
PRACTICE EXAM 3: LNCC CERTIFICATION 

SIMULATION (200 QUESTIONS) 
1. An LNC is reviewing a medical malpractice case involving a 71-year-old man who presented to his 

primary care physician with a six-week history of painless jaundice, dark urine, clay-colored stools, and 

a 15-pound unintentional weight loss. The physician ordered liver function tests, which confirmed 

obstructive jaundice, and prescribed ursodiol for presumed gallstone disease. No imaging was ordered. 

The patient was referred for imaging four months later by a different physician and was diagnosed with 

pancreatic head adenocarcinoma with liver metastases. At the time of the initial presentation, CT 

imaging would likely have identified the pancreatic mass while still localized. What is the most critical 

diagnostic failure? 

 

A. The physician should have prescribed a proton pump inhibitor instead of ursodiol for the presumed 

biliary obstruction 

B. The physician should have immediately referred the patient to a gastroenterologist for endoscopic 

evaluation and assessment 

C. The liver function tests were inadequate and the physician should have ordered a comprehensive 

hepatic panel with tumor markers 

D. Painless obstructive jaundice with weight loss in a 71-year-old is a classic presentation for pancreatic 

malignancy that demands urgent imaging — attributing the presentation to gallstone disease without 

imaging represents a failure to consider a high-probability diagnosis requiring immediate investigation 

 

2. An LNC is retained to evaluate a personal injury case involving a 39-year-old woman who sustained a 

right ankle fracture-dislocation when she stepped into an uncovered storm drain on a commercial 

property. The plaintiff underwent open reduction and internal fixation with hardware placement. Despite 

surgical repair and 10 months of physical therapy, the plaintiff has developed post-traumatic arthritis of 

the right ankle with chronic pain, limited dorsiflexion, and difficulty walking on uneven surfaces. Her 

treating orthopedist has recommended future ankle fusion (arthrodesis) or total ankle replacement when 

the arthritis progresses. What is the most important clinical consideration for the damages analysis? 

 

A. The damages must account for both the current impairments and the anticipated future surgical 

intervention — the LNC should evaluate the clinical trajectory supporting the surgeon's projection that 

the post-traumatic arthritis will progress to the point requiring fusion or replacement, the expected 

timeline, the surgical costs, the associated rehabilitation, and the additional functional limitations that 

will result from the future procedure 



B. The future ankle fusion should be excluded from the damages because it has not been scheduled and 

is therefore speculative 

C. The plaintiff's pre-existing obesity contributed to the ankle injury severity and should reduce the 

damages proportionally 

D. The hardware removal surgery should be the only future procedure included because ankle fusion is 

an elective procedure 

 

3. An LNC is analyzing a long-term care case in which a nursing home resident with documented severe 

osteoporosis was transferred from bed to wheelchair by a certified nursing assistant who performed a 

manual pivot transfer. The care plan specified mechanical lift for all transfers based on the resident's 

osteoporosis, fall risk, and limited weight-bearing capacity. During the manual transfer, the resident's 

femur fractured — a pathological fracture consistent with the level of force applied during an assisted 

pivot transfer in an osteoporotic patient. The CNA stated she performed the manual transfer because the 

mechanical lift was being used by another aide on the unit. What does this scenario demonstrate? 

 

A. The osteoporotic fracture was a spontaneous pathological fracture unrelated to the transfer method 

used by the nursing aide 

B. The physician should have prescribed bisphosphonate medication to strengthen the resident's bones 

before any transfer method 

C. Both individual and institutional failures contributed — the CNA deviated from the care plan by 

performing a manual transfer, and the facility failed to provide sufficient mechanical lift equipment to 

ensure the care plan could be followed for all residents who require it 

D. The CNA used appropriate clinical judgment in choosing a pivot transfer when the mechanical lift 

was temporarily unavailable 

 

4. An LNC is evaluating a medical malpractice case involving a 55-year-old woman who underwent an 

elective laparoscopic hysterectomy and developed a vesicovaginal fistula — an abnormal 

communication between the bladder and the vagina — that was not recognized for three weeks. The 

patient experienced continuous urinary leakage from the vagina beginning on postoperative day two but 

was told by the surgeon's office that "some leakage is normal after hysterectomy." When the patient was 

finally evaluated three weeks postoperatively, a cystogram confirmed the fistula. The delay in diagnosis 

resulted in chronic inflammation and scarring that complicated the subsequent fistula repair surgery. 

What should the LNC identify as the primary standard of care failure? 

 

A. The surgeon should have performed an open hysterectomy rather than a laparoscopic approach to 

reduce the risk of bladder injury 



B. Continuous urinary leakage from the vagina beginning on postoperative day two after hysterectomy 

is not normal and should have prompted immediate evaluation for a vesicovaginal fistula — reassuring 

the patient that leakage was expected represents a failure to recognize a classic presentation of a surgical 

complication requiring prompt diagnosis and treatment 

C. The operating room circulating nurse should have documented the bladder integrity at the conclusion 

of the surgical procedure 

D. The surgical consent form should have specifically listed vesicovaginal fistula as a known risk of 

laparoscopic hysterectomy 

 

5. An LNC is reviewing a workers' compensation case involving a 41-year-old manufacturing worker 

who developed occupational asthma after two years of exposure to toluene diisocyanate (TDI) in a 

polyurethane foam production facility. The worker's pre-employment pulmonary function tests were 

normal. Serial pulmonary function testing over the two-year exposure period shows progressive decline 

in FEV1, and a methacholine challenge test demonstrates bronchial hyperresponsiveness. The worker's 

symptoms — wheezing, chest tightness, and dyspnea — improve on weekends and vacations away from 

work and worsen upon return to the workplace. What pattern of evidence most strongly supports 

occupational causation? 

 

A. The combination of normal pre-employment lung function, progressive decline during the exposure 

period, documented exposure to a recognized respiratory sensitizer (TDI), positive methacholine 

challenge indicating bronchial hyperresponsiveness, and the temporal pattern of symptom improvement 

away from work with worsening upon return collectively establishes a strong occupational causation 

pattern 

B. The methacholine challenge test alone is sufficient to establish that the asthma was caused by 

workplace TDI exposure 

C. The worker's symptoms improving on weekends could be explained by reduced physical activity 

rather than reduced TDI exposure 

D. Serial pulmonary function testing is unreliable for documenting occupational lung disease 

progression over a two-year period 

 

6. An LNC is analyzing a product liability case involving a knee replacement prosthesis that failed after 

only three years. The manufacturer's marketing materials represented the device as having a "projected 

lifespan of 15–20 years under normal use conditions." The plaintiff, a 60-year-old moderately active 

woman, underwent revision surgery to replace the failed prosthesis. Retrieval analysis of the explanted 

device revealed premature polyethylene wear with significant particulate debris generation and early 

osteolysis. The manufacturer's 510(k) clearance was based on bench testing data projecting 15-year wear 



performance, but no clinical data from human implantation was available at the time of clearance. What 

product liability issue is most significant? 

 

A. The surgeon who selected this particular implant should have chosen a different manufacturer's 

prosthesis with longer clinical history 

B. The plaintiff's activity level exceeded "normal use conditions" and contributed to the premature 

failure of the prosthesis device 

C. The 510(k) clearance pathway does not require clinical data and the FDA should have required pre-

market approval for this device 

D. The manufacturer's marketing representation of a 15–20 year projected lifespan — based solely on 

bench testing without clinical validation — may constitute a breach of express warranty if the bench 

testing did not accurately predict in vivo performance, and the premature failure pattern (particulate 

debris and osteolysis at three years) suggests the bench testing significantly overestimated the device's 

clinical durability 

 

7. An LNC is evaluating a risk management case involving a hospital where three wrong-patient 

procedures occurred within a two-month period. The first involved blood drawn from the wrong patient, 

the second involved medication administered to the wrong patient, and the third involved a radiology 

study performed on the wrong patient. All three events occurred on different units with different staff. 

