
of the clinical justification



B. Trained psychiatric service animals and service dogs for individuals with TBI-related disabilities are
recognized as therapeutic interventions that provide documented benefits — including reduced PTSD
symptoms, increased community participation, improved safety through mobility assistance, and
enhanced quality of life — and may be appropriately included in a life care plan when the clinical
evidence supports their therapeutic benefit for the specific plaintiff

C. Only guide dogs for blind individuals are recognized as legitimate service animals for inclusion in
life care plans

D. The plaintiff should seek a service animal through a charitable organization at no cost rather than
including the expense in the plan

160. An LNC is evaluating a medical malpractice case involving a 48-year-old woman who underwent a
routine screening mammogram that was interpreted as negative (BI-RADS 1). The radiologist's report
noted "dense breast tissue bilaterally” but did not recommend supplemental screening with breast MRI
or ultrasound. Several states have enacted breast density notification laws requiring that patients be
informed when they have dense breast tissue and that supplemental screening may be beneficial. The
patient was not informed about her breast density or the limitations of mammography in dense breast
tissue. Eighteen months later, she was diagnosed with Stage 11B breast cancer that was not visible on the
screening mammogram due to the masking effect of the dense tissue. What should the LNC's analysis
evaluate?

A. The radiologist's interpretation of the mammogram as negative was appropriate and within the
standard of care for screening mammography regardless of breast density status

B. The patient should have independently requested supplemental screening based on her own
awareness of breast density issues

C. Dense breast tissue is a normal variant and does not require any special notification or additional
screening recommendations

D. Whether the radiologist had an obligation — under applicable state law and/or the evolving standard
of care — to inform the patient about the dense breast tissue finding and its implications for
mammographic sensitivity, and whether supplemental screening should have been recommended given
the known limitation of mammography in detecting cancers in dense breast tissue

161. An LNC is analyzing a toxic tort case involving a community exposed to trichloroethylene (TCE)
in groundwater contamination from a nearby industrial facility. Several adult plaintiffs have developed
kidney cancer. The scientific evidence on TCE and kidney cancer includes an IARC classification of
TCE as a Group 1 carcinogen (carcinogenic to humans), with kidney cancer specifically identified as



having sufficient evidence in humans. A meta-analysis of occupational studies shows a pooled relative
risk of 1.58 (95% CI: 1.28-1.96) for kidney cancer among TCE-exposed workers. The plaintiffs'
individual TCE exposure levels have been estimated through environmental modeling and residential
duration data. The defense argues that the relative risk of 1.58 is below the 2.0 threshold and therefore
insufficient to establish causation. What is the most accurate analysis?

A. The defense argument is correct — a relative risk below 2.0 can never satisfy the preponderance of
the evidence standard

B. The relative risk of 2.0 is a legal guideline but not an absolute threshold — while a relative risk below
2.0 does not independently satisfy the more-probable-than-not standard for any individual plaintiff, it is
not dispositive against causation

C. The IARC Group 1 classification conclusively establishes specific causation for every individual
plaintiff with kidney cancer

D. The meta-analysis is unreliable because it combines studies with different exposure levels, different
populations, and different methodologies

162. An LNC is reviewing a medical malpractice case involving a patient who underwent a total knee
replacement and developed a postoperative deep vein thrombosis despite receiving pharmacological
VTE prophylaxis (enoxaparin). The medical record shows enoxaparin was ordered at the standard dose,
but the medication administration record documents that three of the first five postoperative doses were
not given — the MAR shows "patient refused" for two doses and "held per protocol” for one dose
(without documentation of which protocol or why). The patient developed an extensive DVT on
postoperative day four and a non-fatal pulmonary embolism on day five. The defense argues VTE
prophylaxis was appropriately ordered. What should the LNC evaluate?

A. The orthopedic surgeon's choice of enoxaparin versus other anticoagulants is the most important
factor in this case analysis

B. The LNC should focus on whether the patient's refusal of two doses constitutes contributory
negligence that reduces the defendant's liability

C. The enoxaparin order was written with no additional documentation needed because all
anticoagulants carry a risk of DVT failure

D. The ordering of appropriate prophylaxis is necessary but not sufficient — the LNC should evaluate
why three of five doses were not administered, whether the nursing staff adequately educated the patient
about the importance of VTE prophylaxis (potentially preventing the refusals), what "held per protocol™



means and whether it was clinically justified, and whether the physician was notified about the missed
doses so that alternative prophylaxis could be considered

163. An LNC is analyzing a case involving professional ethics and the LNC's role. An LNC has been
retained by a plaintiff's attorney to serve as a testifying expert in a nursing malpractice case. During
deposition preparation, the attorney instructs the LNC to testify that the nursing care was "the worst |
have ever seen” and to characterize the defendant nurse as "dangerously incompetent.” The LNC's actual
clinical assessment, based on a thorough medical record review, is that the nursing care deviated from
the standard of care in two specific areas but was otherwise appropriate. What is the LNC's professional
obligation in this situation?

A. The LNC should follow the attorney's instructions because the attorney is the client and directs the
testimony strategy

B. The LNC must decline to offer testimony that exceeds or misrepresents the actual clinical findings —
the LNC's obligation to objectivity requires testifying truthfully about the specific deviations identified
in the analysis, without exaggeration, inflammatory characterization, or opinions not supported by the
medical evidence

C. The LNC should withdraw from the case entirely without explaining the reason to avoid conflict with
the retaining attorney

D. The LNC should offer the exaggerated testimony at deposition but correct the record at trial if the
case proceeds that far

164. An LNC is evaluating a workers' compensation case involving a 52-year-old factory worker who
developed bilateral hearing loss after 25 years of exposure to industrial noise levels measured at 92—-98
dB (the OSHA permissible exposure limit is 90 dB for an 8-hour time-weighted average). The worker's
audiogram shows bilateral symmetric sensorineural hearing loss with a characteristic noise-induced
pattern — a notch at 4000 Hz with relative preservation of lower frequencies. The employer argues the
hearing loss is age-related (presbycusis) rather than noise-induced. What clinical evidence most strongly
supports occupational causation?

A. The bilateral symmetric pattern with the characteristic 4000 Hz notch on audiogram — which is the
hallmark audiometric signature of noise-induced hearing loss that distinguishes it from age-related
presbycusis (which typically shows a gradual sloping high-frequency loss without a discrete notch) —
combined with 25 years of documented exposure to noise levels above the OSHA PEL, supports
occupational noise-induced hearing loss



B. The worker's age of 52 makes presbycusis the only plausible explanation for bilateral sensorineural
hearing loss at this age

C. The bilateral symmetric pattern proves the hearing loss is presbycusis because noise-induced hearing
loss is always asymmetric

D. The worker should undergo an MRI to rule out acoustic neuroma as the cause of the bilateral hearing
loss before causation analysis

165. An LNC is reviewing a long-term care case involving a resident who developed sepsis from an
infected sacral wound. The LNC reviews the wound care documentation and finds that the wound care
nurse documented wound measurements using inconsistent methods — sometimes measuring length x
width, sometimes using a wound tracing, and sometimes describing the wound only in qualitative terms
("improving™ or "worsening") without any measurements. The wound care physician's progress notes
reference wound measurements that do not correspond to the wound care nurse's entries for the same
dates. What does this documentation pattern reveal?

A. The inconsistent documentation methods are acceptable because there is no single required wound
measurement methodology

B. The wound care physician's measurements should be given priority over the nursing measurements in
the clinical analysis

C. The inconsistent and contradictory wound measurement documentation — using varying methods
and producing conflicting measurements between providers — prevents reliable tracking of the wound's
clinical trajectory and raises questions about whether wound assessments were performed
systematically, whether the wound was actually improving or deteriorating, and whether appropriate
clinical decisions were being made based on accurate wound data

D. The wound care nurse should have used photographic documentation exclusively rather than any
measurement-based approach

166. An LNC is evaluating a pharmaceutical product liability case involving a patient who developed
tardive dyskinesia — involuntary repetitive movements of the face, tongue, and extremities — after two
years of treatment with a first-generation antipsychotic medication prescribed for off-label use as a sleep
aid. The patient had no psychiatric diagnosis warranting antipsychotic medication. Current prescribing
guidelines recommend against using first-generation antipsychotics for insomnia due to the risk of
tardive dyskinesia and other serious adverse effects. The prescribing physician did not inform the patient
about the risk of tardive dyskinesia or discuss safer alternatives for insomnia management. What
liability theories should the LNC evaluate?



A. Product liability against the antipsychotic manufacturer is the sole applicable theory because the drug
caused the tardive dyskinesia

B. The patient's psychiatrist should have been consulted before any antipsychotic medication was
prescribed for sleep

C. The pharmacist should have refused to dispense an antipsychotic for insomnia and should bear
primary liability for the dispensing

D. Prescribing negligence against the physician — prescribing a first-generation antipsychotic for off-
label insomnia use without a psychiatric indication, without disclosing the risk of tardive dyskinesia, and
without discussing safer alternatives — and failure of informed consent, because the patient was not
informed of the serious and potentially irreversible risk of tardive dyskinesia or the availability of safer
treatment options

167. An LNC is analyzing a medical malpractice case involving a patient who was prescribed an oral
anticoagulant (rivaroxaban) following hip replacement surgery. The discharge medication reconciliation
listed rivaroxaban along with the patient's home medications, which included aspirin. The patient's
primary care physician, who was managing the patient's chronic care, was not informed about the new
rivaroxaban prescription. The patient continued taking aspirin concurrently with rivaroxaban for six
weeks. During this period, the patient developed a gastrointestinal hemorrhage requiring hospitalization
and blood transfusion. What systems-level failure contributed to this adverse event?

A. The patient should have informed the primary care physician about all new medications prescribed
during the hospitalization

B. The discharge medication reconciliation process failed to ensure that the primary care physician was
notified about the new anticoagulant and that the concurrent aspirin use was addressed — the absence of
a reliable care transition communication system between the hospital and the outpatient provider created
a gap in medication management that resulted in a preventable drug interaction

C. The orthopedic surgeon should have discontinued the aspirin before prescribing rivaroxaban at the
time of hospital discharge

D. The pharmacy that dispensed the rivaroxaban should have identified the concurrent aspirin use and
contacted both physicians

168. An LNC is reviewing a risk management case involving a hospital where a patient experienced an
anaphylactic reaction to a contrast agent during a CT scan. The resuscitation was delayed by five
minutes because the crash cart in the radiology department had not been checked per protocol — the



defibrillator battery was dead, the epinephrine in the cart was expired, and the bag-valve-mask was
missing. The patient sustained hypoxic brain injury during the delay. The hospital's policy requires crash
cart checks at the beginning of every shift. What does this case illustrate?

A. The radiology department's failure to maintain a functional crash cart — by not performing the
required shift-based checks — represents a systems failure in emergency preparedness that directly
caused the resuscitation delay and the resulting patient harm

B. The physician who ordered the contrast CT should have ensured the crash cart was checked before
ordering the procedure

C. The contrast agent manufacturer should be held liable because the anaphylactic reaction was caused
by the contrast product

D. The CT technologist should have administered epinephrine without the crash cart by obtaining it
from the nearest nursing unit

169. An LNC is evaluating a Medicare Set-Aside case involving a 71-year-old Medicare beneficiary
settling a workers' compensation claim for bilateral carpal tunnel syndrome. The claimant has undergone
bilateral carpal tunnel release surgery but continues to have residual symptoms requiring ongoing
treatment. The MSA must project future injury-related Medicare-covered medical expenses. The
claimant's current treatment includes quarterly hand surgeon follow-up visits, daily prescription
gabapentin for residual neuropathic pain, occupational therapy twice monthly to maintain hand function,
and annual nerve conduction studies to monitor nerve recovery. The defense argues that the claimant
should have fully recovered from the carpal tunnel release surgery and that ongoing treatment is not
medically necessary. What should the LNC evaluate?

A. The defense argument should be accepted because carpal tunnel release surgery typically results in
complete symptom resolution

B. The claimant should be required to undergo a repeat surgery before the MSA can include ongoing
treatment costs

C. The LNC should evaluate the medical record for documentation of persistent symptoms following the
bilateral carpal tunnel release — including post-surgical nerve conduction study results, the treating
surgeon's clinical assessment of residual neuropathy, and published data on incomplete recovery rates
following carpal tunnel surgery — to determine whether the projected ongoing treatment is medically
reasonable and necessary for this specific claimant's documented post-surgical clinical status



D. All post-surgical treatment costs should automatically be included for the claimant's full life
expectancy without clinical justification

170. An LNC is analyzing a medical malpractice case involving a 45-year-old woman who underwent
thyroid surgery and developed bilateral vocal cord paralysis, resulting in airway compromise requiring
emergency tracheostomy. The patient had a benign thyroid nodule that was managed with a right thyroid
lobectomy. The operative report indicates the surgery began as a planned right lobectomy but was
converted to a total thyroidectomy intraoperatively because the surgeon discovered "suspicious-
appearing tissue" on the left side. No frozen section pathology was obtained before extending the
surgery. Final pathology showed the "suspicious tissue” on the left side was benign. The patient now has
a permanent tracheostomy. What should the LNC's analysis focus on?

A. Whether the conversion from lobectomy to total thyroidectomy was clinically justified by the
intraoperative findings alone

B. The tracheostomy is a temporary measure and the vocal cord function will recover within six months
in most surgical cases

C. The surgeon should have used a different surgical approach to access the left thyroid lobe to avoid
bilateral nerve injury

D. Whether the surgeon's intraoperative decision to extend the surgery to a total thyroidectomy —
without obtaining frozen section pathology to confirm malignancy before proceeding — deviated from
the standard of care, particularly given that the extension doubled the risk of recurrent laryngeal nerve
injury (bilateral instead of unilateral) and the suspicious tissue ultimately proved benign

171. An LNC is reviewing a personal injury case involving a 60-year-old man who was injured when the
brakes on a rental car failed while he was driving on a mountain road. The plaintiff sustained multiple
injuries including a splenic laceration requiring splenectomy, bilateral rib fractures, and a concussion.
Following splenectomy, the plaintiff is permanently immunocompromised due to loss of the spleen's
immune function. He requires lifelong vaccinations (pneumococcal, meningococcal, Haemophilus
influenzae type b), carries a medical alert bracelet, and must seek immediate medical attention for any
febrile illness due to the risk of overwhelming post-splenectomy infection (OPSI). What category of
damages is frequently overlooked in splenectomy cases?

A. The cost of the splenic laceration repair surgery, which has already been included in the past medical
expenses calculation



B. The lifelong immunological consequences of splenectomy — including the cost of ongoing
vaccinations and boosters, the increased susceptibility to encapsulated bacterial infections, the need for
immediate medical evaluation for febrile episodes (which may involve additional ED visits and
hospitalizations), prophylactic antibiotics in some cases, and the psychological burden of living with
permanent immunocompromise — are frequently underestimated or omitted from damages analyses

C. The rib fracture treatment costs are the most commonly overlooked category of damages in multi-
injury accident cases

D. The concussion-related cognitive deficits are the most significant long-term consequence and should
be the focus of the analysis

172. An LNC is evaluating a regulatory compliance case involving a hospital that has been cited by
CMS for failure to comply with the Conditions of Participation for the protection of patient privacy. The
investigation revealed that the hospital's practice of conducting patient care discussions at the nursing
station — within earshot of visitors, other patients’ family members, and passersby — resulted in
unauthorized disclosure of protected health information. Additionally, computer workstations at the
nursing station were left logged in with patient records visible on the screen when staff members walked
away, and patient information was discussed in elevators by staff members on multiple documented
occasions. What regulatory framework has been violated?

A. The hospital violated both the HIPAA Privacy Rule (unauthorized disclosure of PHI through verbal
discussions and visible computer screens) and CMS Conditions of Participation for patient rights (which
require facilities to protect the confidentiality of patient information) — these violations represent
institutional failures in privacy protection practices rather than isolated individual breaches

B. Only the individual staff members who discussed patient information in public areas violated HIPAA
privacy regulations

C. The hospital should install soundproof barriers around the nursing station rather than changing its
communication practices

D. The CMS citation is unwarranted because verbal discussions of patient care at nursing stations are a
necessary part of care delivery

173. An LNC is analyzing a medical malpractice case involving a delayed diagnosis of a pulmonary
embolism in a 35-year-old woman who was four weeks postpartum and taking oral contraceptives that
she had resumed after delivery. She presented to the emergency department with sudden-onset pleuritic
chest pain and dyspnea. The emergency physician obtained a chest X-ray (normal) and D-dimer
(elevated at 1,850 ng/mL). The physician diagnosed pleurisy and discharged the patient with ibuprofen.