The hospital's investigation reveals that the patient identification protocol requires staff to verify the 

patient's name and date of birth verbally, but does not require scanning the patient's armband barcode or 

using a second independent identifier beyond verbal confirmation. What systems analysis should the 

LNC perform? 

 

A. The three different units and different staff members indicate these are isolated individual errors 

unrelated to any systemic issue 

B. The investigation should focus exclusively on disciplining the individual staff members who 

committed the identification errors 

C. The hospital's patient identification protocol — relying solely on verbal confirmation without barcode 

scanning or a second independent identifier — falls below the Joint Commission National Patient Safety 

Goal requiring at least two patient identifiers, creating a systemic vulnerability that predictably produced 

identification errors across multiple units and departments 

D. The hospital should implement facial recognition technology as the primary patient identification 

method to prevent future errors 

 

 



8. An LNC is reviewing a medical malpractice case involving a 63-year-old patient with chronic kidney 

disease who underwent a CT angiogram with iodinated contrast. The patient's most recent eGFR, 

obtained three months before the CT, was 28 mL/min. No repeat renal function testing was performed 

before the contrast administration, and no renal protective protocol (IV hydration, N-acetylcysteine) was 

implemented. The patient developed contrast-induced nephropathy requiring permanent dialysis. The 

defense argues that the patient's chronic kidney disease would have progressed to dialysis-dependent 

end-stage renal disease regardless of the contrast exposure. How should the LNC evaluate this defense 

argument? 

 

A. The defense argument should be accepted because patients with eGFR of 28 inevitably progress to 

dialysis regardless of interventions 

B. The LNC should evaluate the patient's pre-contrast renal function trajectory — the rate of eGFR 

decline over the years preceding the contrast exposure — to determine whether the patient was on a 

trajectory toward imminent dialysis or whether the CKD was stable, and whether the contrast exposure 

accelerated the progression to dialysis-dependent renal failure beyond what would have occurred 

without the exposure 

C. The radiologist bears sole responsibility because the radiologist administered the contrast agent 

without checking renal function 

D. The contrast-induced nephropathy is unrelated to the chronic kidney disease and represents a 

completely separate renal insult 

 

9. An LNC is analyzing a case involving the professional obligations of an LNC who discovers evidence 

of ongoing patient harm during a medical record review. While reviewing records for a medical 

malpractice case, the LNC identifies a pattern suggesting that a physician at the defendant facility is 

currently prescribing dangerously high doses of opioids to multiple patients — doses that exceed all 

recognized prescribing guidelines and that have resulted in several near-fatal overdoses documented in 

the records. The LNC's engagement is limited to the specific case for which she was retained. What is 

the LNC's professional obligation regarding the broader patient safety concern? 

 

A. The LNC should discuss the broader prescribing pattern with the retaining attorney, as the attorney 

may have an obligation to report the ongoing danger to patients — while the LNC's primary engagement 

is case-specific, the discovery of an ongoing threat to patient safety raises ethical considerations that 

should be communicated to the attorney for appropriate action 

B. The LNC has no obligation beyond the specific case and should ignore the broader prescribing 

pattern entirely 

C. The LNC should directly contact the state medical board to report the physician's prescribing 

practices immediately 



D. The LNC should contact the patients who appear to be at risk and advise them to seek care from a 

different provider 

 

10. An LNC is evaluating a toxic tort case involving workers at a battery manufacturing facility who 

were exposed to lead during battery assembly operations over a period of 8–15 years. The workers' 

blood lead levels during employment ranged from 30 to 65 µg/dL (well above the current CDC adult 

reference value of 3.5 µg/dL). Several workers have developed chronic kidney disease. The defense 

argues the workers' kidney disease is caused by hypertension and diabetes — conditions that three of the 

five workers also have. The LNC reviews the published literature on lead nephrotoxicity and finds 

consistent evidence that chronic lead exposure at the documented levels is associated with an increased 

risk of chronic kidney disease. What should the LNC conclude about the competing causation 

arguments? 

 

A. The workers' hypertension and diabetes are the sole causes of the kidney disease and lead exposure is 

irrelevant to the analysis 

B. Lead exposure must be the sole cause of the kidney disease because the blood lead levels exceeded 

the CDC reference value 

C. The LNC should evaluate each worker individually, considering the documented blood lead levels 

and their relationship to the dose-response curve for lead nephrotoxicity, the temporal relationship 

between exposure and kidney disease onset, whether lead exposure and the comorbid conditions 

(hypertension, diabetes) may have acted independently or synergistically to cause or accelerate kidney 

disease, and the clinical characteristics that may distinguish lead-related nephropathy from hypertensive 

or diabetic nephropathy 

D. The LNC should defer the causation analysis entirely to a nephrologist rather than conducting any 

independent clinical evaluation 

 

11. An LNC is reviewing a medical malpractice case involving a patient who developed a deep surgical 

site infection following a spinal fusion surgery. The patient was a current smoker with a BMI of 34 and 

poorly controlled diabetes (HbA1c of 9.6%). The surgeon did not counsel the patient regarding smoking 

cessation, did not optimize glycemic control preoperatively, and did not document a risk-benefit analysis 

before proceeding with elective surgery in this high-risk patient. Published surgical infection prevention 

guidelines recommend addressing modifiable risk factors — including smoking cessation, glycemic 

optimization, and nutritional assessment — before elective spinal procedures. What standard of care 

issue should the LNC identify? 

 

A. The surgeon should have refused to perform the surgery entirely because the patient's risk factors 

made infection inevitable 



B. The anesthesiologist is responsible for preoperative risk assessment and should have cancelled the 

case independently 

C. The patient should have independently optimized her health before presenting for elective spinal 

surgery without physician guidance 

D. The surgeon's failure to address modifiable preoperative risk factors — smoking, glycemic control, 

and BMI — before proceeding with elective spinal surgery deviates from published surgical infection 

prevention guidelines that recommend risk factor optimization to reduce preventable surgical site 

infections 

 

12. An LNC is analyzing a long-term care case in which a 82-year-old nursing home resident with a 

documented history of falls and a physician order for a wheelchair alarm fell from her wheelchair and 

sustained a traumatic brain injury. The investigation reveals that the wheelchair alarm had been removed 

from the resident's wheelchair three days before the fall. The nursing notes contain no documentation 

explaining why the alarm was removed, no physician order authorizing the removal, and no care plan 

update reflecting the change. What should the LNC identify as the most significant finding? 

 

A. The wheelchair alarm manufacturer should be investigated to determine whether the alarm 

malfunctioned before being removed 

B. The wheelchair alarm — a physician-ordered safety device specified in the care plan — was removed 

without documentation, without a physician order, without a clinical justification, and without a care 

plan update, creating an undocumented gap in the safety measures designed to prevent the exact injury 

that occurred 

C. The attending physician should have ordered a lap belt instead of a wheelchair alarm as a more 

effective fall prevention measure 

D. The resident's family members should have been notified about the alarm removal and should have 

objected to the change 

 

13. An LNC is evaluating a personal injury case involving a 47-year-old woman who was injured when 

she was struck by a shopping cart that rolled across a sloped parking lot at a grocery store. The plaintiff 

sustained a comminuted distal radius fracture requiring surgical fixation with plate and screws, and a 

concussion with brief loss of consciousness. At 14 months post-injury, the plaintiff has residual wrist 

stiffness, reduced grip strength, and occasional headaches. The defense obtained surveillance video 

showing the plaintiff carrying grocery bags and opening a car door with the injured wrist. The defense 

argues the surveillance proves full recovery. What should the LNC's analysis address? 