The patient returned 48 hours later in cardiopulmonary arrest from a massive bilateral pulmonary
embolism. What factors should have heightened the physician's suspicion for PE at the initial
presentation?

A. A normal chest X-ray effectively ruled out pulmonary embolism and the physician's discharge
decision was appropriate

B. The D-dimer elevation was only mildly above normal and should not have prompted further
diagnostic evaluation

C. The combination of three significant VTE risk factors (postpartum state within six weeks of delivery,
oral contraceptive use, and immobility associated with the postpartum period) plus an acute presentation
of pleuritic chest pain and dyspnea with an elevated D-dimer should have prompted CT pulmonary
angiography — the physician's failure to pursue definitive imaging in a young woman with multiple
V/TE risk factors and a positive screening test is a departure from the diagnostic standard of care

D. The physician should have prescribed anticoagulation empirically and scheduled outpatient CT
pulmonary angiography within one week

174. An LNC is reviewing a case involving the scope of an LNC's testimony at trial. The LNC, a
registered nurse with 20 years of clinical experience in critical care nursing and 10 years of legal nurse
consulting experience with LNCC certification, has been designated as a testifying expert in a medical
malpractice case involving ICU nursing care. During trial, the plaintiff's attorney asks the LNC to testify
about the appropriate medical diagnosis that the attending physician should have made based on the
patient's clinical findings. The defense objects that the LNC is testifying outside the scope of nursing
expertise. What is the appropriate ruling?

A. The LNC should be permitted to testify about medical diagnosis because 20 years of clinical
experience provides sufficient expertise

B. The LNC can testify about nursing standards in relation to physician notification and how nursing
protocols would work

C. The LNC should refuse to answer and remind the attorney that this question was not discussed during
preparation

D. The defense objection has merit — the LNC is qualified to testify about nursing standards of care,
nursing assessment, nursing judgment, and the nursing process, but medical diagnosis is within the
physician's scope of practice and the LNC should not offer opinion testimony on what medical diagnosis



the physician should have made unless the LNC has specific additional qualifications (such as advanced
practice nursing credentials) that support such testimony

175. An LNC is evaluating a personal injury case involving a 42-year-old woman who sustained a
Lisfranc injury to her right foot when she slipped on an icy walkway at a commercial property. Despite
surgical fixation, the plaintiff developed post-traumatic arthritis of the midfoot requiring arthrodesis
(fusion) of the tarsometatarsal joints. The plaintiff reports chronic foot pain, inability to wear heels,
difficulty walking on uneven terrain, and a visible limp. She was previously employed as a
pharmaceutical sales representative, a position requiring extensive walking and professional appearance.
The defense argues that the plaintiff can perform a sedentary version of her sales role. What should the
LNC evaluate?

A. Whether the plaintiff's vanity about wearing high-heeled shoes is the real basis for her complaints
about her professional appearance

B. The clinical documentation of the residual foot impairments — chronic pain, altered gait mechanics,
activity limitations, and the visible limp — and their specific impact on the physical demands of
pharmaceutical sales (extensive walking through hospitals and clinics, standing during presentations,
and professional appearance expectations) should be evaluated to determine whether the plaintiff can
perform the essential functions of her pre-injury occupation, not a hypothetical modified version of it

C. The plaintiff should be evaluated for a custom orthotic shoe insert that might eliminate the limp and
allow return to full duty

D. The plaintiff's employer should be required to provide a sedentary position regardless of whether one
exists in the organization

176. An LNC is analyzing a medical malpractice case involving a patient who developed necrotizing
fasciitis following a minor outpatient surgical procedure. The patient presented to the emergency
department 48 hours after the procedure with worsening wound pain, erythema, swelling, and crepitus.
The emergency physician diagnosed wound cellulitis and prescribed oral antibiotics. The patient
returned 24 hours later with extensive tissue necrosis and sepsis requiring ICU admission, multiple
debridement surgeries, and a three-month hospitalization. What clinical finding at the first emergency
department visit should have prompted a different clinical response?

A. Crepitus — the presence of subcutaneous gas palpable on examination — is a hallmark sign of
necrotizing fasciitis that distinguishes it from simple cellulitis and constitutes a surgical emergency



requiring immediate surgical consultation for emergent debridement, not outpatient antibiotic
management

B. Worsening pain 48 hours after surgery is a normal postoperative finding and does not indicate a
surgical emergency

C. Erythema and swelling around a surgical wound are expected postoperative findings that do not
require emergency evaluation

D. The emergency physician should have consulted with the surgeon who performed the original
procedure before making any decisions

177. An LNC is reviewing a workers' compensation case involving a 45-year-old nurse who developed
chronic migraine headaches after sustaining a concussion from being struck in the head by a patient
during a violent episode in a psychiatric unit. The employer accepted the concussion claim but denied
the chronic migraine claim, arguing that migraines are not causally related to the concussion. The
worker's pre-injury medical records show no history of migraines. Post-injury neurological records
document chronic daily headaches meeting ICHD-3 criteria for persistent post-traumatic headache, with
migraine features developing within seven days of the head injury and persisting for more than 12
months. What is the most important clinical evidence supporting causation?

A. The worker's own report that the headaches began immediately after the head injury and have
continued since that time

B. The chronic migraine diagnosis alone is sufficient to establish causation without any additional
clinical documentation

C. The documented onset of headaches meeting ICHD-3 diagnostic criteria for persistent post-traumatic
headache within seven days of the concussion, the absence of any pre-injury headache history, and the
persistence of headaches beyond 12 months — this combination satisfies the diagnostic criteria that
specifically define the causal relationship between traumatic brain injury and persistent post-traumatic
headache

D. A brain MRI should be obtained to confirm the diagnosis because persistent headaches cannot be
diagnosed without neuroimaging

178. An LNC is evaluating a risk management case involving a hospital that has identified a pattern of
medication errors related to look-alike, sound-alike (LASA) medications. Over a six-month period, three
errors involved confusion between hydromorphone and morphine, two errors involved confusion
between hydroxyzine and hydralazine, and one error involved confusion between metformin and



metronidazole. The hospital's current medication safety practices do not include tall-man lettering,
automated dispensing cabinet placement separation for LASA pairs, or independent double-checks for
high-alert LASA medications. What should the LNC's risk management analysis recommend?

A. The pharmacy should stop stocking all look-alike, sound-alike medication pairs to eliminate the
possibility of confusion entirely

B. The hospital should implement a multi-layered LASA medication safety strategy including tall-man
lettering on medication labels and electronic prescribing screens, physical separation of LASA pairs in
automated dispensing cabinets, independent double-check verification for high-alert LASA medications
before administration, clinical decision support alerts in the electronic prescribing system, and staff
education on LASA risks specific to the identified problematic pairs

C. The individual nurses who made the errors should be retested on medication administration
competencies before returning to duty

D. The pharmaceutical manufacturers should be required to change the names of all medications that
sound similar to other drugs

179. An LNC is reviewing a medical malpractice case involving a newborn who developed cerebral
palsy following a difficult delivery. The labor record shows: the mother was in labor for 22 hours, the
fetal heart rate tracing showed variable decelerations progressing to late decelerations over the final four
hours of labor, the nursing documentation describes the tracing as "reassuring™ throughout, the
obstetrician was not at the hospital for the final three hours of labor and was managing the case by
telephone, and when the obstetrician arrived and assessed the tracing, an emergency cesarean was
performed but the infant was born with Apgar scores of 1/3/5 and required resuscitation. What are the
multiple levels of potential liability?

A. The nursing staff bears sole responsibility because the nurses are responsible for continuous fetal
heart rate monitoring

B. The obstetrician bears sole responsibility because the physician makes all delivery management
decisions

C. The hospital bears sole responsibility because the staffing decision that left the obstetrician off-site is
an administrative function

D. Multiple levels of liability exist: the nursing staff (mischaracterizing a concerning tracing as
"reassuring,” failing to recognize the progression from variable to late decelerations), the obstetrician
(managing an active labor by telephone from off-site for three hours during a period of progressive fetal



heart rate abnormalities), and the hospital (potential corporate negligence for allowing the obstetrician to
manage active labor patients remotely without adequate on-site physician coverage)

180. An LNC is analyzing a Medicare Set-Aside case involving a 74-year-old Medicare beneficiary
settling a workers' compensation claim for a traumatic brain injury sustained in a workplace fall. The
claimant requires ongoing neurological follow-up, anticonvulsant medication, neuropsychological
monitoring, and attendant care for cognitive supervision. The defense argues that attendant care costs
should be included in the MSA because Medicare Home Health benefits could cover some supervision
hours. The plaintiff's attorney argues attendant care should be excluded from the MSA because
Medicare does not cover custodial care. What is the most accurate analysis of Medicare coverage for
attendant care in this context?

A. All attendant care costs should be included in the MSA because Medicare covers all forms of home-
based care

B. Attendant care should be split equally between the MSA and the claimant's personal responsibility

C. Medicare covers only skilled home health services for intermittent or part-time skilled nursing and
therapy needs — it does not cover custodial attendant care for supervision purposes

D. Medicare's home health benefit covers skilled nursing and therapy services on an intermittent or part-
time basis, but does not cover custodial or supervisory attendant care — therefore, non-skilled attendant
care for cognitive supervision should be excluded from the MSA because it is not a Medicare-covered
service, while any skilled nursing components of the care that meet Medicare home health criteria
should be included

181. An LNC is evaluating a long-term care case involving a 85-year-old nursing home resident who
developed a deep tissue injury (DTI) on both heels within three weeks of admission. The resident had
documented peripheral arterial disease, diabetes, and was bedbound following a stroke. The admission
assessment identified heel pressure injury risk, and the care plan specified "heel offloading devices."
The LNC reviews the nursing documentation and finds no evidence that heel offloading devices were
ever applied, no documentation of heel skin assessments, and no evidence that the heel-specific care
plan intervention was ever implemented. What is the most significant analytical finding?

A. The resident's peripheral arterial disease and diabetes made heel DTIs unavoidable regardless of any
preventive interventions



B. The attending physician should have ordered vascular surgery consultation to address the peripheral
arterial disease first

C. The facility identified the heel pressure injury risk at admission and developed a care plan to address
it, but completely failed to implement the planned intervention — the total absence of documentation
that heel offloading was ever applied, combined with the absence of heel skin assessments, demonstrates
a complete disconnect between the documented care plan and the actual care delivered

D. The DTI classification means the injury is less serious than a staged pressure ulcer and does not
indicate substandard care

182. An LNC is reviewing a product liability case involving a defective patient-controlled analgesia
(PCA) pump. The pump malfunctioned by allowing the patient to administer doses at intervals shorter
than the programmed lockout period. The patient received multiple doses of hydromorphone within a
30-minute period and developed respiratory arrest. The patient was resuscitated but sustained hypoxic
brain injury. Engineering analysis confirms a software defect in the lockout interval timer. What is the
critical causation analysis?

A. The nurse monitoring the patient should have recognized the oversedation before respiratory arrest
occurred in the patient

B. The software defect in the lockout timer directly caused the pump to deliver doses at intervals shorter
than programmed — the patient received excess opioid medication not because of patient behavior or
prescribing error but because the device safety mechanism (the lockout interval) failed to function as
designed, directly causing the opioid overdose and resulting respiratory arrest

C. The physician who prescribed the PCA should have ordered a lower dose of hydromorphone to
prevent potential overdose risk

D. The PCA pump manufacturer's user manual should have warned about the possibility of lockout
interval timer malfunction

183. An LNC is evaluating a medical malpractice case involving a patient who underwent a knee
arthroscopy and developed a deep surgical site infection with methicillin-resistant Staphylococcus
aureus (MRSA). The operative record does not document the administration of preoperative
prophylactic antibiotics. The facility's surgical prophylaxis protocol specifies first-generation
cephalosporin within 60 minutes before incision for all arthroscopic procedures. The defense argues that
prophylactic antibiotics are not required for knee arthroscopy because it is a "clean” procedure with a
low infection rate. What should the LNC evaluate?



A. The defense argument should be accepted because knee arthroscopy has a very low infection rate and
prophylaxis is optional

B. The patient's MRSA infection proves that the cephalosporin would not have been effective because
MRSA is resistant to cephalosporins

C. The patient should have been screened for MRSA colonization preoperatively and decolonized before
the arthroscopy procedure

D. Whether the facility's own surgical prophylaxis protocol — which requires cephalosporin
administration for all arthroscopic procedures — was followed, and whether current evidence-based
guidelines recommend prophylactic antibiotics for knee arthroscopy, assessing the breach both against
the facility's own standard and against the broader professional standard of care

184. An LNC is analyzing a personal injury case involving a 55-year-old woman who was rear-ended
and developed cervicogenic headaches and cervical facet joint pain. Her pain management specialist
performed cervical medial branch blocks, which provided temporary but significant pain relief,
confirming the facet joints as the pain source. The specialist then performed radiofrequency ablation
(RFA) of the medial branches, which provided six months of substantial pain relief before the pain
returned. The plaintiff has now undergone three RFA procedures, each providing approximately six
months of relief. The defense argues the need for repeated RFA procedures indicates the treatment is not
effective. What should the LNC evaluate?

A. The repeated need for RFA procedures demonstrates the treatment is clinically effective for this
plaintiff — each procedure provides approximately six months of substantial pain relief, and the pattern
of consistent temporary relief followed by predictable recurrence is the expected clinical course of RFA,
which ablates nerve endings that regenerate over time and require repeat ablation — the defense
argument confuses a temporary treatment effect with treatment failure

B. The plaintiff should pursue surgical fusion of the cervical facet joints to achieve permanent relief
rather than repeated RFA

C. The plaintiff's subjective pain reports are the only evidence of RFA effectiveness and should be given
limited weight in the analysis

D. The pain management specialist should have prescribed opioid medications instead of performing
repeated interventional procedures

185. An LNC is reviewing a regulatory compliance case involving a hospital that performed a
significant number of elective percutaneous coronary interventions (PCIs) — stent placements — on



patients whose coronary artery disease could have been managed with medical therapy alone. An
external review of 200 randomly selected PCI cases found that 38% of the procedures did not meet the
American College of Cardiology/American Heart Association appropriate use criteria for elective PCI.
The cardiologists performing the procedures had financial incentives tied to procedure volume. What
regulatory and ethical concerns does this pattern raise?

A. The appropriate use criteria are advisory and do not create enforceable standards for cardiologists
performing elective PCI procedures

B. The 38% inappropriate use rate falls within acceptable variation in clinical practice and does not
indicate systematic overutilization

C. The pattern of performing elective procedures that do not meet established appropriate use criteria —
particularly when the performing physicians have financial incentives tied to volume — raises concerns
about medically unnecessary procedures, potential violations of the False Claims Act (if the procedures
were billed to Medicare), and violations of the Stark Law or Anti-Kickback Statute if the financial
incentives constitute improper inducement for performing procedures

D. The patients should have independently researched whether their coronary artery disease required
stent placement before consenting

186. An LNC is evaluating a medical malpractice case involving a patient who was prescribed lithium
for bipolar disorder. Lithium has a narrow therapeutic index — the difference between therapeutic and
toxic blood levels is small — and requires regular serum lithium level monitoring to prevent toxicity.
The patient's records show lithium levels were monitored monthly for the first three months, then no
lithium levels were checked for the next six months. During the unmonitored period, the patient
developed lithium toxicity with symptoms including severe tremor, confusion, ataxia, and renal
impairment. The treating psychiatrist attributed the lack of monitoring to "the patient's stable clinical
status." What is the standard of care issue?

A. The patient should have independently requested lithium level monitoring from the psychiatrist
during the unmonitored period

B. Lithium's narrow therapeutic index requires ongoing regular serum level monitoring regardless of
clinical stability — the six-month gap in monitoring deviates from the standard of care for lithium
management, which requires periodic level checks to detect subclinical toxicity before symptoms
develop, because renal function changes, dehydration, medication interactions, and dietary changes can
all alter lithium levels unpredictably in clinically stable patients



C. The pharmacist should have refused to refill the lithium prescription without documentation of recent
serum lithium levels

D. The psychiatrist's clinical assessment of stability was sufficient to justify the extended monitoring
interval without lab work

187. An LNC is developing a life care plan for a 35-year-old woman who sustained a traumatic brain
injury resulting in anosmia (complete loss of the sense of smell). The defense argues that anosmia is a
minor impairment that does not warrant significant life care plan projections. What should the LNC
include in the life care plan for this condition?

A. The life care plan should address the safety and quality-of-life implications of permanent anosmia —
including smoke and gas detector systems (because the plaintiff cannot detect smoke or gas leaks), food
safety equipment (because the plaintiff cannot detect spoiled food by smell), ongoing ENT follow-up to
monitor for any olfactory nerve recovery, psychological counseling for adjustment to permanent sensory
loss, and nutritional counseling (because loss of smell significantly affects taste and appetite, which can
lead to nutritional changes and weight changes)

B. Anosmia is a minor sensory loss that does not require any specific life care plan projections beyond
the initial diagnosis

C. The life care plan should include only the cost of smoke detectors and no other anosmia-related
projections or recommendations

D. The plaintiff should be evaluated for surgical intervention to restore the olfactory nerve function
before any projections are made

188. An LNC is analyzing a medical malpractice case involving a patient who developed a surgical site
infection following a total hip replacement. The patient's preoperative hemoglobin Alc was 10.2%
(indicating poorly controlled diabetes). Published surgical guidelines recommend optimizing glycemic
control (Alc below 8%) before elective joint replacement to reduce infection risk. The surgeon did not
delay the surgery or address the glycemic control before proceeding. The defense argues that the
infection was caused by the patient's diabetes rather than the surgeon's decision to proceed with surgery.
What should the LNC evaluate?

A. The diabetes caused the infection and the surgeon bears no responsibility for the outcome of the joint
replacement surgery



B. The patient should have independently optimized glycemic control before presenting for the elective
surgery

C. The orthopedic surgeon should have consulted an endocrinologist before performing any surgery on a
diabetic patient

D. Whether the surgeon's decision to proceed with elective surgery without optimizing the patient's
glycemic control — when published guidelines recommend delaying elective joint replacement until
Alc is below 8% — constituted a deviation from the preoperative standard of care that increased the
foreseeable risk of surgical site infection

189. An LNC is reviewing a risk management case involving a hospital where a patient who had
undergone same-day surgery was discharged into the care of a family member. The discharge criteria
specified that the patient must be alert, oriented, and accompanied by a responsible adult. The nurse
documented that the patient "met all discharge criteria." However, video surveillance from the hospital
parking lot shows the patient's family member — who was visibly intoxicated — attempting to drive the
patient home and being unable to navigate out of the parking lot, ultimately colliding with a parked car.
The patient sustained additional injuries in the parking lot collision. What risk management and patient
safety issues does this case raise?

A. The patient should have arranged for a taxi or ride service rather than relying on a family member for
post-procedure transportation

B. The hospital's parking lot security should have intervened when they observed the impaired driver
attempting to leave the facility

C. The discharge process may have failed to adequately assess whether the "responsible adult” who was
receiving the patient was actually capable of providing safe transportation — the discharge criteria
require a responsible adult, and a visibly intoxicated person does not meet this criterion, raising
questions about whether the discharging nurse adequately evaluated the safety of the discharge plan or
simply documented criteria as met without verification

D. The family member bears sole responsibility for the parking lot collision because they chose to drive
while intoxicated

190. An LNC is analyzing a workers' compensation case involving a 44-year-old emergency department
nurse who claims she developed carpal tunnel syndrome from years of performing IV insertions,
medication preparation, and electronic health record documentation. The employer's IME physician
concluded the carpal tunnel syndrome is caused by the nurse's hypothyroidism (a known risk factor for
CTS) and is unrelated to work. The LNC reviews the occupational health literature and finds that



healthcare workers who perform repetitive hand-intensive tasks have a moderately elevated risk of CTS
compared to workers in non-hand-intensive occupations. The nurse was diagnosed with hypothyroidism
three years before CTS symptom onset. What should the LNC's analysis address?

A. The hypothyroidism diagnosis automatically eliminates any occupational contribution to the carpal
tunnel syndrome development

B. Whether the nurse's specific job demands (repetitive hand-intensive activities including IV insertions,
medication preparation, and prolonged keyboard use) constitute occupational risk factors for CTS, and
whether the hypothyroidism and the occupational exposure may have independently contributed to or
synergistically produced the condition — the existence of one risk factor does not eliminate the
contribution of another, and the analysis should evaluate the relative role of each

C. The nurse's recreational activities should be investigated as the sole cause of the carpal tunnel
syndrome before evaluating work

D. The LNC should accept the IME physician's conclusion because the physician conducted an
independent physical examination

191. An LNC is reviewing a medical malpractice case involving a child who developed permanent
hearing loss after receiving an ototoxic antibiotic (gentamicin) for a neonatal infection. The child
received gentamicin for 14 days. Hospital pharmacy protocols require serum gentamicin level
monitoring (trough and peak levels) every 48—72 hours to prevent toxicity. The medical record shows
only one set of levels drawn on day 2 of the 14-day course — no subsequent levels were monitored. The
trough level on day 2 was in the high-normal range. By the time audiological testing was performed at
six months of age, the child had bilateral severe sensorineural hearing loss. What standard of care failure
should the LNC identify?

A. The failure to monitor gentamicin serum levels beyond day 2 of a 14-day course — when pharmacy
protocols required monitoring every 48-72 hours — allowed potentially toxic drug levels to persist
undetected, and the initial high-normal trough level should have prompted more vigilant monitoring
rather than less, because it indicated the drug was accumulating near the toxic threshold

B. The neonatologist should have prescribed a different class of antibiotic that does not carry ototoxicity
risk for neonatal infection

C. The pharmacist should have independently monitored the gentamicin levels without relying on the
prescribing physician's orders



D. The child's parents should have been informed about the risk of hearing loss before consenting to the
gentamicin treatment

192. An LNC is evaluating a toxic tort case involving workers at a metal plating facility who were
exposed to hexavalent chromium (Cr(\V1)) through inhalation during electroplating operations. Several
workers have developed lung cancer. Hexavalent chromium is classified by IARC as a Group 1
carcinogen with sufficient evidence of carcinogenicity in humans for lung cancer. The workers'
chromium exposure levels exceeded OSHA's permissible exposure limit for Cr(VI) throughout their
employment. The defense argues that two of the five workers with lung cancer are current smokers and
their cancers should be attributed entirely to smoking. What is the most clinically accurate analysis of
the competing causation arguments?

A. The workers' smoking history eliminates hexavalent chromium exposure as a contributing cause of
their lung cancers

B. The hexavalent chromium exposure must be the sole cause of the workers' lung cancers because it is
a Group 1 carcinogen

C. The workers should have quit smoking when they learned they were exposed to hexavalent chromium
at the workplace

D. Both smoking and hexavalent chromium are established independent causes of lung cancer, and in
workers exposed to both, the two carcinogens may act independently or synergistically to increase the
overall lung cancer risk — the presence of one risk factor does not negate the contribution of the other,
and the analysis should evaluate the relative contribution of each exposure based on dose-response data,
exposure duration, and the known multiplicative interaction between smoking and occupational
carcinogen exposure for lung cancer

193. An LNC is analyzing a medical malpractice case in which a hospital failed to implement venous
thromboembolism (VTE) prophylaxis for a postoperative patient. The patient underwent abdominal
surgery and remained immobilized for five days. Neither pharmacological prophylaxis (anticoagulant
medication) nor mechanical prophylaxis (sequential compression devices) was ordered or provided. The
patient developed a massive bilateral pulmonary embolism on postoperative day five and died. The
hospital's VTE prophylaxis protocol requires risk assessment for all surgical patients and
implementation of appropriate prophylaxis based on the assessed risk level. What should the LNC
identify as the most significant systems failure?



A. The surgeon's failure to order VTE prophylaxis for an immobilized postoperative patient is solely an
individual error, not a systems failure

B. The pharmacy should have automatically dispensed anticoagulant medication for all postoperative
patients without a physician order

C. The complete absence of both pharmacological and mechanical VTE prophylaxis for an immobilized
post-surgical patient — despite the hospital's own protocol requiring risk assessment and prophylaxis —
represents a failure at multiple levels: the physician (failure to order prophylaxis), the nursing staff
(failure to ensure the protocol was followed), and the institution (failure to implement systems ensuring
protocol compliance, such as electronic order sets, mandatory VTE risk assessment on admission, or
pharmacy-driven prophylaxis protocols)

D. The patient should have requested DVT prophylaxis from the nursing staff because VTE prevention
is a shared patient responsibility

194. An LNC is reviewing a personal injury case involving a 48-year-old woman who developed
complex regional pain syndrome (CRPS) Type Il in her right hand following a crush injury at a
manufacturing plant. The CRPS was preceded by documented median nerve injury from the crush
mechanism. The plaintiff's treating pain specialist has documented classic CRPS findings including
edema, color changes, temperature asymmetry, allodynia, and motor weakness, along with
electrodiagnostic evidence of median nerve injury. The defense retained a neurologist who examined the
plaintiff once and concluded CRPS is not present because "the physical findings are inconsistent and
may represent symptom magnification.” The defense neurologist's report does not address the
electrodiagnostic findings confirming nerve injury. What should the LNC evaluate?

A. The defense neurologist's conclusion should be accepted because a single examination provides a
more objective assessment than longitudinal treating physician evaluations

B. The LNC should evaluate whether the defense neurologist's conclusion is adequately supported —
specifically, whether a single examination can reliably assess a condition known for symptom
fluctuation, whether the conclusion addresses or explains away the documented objective findings
(edema, temperature asymmetry, electrodiagnostic evidence of nerve injury), and whether dismissing the
findings as "inconsistent™ without addressing each documented objective sign represents an adequate
clinical analysis

C. The plaintiff should undergo additional diagnostic testing including bone scan and thermography
before the CRPS diagnosis can be accepted

D. The electrodiagnostic findings are irrelevant because CRPS is diagnosed based on clinical criteria
alone without any testing



195. An LNC is evaluating a medical malpractice case involving a patient who underwent an outpatient
surgical procedure under monitored anesthesia care (MAC). The patient was discharged from the
recovery area 30 minutes after the procedure with an Aldrete score of 8 (the minimum score for
discharge is typically 9 or 10). The discharge criteria at the facility require an Aldrete score of at least 9
before discharge. The patient collapsed in the parking lot 15 minutes after discharge, was found to be in
respiratory distress, and required emergency intubation and hospital admission. What should the LNC
identify as the primary discharge failure?

A. The patient was discharged with an Aldrete score below the facility's own discharge threshold — an
objective, documented deviation from the discharge criteria that reflects inadequate post-anesthesia
recovery assessment and premature discharge, directly contributing to the respiratory event that occurred
shortly after the patient left the facility

B. The anesthesiologist should have used a different anesthetic technique that allows faster recovery
after the procedure

C. The patient's companion should have monitored the patient more closely during the drive home after
the surgical procedure

D. The surgical facility should have a policy requiring all patients to remain for a minimum of two hours
after any procedure

196. An LNC is analyzing a healthcare fraud case involving a laboratory that performed unnecessary
genetic testing on Medicare beneficiaries. The laboratory paid physicians $25 per cheek swab specimen
collected from their Medicare patients, regardless of clinical indication for genetic testing. The
physicians collected specimens during routine office visits without documenting any clinical rationale
for the genetic testing. The laboratory then billed Medicare for comprehensive pharmacogenomic panels
costing $5,000-$10,000 per test. An audit revealed that fewer than 5% of the test results were ever
reviewed by the ordering physician or used to modify patient treatment. What federal statutes are most
directly implicated?

A. Only HIPAA, because the genetic test results contain protected health information that was not
properly secured

B. Only the Stark Law, because the specimen collection arrangement creates a prohibited physician self-
referral relationship

C. Only state medical practice act violations, because the physicians collected specimens without
clinical indication



D. The Anti-Kickback Statute (the $25 per-specimen payments constitute illegal remuneration for
referrals of Medicare-covered services), the False Claims Act (billing Medicare for genetic tests that
were not medically necessary and whose results were never used clinically), and potentially the Stark
Law if the payment arrangement constitutes a prohibited financial relationship for designated health
services

197. An LNC is reviewing a long-term care case involving a nursing home resident who was prescribed
physical therapy three times weekly for gait training and fall prevention. The physical therapy
department records show the resident was seen consistently for the first two months. Beginning in month
three, the frequency dropped to once weekly without a physician order modifying the therapy frequency,
without documentation of clinical justification for the reduced frequency, and without notification to the
attending physician. During the period of reduced therapy, the resident experienced progressive gait
deterioration and a series of four falls, the last of which resulted in a hip fracture. What care failure does
this evidence demonstrate?

A. The physical therapy department is solely responsible and the facility bears no institutional liability
for therapy scheduling

B. The attending physician should have been monitoring the therapy attendance records and should have
noticed the reduced frequency

C. The unilateral reduction in prescribed therapy frequency — without physician order, clinical
justification, or physician notification — represents a care delivery failure that deviated from the
prescribed treatment plan, and the temporal correlation between the reduced therapy frequency and the
progressive gait deterioration and falls supports a causal connection between the therapy reduction and
the adverse outcomes

D. The resident's progressive gait deterioration was attributable to the natural progression of underlying
disease and was unrelated

198. An LNC is evaluating a medical malpractice case involving a patient who underwent a robotic-
assisted laparoscopic prostatectomy. During the procedure, the robotic instrument malfunctioned,
producing an uncontrolled movement that lacerated the patient's iliac vein, causing massive hemorrhage
that required emergency conversion to open surgery. The patient survived but sustained a hypoxic brain
injury from the hemorrhagic shock. The surgeon was trained and credentialed in robotic surgery. The
malfunction was later attributed to a known software glitch that the manufacturer had identified but had
not yet issued a correction for. What theories of liability should the LNC evaluate?



A. Only the surgeon is liable because the surgeon is responsible for everything that happens during
surgery regardless of equipment malfunction

B. Both product liability against the robot manufacturer (for a known software defect that caused the
instrument malfunction) and potential hospital liability (for failing to ensure the robotic system was
operating with the most current software and for credentialing/privileging analysis of the robotic surgery
program) — the surgeon's liability depends on whether the surgeon's response to the malfunction met
the standard of care for managing intraoperative emergencies

C. Only the robot manufacturer is liable because the surgeon had no control over the software
malfunction during the procedure

D. The patient assumed the risk of robotic surgery complications by consenting to the robotic-assisted
surgical approach

199. An LNC is developing a life care plan for a 45-year-old man who sustained a severe burn injury
covering 45% of his total body surface area, including full-thickness burns to both upper extremities, the
anterior chest, and the face. The plaintiff has undergone multiple skin grafting procedures and will
require ongoing reconstructive surgeries, scar management, and psychological support. What unique
category of future needs must the LNC address for a major burn survivor?

A. Only the cost of the initial acute burn care hospitalization needs to be included because burn patients
fully recover within one year

B. The future reconstructive surgery costs should be excluded because they are considered cosmetic
procedures rather than medical care

C. The life care plan for a major burn survivor must address the unique lifelong consequences of
extensive burns — including serial reconstructive surgeries (typically multiple procedures over years),
ongoing scar management (compression garments with replacement schedules, silicone therapy,
massage therapy), thermoregulation impairment (inability to sweat in grafted areas requiring
environmental modifications), ongoing dermatological monitoring, pruritus management, psychological
services for body image adjustment and PTSD, and the increased risk of skin cancer in scarred and
grafted tissue requiring lifelong surveillance

D. The plaintiff should obtain all future burn care through a specialized burn center and the life care plan
should project costs only at that facility

200. An LNC is analyzing a medical malpractice case involving a 50-year-old patient who was admitted
to the hospital for observation after a minor surgical procedure. The patient had a known history of
obstructive sleep apnea (OSA) and used a CPAP machine nightly at home. During the overnight stay,
the hospital did not have a CPAP machine available for the patient, and the nurse documented "patient's



home CPAP not available." No alternative respiratory support was provided, and no enhanced
monitoring was implemented. The patient was given a standard dose of 1V opioid analgesic for pain.
The patient was found unresponsive at 0400 with an oxygen saturation of 48%. Resuscitation was
successful but the patient sustained severe hypoxic brain injury. What should the LNC identify as the
primary systems-level failure?