 



A. Whether the surveillance video was legally obtained and whether the chain of custody documentation 

is complete and verifiable 

B. Whether the plaintiff reported the surveillance activity level to her treating physician at her most 

recent follow-up appointment 

C. Whether the grocery store's parking lot slope violated local building code requirements for pedestrian 

safety and accessibility 

D. The LNC should defer to the treating orthopedist's clinical assessment of the plaintiff's functional 

status 

 

14. An LNC is reviewing a pharmaceutical product liability case involving a patient who developed 

drug-induced lupus erythematosus (DILE) after 18 months of treatment with a hydralazine-based 

antihypertensive medication. Drug-induced lupus is a well-documented adverse effect of hydralazine, 

occurring in approximately 5–10% of patients taking higher doses for extended periods. The drug's 

labeling includes a warning about the risk of lupus-like syndrome. The prescribing physician 

documented awareness of the warning but did not monitor the patient for early signs of DILE (joint pain, 

serum anti-histone antibody testing) during the 18-month treatment period. When the patient developed 

joint pain, rash, and serositis, the diagnosis was delayed by an additional four months because the 

physician attributed the symptoms to osteoarthritis and aging. What liability theories apply? 

 

A. Only the manufacturer is liable because the drug caused the adverse effect regardless of the 

physician's monitoring practices 

B. Only the pharmacist is liable because the pharmacist should have counseled the patient about lupus 

symptoms when dispensing 

C. The manufacturer's failure-to-warn claim is weak because the labeling included a warning, but the 

prescribing physician's failure to monitor for a known dose-related adverse effect and subsequent failure 

to recognize the symptoms when they appeared constitutes prescribing negligence — two independent 

physician failures 

D. The patient is responsible for not independently researching the medication's side effects before 

agreeing to long-term treatment 

 

15. An LNC is analyzing a Medicare Set-Aside case involving a 67-year-old Medicare beneficiary 

settling a workers' compensation claim for a workplace injury that resulted in a below-knee amputation. 

The claimant requires a prosthetic limb with periodic replacement, prosthetic socks and liners with 

regular replacement, annual prosthetic specialist visits for fit assessment and adjustment, ongoing 

physical therapy to maintain prosthetic ambulation skills, and residual limb skin care. The defense 

argues that prosthetic replacement should be projected at every seven years rather than the five-year 



replacement cycle recommended by the treating prosthetist. What should the LNC evaluate to resolve 

this dispute? 

 

A. The defense argument should be accepted because seven years is the industry standard for prosthetic 

replacement in all cases 

B. The LNC should recommend a compromise replacement cycle of six years to split the difference 

between the two positions 

C. The claimant should be required to use the prosthesis until it fails mechanically before replacement 

can be authorized under MSA 

D. The LNC should evaluate the published literature on prosthetic limb replacement intervals, the 

manufacturer's recommended replacement schedule, the treating prosthetist's clinical rationale for the 

five-year cycle based on this specific patient's activity level and prosthetic wear patterns, and the 

Medicare fee schedule for prosthetic replacement to determine the most clinically appropriate and 

defensible projection 

 

16. An LNC is reviewing a medical malpractice case involving a 58-year-old patient who presented to 

the emergency department with acute onset of right leg weakness and numbness. The emergency 

physician performed a neurological examination and documented "normal strength and sensation in all 

extremities." However, the nursing triage note — documented 25 minutes before the physician's 

examination — records the patient as having "difficulty lifting right leg off stretcher" and "reports 

numbness from right hip to right toes." The patient was diagnosed with musculoskeletal low back pain 

and discharged. He returned 12 hours later with complete right leg paralysis. An emergent MRI revealed 

a large thoracic disc herniation with acute spinal cord compression requiring emergency decompression 

surgery. The patient has residual right leg weakness and bladder dysfunction. What is the most critical 

finding for the standard of care analysis? 

 

A. The nursing triage assessment is always less reliable than the physician's examination and should be 

disregarded in the analysis 

B. The discrepancy between the triage nurse's documented findings (right leg weakness and numbness) 

and the physician's documented findings (normal examination) is the most critical finding — either the 

physician's examination was inadequate, the physician failed to reconcile the discrepancy with the 

nurse's findings, or the documentation is inaccurate, and the failure to investigate acute-onset leg 

weakness and numbness led to the missed diagnosis of spinal cord compression 

C. The MRI should have been ordered at the initial visit regardless of the physical examination findings 

because of the patient's age 

D. The patient should have insisted that the emergency physician address the weakness and numbness 

before accepting discharge 



17. An LNC is evaluating a risk management case involving a hospital pharmacy that experienced a 

medication compounding error. A pharmacy technician prepared a neonatal IV solution with a tenfold 

concentration error — mixing the solution at 10 times the prescribed concentration. The error was not 

caught by the pharmacist who verified the preparation because the pharmacist was simultaneously 

verifying 15 other preparations and performed only a visual inspection rather than an independent 

calculation check. The concentrated solution was administered to a premature infant who developed 

toxicity. The hospital's compounding protocol requires an independent calculation verification by the 

pharmacist for all neonatal preparations. What risk management analysis should the LNC perform? 

 

A. The pharmacy technician who made the concentration error should be terminated immediately and no 

systems analysis is needed 

B. The pharmacist's failure to perform an independent calculation verification is solely an individual 

performance failure unrelated to workload 

C. The hospital should eliminate all pharmacy compounding and purchase only commercially prepared 

neonatal IV solutions 

D. The pharmacist's failure to perform the required independent calculation check was the proximate 

cause, but the root cause analysis should examine whether the pharmacist's workload (verifying 15 

preparations simultaneously) contributed to the inadequate verification — the error was enabled by a 

systems factor (excessive workload) that undermined the effectiveness of the safety check 

 

18. An LNC is analyzing a long-term care case involving a nursing home resident with advanced 

dementia who developed a stage 4 sacral pressure ulcer measuring 8 cm × 6 cm with exposed bone. The 

wound culture grew three organisms including methicillin-resistant Staphylococcus aureus. The resident 

was hospitalized for IV antibiotics and surgical debridement, but developed sepsis and died. The defense 

argues the pressure ulcer was unavoidable because the resident was immobile, incontinent, and had poor 

nutritional status — all factors that increase pressure ulcer risk. The LNC reviews the facility's records 

and finds no Braden Scale assessment after the admission assessment, no care plan update addressing 

skin integrity after the initial care plan, repositioning documented only once per 12-hour shift despite a 

care plan specifying every-two-hour repositioning, and no nutritional supplementation despite an 

albumin level of 2.1 g/dL documented six weeks before the ulcer was identified. What should the LNC 

conclude about the unavoidability defense? 

 

A. The resident's immobility, incontinence, and poor nutrition make the pressure ulcer unavoidable 

regardless of any interventions 

B. The defense should prevail because advanced dementia patients inevitably develop pressure ulcers 

due to their clinical status 



C. The unavoidability defense fails because the facility did not implement the interventions necessary to 

determine whether the ulcer was truly unavoidable — no ongoing risk assessment, inadequate 

repositioning, no nutritional supplementation, and no care plan updates demonstrate that the facility did 

not take the required steps to prevent the ulcer before claiming it was unavoidable 

D. The attending physician bears sole responsibility for the pressure ulcer because the physician did not 

order a wound care consult 

 

19. An LNC is reviewing a workers' compensation case involving a 50-year-old corrections officer who 

claims she developed bilateral knee osteoarthritis from 22 years of walking on concrete floors, climbing 

stairs, and performing physical cell extractions. The employer's IME physician concluded the bilateral 

knee osteoarthritis is "age-related degenerative disease" unrelated to work. The worker's pre-

employment physical examination at age 28 documented no knee complaints and normal knee X-rays. 