A. The hospital's failure to ensure CPAP availability for a patient with documented OSA — combined
with the administration of opioid analgesia without enhanced respiratory monitoring in a patient with a
known airway obstruction risk factor — represents a systems failure in which multiple safeguards that
should have been in place (CPAP continuation, enhanced monitoring, opioid-sparing analgesia
consideration) were all absent, creating a foreseeable and preventable respiratory catastrophe

B. The patient should have brought the home CPAP machine to the hospital for use during the overnight
observation stay

C. The surgeon should have prescribed non-opioid pain medication exclusively for all patients with
obstructive sleep apnea

D. The respiratory therapy department should have been consulted automatically for all patients with
documented sleep apnea

Practice Exam 2: Answer Key and Explanations

1. B — The LNC's first step in any case screening is to request and organize all available medical
records before beginning clinical analysis. Reviewing records before forming opinions ensures
objectivity, completeness, and a systematic approach. Advising on merit before reviewing records,
contacting providers, or searching literature prematurely all violate the research-first methodology.

2. D — The nursing home failed to honor a documented advance directive specifying comfort measures
only. The facility had a legal and ethical obligation to ensure the resident's code status was
communicated during transfer and to implement the advance directive's instructions. Transferring the
resident for resuscitation without contacting the family and without communicating the DNR status
violated the resident's documented wishes and right to self-determination.

3. A — Under the eggshell plaintiff doctrine, the defendant takes the plaintiff as found — including pre-
existing conditions. The liver cirrhosis may have prolonged bleeding and complicated recovery, but the
collision was the triggering cause of the injuries. The defendant is liable for the full extent of harm,



including complications attributable to the pre-existing condition that was aggravated by the defendant's
negligent act.

4. A — Severe hypertension (168/110), proteinuria, headache, visual disturbances, and right upper
quadrant pain at 34 weeks gestation constitute a classic presentation of severe preeclampsia — a
condition requiring immediate hospital admission, continuous monitoring, and potential emergent
delivery. Sending this patient home with instructions to rest represents a clear and unambiguous
deviation from the obstetric standard of care for severe preeclampsia management.

5. C — The strongest evidence for occupational causation is the match between the specific
biomechanical demands of the job and the risk factors identified in the epidemiological literature.
Sustained forceful gripping with repetitive wrist extension against resistance are well-documented
occupational risk factors for lateral epicondylitis. When the job demands match the scientifically
established risk factors, the occupational causation argument is substantially supported.

6. D — Each plaintiff must be evaluated individually, assessing the temporal relationship between
exposure and disease, documented exposure levels, dose-response data for each contaminant, biological
plausibility, and the relative contribution of individual risk factors. Blanket acceptance or rejection of
the defense argument ignores the scientific requirement for individual causation analysis that accounts
for both the environmental exposure and the competing personal risk factors.

7. B — Pain out of proportion to the injury, particularly pain unresponsive to maximum analgesic
dosing, is a cardinal early sign of compartment syndrome. The nurse documented administering
maximum pain medication but failed to recognize the clinical significance of uncontrolled pain as a
potential compartment syndrome indicator and failed to notify the surgeon. This represents both an
assessment failure (not interpreting the significance) and a communication failure (not escalating to the
surgeon).

8. C — The manufacturer's failure to update product information to reflect the known risks of metal ion
release and adverse tissue reactions — identified in published research three years before the plaintiff's
implantation — is the central failure-to-warn issue. The manufacturer continued to describe the device
as "designed for long-term biocompatibility” despite published evidence demonstrating significant
biocompatibility concerns, depriving surgeons and patients of critical risk information.

9. A — A patient with an MMSE score of 18 out of 30 has documented moderate cognitive impairment
that raises serious questions about decisional capacity. The critical issue is whether this patient could
meaningfully understand the disclosed information and provide valid informed consent, and whether the



healthcare proxy (the daughter with durable power of attorney) should have been involved in the consent
process given the documented cognitive limitations.

10. D — The pattern of agitation occurring exclusively during physical care activities — repositioning,
toileting, dressing changes — in a patient with osteoarthritis strongly suggests unrecognized pain as the
underlying cause. The physician prescribed an antipsychotic as a chemical restraint without
investigating the treatable cause, without performing a behavioral assessment, and without attempting
non-pharmacological interventions. The appropriate response was pain assessment and management, not
sedation.

11. B — Three wrong-site procedures over two years, combined with the absence of a standardized site-
marking protocol and the quality improvement committee's awareness of the problem without
implementing corrective action, demonstrates both a systems-level safety deficiency and a failure in the
risk management cycle. The risk was identified through adverse events but no mitigation was
implemented — the exact gap the risk management cycle is designed to prevent.

12. C — A patient complaining of progressive abdominal discomfort and dizziness after a polypectomy
should receive immediate vital sign assessment to evaluate for post-procedural hemorrhage. The failure
to obtain serial vital signs during a period of progressive symptoms represents a post-procedure
monitoring failure. The six-hour delay in detecting hemodynamically significant bleeding was directly
attributable to the absence of repeat vital sign measurements.

13. A — The LNC's ethical obligation to objectivity applies regardless of which side retained the LNC.
When the clinical evidence supports the opposing party's position, the LNC must communicate this
honestly to the retaining attorney. This honest assessment is one of the most valuable services the LNC
provides — it helps the defense attorney accurately evaluate the case, make informed settlement
decisions, and avoid investing resources in a defense that the medical evidence does not support.

14. D — The damages analysis should focus on the specific clinical documentation of the permanent
hand impairments — grip strength measurements, dexterity testing, and functional capacity evaluation
results — that objectively quantify the functional limitations preventing the plaintiff from performing
his pre-injury occupation as an electrician. These objective measurements establish the nature and extent
of the occupational disability and provide the clinical foundation for lost earning capacity calculations.

15. B — A near-miss event should be reported through the incident reporting system because the
protocol violation represents a safety system failure that, under different circumstances, could have
resulted in a fatal hemolytic transfusion reaction. The fact that the blood happened to be the correct type
is irrelevant to the safety analysis — the nurse's failure to perform bedside verification means the



safeguard that would have caught an incompatible unit was not functioning. Near-miss reporting is
essential for identifying vulnerabilities before they cause harm.

16. C — The central question in failure-to-warn analysis for an over-the-counter product is whether the
warning was sufficiently prominent, clear, and conspicuous to effectively communicate the serious risk
to a reasonable consumer. A warning about a potentially fatal condition (Reye syndrome) printed in
small text on the back of the packaging may be inadequate if its placement, size, and clarity are
insufficient to catch the attention of a reasonable consumer relative to the severity of the risk.

17. C — The most clinically appropriate approach is to project the current opioid regimen for a specified
initial period while including provisions for periodic reassessment, possible dose adjustments, potential
medication changes, and monitoring costs. Long-term opioid therapy is a dynamic clinical process that
requires ongoing management. Projecting the same dose indefinitely ignores clinical reality, while
excluding all opioid costs ignores the claimant's current documented medical needs.

18. C — The pre-existing risk factors — poorly controlled diabetes (Alc 9.8%), morbid obesity (BMI
42), and active smoking — should have been addressed preoperatively. The standard of care for elective
cardiac surgery in a high-risk patient may require glycemic optimization, smoking cessation counseling
with a preoperative cessation period, and a documented risk-benefit analysis. The presence of
modifiable risk factors that were not addressed before elective surgery may constitute a deviation from
the preoperative standard of care.

19. B — The facility failed to implement adequate safeguards to protect an NPO resident from oral
intake. A cognitively impaired resident on NPO status placed in a shared room with an unrestricted
resident, without signage indicating NPO status and without environmental controls to prevent access to
food, was foreseeable exposed to the aspiration risk that the NPO order was designed to prevent. The
facility's systems failure — not any individual caregiver's single act — created the dangerous condition.

20. D — The treating orthopedist's recommendation is better supported because it is grounded in 14
months of clinical data — documented conservative treatment failure, progressive functional decline,
and MRI findings of a massive irreparable rotator cuff tear with glenohumeral arthropathy. The IME
physician's recommendation for continued conservative treatment fails to address the objective imaging
findings and the documented ineffectiveness of the approach being recommended. A 20-minute
examination that ignores the clinical trajectory is less reliable than longitudinal clinical documentation.

21. C — The deficiencies in moderate sedation practices — no ACLS requirement, no ASA
classification, inadequate monitoring equipment — represent noncompliance with CMS Conditions of
Participation and professional sedation guidelines. These deficiencies create systemic patient safety risks



during every sedation procedure performed at the facility. If a patient is harmed during sedation, these
documented regulatory violations would constitute strong evidence of institutional negligence.

22. A — The permanent loss of the ability to perform as a professional dancer represents a unique
vocational and non-economic damage. Professional dance requires specific physical capabilities that the
plaintiff's residual impairments preclude. The damages analysis must account for the loss of a
specialized career, the associated professional identity, and the specific physical requirements that
cannot be replicated through retraining — considerations that go beyond generic lost earning capacity
calculations.

23. B — The physician failed to order the guideline-recommended ultrasound evaluation for a palpable
thyroid nodule. Normal thyroid function tests do not rule out thyroid malignancy — most thyroid
cancers occur in the setting of normal thyroid function. The 11-month delay, during which the cancer
metastasized to cervical lymph nodes, changed the staging, treatment requirements, and prognosis. The
deviation from the diagnostic standard resulted in a clinically significant worsening of the patient's
condition.

24. D — The software algorithm error was present in all pumps with the affected software version —
the manufacturer's recall acknowledged this. This is a design defect because the flaw is inherent in the
product's programming and affects every unit manufactured with that software, not just the plaintiff's
individual device. A manufacturing defect would affect only specific units due to production errors, but
here the defect exists at the design level.

25. C — Both the individual care failure (the aide not using the gait belt as specified in the care plan)
and the systemic factor (inadequate staffing that forced the aide to rush through care) contributed to the
fall. The aide violated the care plan, but the facility's staffing decision created the conditions under
which the violation became predictable. The analysis should address both levels — the individual
deviation and the institutional context that enabled it.

26. A — Prescribing a full dose of a nephrotoxic, renally-cleared aminoglycoside to a patient with
documented renal impairment (creatinine 2.4 mg/dL) without dose adjustment is a clear, unambiguous
deviation from the prescribing standard of care. Aminoglycoside dose reduction in renal impairment is a
fundamental pharmacological principle. The breach element is the most straightforward because the
standard is specific and the deviation is objective — no expert disagreement about the dose-adjustment
requirement is plausible.

27. D — The variability in epidemiological results reflects differences in study methodology, exposure
levels, and population characteristics — not an absence of association. The consistently elevated relative



risks across studies (1.3 to 2.1) support general causation, while the variability means specific causation
for each plaintiff requires careful individual analysis of their exposure history, dose-response
relationship, latency period, and competing causes. Epidemiological inconsistency demands nuanced
interpretation, not wholesale acceptance or rejection.

28. B — Attendant care hours must be based on the plaintiff's specific functional abilities and limitations
as determined through comprehensive functional assessment. A C6 injury has specific functional
implications — preserved wrist extension but absent hand intrinsics affects independence in specific
ADLSs. The assessment must determine what tasks the plaintiff can perform independently, what requires
partial assistance, and what requires total assistance, using published guidelines for C6-level care needs
as a clinical reference.

29. C — The use of physically incompatible connectors — specifically, non-Luer neuraxial connectors
designed to prevent connection to IV tubing — is an established patient safety solution for preventing
tubing misconnection errors. International standards (1ISO 80369) have been developed specifically to
address this risk. The hospital's continued use of universal Luer-lock connectors for both IV and
epidural lines represents a systems-level safety failure that allowed a preventable misconnection to
occur.

30. D — The fall caused the hip fracture, which required the surgical repair, during which the DVT
developed. The DVT/PE is a foreseeable consequence in the chain of events initiated by the defendant's
negligence. In tort law, the defendant is liable for all foreseeable consequences that flow from the
negligent act, including surgical complications arising from treatment of the original injury. The causal
chain from the fall to the DVT/PE is unbroken.

31. D — The scheduling data provides objective evidence that 30-minute treatment sessions could not
have been consistently delivered — 20 patients per 8-hour shift allows only 24 minutes per patient
including documentation and transition time. This mathematical impossibility supports a finding that the
practice systematically billed Medicare for treatment durations that exceeded what was actually
provided, constituting overbilling for services shorter than the billed duration.

32. B — The anesthesiologist's failure to review the preoperative nursing assessment — which
documented a family history highly suggestive of malignant hyperthermia susceptibility — led to two
cascading failures: inadequate preoperative planning (no trigger avoidance or dantrolene preparation)
and delayed intraoperative recognition (initially attributing the classic MH signs to light anesthesia).



Reviewing the nursing assessment would have placed MH at the top of the differential when the first
signs appeared.

33. C — Multiple factors contributed to this adverse outcome in a cascade: the prescribing of trazodone
(sedating medication) to a documented high-fall-risk patient on anticoagulation, the facility's failure to
update the fall prevention care plan after adding a sedating medication, and the interaction between
trazodone-induced sedation (causing the fall) and warfarin-related coagulopathy (causing the severe
intracranial bleeding). A complete analysis must address all contributing factors and their interactions.

34. A — The Surviving Sepsis Campaign guidelines recommend antibiotics and fluid resuscitation
within one hour of sepsis recognition with elevated lactate. The antibiotics were administered at 90
minutes (30 minutes late) and the fluid bolus was not initiated until 2 hours (60 minutes late). In sepsis,
every hour of antibiotic delay is associated with increased mortality — these delays in time-critical
interventions represent clear deviations from evidence-based treatment standards.

35. D — A comprehensive psychiatric evaluation documenting the specific PTSD diagnostic criteria
met, the temporal relationship between the mass casualty incident and symptom onset, the severity of
functional impairment, and the clinical basis for attributing the PTSD to the specific work event
provides the clinical foundation for the claim. In mental-mental workers' compensation claims, the
psychiatric evaluation must establish both the diagnosis and the causal connection to the specific
extraordinary work event.

36. B — The discharge bilirubin level fell in the high-risk zone on the hour-specific nomogram, which
triggers the AAP guideline recommendation for intervention — either initiating phototherapy or
arranging timely follow-up testing. The failure to act on a high-risk bilirubin level before discharge —
neither initiating treatment nor ensuring prompt follow-up — constitutes a clear deviation from the AAP
guideline standard that directly led to the preventable progression to kernicterus.

37. A — The oncologist failed to follow the drug labeling recommendations for dental evaluation before
initiating bisphosphonate therapy and failed to inform the patient about the ONJ risk. This constitutes
negligent prescribing — the oncologist had a duty to follow labeling recommendations for risk reduction
and to provide informed consent about the known risks of the therapy. The failure deprived the patient
of both preventive dental care and an informed treatment decision.

38. C — Alert fatigue is a well-documented patient safety problem in which excessive clinically
insignificant alerts condition users to reflexively override all alerts — including the critical ones the
system was designed to catch. The 87% override rate indicates the system has lost its effectiveness as a



safety tool. The solution is not to remove the system but to optimize it — reducing low-priority alerts to
preserve the clinical impact of high-priority warnings.

39. D — When the medical record documents clinical failure of the generic equivalent (breakthrough
seizures), the MSA should use brand-name pricing because the generic is not a medically appropriate
substitute for this specific patient. Medicare Part D may cover brand-name medications when medical
necessity is documented. The MSA should reflect the actual cost of the medically necessary medication,
not an inappropriate generic equivalent that has been clinically demonstrated to be ineffective.

40. B — The nursing staff failed to implement device-related pressure injury prevention measures
required by the standard of care for patients on continuous non-invasive ventilation. These measures
include periodic skin assessment under the mask, repositioning to redistribute pressure points,
considering alternative mask types, and applying protective skin barriers. Continuous BiPAP for 72
hours without any of these interventions represents a clear failure in pressure injury prevention.

41. C — The documented objective clinical signs — edema, color changes, temperature asymmetry, and
allodynia — are measurable physical findings that can be verified by any examining clinician. These
findings are consistent with the Budapest diagnostic criteria for CRPS and are not susceptible to
voluntary production or fabrication. Objective clinical signs constitute the strongest evidence against the
defense's psychosomatic argument because they are observable, measurable, and reproducible.

42. A — The LNCC exam competency most directly at issue is analyzing data — the nurse recorded the
clinical data (trending tachycardia, declining urine output, increasing agitation) but failed to analyze its
clinical significance as indicators of acute deterioration. The data was collected and documented; the
failure was in interpretation and response. Recognizing that trending vital signs indicate clinical
deterioration is a core analytical competency of nursing practice.