Current bilateral knee X-rays show moderate-to-severe tricompartmental osteoarthritis with joint space 

narrowing, osteophyte formation, and subchondral sclerosis. Published occupational health literature 

identifies prolonged walking on hard surfaces, repetitive stair climbing, and kneeling/squatting as 

occupational risk factors for knee osteoarthritis. What should the LNC's causation analysis evaluate? 

 

A. The worker's age of 50 makes degenerative knee arthritis inevitable and unrelated to any occupational 

factors or activities 

B. The corrections officer's recreational jogging hobby is the most likely cause of the bilateral knee 

osteoarthritis progression 

C. The IME physician's examination was too brief and should be repeated by a different physician 

before causation can be evaluated 

D. Whether the officer's specific occupational demands — 22 years of walking on concrete, stair 

climbing, and physical confrontations — match the established occupational risk factors for knee 

osteoarthritis, and whether the normal pre-employment knee X-rays at age 28 versus the current 

moderate-to-severe arthritis at age 50 is consistent with an occupational contribution given the 

cumulative exposure history 

 

20. An LNC is analyzing a medical malpractice case involving a 45-year-old woman who underwent 

bilateral augmentation mammoplasty (breast implant surgery). Six months postoperatively, the patient 

developed capsular contracture in the right breast — a recognized complication in which scar tissue 

tightens around the implant, causing breast hardness, pain, and distortion. The surgeon prescribed 

massage and compression exercises. Over the next eight months, the contracture progressed to Baker 

Grade IV (hard, painful, and visibly distorted). The patient requested referral to another plastic surgeon 

for revision, but the original surgeon told the patient "it will resolve on its own" and did not refer. When 

the patient eventually sought a second opinion 14 months after the contracture was first noted, the 



revision surgery was significantly more complex due to the chronic inflammation and scarring that had 

developed during the delay. What standard of care issue should the LNC identify? 

 

A. Capsular contracture is a recognized complication of breast augmentation and the surgeon cannot be 

held liable for a known risk 

B. Baker Grade IV capsular contracture that has not responded to conservative management over eight 

months requires escalation — the surgeon's failure to refer the patient for revision surgery or provide a 

second opinion when conservative treatment had demonstrably failed represents a delay in appropriate 

treatment that worsened the surgical outcome 

C. The patient should have sought a second opinion independently rather than relying on the original 

surgeon's clinical judgment 

D. The original surgeon should have used a different implant type known to have lower capsular 

contracture rates for the procedure 

 

21. An LNC is evaluating a regulatory compliance case involving a home health agency that provides 

skilled nursing visits to Medicare beneficiaries. A compliance audit reveals that the agency's 

documentation systematically overstates patient acuity to justify continued certification for home health 

services. Specifically, patients who are ambulatory and independently performing ADLs are 

documented as "homebound" and "requiring skilled nursing intervention for complex medication 

management" when their actual medication regimen consists of two oral medications taken once daily. 

The audit identified this pattern in 45% of the agency's active patient files. What regulatory violation 

does this pattern represent? 

 

A. The documentation overstating patient acuity to justify continued Medicare certification constitutes 

systematic falsification of the clinical record to support billing for services that do not meet Medicare 

eligibility criteria — this pattern implicates the False Claims Act (submission of claims for services not 

meeting coverage requirements) and may constitute healthcare fraud 

B. The documentation practices are a minor billing irregularity that the agency can correct with a plan of 

correction 

C. The individual nurses who documented the overstated acuity bear sole responsibility for the 

inaccurate assessments made 

D. The Medicare eligibility criteria for home health services are too restrictive and the agency's 

documentation reflects clinical reality 

 

22. An LNC is reviewing a medical malpractice case involving a patient who underwent a total knee 

replacement and developed a periprosthetic joint infection (PJI) two months postoperatively. The 



infection was caused by Staphylococcus epidermidis. The operative record documents that the surgery 

was performed in a standard operating room without laminar airflow ventilation. The surgical staff 

included two medical students who observed the procedure from within the sterile field. The operative 

time was 3 hours and 45 minutes. The patient received appropriate preoperative antibiotic prophylaxis. 

What additional factors should the LNC evaluate as potential contributors to the infection? 

 

A. The type of anesthesia used for the procedure is the most important factor in determining surgical site 

infection risk 

B. The patient's blood type may have contributed to the infection susceptibility and should be evaluated 

as a risk factor 

C. The extended operative time (3 hours 45 minutes exceeds the typical 1.5–2 hour procedure length), 

the number of personnel in the operative field (two additional observers increasing the microbial load), 

and the absence of laminar airflow ventilation (which reduces airborne bacterial counts in the surgical 

field) are all factors that increase the risk of periprosthetic joint infection and should be evaluated 

against the standard of care for joint replacement surgery 

D. The prophylactic antibiotic was effective against the infecting organism and therefore the infection 

could not have been prevented 

 

23. An LNC is analyzing a toxic tort case involving residents near a former dry cleaning facility where 

perchloroethylene (PCE) contaminated the groundwater. Several adult plaintiffs have been diagnosed 

with kidney cancer. PCE is classified by IARC as a Group 2A carcinogen (probably carcinogenic to 

humans). A meta-analysis of occupational studies shows an elevated odds ratio of 1.4 (95% CI: 1.1–1.8) 

for kidney cancer among workers exposed to PCE. The defense argues that the Group 2A classification 

(probable) rather than Group 1 (confirmed) means there is insufficient evidence to establish general 

causation. How should the LNC evaluate this argument? 

 

A. The defense argument should be accepted because only Group 1 carcinogens can establish general 

causation in toxic tort litigation 

B. The IARC Group 2A classification automatically establishes both general and specific causation for 

all exposed plaintiffs in the case 

C. The meta-analysis confidence interval includes values below 1.0 and therefore the association is not 

statistically significant at all 

D. The IARC Group 2A classification indicates substantial scientific evidence of carcinogenicity — 

while not definitive, it reflects expert scientific judgment that the evidence is strong enough to classify 

the substance as probably carcinogenic, and the statistically significant meta-analysis (CI excludes 1.0) 

provides additional epidemiological support for general causation, though the relatively modest odds 

ratio will require strong individual-level evidence for specific causation 



24. An LNC is evaluating a medical malpractice case involving a failure to diagnose an ectopic 

pregnancy. A 29-year-old woman presented to the emergency department with left lower quadrant pain 

and vaginal spotting. A urine pregnancy test was positive. A transvaginal ultrasound showed no 

intrauterine pregnancy and no adnexal mass. The quantitative beta-hCG level was 1,200 mIU/mL 

(below the discriminatory zone of 1,500–2,000 mIU/mL, at which an intrauterine pregnancy should be 

visible on ultrasound). The emergency physician documented "pregnancy of unknown location" and 

discharged the patient with instructions to return in 48 hours for a repeat beta-hCG to assess for 

appropriate doubling. The patient returned 48 hours later; her beta-hCG had risen to only 1,500 mIU/mL 

(a 25% increase rather than the expected 50–100% doubling). The physician repeated the ultrasound, 

which again showed no intrauterine pregnancy, but did not perform any further diagnostic workup and 

discharged the patient again. She presented two days later with a ruptured ectopic pregnancy and 

hemorrhagic shock. What was the critical failure at the second visit? 

 

A. The emergency physician should have performed a diagnostic laparoscopy at the first visit to locate 

the pregnancy definitively 

B. At the second visit, the inadequately rising beta-hCG (25% increase rather than expected doubling) 

combined with the absence of an intrauterine pregnancy on ultrasound created a clinical picture highly 

suspicious for ectopic pregnancy that required definitive intervention — either surgical evaluation or 

methotrexate administration — rather than continued observation 

C. The quantitative beta-hCG level should have been repeated every 12 hours rather than every 48 hours 

to detect the abnormal rise 

D. The transvaginal ultrasound at the second visit was unnecessary because the beta-hCG was still 

below the discriminatory zone 

 

25. An LNC is reviewing a life care plan developed by the opposing side's expert for a 28-year-old man 

who sustained a complete C5 spinal cord injury in a diving accident. The plan projects attendant care at 

8 hours per day. The LNC's independent functional assessment reveals that the plaintiff requires 

assistance with all lower body ADLs, all transfers, bowel and bladder management, meal preparation, 

and household management. The plaintiff lives alone and has no family members available to provide 

care. Published guidelines for C5 complete spinal cord injury recommend 10–16 hours of attendant care 

per day depending on the individual's functional abilities and living situation. What should the LNC 

conclude? 

 

A. The opposing plan's projection of 8 hours per day appears inadequate for a person with C5 complete 

SCI who lives alone and requires assistance with the documented range of activities — the LNC should 

prepare a detailed analysis comparing the plaintiff's specific assessed needs against published care 

guidelines and the opposing plan's projection, documenting the specific tasks and time requirements that 

support a higher daily care hour projection 



B. The 8-hour projection should be accepted because the opposing life care planner is a qualified 

professional with expertise 

C. The LNC should recommend that the plaintiff move into a group residential care facility rather than 

receiving attendant care 

D. The 8-hour projection is reasonable because C5 complete SCI patients retain significant upper 

extremity function 

 

26. An LNC is analyzing a medical malpractice case involving a patient who underwent coronary artery 

bypass grafting (CABG) and developed a postoperative stroke. The stroke was diagnosed 18 hours after 

surgery when the nursing staff noted left-sided weakness during a routine neurological assessment. 

However, the LNC's review of the nursing documentation reveals that the patient had not received any 

documented neurological assessment during the first 16 hours postoperatively — the first documented 

assessment occurred at hour 16 and was normal, and the next assessment at hour 18 documented the left-

sided weakness. The standard of care for post-CABG patients includes neurological assessments at 

regular intervals (typically every 1–4 hours) during the initial postoperative period because stroke is a 

recognized complication of cardiac surgery. What should the LNC identify? 

 

A. The 16-hour gap in neurological assessments is acceptable because the patient was hemodynamically 

stable during that period 

B. The neurosurgeon should have been consulted immediately upon the patient's arrival in the ICU to 

establish a monitoring protocol 

C. The failure to perform neurological assessments for the first 16 hours after cardiac surgery — when 

the standard of care requires regular neurological monitoring — represents a monitoring failure that may 

have delayed the diagnosis and treatment of the stroke, potentially worsening the neurological outcome 

D. The stroke was caused by intraoperative events and no amount of postoperative monitoring could 

have changed the outcome 

 

27. An LNC is reviewing a workers' compensation case in which a 43-year-old warehouse worker 

sustained an acute lumbar disc herniation while lifting a 75-pound box. The worker underwent a lumbar 

microdiscectomy. Postoperatively, the worker developed failed back surgery syndrome (FBSS) with 

chronic radicular pain, limited mobility, and the inability to return to warehouse work. The treating pain 

specialist has recommended a spinal cord stimulator trial. The workers' compensation insurer denied the 

spinal cord stimulator, arguing it is "experimental." The LNC reviews the medical literature and finds 

that spinal cord stimulation for FBSS is supported by multiple randomized controlled trials and is 

recommended by several professional pain management organizations. What should the LNC conclude 

about the insurer's denial? 

 



A. The insurer's denial should be accepted because spinal cord stimulators are implanted devices with 

inherent surgical risks 

B. The insurer's characterization of spinal cord stimulation as "experimental" is not supported by the 

current medical evidence — multiple RCTs and professional organization recommendations establish 

spinal cord stimulation as an evidence-based treatment for FBSS, and the denial may be based on 

outdated information or cost considerations rather than current clinical evidence 

C. The LNC should recommend that the worker try a TENS unit before pursuing spinal cord stimulation 

as an alternative approach 

D. The treating pain specialist's recommendation should be automatically accepted without any 

independent clinical analysis needed 

 

28. An LNC is evaluating a healthcare fraud case involving a pain management clinic that performs an 

unusually high volume of urine drug screens. Medicare billing data shows the clinic bills for quantitative 

urine drug testing (using expensive definitive testing methods such as liquid chromatography-mass 

spectrometry) rather than qualitative point-of-care screening tests for every patient at every visit. 

Published guidelines recommend that initial drug screening should use qualitative immunoassay 

methods, with definitive testing reserved for situations where the qualitative screen produces unexpected 

or clinically significant results. The clinic's billing for definitive testing generates $500–$800 per test 

compared to $10–$15 for qualitative screening. What should the LNC evaluate? 

 

A. Quantitative urine drug testing at every visit is appropriate medical practice for all pain management 

patients on opioid therapy 

B. The clinic should switch to testing only at every other visit rather than changing the testing 

methodology used at each appointment 

C. The pharmacy that processes the urine specimens bears primary responsibility for the excessive 

testing charges billed to Medicare 

D. The routine use of expensive definitive testing when qualitative screening would be clinically 

appropriate — combined with the significant revenue generated by the testing differential — is 

consistent with a pattern of ordering medically unnecessary testing driven by financial incentive rather 

than clinical need, potentially implicating the False Claims Act 

 

29. An LNC is analyzing a personal injury case involving a 52-year-old woman who was rear-ended at 

moderate speed and subsequently developed thoracic outlet syndrome (TOS) on the left side. The 

plaintiff reports pain, numbness, and tingling in the left arm and hand, which worsened over the three 

months following the accident. Nerve conduction studies show mild slowing of ulnar nerve conduction 

across the thoracic outlet. The plaintiff's pre-accident medical records show no prior complaints of upper 

extremity pain, numbness, or neurological symptoms. Diagnostic imaging shows a cervical rib on the 



left side — an anatomical variant present since birth that predisposes to TOS. The defense argues the 

cervical rib, not the accident, caused the TOS. What should the LNC evaluate? 

 

A. The cervical rib should be surgically removed and the defendant should pay for the surgery as part of 

the settlement 

B. The plaintiff's failure to discover the cervical rib before the accident constitutes contributory 

negligence in developing the TOS 

C. Nerve conduction studies are unreliable for diagnosing thoracic outlet syndrome and should not be 

used as evidence in this case 

D. The defense argument should be accepted because anatomical predispositions are not the defendant's 

responsibility at all 

 

30. An LNC is reviewing a long-term care case involving a nursing home resident who was found 

deceased in bed with bilateral wrist restraints in place. The autopsy determined the cause of death was 

positional asphyxia — the resident had slid down in the bed, and the restraints prevented repositioning, 

causing the chest to compress against the body and restricting breathing. The facility's restraint 

documentation shows the physician order stated "bilateral wrist restraints for safety — renew as 

needed," the restraints had been in place continuously for 72 hours before the death, there was no 

documentation of restraint release for meals, toileting, or range of motion during the 72-hour period, and 

there was no documentation of circulation checks or respiratory status assessments during restraint use. 