43. D — The strongest case requires the convergence of multiple evidence sources: the plaintiff's
documented mesh-related complications, the FDA's regulatory actions acknowledging serious device
risks, evidence of available alternative surgical approaches, and any evidence the manufacturer knew
about complication rates before marketing. No single piece of evidence is as compelling as the complete
picture — regulatory recognition, clinical documentation, alternative availability, and manufacturer
knowledge combine to build the most comprehensive claim.

44. B — Multiple interdependent care failures contributed to this outcome: the physician failed to adjust
diabetes management despite persistent hyperglycemia, the nursing staff failed to notify the physician of
critically elevated glucose readings and the new wound, and the facility lacked systems to ensure



physician notification of critical findings. The cascade from uncontrolled diabetes to wound
deterioration to gangrene to amputation resulted from failures at multiple levels — individual providers
and institutional systems.

45. A — The discontinuation of one-to-one observation — without a documented clinical reassessment
of the patient's suicide risk and without a physician order authorizing the change — represents a critical
departure from the ordered level of care. The patient was admitted with documented active suicidal
ideation with a plan, and the physician's order for one-to-one observation reflected that risk assessment.
Changing the observation level without clinical reassessment or physician authorization violated both
the specific physician order and psychiatric nursing standards for managing actively suicidal patients.

46. C — The epidemiological evidence consistently identifies patient lifting, awkward postures, and
whole-body vibration from vehicle operation as significant occupational risk factors for lumbar disc
disease. The IME physician's categorical conclusion that the condition is “100% degenerative" ignores
this body of occupational health literature. The LNC's analysis should evaluate whether the EMT's
specific occupational demands match the established risk factors, undermining the IME's unsupported
categorical conclusion.

47. D — The discrepancy between the triage nurse's documentation of confusion (altered mental status)
and the physician's documentation of a normal neurological examination is the most critical finding.
Either the physician failed to recognize the altered mental status or failed to reconcile the discrepancy
with the triage nurse's findings. Confusion combined with headache in an emergency department patient
should have prompted further workup — the physician's failure to address this documented finding
represents a diagnostic reasoning failure.

48. B — Physician signatures dated before the nursing assessments were completed means the plans of
care could not have been based on the actual assessment findings. The physicians likely pre-signed the
plans without reviewing individualized assessment data, which means the care plans were not genuinely
individualized as required by Medicare regulations. This documentation pattern suggests fabricated
physician certifications of medical necessity, which constitutes potential fraud.

49. A — The interaction between multiple impairments must be addressed in catastrophic polytrauma
cases. Bilateral above-knee amputations alone require substantial attendant care, but when combined
with cognitive impairments from TBI, the care needs compound significantly — the cognitive deficits
reduce the plaintiff's ability to independently manage prosthetic use, wheelchair operation, and daily
activities. The life care plan must reflect this compounding effect rather than simply summing the costs
of each disability independently.



50. C — Three days of progressive abdominal distension, nausea, and vomiting in a postoperative
patient — dismissed as "expected” without any diagnostic evaluation — represents a failure to
investigate a potentially life-threatening surgical complication. While some postoperative ileus is
expected, progressive worsening symptoms over three days without diagnostic imaging or laboratory
investigation falls below the standard of care. The delay in diagnosis allowed a treatable pseudo-
obstruction to progress to perforation.

51. D — The corticosteroid was designed to be sterile but was contaminated during the compounding
process, making this specific lot different from the product as intended. This is a manufacturing defect
because the contamination was introduced during production, not because the product's design was
inherently flawed. A properly manufactured lot from the same compounding pharmacy using the same
formulation would not have been contaminated.

52. B — The LNC should evaluate whether the defense neurologist's single examination is sufficient to
override the treating physicians' longitudinal clinical assessments, and whether relying solely on a
normal bone scan contradicts current CRPS diagnostic criteria. The Budapest criteria for CRPS
diagnosis are primarily clinical — they do not require abnormal bone scan findings. A normal triple-
phase bone scan does not rule out CRPS, and the treating physicians' documented clinical signs
consistent with the Budapest criteria remain valid regardless of the bone scan result.

53. A — The hospital's failure to implement evidence-based central line bundle practices deviates from
current infection prevention standards. Central line bundles — including insertion checklists, maximal
barrier precautions, chlorhexidine skin preparation, optimal site selection, and daily necessity
assessments — have been demonstrated to reduce CLABSI rates by up to 70%. The absence of these
evidence-based practices, combined with a CLABSI rate four times the national benchmark,
demonstrates a preventable institutional failure.

54. C — A potassium level of 6.9 mEqg/L is a life-threatening electrolyte abnormality that can cause fatal
cardiac arrhythmias and requires immediate physician notification and urgent treatment regardless of the
time of day. Critical laboratory values mandate immediate reporting — the nurse's decision not to wake
the physician constitutes a failure in the communication standard that directly contributed to the fatal
arrhythmia. There is no "time-of-day" exception for critical value notification.

55. D — The combination of pre-exposure normal pulmonary function (ruling out pre-existing asthma),
documented high-level inhalation exposure to known respiratory irritants, onset of symptoms within 24
hours, and post-exposure pulmonary function testing showing new obstructive airway disease
establishes the complete clinical picture needed for RADS diagnosis. This evidence demonstrates the



pre-exposure baseline, the exposure event, the temporal relationship, and the post-exposure lung
function change — directly addressing the defense's argument about pre-existing asthma.

56. A — The prescribing standard of care requires careful consideration of cross-reactivity risk when
prescribing cephalosporins to patients with penicillin allergy — particularly first-generation
cephalosporins in patients with a history of penicillin anaphylaxis, where the cross-reactivity risk is
elevated and the consequences of cross-reaction are potentially fatal. The standard of care may require
avoidance of first-generation cephalosporins in this specific clinical context and selection of an
alternative antibiotic class.

57. B — A comprehensive home modification assessment must address all accessibility needs based on
the plaintiff's functional limitations — including wheelchair ramp, widened doorways, accessible
bathroom with roll-in shower, lowered countertops and switches, environmental control system,
emergency alert system, and vehicle modification. The projection must include costs based on current
pricing in the plaintiff's geographic area with maintenance and replacement schedules for equipment
components. The plan reflects functional needs, not patient requests or insurance coverage.

58. C — The operative report's silence regarding identification and preservation of the parathyroid
glands is the most significant finding. The standard of care for total thyroidectomy requires
identification and preservation of the parathyroid glands, and this critical step should be documented in
the operative report. The absence of documentation, combined with the development of permanent
hypoparathyroidism, raises the inference that the parathyroid glands were not adequately identified or
preserved — supporting both a documentation failure and a technical failure.

59. D — The LNC should evaluate whether the specific biomechanical demands of the custodian's job
— particularly the sustained cervical flexion and lateral bending during operation of a 50-pound floor
buffer for 3—4 hours per shift — are consistent with the risk factors for cervical disc disease identified in
the published literature. The buffer operation involves sustained awkward cervical postures with
significant physical load, which may meet the threshold for occupational contribution to cervical disc
pathology.

60. A — The permanent facial scar causing disfigurement has a uniquely disproportionate impact on this
specific plaintiff because her career as a television news anchor depends directly on her on-camera
appearance. The scar constitutes both an economic damage (loss of on-camera career earning potential,
which is significantly higher than off-camera producing) and a uniquely significant non-economic
damage (disfigurement affecting professional identity, self-image, and daily public-facing life in a way
specific to this plaintiff's profession).



61. B — The standard of care requires physicians to check for drug interactions before prescribing. The
warfarin-metronidazole interaction is well-documented in standard pharmacological references —
metronidazole inhibits warfarin metabolism, causing potentially dangerous INR elevation. The
physician's self-reported unawareness of the interaction does not excuse the failure to check for
interactions before prescribing. The standard requires the check, not just knowledge of every specific
interaction from memory.

62. C — A 93.75% refusal rate for a single therapy service in a resident with vascular dementia raises
serious questions about the documentation's accuracy. A cognitively impaired resident may not have the
capacity to meaningfully refuse therapy, and the facility should have explored alternative engagement
approaches, notified the physician of persistent refusals, and revised the care plan to address the
contracture risk created by the therapy non-participation. The uniform "resident refusal” documentation
for 90 of 96 sessions warrants scrutiny.

63. D — The metal component in this specific bed's latch failed prematurely due to a material or
fabrication flaw — a properly manufactured component should have lasted the specified ten years under
normal use conditions, per the manufacturer's own specifications. The bed was maintained per the
manufacturer's recommended schedule, and engineering analysis revealed a fatigue fracture inconsistent
with the expected lifespan. This points to a defect in the specific unit's manufacture, not a design flaw
affecting all units.

64. A — Crepitus — subcutaneous gas formation palpable on physical examination — is a hallmark
clinical finding of necrotizing fasciitis that distinguishes it from simple cellulitis. Crepitus in a diabetic
patient with pain disproportionate to the wound's appearance, spreading erythema, fever, and
tachycardia is a surgical emergency requiring immediate surgical consultation for emergent
debridement. The failure to recognize crepitus as an alarm finding allowed a 24-hour delay during which
tissue necrosis became extensive enough to require amputation.

65. B — The nurse practitioner ordered a contrast-enhanced study for a patient with severe renal
impairment (GFR 22) without assessing contrast-induced nephropathy risk, without considering non-
contrast alternatives, and without implementing the standard renal protection protocol. Multiple steps in
the prescribing standard of care were omitted. The resulting contrast-induced nephropathy requiring
permanent dialysis was a foreseeable consequence of these omissions.

66. C — The hospital's communication processes across multiple care transition points — shift
handoffs, interdisciplinary communication, and discharge communication — all lack standardization,
structure, and verification mechanisms recommended by patient safety standards. This represents a
systemic vulnerability at every transition point rather than isolated individual performance issues. The



Joint Commission's National Patient Safety Goal for communication requires standardized handoff
processes with opportunity for questioning.

67. A — The failure to monitor B12 levels after Roux-en-Y gastric bypass — when guidelines require
lifelong nutritional monitoring — is a clear, unambiguous deviation from the standard of care. B12
deficiency is a predictable and preventable consequence of gastric bypass due to altered absorption. The
two-year delay in diagnosis allowed a treatable deficiency to progress to irreversible neurological
damage (subacute combined degeneration), directly demonstrating the clinical significance of the
monitoring failure.

68. D — The treating orthopedist's documented clinical rationale provides sufficient basis for including
the projected knee replacement in the MSA. Progressive joint deterioration, failed conservative
management, and worsening functional limitations are recognized clinical indications for total knee
replacement. While the specific surgical date is uncertain, the clinical trajectory supporting the eventual
need for surgery is well-documented. The MSA should project the procedure at Medicare-approved rates
with the timing based on the physician's clinical judgment.

69. B — The physician relied on a single clinical finding (cremasteric reflex presence) to exclude
testicular torsion, but published literature does not support using this finding alone as a definitive rule-
out. Testicular torsion in an adolescent with acute scrotal pain requires imaging evaluation (testicular
ultrasound) regardless of cremasteric reflex status. The diagnostic reasoning error was anchoring on one
finding to exclude a time-sensitive surgical emergency that required imaging confirmation.

70. C — The discrepancy between documented 30-degree head-of-bed elevation and photographic
evidence showing the resident flat during tube feedings suggests inaccurate nursing documentation. The
photographs provide objective evidence contradicting the charted position. If staff documented head-of-
bed elevation without actually performing it, the resident was fed in a flat position — a well-established
risk factor for aspiration. The resulting aspiration pneumonia is a foreseeable consequence of this care
failure.

71. A — Epigastric pain with nausea, diaphoresis, and jaw pain is a well-recognized atypical
presentation of acute coronary syndrome, particularly in women. The failure to obtain an ECG — the
most basic and immediate cardiac diagnostic test — in a patient with this symptom constellation

represents a failure to consider cardiac etiology. Women frequently present with atypical Ml symptoms,
and the standard of care requires a low threshold for cardiac evaluation regardless of the patient's age or
gender.



72. D — The facility's decision to shorten the endoscope reprocessing turnaround time below the
manufacturer's recommendations — resulting in abbreviated high-level disinfection soak times —
prioritized patient throughput over infection prevention. This was an institutional decision that created a
foreseeable infection risk. The three subsequent endoscopy-related infections represent the
materialization of that risk, directly traceable to the reprocessing protocol modification.

73. B — A comprehensive respiratory care projection for a ventilator-dependent quadriplegic must
include the primary ventilator and backup, circuits and supplies with replacement schedules,
humidification equipment, suctioning equipment, pulse oximetry and capnography monitoring,
tracheostomy tubes and supplies, respiratory therapy services, pulmonologist visits, annual pulmonary
function testing, and trained respiratory care attendants. Each component has specific replacement
schedules and costs that must be projected over the plaintiff's remaining life expectancy.

74. D — The exclusive reliance on opioid monotherapy for postoperative pain management — when
current guidelines recommend multimodal analgesia and the patient's pain was not adequately controlled
— deviates from the current standard of care. Multimodal approaches using non-opioid adjuncts reduce
opioid requirements, improve pain control, and decrease the risk of opioid-related adverse effects
including dependence. Continuing an ineffective single-modality approach without considering
alternatives fails the patient clinically.

75. A — The transition from consulting to testifying expert may expose previously protected work
product to discovery. Internal memoranda identifying unfavorable findings — prepared during the
protected consulting phase — may become discoverable once the LNC is designated as a testifying
expert, because the opposing party is entitled to discover the basis for the expert's opinions and the
materials considered. The LNC must understand this implication before agreeing to the designation
change.

76. D — The comparison between the pre-accident MRI (degenerative changes without herniation) and
the post-accident MRI (new herniation at the same level) provides the most compelling objective
evidence. This imaging comparison demonstrates a structural change that occurred between the two
studies, and the temporal relationship to the accident supports the conclusion that the collision caused or
precipitated the herniation in a degeneratively vulnerable disc. Objective pre- and post-imaging
comparison is stronger evidence than subjective reports or individual expert opinions.

77. A — The nurse who caught the labeling error during bedside verification prevented a potentially
fatal hemolytic transfusion reaction. This case demonstrates the critical importance of multiple



independent safety checks — even when an earlier step in the process (specimen processing) failed, the
final verification step at the bedside functioned as a redundant safety layer that caught the error before it
reached the patient. This illustrates the Swiss cheese model in action.

78. A — The department chief's failure to act on credible reports of physician impairment — by not
requiring drug testing, not reporting to the medical board, and allowing the anesthesiologist to continue
practicing — represents an institutional failure to protect patient safety. Healthcare facilities have an
obligation to investigate credible impairment reports and take appropriate action, and many states
impose mandatory reporting requirements for suspected physician impairment. The three-month delay
directly resulted in additional patient harm.

79. C — The MSA should include ongoing physical therapy at the treating therapist's recommended
frequency, priced at Medicare rates. The Jimmo v. Sebelius settlement clarified that Medicare covers
skilled maintenance therapy when skilled services are required to maintain function or prevent decline
— even without expectation of improvement. For a spinal cord injury patient, ongoing therapy to
maintain mobility and prevent contractures meets this standard and should be projected over the
remaining life expectancy.

80. D — The LNC should evaluate whether the intraoperative decisions that extended the surgery —
particularly adding an unplanned fusion level — were clinically justified, and whether additional
infection prevention measures were implemented when the surgical duration exceeded 3-4 hours.
Specifically, re-dosing of prophylactic antibiotics is recommended for procedures exceeding 3—4 hours,
and the failure to re-dose during a 7.5-hour procedure would represent a deviation from infection
prevention standards.

81. B — Cognitive deficits from TBI can and should be documented through multiple sources.
Neuropsychological testing provides standardized quantitative data, but clinical observations by treating
physicians, therapy progress notes, functional assessments, and family reports all contribute to the
comprehensive picture. The defense argument that neuropsychological testing is the only valid method
ignores the clinical reality that cognitive impairment manifests across all daily activities and is
observable by anyone interacting with the patient.

82. D — The facility had documented knowledge of the aggressive resident's pattern of violence —
multiple episodes over six months — but failed to implement adequate protective measures. The care
plan was not updated after repeated incidents, and no safety assessment was conducted to evaluate
whether the aggressive resident could safely remain in the same unit as other residents. This
demonstrates institutional awareness of a foreseeable risk without an adequate institutional response to
protect vulnerable residents.



83. C — The falsely low glucose readings caused the plaintiff to under-dose insulin, creating a direct
causal chain from the device defect to the clinical outcome. The patient reasonably relied on the
monitoring system's accuracy for insulin dosing decisions — that is the device's intended purpose. The
inaccurate readings directly caused inadequate insulin administration, which led to hyperglycemia and
diabetic ketoacidosis. The manufacturer's subsequent recall confirming the calibration error corroborates
the defect's role in the injury.