What regulatory and standard of care violations are present? 

 

A. The use of restraints was appropriate because the physician wrote an order authorizing their 

application for patient safety 

B. The restraint manufacturer should be named as a defendant because the restraint design allowed the 

resident to slide down 

C. The continuous restraint use without documented release, without circulation and respiratory 

monitoring, without reassessment of continued need, and with a vague non-time-limited physician order 

violates federal nursing home regulations regarding restraint use, the clinical standard of care for 

restraint management, and CMS requirements that restraints be used only as a last resort with specific 

clinical justification, time-limited orders, and frequent monitoring 

D. The attending physician bears sole liability because the physician wrote the restraint order without 

adequate specificity 

 

31. An LNC is evaluating a medical malpractice case involving a 36-year-old man who presented to the 

emergency department with testicular pain, nausea, and a low-grade fever. The patient was diagnosed 



with epididymitis and prescribed antibiotics. He was not evaluated with testicular ultrasound. Forty-

eight hours later, he returned with a necrotic testicle that required orchiectomy. Intraoperative findings 

confirmed testicular torsion — the testicle had twisted on its vascular pedicle, cutting off blood supply. 

Testicular salvage rates exceed 90% if detorsion is performed within six hours but drop below 10% after 

24 hours. What clinical principle should the LNC apply in evaluating the diagnostic failure? 

 

A. Epididymitis is a far more common diagnosis than testicular torsion and the physician's diagnosis 

was statistically reasonable 

B. In any male presenting with acute scrotal pain, testicular torsion must be ruled out before diagnosing 

epididymitis — torsion is a time-sensitive surgical emergency with a narrow salvage window, and the 

standard of care requires either ultrasound evaluation or urological consultation to exclude torsion when 

it cannot be definitively ruled out by clinical examination alone 

C. The patient should have demanded an ultrasound evaluation before accepting the diagnosis of 

epididymitis from the physician 

D. The low-grade fever supports the epididymitis diagnosis and effectively rules out testicular torsion as 

the cause of the pain 

 

32. An LNC is analyzing a product liability case involving a defective intrauterine device (IUD) that 

perforated the uterus and migrated into the peritoneal cavity. The plaintiff experienced chronic pelvic 

pain and required laparoscopic surgery to locate and remove the migrated device. The manufacturer's 

post-market surveillance data shows this particular IUD model has a perforation rate of 2.1 per 1,000 

insertions — approximately three times higher than the perforation rate for comparable IUDs from other 

manufacturers. The manufacturer's package insert mentions perforation as a risk but does not disclose 

the elevated perforation rate compared to other IUD products on the market. What product liability 

theory is most applicable? 

 

A. Manufacturing defect, because the plaintiff's specific IUD was defectively manufactured and 

perforated the uterus as a result 

B. Negligent prescribing by the physician who selected this particular IUD model without researching 

comparative perforation rates 

C. Failure to warn, because the manufacturer's labeling mentions perforation risk in general terms but 

does not disclose the significantly elevated comparative perforation rate that would have been material 

information for both the prescribing physician and the patient 

D. The perforation was caused by improper insertion technique by the physician and is not a product 

defect claim at all 

 



33. An LNC is reviewing a case involving the LNC's obligation to maintain current clinical knowledge. 

An LNC is testifying as an expert witness in a nursing malpractice case involving postoperative 

monitoring standards. During cross-examination, opposing counsel presents a clinical practice guideline 

published two years before the incident that specifically addresses the monitoring standard at issue. The 

LNC is not familiar with the guideline and states, "I am not aware of that guideline." Opposing counsel 

then demonstrates that the guideline was published by a major nursing professional organization and 

was widely disseminated to nursing professionals. What professional issue does this scenario illustrate? 

 

A. The LNC's unfamiliarity with a widely disseminated clinical practice guideline from a major nursing 

organization — published two years before the incident — raises questions about the LNC's clinical 

currency and preparedness as an expert witness, because expert witnesses are expected to be current 

with the professional standards and guidelines relevant to their testimony 

B. Opposing counsel should not be permitted to introduce guidelines during cross-examination that were 

not discussed during direct 

C. The LNC should have stated that the guideline was irrelevant rather than admitting unfamiliarity with 

its content and recommendations 

D. Clinical practice guidelines are merely advisory and the LNC's unfamiliarity with this specific 

document is professionally insignificant 

 

34. An LNC is evaluating a risk management case involving a hospital that has experienced a cluster of 

patient falls during nighttime hours. Data analysis reveals that 72% of the falls occurred between 2200 

and 0600 (the night shift), night shift staffing is 40% lower than day shift staffing on the same units, the 

nurse-to-patient ratio on the night shift averages 1:8 compared to 1:5 on the day shift, and patients who 

fell on the night shift were more likely to have received sedating medications within the preceding four 

hours. What risk management analysis should the LNC perform? 

 

A. The falls are attributable to the sedating medications alone and staffing is irrelevant to the fall risk 

during nighttime hours 

B. The night shift nurses should be retrained on fall prevention protocols before any staffing adjustments 

are made or considered 

C. The convergence of reduced staffing (40% fewer nurses), higher nurse-to-patient ratios (1:8 vs. 1:5), 

and the pharmacological effects of sedating medications administered in the evening creates a 

compounding risk environment during nighttime hours — the risk management analysis should evaluate 

whether the staffing model is adequate to implement the fall prevention interventions (frequent 

rounding, toileting assistance, prompt response to alarms) that high-risk patients require during the night 

shift 



D. Patient falls during nighttime hours are expected because patients are disoriented when awakening 

from sleep and no intervention can reduce this risk 

 

35. An LNC is reviewing a medical malpractice case involving a patient who underwent a diagnostic 

cardiac catheterization and developed a retroperitoneal hematoma. The catheterization was performed 

via the right femoral artery approach. The patient's pre-procedure vital signs were normal. Following the 

procedure, the patient was transferred to the recovery area with a standard femoral artery closure device. 

Over the next four hours, the patient complained of increasing right groin and flank pain, developed 

progressive tachycardia (heart rate rising from 78 to 122), and the hemoglobin dropped from 13.2 to 9.1 

g/dL. The nurse documented the vital signs and hemoglobin values but attributed the pain to "expected 

post-procedure discomfort" and the tachycardia to "anxiety." The physician was not notified for four 

hours, at which point the patient was found to be hypotensive (BP 82/48) and a CT scan revealed a large 

retroperitoneal hematoma. What nursing standard of care failure should the LNC identify? 

 

A. The nurse should have applied manual pressure to the femoral artery access site for a longer period 

after the procedure 

B. The progressive tachycardia, declining hemoglobin, and increasing pain constitute a clinical picture 

consistent with active bleeding — the nurse's failure to recognize these trending changes as warning 

signs of hemorrhage and failure to notify the physician represents a critical assessment and 

communication failure 

C. The cardiologist who performed the catheterization should have remained at the bedside until all vital 

signs were stable 

D. The femoral artery closure device manufacturer is liable because the device failed to achieve 

adequate hemostasis after use 

 

36. An LNC is analyzing a Medicare Set-Aside case involving a 72-year-old Medicare beneficiary 

settling a workers' compensation claim for a cervical spine injury. The claimant had a two-level cervical 

fusion and has residual neck pain managed with prescription medications and periodic interventional 

pain procedures. The claimant also has a pre-existing thoracic kyphosis with chronic mid-back pain that 

predates the work injury. The defense argues that the thoracic back pain treatment should be included in 

the MSA. What is the correct MSA treatment of the pre-existing thoracic condition? 