84. D — The significantly elevated D-dimer (2,450 ng/mL) combined with the classic clinical triad of
DVT — unilateral leg swelling, warmth, and pain — required definitive imaging with duplex
ultrasound. While D-dimer has limited specificity, a markedly elevated result in the presence of a classic
clinical presentation represents convergent evidence demanding confirmatory imaging. Diagnosing
cellulitis without imaging evaluation when both the clinical picture and screening test support DVT
departs from the diagnostic standard.

85. B — Latex allergy follows a well-documented clinical progression: initial contact dermatitis from
direct skin exposure, followed by systemic sensitization through repeated exposure, potentially
culminating in life-threatening anaphylaxis. The anaphylactic reaction is the natural immunological
progression of the occupational latex allergy — not a separate unrelated condition. The entire
progression from contact dermatitis through anaphylaxis is causally linked to the original occupational
exposure and constitutes a single compensable condition.

86. A — The CPOE system should be evaluated for user interface design features that contribute to
pick-list errors. Effective interventions include tall-man lettering to visually differentiate look-alike drug
names, inclusion of sufficient identifying information (dose form, strength, indication) in drop-down
displays, and confirmation screens requiring verification before order finalization. The 40% error rate
attributable to pick-list design indicates a systemic interface problem, not individual prescriber
carelessness.

87. C — The secondary complications of a flail limb are the most frequently overlooked category in
brachial plexus injury life care plans. A functionally useless, insensate upper extremity creates ongoing
risks and needs: chronic shoulder subluxation requiring support devices, lymphedema management,
neuropathic pain treatment, skin monitoring to prevent unrecognized injuries and burns on the insensate
limb, and protective equipment. These lifelong secondary complications significantly impact the total
lifetime cost projection.

88. D — The failure to obtain the patient's transfusion history — including documented clinically
significant antibodies — from the prior institution represents a systems failure in the blood bank's pre-
transfusion protocol. Known antibodies that are not in the current type-and-screen may not be detected if



the screening cells lack the corresponding antigens. The pre-transfusion protocol should include
obtaining transfusion history, and the failure to do so allowed an incompatible unit to be released.

89. B — The mechanism — a heavy object striking the plaintiff's shoulder — is biomechanically
consistent with an acute rotator cuff tear. The absence of any pre-injury shoulder complaints or prior
rotator cuff pathology on imaging supports the conclusion that the tear was caused by the incident. The
defense's argument about cervical spondylosis is anatomically unrelated — cervical spine degeneration
does not cause rotator cuff tears. The temporal relationship and mechanism-injury consistency support
traumatic causation.

90. A — The hospital faces civil monetary penalties for employing an excluded individual and may be
required to refund all Medicare payments for services rendered by the excluded physician during the six-
month period. Federal law requires healthcare organizations to check the OIG's List of Excluded
Individuals/Entities before hiring. The failure to perform this check is a compliance program deficiency
that directly resulted in regulatory violations and potential financial liability.

91. C — Comparing the current mammogram with prior mammograms would objectively demonstrate
whether the suspicious density was new, growing, or previously present and stable. A new or growing
density is more concerning for malignancy, while a density that has been stable for years is more likely
benign. This comparison provides the most objective evidence for evaluating whether the density should
have prompted further evaluation under mammographic interpretation standards, directly addressing the
defense argument about subtlety.

92. D — The fact that lateral epicondylitis and de Quervain's tenosynovitis occur in the general
population does not preclude occupational causation. The LNC should evaluate whether the nurse's
specific job demands — repetitive forceful gripping during patient handling, repetitive thumb opposition
during medication preparation, and sustained wrist postures during documentation — match the
biomechanical risk factors identified in the occupational health literature for these specific conditions.
General population prevalence does not negate occupational contribution.

93. B — The hospital's failure to query the NPDB — a federal requirement for credentialing decisions
— deprived the credentialing committee of material information about the physician's malpractice
history and prior privilege restrictions. This constitutes corporate negligence in the credentialing
process. The NPDB query would have revealed the two settlements and the privilege restriction,
information that would have been directly relevant to the decision about granting surgical privileges.



94. A — Acute dyspnea, pleuritic chest pain, tachycardia, and hypoxemia on postoperative day three
after cesarean section in a patient with multiple VTE risk factors (postpartum state, cesarean delivery,
immobility) demanded evaluation for pulmonary embolism as a high-priority differential. A normal
chest X-ray does not exclude PE — it is expected to be normal in most PE cases. The failure to pursue
CT pulmonary angiography or other definitive testing despite this high-risk presentation deviates from
the diagnostic standard of care.

95. C — The opposing plan's four-hour projection may be inadequate based on the LNC's independent
functional assessment. The plaintiff requires assistance with multiple ADLs (lower body dressing,
bathing, bowel and bladder management), household tasks, and community access — needs that may
require more than four hours daily. The LNC should prepare a detailed analysis comparing the assessed
functional needs against the projected hours, using published care guidelines as a reference framework.

96. D — Multiple federal statutes are implicated: the Anti-Kickback Statute (the $50 per-referral
payments constitute illegal remuneration for prescription referrals), the False Claims Act (billing
insurance for medically unnecessary compounded medications at inflated prices), and potentially state
pharmacy practice act violations. The scheme involves both illegal kickbacks to generate referrals and
fraudulent billing for the resulting prescriptions — a multi-layered fraud requiring analysis under
multiple statutory frameworks.

97. B — The surgeon's documentation that the level was "confirmed with intraoperative fluoroscopy" is
contradicted by the objective fact that the wrong level was operated on. Either the fluoroscopy was
misinterpreted or the documentation does not accurately reflect what occurred. The LNC should
evaluate whether the hospital's surgical safety protocol — including preoperative site marking, the time-
out procedure, and intraoperative level verification — was properly followed, as the wrong-level surgery
indicates a failure at multiple verification points.

98. B — The blank bowel movement documentation — not documented as "absent™ but simply left
blank — suggests bowel status was not monitored at all for 12 consecutive days. The staff did not
assess, did not document, and did not recognize the absence of bowel movements. The care plan
specified a step-wise intervention protocol for three consecutive days without a bowel movement, but no
interventions were initiated because the monitoring failure prevented the trigger from being recognized.
This allowed a treatable constipation to progress to fatal bowel obstruction and perforation.

99. C — The failure to implement enhanced respiratory monitoring, continue CPAP therapy, and
consider opioid-sparing strategies in a patient with known OSA receiving postoperative opioids violates
current guidelines that specifically identify this combination as high-risk. OSA patients have impaired
airway protective reflexes that are further compromised by opioids. The preventable hypoxic event was



a foreseeable consequence of the failure to implement the recommended safety measures for this well-
recognized high-risk patient population.

100. D — The pre-existing hypertension and diabetes medications should be excluded from the MSA
because they are for conditions unrelated to the traumatic brain injury. The MSA includes only future
medical expenses that are both injury-related and Medicare-covered. Medications for pre-existing
conditions that were not caused or worsened by the compensable injury remain the claimant's personal
responsibility under their regular Medicare coverage and should not inflate the set-aside amount.

101. B — A hemoglobin of 5.8 g/dL is a life-threatening emergency — at this level, the patient is at
immediate risk for cardiac decompensation, myocardial ischemia, and cardiovascular collapse. The
standard of care requires emergent evaluation for the cause of the anemia (active bleeding, hemolysis,
bone marrow failure) and likely transfusion to restore adequate oxygen-carrying capacity. Prescribing
oral iron and scheduling a two-week follow-up for a critically anemic patient represents a dangerous
failure to recognize the severity and urgency of the clinical situation.

102. A — This scenario illustrates both the individual care failure (the CNA not using the mechanical
lift specified in the care plan) and the institutional staffing deficiency that caused it (nine other residents
requiring the aide to rush through care). The CNA took a dangerous shortcut — manually transferring an
osteoporotic resident — because inadequate staffing created time pressure. The analysis must address
both levels: the individual deviation from the care plan and the institutional conditions that made the
deviation predictable.

103. C — Both the manufacturer and the circulating nurse share potential liability. The manufacturer
may be liable if the grounding pad lacked adequate safety features to detect or prevent partial
detachment (design defect). The circulating nurse failed to verify initial pad adhesion and monitor pad
contact throughout the procedure — both required by the manufacturer's instructions and the standard of
care for intraoperative electrosurgical safety. The burn resulted from the convergence of a potential
design limitation and a nursing monitoring failure.

104. D — The LNC should evaluate whether the specific biomechanical demands of paramedicine —
repetitive overhead loading of stretchers into elevated ambulance compartments, forceful lifting from
ground level, and the physical demands of chest compressions — match the occupational risk factors
established in the published literature for shoulder impingement and rotator cuff tendinopathy. The IME
physician's categorical dismissal of occupational causation as "constitutional” ignores the well-
documented association between heavy overhead work and shoulder pathology.



105. B — Proceeding with elective general anesthesia when the preoperative assessment revealed the
patient had eaten only two hours before surgery violates the standard of care requiring minimum fasting
periods (6—8 hours for solid food). The aspiration risk was foreseeable and preventable — the surgery
should have been cancelled or postponed until the fasting requirement was met. The decision to proceed
despite inadequate NPO status directly created the aspiration risk that materialized.

106. A — The synergistic effect of cognitive and physical impairments creates a vocational disability
greater than either alone. The executive function deficits impair the plaintiff's ability to manage his
contracting business (planning, estimating, client communication, financial management), while the
physical impairments prevent him from performing the manual construction work. The combination
eliminates both the managerial and the physical components of his occupation, and the damages analysis
must reflect this compounding effect.

107. C — The consistently elevated relative risks across multiple studies support general causation
between glycol ether exposure and spontaneous abortion. Specific causation for each plaintiff requires
individual analysis of her exposure levels, timing of exposure relative to conception and pregnancy loss,
and exclusion of individual risk factors. The high background rate of spontaneous abortion in the general
population makes individual causation analysis essential — epidemiological evidence alone cannot
prove any specific plaintiff's miscarriage was caused by the exposure.

108. D — Performing an epidural procedure on a patient taking warfarin without verifying a normalized
INR is a clear, unambiguous breach. Clinical guidelines specifically contraindicate neuraxial procedures
in anticoagulated patients because of the risk of epidural hematoma — the exact complication that
occurred. The standard is specific (check INR, discontinue warfarin), the deviation is objective (neither
step was taken), and the resulting complication is the precise harm the standard was designed to prevent.

109. B — This case demonstrates a cascade of sequential nursing failures producing a catastrophic
cumulative outcome. First, the failure to perform daily foot inspections allowed the wound to develop
undetected. Second, the seven-day delay in reporting the discovered wound to the physician allowed it
to progress from a treatable blister to a deep infected ulcer. Each failure individually was serious, but
their sequential occurrence in a diabetic patient with peripheral neuropathy and an existing contralateral
amputation made the progression to osteomyelitis and amputation foreseeable and preventable.

110. A — The low RRT activation rate combined with an unchanged cardiac arrest rate is a classic
indicator of RRT underutilization. If the RRT were being activated appropriately for deteriorating
patients, early intervention would be expected to reduce the number of patients progressing to cardiac
arrest. The unchanged arrest rate despite having an RRT system suggests nursing staff are not activating



the team when patients meet criteria — meaning the system exists on paper but is not functioning in
practice.

111. C — The prescribing physician failed to recognize a well-documented drug interaction, prescribed
maximum doses of both interacting agents simultaneously, and did not implement CK monitoring. The
statin-fibrate interaction and its risk of rhabdomyolysis are documented in both medications’ FDA-
approved labeling. The physician's failure to heed these warnings — which were directly available in the
prescribing information — constitutes a breach of the prescribing standard of care that directly caused
the predictable adverse outcome.

112. D — EMTALA requires hospitals with emergency departments to provide a medical screening
examination to anyone presenting with a potential emergency medical condition, regardless of insurance
status. Directing an uninsured patient with crushing chest pain and diaphoresis — classic symptoms of
acute myocardial infarction — to another facility without performing a screening exam or providing
stabilizing treatment is a direct violation of EMTALA. The patient died from the very emergency the
screening exam was designed to detect.

113. B — The elevator-specific phobia and generalized anxiety disorder are compensable non-economic
damages (emotional distress and loss of enjoyment of life) that are separate from and in addition to the
physical injury damages. Psychological injuries that result from a traumatic physical event are
recognized as compensable damages in personal injury cases. The plaintiff's avoidance of elevators —
forcing her to climb six flights of stairs daily despite back pain — demonstrates the functional impact of
the psychological injuries.

114. A — Perineal pain with swelling, fever, and diabetes (immunocompromised state) should raise
suspicion for Fournier's gangrene — a rapidly progressive, life-threatening necrotizing infection of the
perineal and genital region. Diabetes is a major risk factor, and the anatomic location is characteristic.
Diagnosing a simple abscess without considering this surgical emergency in a diabetic patient with
systemic signs represents a failure to include a critical diagnosis in the differential that required a
fundamentally different clinical response.

115. C — The multiple USP 797 deficiencies — substandard cleanroom air quality, absent competency
assessments, excessive beyond-use dating, and no quality assurance testing — represent systemic
noncompliance with sterile compounding standards. The temporal association between these deficient
practices and the six patient bloodstream infections traced to contaminated IV compounded medications
supports a causal connection between the compounding failures and the patient harm.



116. D — The surgeon's documentation of noting nerve tension during acetabular preparation —
without modifying the surgical approach, repositioning the limb, adjusting retraction, or employing
nerve monitoring — raises the question of whether adequate measures were taken to protect the sciatic
nerve. The standard of care requires the surgeon to respond to intraoperative findings of nerve tension
by modifying the approach. The immediate postoperative nerve deficit corroborates that the noted
tension resulted in injury.

117. B — The compensability analysis for mental-mental workers' compensation claims turns on
whether the specific incident was extraordinary and unusual compared to the normal conditions of the
officer's employment. Witnessing a fatal stabbing at close range and being covered in the dying inmate's
blood must be evaluated against the officer's normal job conditions. While correctional officers
encounter aggression, a fatal stabbing with direct blood exposure may exceed the ordinary scope of the
employment depending on the jurisdiction's standard.

118. A — A 14-hour surgery places the patient at significantly elevated risk for pressure injury, and the
standard of care requires heightened pressure injury prevention measures for procedures of extended
duration. The failure to use a specialized pressure-relieving headrest, to reposition or microshift the head
periodically, and to perform skin assessments during the procedure represents a deviation from
perioperative pressure injury prevention standards. The resulting Stage 3 occipital ulcer requiring
surgical intervention was a foreseeable consequence.

119. C — The treating physician's documented clinical recommendation for a spinal cord stimulator trial
provides sufficient basis for including both the trial and the conditional permanent implantation in the
MSA. The MSA should project the trial cost and, contingent on success, the permanent implant cost
including periodic replacement, programming visits, and battery replacements. Excluding projected
treatments simply because they have not yet been performed would undermine the MSA's purpose of
protecting Medicare's future interests.

120. B — Complex atypical endometrial hyperplasia carries a significant risk of concurrent or
subsequent endometrial cancer, and the standard of care requires referral to a gynecologic oncologist.
The gynecologist's failure to refer and failure to inform the patient about the cancer risk resulted in a 14-
month delay during which the cancer progressed to a more advanced stage requiring more aggressive
treatment. The delay directly worsened the patient's prognosis, treatment burden, and long-term
outcomes.

121. D — The standard of care is defined by accepted medical practice at the time of treatment, not
solely by the publication date of a specific guideline. If sentinel lymph node biopsy was already widely
adopted and recommended by professional organizations at the time of the plaintiff's surgery, the



practice was already the standard of care — the subsequently published guideline merely formalized
what was already accepted. A guideline's publication date does not retroactively create a standard that
did not exist before, but neither does it protect a surgeon who was already behind the curve of accepted
practice.

122. A — The LNC should evaluate whether the initial reduction was adequate (post-reduction X-ray
documentation), whether appropriate follow-up imaging monitored fracture alignment during healing,
and whether the developing malunion was identified early enough to allow corrective intervention. The
causation question is not whether osteoporosis contributed to the fracture but whether the fracture
management met the standard of care once the fracture occurred. If the malunion resulted from
inadequate reduction or inadequate follow-up monitoring, the management — not the osteoporosis — is
the proximate cause.