 

A. All spinal pain treatment should be included in the MSA because the cervical and thoracic conditions 

are anatomically related 

B. The pre-existing thoracic condition should be split equally between the MSA and the claimant's 

personal responsibility 



C. The thoracic kyphosis treatment should be included only if a physician determines it was aggravated 

by the cervical injury 

D. The pre-existing thoracic kyphosis and its associated treatment should be excluded from the MSA 

because it is a pre-existing condition unrelated to the compensable cervical spine injury — the MSA 

includes only expenses for conditions caused by or related to the work injury, and treatment for 

unrelated pre-existing conditions remains the claimant's personal responsibility under Medicare 

 

37. An LNC is reviewing a medical malpractice case involving a 42-year-old patient who developed a 

postoperative pulmonary embolism after an elective knee arthroscopy. The patient had multiple VTE 

risk factors: obesity (BMI 38), oral contraceptive use, and a family history of DVT. The surgeon did not 

assess VTE risk preoperatively, did not discontinue the oral contraceptive before surgery, and did not 

order any form of VTE prophylaxis. The patient developed a massive PE on postoperative day three and 

required ICU admission, thrombolysis, and a two-week hospitalization. Current guidelines recommend 

individualized VTE risk assessment for all surgical patients, with prophylaxis tailored to the assessed 

risk level. What should the LNC's analysis emphasize? 

 

A. The failure to perform preoperative VTE risk assessment in a patient with three significant risk 

factors — obesity, oral contraceptive use, and family history of DVT — and the resulting failure to 

implement any form of prophylaxis represents a deviation from current evidence-based VTE prevention 

guidelines, which require individualized risk assessment and risk-appropriate prophylaxis for all surgical 

patients 

B. Knee arthroscopy is a low-risk procedure and VTE prophylaxis is never indicated regardless of the 

patient's risk factors 

C. The patient's family history of DVT is the sole cause of the pulmonary embolism and the surgeon 

could not have prevented it 

D. The oral contraceptive manufacturer should be named as a co-defendant because the drug contributed 

to the VTE risk 

 

38. An LNC is evaluating a long-term care case in which a nursing home resident with documented 

severe cognitive impairment was permitted to smoke independently in a designated outdoor smoking 

area. The resident set fire to her clothing while lighting a cigarette and sustained third-degree burns to 

the hands and arms requiring hospitalization, skin grafting, and prolonged rehabilitation. The facility's 

assessment documented the resident as cognitively impaired and unable to make safe decisions 

regarding her own safety. The care plan did not address supervised smoking despite the documented 

cognitive impairment. What is the primary institutional failure? 

 



A. The facility should have prohibited all residents from smoking regardless of cognitive status to 

prevent fire-related injuries 

B. The cigarette manufacturer should be held liable for producing a product that caused the burns when 

used as intended 

C. Permitting a cognitively impaired resident — documented as unable to make safe decisions — to 

smoke unsupervised represents a failure to provide adequate supervision for a known safety risk, and the 

absence of a supervised smoking protocol in the care plan for this resident demonstrates a care planning 

deficiency 

D. The resident's family members should have been required to supervise all smoking activities during 

their visits to the facility 

 

39. An LNC is reviewing a personal injury case involving a 60-year-old man who sustained a cervical 

spinal cord injury (incomplete C4) when a ceiling-mounted television fell from its bracket at a hotel, 

striking him on the head and neck while he was lying in bed. The plaintiff developed central cord 

syndrome with greater upper extremity than lower extremity weakness, bilateral hand clumsiness, and 

neurogenic bladder. Following surgical stabilization and rehabilitation, the plaintiff has residual 

quadriparesis limiting his ability to perform fine motor tasks, write, use a keyboard, and perform self-

care independently. The plaintiff was a practicing attorney who relied on typing, writing, and document 

review as essential occupational functions. What unique damages consideration does this case present? 

 

A. The hotel's liability insurance policy limits cap the plaintiff's recovery regardless of the severity of 

the documented injuries 

B. The plaintiff's residual upper extremity impairments — particularly the loss of fine motor dexterity 

affecting writing, typing, and document manipulation — specifically disable the plaintiff from 

performing the essential functions of his profession as an attorney, creating a vocational loss that 

extends beyond generic lost earning capacity calculations to encompass the loss of a specific 

professional skill set, professional identity, and career that cannot be replicated through retraining into a 

different occupation 

C. The plaintiff should be evaluated for voice-recognition software that would allow him to continue 

practicing law despite hand weakness 

D. The television mounting bracket manufacturer should be the sole defendant because the bracket 

failure caused the injury 

 

40. An LNC is analyzing a medical malpractice case involving a delay in diagnosing a spinal abscess. A 

60-year-old patient with type 2 diabetes presented to his primary care physician with a four-day history 

of progressive mid-back pain, low-grade fever, and malaise. The physician diagnosed "musculoskeletal 

back strain" and prescribed a muscle relaxant and ibuprofen. Over the next week, the patient developed 



progressive bilateral lower extremity weakness. He returned to the physician, who documented the 

weakness but ordered only lumbar spine X-rays (which were normal) and referred the patient for 

physical therapy. Three days later, the patient presented to the emergency department unable to walk. 

An emergent MRI revealed a thoracic epidural abscess with spinal cord compression. Emergency 

surgical decompression was performed, but the patient has permanent incomplete paraplegia. What 

constellation of findings should have prompted the PCP to consider spinal infection? 

 

A. The physician should have ordered an MRI at the first visit because all patients with back pain 

require imaging regardless 

B. The lumbar X-rays were the appropriate initial diagnostic study for evaluating back pain with 

neurological symptoms 

C. The physical therapy referral was appropriate because strengthening exercises can prevent 

progression of back pain to weakness 

D. Progressive back pain with fever in a diabetic patient (immunocompromised host) — followed by 

developing bilateral lower extremity weakness — is a clinical presentation that demands urgent 

evaluation for spinal infection (abscess) or other compressive pathology, and the failure to obtain urgent 

MRI when neurological symptoms appeared represents a critical diagnostic delay 

 

41. An LNC is evaluating a product liability case involving a patient who suffered a thermal burn during 

an MRI examination. The patient had a pulse oximetry probe cable positioned across her thigh during 

the scan. The cable acted as an antenna, concentrating radiofrequency energy and producing a burn at 

the cable-skin contact point. The MRI safety guidelines published by the American College of 

Radiology (ACR) specifically warn against positioning monitoring cables in loops or in direct contact 

with the patient's skin to prevent RF-induced thermal injuries. The MRI technologist did not follow the 

ACR guidelines for cable positioning. Who bears potential liability? 

 

A. The pulse oximetry manufacturer bears sole liability because the probe cable design allowed energy 

concentration during MRI use 

B. Both the MRI facility (for failing to implement ACR safety guidelines for cable positioning during 

MRI procedures) and potentially the pulse oximetry manufacturer (if the device labeling did not 

adequately warn about the risk of RF-induced burns when used during MRI and did not provide 

guidance on safe cable positioning) may bear liability 

C. The patient is responsible for the burn because the patient should have reported any sensation of heat 

during the MRI procedure 

D. The MRI machine manufacturer is solely liable because the machine produced the radiofrequency 

energy that caused the burn 



42. An LNC is reviewing a medical malpractice case involving a patient who underwent a 

thyroidectomy and developed hypocalcemia postoperatively. The hypocalcemia was caused by 

inadvertent removal of the parathyroid glands during the thyroidectomy. The pathology report 

documented "thyroid tissue with incidental parathyroid tissue identified in the surgical specimen." The 

standard of care for thyroidectomy requires identification and preservation of the parathyroid glands 

during surgery. The patient now requires lifelong calcium and vitamin D supplementation and 

monitoring. The defense argues that parathyroid gland injury is a recognized complication of 

thyroidectomy. How should the LNC analyze this defense argument? 