123. C — Multiple systems vulnerabilities — paper-based medication process, absence of patient
identification technology, manual weight-based calculations without double-checks, and no BCMA —
converge to create a risk environment in which wrong-patient medication errors are predictable. Four
errors in three months in a single unit is not random bad luck — it is the expected outcome of
cumulative systems weaknesses. The risk management program must address all identified
vulnerabilities simultaneously rather than treating each error as an isolated individual failure.

124. B — The surgeon's reliance on anatomical landmarks alone for level confirmation — without
intraoperative radiographic imaging as recommended by current guidelines — deviated from the
standard of care for lumbar spine surgery. The wrong-level error is objective proof that the verification
method used was inadequate. Current guidelines recommend intraoperative imaging specifically because
anatomical landmarks alone are unreliable for level identification, and the wrong-level error
demonstrates exactly why the imaging standard exists.

125. D — Each child must be evaluated individually, considering documented blood lead levels, the
dose-response relationship  for lead's neurodevelopmental effects, temporal correlations,
neuropsychological testing results showing deficit patterns consistent with lead neurotoxicity, and the
contribution of socioeconomic factors. Lead and socioeconomic disadvantage may both contribute
independently to cognitive deficits — the presence of one does not eliminate the contribution of the
other. The analysis must assess each factor's relative role for each individual child.

126. A — Shave biopsy is inappropriate for lesions clinically suspicious for melanoma because it may
transect the deepest portion of the tumor, preventing accurate Breslow thickness measurement — the
single most important prognostic factor in melanoma. The positive deep margin confirms incomplete
excision. Current guidelines recommend excisional biopsy with narrow margins for suspicious



pigmented lesions to ensure complete removal and accurate depth measurement. The true Breslow
thickness may be greater than the measured 2.1 mm because the shave transected the specimen.

127. C — Warfarin management requires regular INR monitoring at intervals determined by clinical
stability — typically every 2—-4 weeks for stable patients. Extending the monitoring interval from weekly
to every six weeks without documented clinical justification deviates from this standard. The seven-
week unmonitored period allowed the INR to rise to a supratherapeutic and dangerous level (5.8)
without detection, directly contributing to the spontaneous subdural hematoma.

128. B — The permanent loss of the specific functional capacity required for professional competition
constitutes a unique vocational loss. The distinction between competitive professional tennis and
recreational play or coaching is critical — the earning potential, career trajectory, endorsement
opportunities, and professional identity of a competitive athlete differ fundamentally from those of a
coach or recreational player. The damages analysis must reflect this specific professional loss, not a
generic vocational alternative.

129. D — Multiple federal statutes are implicated: the False Claims Act (submitting claims for power
wheelchairs to Medicare beneficiaries who did not meet coverage criteria), the Anti-Kickback Statute (if
the physician received compensation for signing the certificates of medical necessity), and the
physician's state medical practice act (signing CMNs without examining the patients). The group
assessment model — evaluating multiple residents simultaneously — raises additional questions about
the adequacy of the individual clinical evaluations.

130. A — The physician performed an invasive procedure with a known 3-5% pancreatitis risk for an
incidental, asymptomatic finding when a non-invasive alternative (MRCP) was available. The informed
consent was inadequate because it did not disclose the specific risk magnitude, the possibility of
necrotizing pancreatitis, or the existence of a safer diagnostic alternative. The analysis raises questions
about both medical necessity (was ERCP indicated?) and informed consent adequacy (was the patient
given the information needed to make a meaningful choice?).

131. C — The facility was aware of the resident's severe dysphagia risk through the SLP's assessment
and had a specific recommendation for one-to-one meal supervision. The failure to implement this
recommendation — despite documented awareness of frequent choking episodes — directly contributed
to the unsupervised choking event. The defense argument that aspiration was "inevitable" fails because
supervised meals would have allowed immediate intervention (clearing the airway, performing
suctioning) that could have prevented the progression from choking to aspiration pneumonia and death.



132. B — The significantly elevated migration rate across the entire device model (4.2%) compared to
comparable devices from other manufacturers (0.5%) indicates an inherent design problem rather than
an isolated manufacturing defect. If only the plaintiff's device had migrated, a manufacturing defect
affecting that single unit would be plausible. But a migration rate affecting the entire product line at
eight times the competitor rate points to a systematic design flaw in the device's fixation mechanism or
geometry.

133. D — The physician violated multiple mandatory prescribing safeguards that exist specifically to
prevent fetal exposure to isotretinoin: no pregnancy test, no contraception counseling, and no iPLEDGE
enrollment. The iPLEDGE program was designed precisely to prevent the outcome that occurred. Each
omitted safeguard represents an independent deviation from the prescribing standard of care, and
together they demonstrate a complete failure to implement the risk management system that the FDA
requires for this known teratogen.

134. A — Central cord syndrome has a unique recovery pattern — upper extremity function may
continue to improve significantly for months to years after injury, unlike complete spinal cord injuries
where the functional prognosis is more predictable. The life care plan must account for this potential for
improvement while simultaneously projecting the needs that will persist if recovery plateaus. The plan
should include adaptive equipment for current hand function limitations, ongoing OT, and assistive
technology, with provisions for adjustment as the patient's functional status evolves.

135. C — Three consecutive annual surveys with significant deficiencies — including fabricated visit
notes and billing for services to discharged or deceased patients — demonstrate systemic noncompliance
that extends beyond care quality into potential healthcare fraud. The fabricated documentation and
billing for non-existent services are not quality-of-care issues — they are fraudulent practices that may
violate the False Claims Act. The pattern also raises questions about the adequacy of the state's
enforcement response in allowing the agency to continue operating.

136. B — The persistent shoulder weakness and limited overhead reaching ability are the specific
functional limitations that prevent the plaintiff from performing the core physical demands of
professional house painting. The damages analysis must quantify the vocational impact of these specific
deficits on this specific occupation — documenting that overhead painting requires the precise shoulder
functions that are permanently impaired, making return to the plaintiff's trade impossible regardless of
willingness or motivation.

137. D — Progressive back pain, fever, and markedly elevated inflammatory markers (CRP 18.5, ESR
92) three weeks after an invasive spinal procedure constitute a clinical picture that demands evaluation
for spinal infection. The temporal relationship between the epidural injection and the symptom onset,



combined with the systemic inflammatory response, should have triggered immediate MRI and blood
cultures. Attributing these findings to a "chronic pain flare” without infection workup ignores a
potentially life-threatening diagnosis that required urgent intervention.

138. C — The hospital's own safe patient handling policy required mechanical lift use for patients over
300 pounds. Assigning a single nurse to manually lift a 350-pound patient without the required
equipment violated the facility's own safety standard. This institutional policy violation — not just the
individual nurse's injury — supports a negligence claim against the hospital. The facility created the
unsafe condition by not ensuring policy-compliant equipment and staffing were available for the
bariatric patient transfer.

139. A — Published clinical practice guidelines for spinal cord injury management recommend routine
specialty evaluations as part of the preventive care regimen. Individuals with SCI are at lifelong risk for
urological complications, skin breakdown, respiratory issues, psychological disorders, and
musculoskeletal deterioration — each requiring specialist-level monitoring beyond routine primary care.
The defense argument that a primary care physician can manage all aspects of SCI care contradicts
published evidence on the complexity and specialty-specific nature of SCI management.

140. B — The AAP guidelines require follow-up within 24 hours for infants discharged in the high-
intermediate risk zone on the Bhutani nomogram. The discharge instructions specifying one-week
follow-up deviated from this guideline, creating a five-day period during which the rising bilirubin was
unmonitored. Timely follow-up would have identified the escalating bilirubin before it reached
neurotoxic levels, allowing phototherapy or exchange transfusion to prevent kernicterus.

141. D — The hospital's response focused entirely on individual blame without addressing the systems
failure that caused the error. The pharmacy stocking error — placing adult-concentration heparin in the
neonatal unit — is a systems vulnerability that requires systems-level corrective action: improved
stocking verification procedures, concentration-specific vial labeling, unit-specific formulary
restrictions, and potentially physical separation of different concentrations. Without a root cause analysis
and systemic corrections, the same error can recur with any nurse.

142. C — The defense's suggestion that the plaintiff can pursue ground-based aviation careers assumes
these careers are physically and cognitively compatible with the plaintiff's impairments. The LNC must
evaluate whether quadriparesis, neurogenic bowel and bladder, and chronic pain would actually permit
the physical and cognitive demands of flight instruction or air traffic control — positions that require
manual dexterity, sustained concentration, and physical capabilities that the plaintiff's documented
impairments may preclude. Clinical evaluation, not assumption, must determine the feasibility.



143. A — Blood-tinged saliva and the patient's report of swallowing blood in the early postoperative
period after tonsillectomy are clinical indicators of active hemorrhage requiring immediate surgeon
notification. Post-tonsillectomy hemorrhage can rapidly become life-threatening, and early notification
allows intervention before hemodynamic instability develops. The nurse's documentation of these signs
without notification created a two-hour delay that allowed the hemorrhage to progress to shock.

144. B — While CMS guidance for liability MSAs is less prescriptive than for workers' compensation
MSAs, the Medicare Secondary Payer statute applies to all settlements that include compensation for
future medical expenses otherwise covered by Medicare. The MSP statute does not distinguish between
workers' compensation and liability settlements — Medicare's interests must be considered in both
contexts. Ignoring Medicare's interests in a liability settlement can result in Medicare refusing to pay for
future injury-related care.

145. D — The damages extend well beyond the immediate surgical complications. The lifelong
consequences include elevated risk of biliary stricture requiring ongoing surveillance and potential re-
intervention, the risk of secondary biliary cirrhosis, the need for ongoing hepatic function monitoring,
recurrent cholangitis episodes, and the impact on the patient's quality of life and long-term health. The
damages analysis must project these lifelong medical consequences and their associated costs, not just
the acute surgical event.

146. C — The facility's failure to secure the mechanical room — leaving it unlocked when it contained
industrial chemicals accessible to wandering residents with dementia — is an environmental safety
failure. The facility documented the resident's wandering behavior and cognitive impairment, making
access to a hazardous unsecured area foreseeable. The care plan's vague "monitor for wandering"
intervention provided no actionable safeguard, but the fundamental failure was the institution's decision
to leave a hazardous area unsecured in a dementia care setting.

147. A — Prescribing metformin to a patient with an eGFR of 18 mL/min directly violates the FDA
labeling, which contraindicates the drug below 30 mL/min due to the risk of lactic acidosis. The patient's
renal function was documented and available — the prescriber had the information needed to recognize
the contraindication. The resulting lactic acidosis is the exact complication the contraindication was
designed to prevent, making this a clear and unambiguous prescribing breach.

148. B — Technical surgical success does not guarantee complete functional recovery. The LNC should
evaluate post-surgical functional testing — grip strength dynamometry, supination strength, elbow
flexion power — to objectively determine whether measurable functional deficits exist despite the
successful repair. Persistent weakness following distal biceps repair is a documented outcome in some



patients, and objective functional testing provides the evidence needed to confirm or refute the plaintiff's
reported limitations regardless of surgical technical outcome.

149. D — Ordering a standardized comprehensive laboratory panel for every patient regardless of
clinical indication — without documented medical necessity — is consistent with ordering medically
unnecessary services driven by revenue rather than clinical need. A comprehensive metabolic panel,
CBC, and urinalysis have no clinical indication for an uncomplicated ankle sprain or insect bite. The
template documentation stating "labs ordered per protocol” provides no individualized clinical
justification, supporting the conclusion that the testing was financially motivated.

150. C — The root cause analysis identified specific systems factors: count discrepancies resolved by
recounting rather than X-ray, production pressure discouraging thorough reconciliation, and individual
rather than team-based verification. The risk management program should address all three: mandate X-
ray for unresolved discrepancies, address the cultural and scheduling pressures that rush the count
process, and require team-based verification with multiple participants confirming the count.

151. A — Both the emergency physician and the radiology department share potential liability. The
physician ordered contrast without checking renal function in a patient with known CKD — a duty to
consider renal risk before ordering nephrotoxic contrast. The radiology department had its own protocol
requiring pre-contrast renal screening that was not followed before administering the contrast. Both
providers had independent obligations that, if fulfilled by either, would have prevented the contrast-
induced nephropathy.

152. B — Multiple policy violations converged: the aide did not verify water temperature (first
safeguard bypassed), left a neuropathic patient unattended in the tub (second safeguard bypassed), and
was gone for 15 minutes (prolonged exposure). Any single violation might not have caused the injury —
temperature verification alone would have prevented it, continuous presence would have detected the
problem, and brief absence might not have produced significant burns. The combination of all three
created the circumstances for the foreseeable scalding.

153. C — Persistent bloating, early satiety, pelvic pain, and urinary frequency are recognized potential
warning signs of ovarian cancer. Five months and three visits without pelvic examination, imaging, or
tumor marker testing in a 52-year-old woman with persistent symptoms represents a failure to pursue the
diagnostic workup warranted by the clinical presentation. The survival difference between Stage |
(>90%) and Stage I11C (30—-40%) quantifies the devastating clinical impact of the diagnostic delay.



154. D — The permanent restrictions (no climbing, no heights, limited standing and walking) preclude
all lineworker positions. However, the vocational analysis must evaluate the combined effect of all
restrictions — both physical and cognitive — to determine overall employability. The cognitive
symptoms (concentration difficulties, slowed processing speed) may further limit vocational options
beyond the physical restrictions alone. The analysis should assess transferable skills and identify
positions that accommaodate all restrictions simultaneously.

155. A — Whether the surgeon took adequate measures to protect the recurrent laryngeal nerve during
anterior cervical retraction is the central standard of care question. The operative report's silence on
nerve-protective measures — combined with the resulting vocal cord paralysis — raises the inference
that appropriate precautions were not taken. Current standards require careful retractor placement,
limited retraction pressure, and consideration of intraoperative monitoring to minimize nerve injury risk
during anterior cervical approaches.

156. B — The combination of no pre-accident headache history, temporal onset related to the accident,
treatment response to migraine-specific therapies, ED visits with documented clinical findings during
status migrainosus, and objective cognitive changes during episodes creates a convergent clinical
picture. No single piece of evidence is definitive alone, but the convergence of absence of pre-existing
condition, temporal relationship, treatment response, and objective findings collectively supports the
diagnosis against the defense challenge.

157. C — A positive blood culture growing MRSA is a critical result requiring immediate notification to
ensure appropriate antibiotic therapy is initiated. The 72-hour reporting delay — caused by inadequate
holiday staffing — left the patient on ineffective antibiotics for three days while MRSA bacteremia
progressed to septic shock and septic emboli. The hospital's failure to maintain adequate staffing for
critical laboratory functions during all time periods is a systems failure in the critical value notification
process.

158. D — The LNC should analyze multiple contributing factors: the prescribing failure
(benzodiazepine in an elderly delirious patient with high fall risk — contraindicated per Beers Criteria),
the implementation failure (bed alarm deactivated despite the care plan order), the staffing factor (1:11
nurse-to-patient ratio limiting the ability to "monitor closely™), and the care plan adequacy (whether
"monitor closely” was sufficiently specific to guide nursing practice). Each factor contributed
independently to the fall.

159. B — Trained psychiatric service animals and TBI assistance dogs are recognized therapeutic
interventions with documented benefits including reduced PTSD symptoms, increased community
participation, improved safety, and enhanced quality of life. When the clinical evidence supports the



therapeutic benefit for a specific plaintiff, service animal costs — including acquisition, food, veterinary
care, equipment, and replacement animals over the plaintiff's lifetime — may appropriately be included
in the life care plan.

160. A — The radiologist has potential obligations under both applicable state breast density notification
law and the evolving standard of care. Dense breast tissue reduces mammographic sensitivity, and the
patient was not informed about this limitation or the potential benefit of supplemental screening.
Whether the obligation arises from statute, from the standard of care, or from both, the failure to
communicate the clinical significance of breast density and its implications for screening effectiveness
deprived the patient of information material to her healthcare decisions.

161. C — The relative risk of 2.0 is a legal guideline, not an absolute threshold. A statistically
significant relative risk below 2.0 does not independently satisfy the more-probable-than-not standard
for any individual plaintiff, but it does not preclude causation either. General causation is supported by
the IARC Group 1 classification and the significant meta-analysis finding. Specific causation for each
plaintiff must be established through additional evidence — individual exposure levels, latency analysis,
and exclusion of alternative causes.

162. D — Ordering appropriate VTE prophylaxis is necessary but not sufficient — the LNC must
evaluate whether the prophylaxis was actually delivered. Three missed doses out of five represents a
60% non-administration rate. The analysis should examine why doses were refused (Was the patient
adequately educated about VTE risk?), what "held per protocol™ means (Was the clinical justification
documented?), and whether the physician was notified about missed doses (allowing consideration of
alternative prophylaxis). The gap between ordered and administered prophylaxis is the central issue.

163. B — The LNC's obligation to objectivity requires testifying truthfully about the specific deviations
identified — not exaggerating, not using inflammatory language, and not offering opinions that exceed
what the clinical evidence supports. Characterizing the care as "the worst | have ever seen" and the nurse
as "dangerously incompetent” goes beyond the LNC's actual clinical assessment and would constitute
testimony not supported by the evidence. The LNC must decline to misrepresent findings regardless of
the attorney's instructions.

164. A — The bilateral symmetric sensorineural hearing loss with the characteristic 4000 Hz notch on
audiogram is the hallmark audiometric pattern that distinguishes noise-induced hearing loss from
presbycusis. Age-related hearing loss (presbycusis) produces a gradual sloping high-frequency loss
without a discrete notch, while the 4000 Hz notch is specifically associated with chronic noise exposure.
Combined with 25 years of documented exposure above the OSHA PEL, the audiometric pattern
provides strong clinical evidence of occupational noise-induced hearing loss.



165. C — Inconsistent wound measurement methodology and contradictory measurements between
providers prevent reliable tracking of the wound's clinical trajectory. Without consistent, accurate wound
data, clinicians cannot determine whether the wound is improving or deteriorating, whether treatment
changes are needed, or whether the current treatment plan is effective. This documentation failure
undermines clinical decision-making and raises questions about whether systematic wound assessments
were actually performed.

166. D — The physician prescribed a first-generation antipsychotic for off-label insomnia use —
without a psychiatric indication, without disclosing the risk of tardive dyskinesia, and without discussing
safer alternatives. This constitutes both prescribing negligence (using a high-risk medication for an
indication where safer alternatives exist) and informed consent failure (the patient was not told about a
serious, potentially irreversible adverse effect or the availability of safer options). Both theories should
be evaluated.

167. B — The discharge medication reconciliation process failed to communicate the new rivaroxaban
prescription to the primary care physician and failed to address the concurrent aspirin use. This care
transition communication gap is a recognized patient safety vulnerability — new anticoagulants
prescribed during hospitalization create dangerous interactions with home medications if the outpatient
provider is not notified. The systems failure is the absence of a reliable communication mechanism
between inpatient and outpatient care settings.

168. A — The radiology department's failure to maintain a functional crash cart — evidenced by a dead
defibrillator battery, expired epinephrine, and a missing bag-valve-mask — represents a systems failure
in emergency preparedness. The required shift-based crash cart checks existed specifically to prevent
this scenario. The five-minute resuscitation delay caused by nonfunctional emergency equipment
directly caused the patient's hypoxic brain injury. The policy existed but was not implemented.

169. C — The LNC should evaluate whether the claimant's post-surgical clinical status documents
persistent symptoms that justify ongoing treatment. Carpal tunnel release does not always result in
complete symptom resolution — published data shows incomplete recovery rates, particularly in
patients with severe or longstanding nerve compression. The medical record's documentation of residual
neuropathy, post-surgical nerve conduction findings, and the treating surgeon's clinical assessment
determine whether the projected treatment is medically reasonable.

170. D — The surgeon's intraoperative decision to extend the planned lobectomy to a total
thyroidectomy — without obtaining frozen section pathology to confirm malignancy — doubled the risk
of bilateral recurrent laryngeal nerve injury without histological justification. The suspicious tissue
ultimately proved benign, meaning the extension was unnecessary. The standard of care analysis should



focus on whether proceeding with total thyroidectomy based on visual impression alone — without
frozen section confirmation — met the standard for intraoperative decision-making in thyroid surgery.

171. B — The lifelong immunological consequences of splenectomy are frequently underestimated in
damages analyses. Post-splenectomy patients require lifelong vaccinations and boosters, have
permanently increased susceptibility to overwhelming infection from encapsulated bacteria, may need
prophylactic antibiotics, require immediate medical evaluation for any febrile illness, and carry the
psychological burden of living with permanent immunocompromise. These ongoing medical needs and
quality-of-life impacts extend far beyond the acute surgical event.

172. A — The hospital violated both HIPAA (unauthorized disclosure of PHI through audible patient
discussions and visible computer screens) and CMS Conditions of Participation for patient rights
(confidentiality requirements). These are institutional practice failures — not isolated individual
breaches — because they reflect systemic workplace practices: conducting care discussions at open
nursing stations, leaving computers logged in with visible records, and discussing patients in elevators.
The violations require institutional policy and practice changes.

173. C — Three significant VTE risk factors (postpartum state within six weeks, oral contraceptive use,
and postpartum immobility) plus acute pleuritic chest pain, dyspnea, and an elevated D-dimer demanded
CT pulmonary angiography. A normal chest X-ray does not exclude PE — the CXR is expected to be
normal in most PE cases. The elevated D-dimer, while not diagnostic alone, adds to the clinical
suspicion. Discharging this high-risk patient without definitive imaging deviated from the diagnostic
standard of care.

174. D — The defense objection has merit. The LNC is qualified to testify about nursing standards —
assessment, monitoring, communication, documentation, and the nursing process — but medical
diagnosis is within the physician's scope of practice. The LNC should not offer opinion testimony on
what medical diagnosis the physician should have made unless the LNC has additional qualifications
(such as advanced practice credentials) supporting such testimony. Staying within the nursing scope
during testimony is both an ethical obligation and essential for credibility.

175. B — The clinical documentation of residual foot impairments and their specific impact on the
physical demands of pharmaceutical sales should be the focus. The position requires extensive walking
through hospitals and clinics, standing during presentations, and meeting professional appearance
expectations — all of which are affected by the plaintiff's chronic pain, altered gait, and visible limp.
The LNC must evaluate whether the plaintiff can perform the essential functions of her actual
occupation, not a hypothetical modified version.



176. A — Crepitus is a hallmark sign of necrotizing fasciitis representing subcutaneous gas produced by
gas-forming organisms. Its presence in a postoperative wound with worsening pain, erythema, and
swelling constitutes a surgical emergency requiring immediate surgical consultation for emergent
debridement. Diagnosing cellulitis and prescribing oral antibiotics when crepitus is present is a critical
diagnostic failure — the distinction between cellulitis and necrotizing fasciitis has life-or-limb
consequences.

177. C — The documented onset of headaches meeting ICHD-3 criteria for persistent post-traumatic
headache within seven days of the concussion, combined with the absence of any pre-injury headache
history and persistence beyond 12 months, satisfies the specific diagnostic criteria that define the causal
relationship between TBI and persistent headache. The ICHD-3 criteria were designed to establish this
causal link — meeting the criteria provides the strongest clinical evidence for compensability.

178. B — A multi-layered LASA medication safety strategy is needed to address the pattern of errors.
Tall-man lettering visually differentiates similar names, physical separation in dispensing cabinets
reduces selection proximity, independent double-checks add a verification layer for high-alert pairs,
CDS alerts flag potential errors electronically, and targeted staff education raises awareness of specific
problematic pairs. No single intervention is sufficient — the layered approach addresses the risk at
multiple points.

179. D — Multiple levels of liability exist: the nursing staff mischaracterized a concerning tracing as
"reassuring™ and failed to recognize the progression from variable to late decelerations; the obstetrician
managed active labor by telephone from off-site for three hours during progressive fetal heart rate
abnormalities; and the hospital may have been negligent in allowing remote management of active labor
without adequate on-site physician coverage. Each level of failure contributed to the delay that resulted
in the infant's hypoxic brain injury.

180. D — Medicare's home health benefit covers skilled nursing and therapy services on an intermittent
or part-time basis, but does not cover custodial or supervisory attendant care. Therefore, non-skilled
attendant care for cognitive supervision should be excluded from the MSA because it is not a Medicare-
covered service. However, if any component of the attendant care involves skilled nursing services that
meet Medicare home health criteria, those specific skilled components should be included.

181. C — The facility identified heel pressure injury risk at admission, developed a care plan specifying
heel offloading devices, but completely failed to implement the intervention. The total absence of
documentation that offloading was applied — combined with no heel skin assessments — demonstrates
a complete disconnect between the care plan and the actual care. This is not a partial implementation



failure — it is a total implementation failure in which a high-risk intervention was planned but never
delivered.

182. B — The software defect in the lockout timer directly caused the pump to deliver doses at intervals
shorter than programmed. The patient received excess opioid not from behavior, prescribing error, or
nursing failure, but because the device's primary safety mechanism (the lockout interval) malfunctioned.
The causal chain runs from the software defect — failed lockout — excess drug delivery — opioid
overdose — respiratory arrest. The device malfunction was the proximate cause.

183. D — The LNC should evaluate compliance with both standards — the facility's own surgical
prophylaxis protocol (which requires cephalosporin for all arthroscopic procedures) and the broader
professional standard of care. The facility's own protocol establishes an institutional standard, and the
operative record's silence on antibiotic administration suggests the protocol was not followed. Whether
or not national guidelines universally require prophylaxis for knee arthroscopy, the facility's own
requirement creates an enforceable institutional standard.

184. A — Repeated RFA procedures providing consistent six-month relief followed by predictable
recurrence is the expected clinical course of radiofrequency ablation. RFA works by ablating nerve
endings that regenerate over time, requiring periodic re-ablation. Each procedure providing substantial
temporary relief demonstrates the treatment is clinically effective for this plaintiff. The defense confuses
the temporary nature of the treatment mechanism with treatment failure — the treatment works exactly
as designed.

185. C — Performing elective procedures that do not meet established appropriate use criteria raises
concerns on multiple levels: medically unnecessary procedures exposing patients to risk without benefit,
potential False Claims Act violations (billing Medicare for procedures without adequate clinical
indication), and potential Stark Law or Anti-Kickback violations (financial incentives tied to procedure
volume constituting improper inducement). The 38% inappropriate rate across 200 cases suggests a
systematic pattern rather than isolated clinical judgment variations.

186. B — Lithium's narrow therapeutic index requires ongoing serum level monitoring regardless of
clinical stability because multiple factors — renal function changes, dehydration, dietary changes, new
medications — can unpredictably alter lithium levels. The six-month monitoring gap allowed toxic
levels to develop undetected. "Clinical stability" does not eliminate the need for laboratory monitoring
because subclinical toxicity precedes symptomatic toxicity, and the entire purpose of monitoring is to
detect rising levels before clinical symptoms appear.



187. A — Permanent anosmia has safety and quality-of-life implications that extend well beyond
sensory loss. The plaintiff cannot detect smoke, gas leaks, or spoiled food — creating safety hazards
requiring compensatory measures. Loss of smell significantly affects taste and appetite, potentially
causing nutritional changes. The life care plan should address smoke and gas detection systems, food
safety equipment, ongoing ENT monitoring, psychological counseling for sensory loss adjustment, and
nutritional counseling.

188. D — Published guidelines recommend optimizing glycemic control (Alc below 8%) before
elective joint replacement to reduce infection risk. The surgeon's decision to proceed with elective
surgery at an Alc of 10.2% — without addressing the modifiable risk factor that published evidence
identifies as increasing infection risk — may constitute a deviation from the preoperative standard of
care. The defense argument that diabetes “caused"” the infection ignores the physician's opportunity to
reduce the foreseeable risk by delaying surgery until glycemic control was optimized.

189. C — The discharge criteria require a "responsible adult” to receive the patient, and a visibly
intoxicated person does not meet this criterion. The discharge process may have failed to adequately
verify that the person receiving the patient was actually capable of providing safe transportation. If the
nurse documented discharge criteria as met without verifying the responsible adult's capacity, the
documentation was inaccurate and the discharge plan was unsafe — creating a foreseeable risk that
materialized in the parking lot.

190. B — The existence of hypothyroidism as a risk factor for CTS does not eliminate the potential
contribution of occupational risk factors. The LNC should evaluate whether the nurse's job demands (IV
insertions, medication preparation, keyboard use) constitute occupational CTS risk factors, and whether
hypothyroidism and occupational exposure may have acted independently or synergistically. The
analysis must assess the relative contribution of each factor rather than attributing causation exclusively
to either one.

191. A — A 14-day course of gentamicin with only one set of levels drawn on day 2 represents a clear
failure to monitor for drug toxicity. The pharmacy protocol required monitoring every 48—72 hours —
meaning approximately five to seven additional level checks should have been performed. The initial
high-normal trough level was a warning sign that the drug was approaching the toxic threshold, which
should have prompted more vigilant monitoring rather than the complete cessation of monitoring that
occurred.

192. D — Both smoking and hexavalent chromium are independently established causes of lung cancer.
In workers exposed to both, the carcinogens may act independently or synergistically — published
evidence documents a multiplicative interaction between smoking and occupational carcinogen exposure



for lung cancer risk. The presence of smoking does not negate the contribution of hexavalent chromium,
and the analysis must evaluate the relative role of each exposure based on dose-response data and the
known interaction between the two carcinogens.

193. C — The complete absence of both pharmacological and mechanical VTE prophylaxis represents
failure at multiple levels. The physician failed to order prophylaxis, the nursing staff failed to ensure the
VTE protocol was followed, and the institution failed to implement systems (electronic order sets,
mandatory risk assessment, pharmacy-driven protocols) to ensure protocol compliance. The systemic
nature of the failure — not just an individual prescribing omission — is what makes this a systems-level
analysis.

194. B — The LNC should evaluate whether the defense neurologist's single examination adequately
supports the conclusion. A single examination cannot reliably assess a condition known for symptom
fluctuation, and the defense report does not address documented objective findings (edema, temperature
asymmetry, electrodiagnostic nerve injury) that cannot be voluntarily produced. Dismissing findings as
"inconsistent” without explaining each documented objective sign does not constitute an adequate
clinical rebuttal of the CRPS diagnosis.

195. A — The patient was discharged with an Aldrete score of 8 when the facility's own discharge
criteria require a minimum score of 9. This is an objective, documented deviation — the score is a
number recorded in the medical record, and the threshold is a number specified in the facility's policy.
Discharging a patient who has not met the established recovery criteria represents premature discharge,
and the respiratory event occurring 15 minutes later demonstrates the clinical consequence of inadequate
post-anesthesia recovery assessment.

196. D — Multiple federal statutes are implicated: the Anti-Kickback Statute ($25 per-specimen
payments constitute illegal remuneration for referrals of Medicare-covered genetic testing services), the
False Claims Act (billing Medicare $5,000-$10,000 per test for testing that was not medically indicated
and whose results were never clinically utilized), and potentially the Stark Law (if the payment
arrangement constitutes a prohibited financial relationship for designated health services). The scheme
involves both kickback-driven specimen collection and fraudulent billing.

197. C — The unilateral reduction in prescribed therapy frequency — without physician order, without
documented clinical justification, and without physician notification — deviated from the prescribed
treatment plan. The temporal correlation between the reduced therapy and progressive gait deterioration
(followed by four falls culminating in a hip fracture) supports a causal connection. The therapy
department changed the prescribed treatment plan without authorization, and the adverse consequences
were clinically foreseeable.



198. B — Both the robot manufacturer (for a known software defect that caused the instrument
malfunction) and potentially the hospital (for credentialing, privileging, and equipment maintenance
obligations) may share liability. The surgeon's liability depends on whether the response to the
intraoperative emergency met the standard of care for managing complications during robotic surgery.
The manufacturer's knowledge of the software glitch prior to the incident strengthens the product
liability claim.

199. C — Major burn survivors have unique lifelong consequences requiring comprehensive life care
plan projection: serial reconstructive surgeries over years, scar management (compression garments,
silicone therapy, massage), thermoregulation impairment from inability to sweat in grafted areas,
ongoing dermatological monitoring, pruritus management, psychological services for body image and
PTSD, and increased skin cancer risk in scarred tissue requiring lifelong surveillance. These needs are
specific to burn injuries and must be individually projected.

200. A — The hospital's failure to ensure CPAP availability for a patient with documented OSA —
combined with opioid administration without enhanced monitoring — represents a convergence of
multiple absent safeguards. CPAP continuation, enhanced respiratory monitoring, and opioid-sparing
analgesia are all recommended for OSA patients postoperatively. The absence of all three created a
foreseeable respiratory catastrophe. The systems failure is the hospital's lack of processes to ensure
appropriate respiratory support for patients with known sleep-disordered breathing.