 

A. The defense argument should be accepted because parathyroid injury is listed as a recognized risk of 

thyroidectomy in the consent form 

B. The pathology report's finding of parathyroid tissue in the surgical specimen constitutes direct 

evidence that the parathyroid glands were removed rather than preserved during surgery 

C. The patient should have undergone preoperative parathyroid imaging to identify the glands before the 

surgical procedure was attempted 

D. The pathology report documenting parathyroid tissue in the surgical specimen is objective evidence 

that the glands were not identified and preserved during surgery — while inadvertent parathyroid injury 

is a recognized risk, the documentation of parathyroid tissue in the specimen contradicts the standard of 

care requirement for identification and preservation, and the defense argument that "injury is a 

recognized complication" does not address whether the surgeon followed the standard of care to prevent 

it 

 

43. An LNC is analyzing a workers' compensation case involving a 55-year-old registered nurse who 

developed lateral epicondylitis (tennis elbow) in her dominant right arm after three years of performing 

repetitive patient transfers, IV insertions, and medication preparation using wrist extension and forearm 

supination. The employer's IME physician concluded the condition is unrelated to work because "lateral 

epicondylitis is extremely common in the general population at this age." The LNC reviews the 

occupational health literature and finds that healthcare workers who perform repetitive forceful hand-

intensive tasks have a significantly elevated risk of lateral epicondylitis compared to workers in non-

hand-intensive occupations. What is the flaw in the IME physician's reasoning? 

 

A. The IME physician correctly identified that lateral epicondylitis is common in the general population, 

which proves it cannot be caused by occupational activities and exposures 

B. The IME physician should have ordered electrodiagnostic testing before reaching any conclusion 

about the condition's etiology 

C. The nurse's recreational activities should be investigated as the primary cause before evaluating any 

occupational contribution to the condition 



D. The LNC should accept the IME conclusion because the IME physician has more clinical experience 

than the treating physician does 

 

44. An LNC is evaluating a medical malpractice case involving a 30-year-old woman who presented to 

the emergency department with a severe headache and neck stiffness. She was afebrile. The emergency 

physician diagnosed tension headache and discharged the patient with acetaminophen. The physician did 

not perform a lumbar puncture. Twelve hours later, the patient was brought to the emergency 

department by ambulance after developing a seizure and loss of consciousness. A lumbar puncture at 

this presentation revealed purulent cerebrospinal fluid with gram-positive diplococci. The patient was 

diagnosed with bacterial meningitis. Despite aggressive treatment, the patient survived but suffered 

bilateral hearing loss and significant cognitive impairment. What clinical finding should have prompted 

a different diagnostic approach? 

 

A. The headache alone should have prompted a lumbar puncture because all severe headaches require 

CSF analysis 

B. The physician should have performed a CT scan of the head before making any diagnosis for the 

patient's severe headache 

C. The combination of severe headache and neck stiffness — two cardinal signs of meningeal irritation 

— should have prompted evaluation for meningitis, including lumbar puncture, even in the absence of 

fever, because bacterial meningitis can present without fever in approximately 5–15% of adult cases 

D. The patient should have been admitted for observation rather than having a lumbar puncture 

performed in the emergency department 

 

45. An LNC is reviewing a life care plan developed for a 22-year-old man who sustained a severe 

traumatic brain injury resulting in post-traumatic epilepsy. The plaintiff experiences an average of two 

seizures per month despite optimal anticonvulsant medication management. The seizures are generalized 

tonic-clonic seizures that result in loss of consciousness, falls, and postictal confusion lasting 30–60 

minutes. The life care plan includes anticonvulsant medications and neurologist follow-up but does not 

include any seizure-related safety equipment, emergency medications, or seizure-precaution home 

modifications. What should the LNC identify as a deficiency in the plan? 

 

A. The anticonvulsant medication costs are the only seizure-related expenses that should be included in 

a life care plan 

B. The plan is deficient because it fails to address the comprehensive seizure management needs — 

including home safety modifications (padded surfaces in high-risk areas, shower rather than bathtub, 

anti-scald water temperature devices), emergency seizure medications (rescue benzodiazepine), seizure 



alert/monitoring devices, seizure-response training for attendant caregivers, and the impact of seizure-

related driving restrictions on transportation needs throughout the plaintiff's lifetime 

C. Seizure-related safety equipment is not a medical expense and should not be included in a life care 

plan for litigation 

D. The plaintiff's seizure frequency will likely decrease over time and safety equipment projections are 

therefore speculative 

 

46. An LNC is analyzing a regulatory compliance case involving a hospital that performed minimally 

invasive cardiac surgery using a robotic surgical system. The hospital's credentialing requirements for 

robotic cardiac surgery privileges specify that the surgeon must have completed a minimum of 20 

proctored robotic cardiac procedures before operating independently. Investigation reveals that the 

surgeon who performed the plaintiff's procedure had completed only 8 proctored cases before being 

granted full independent privileges. The hospital's chief of surgery approved the early credentialing 

"because the surgeon had excellent open cardiac surgery skills." The plaintiff suffered an intraoperative 

complication during the robotic procedure that the surgeon was unable to manage robotically, requiring 

emergency conversion to open surgery with a prolonged operative time and poor outcome. What 

institutional failure does this scenario demonstrate? 

 

A. The surgeon's open cardiac surgery skills should have been sufficient to qualify for robotic privileges 

without additional training 

B. The robotic surgery system manufacturer should have required physician certification before 

allowing the equipment to be used 

C. The patient should have been informed about the surgeon's robotic experience level before consenting 

to the robotic procedure 

D. The hospital's credentialing committee failed to enforce its own credentialing requirements by 

granting full robotic privileges after only 8 of the required 20 proctored cases — the chief of surgery's 

unilateral decision to override the established credentialing standard based on general surgical skill 

represents an institutional failure in the credentialing process that is separate from any individual 

surgical error 

 

47. An LNC is reviewing a medical malpractice case involving a 65-year-old patient who underwent a 

routine colonoscopy with moderate sedation. During the procedure, the patient's oxygen saturation 

dropped to 82% and remained below 90% for approximately four minutes. The endoscopy nurse 

documented the desaturation but did not interrupt the procedure, did not administer supplemental 

oxygen, and did not notify the physician until the oxygen saturation dropped to 78%. By that time, the 

patient was bradycardic and required bag-mask ventilation and naloxone administration. The patient was 



resuscitated but sustained a brief hypoxic event resulting in short-term memory deficits. What is the 

primary nursing standard of care violation? 

 

A. The nurse's failure to intervene when the oxygen saturation first dropped below 90% — by 

administering supplemental oxygen, alerting the physician, and preparing for possible rescue 

interventions — represents a failure to respond to a critical change in the patient's condition during 

moderate sedation, which requires continuous monitoring with immediate response to deterioration 

B. The endoscopist should have been independently monitoring the patient's oxygen saturation 

throughout the entire procedure 

C. The patient should have been intubated before the colonoscopy to prevent any risk of desaturation 

during the procedure 

D. The moderate sedation protocol should have prohibited the use of sedation for routine colonoscopy in 

patients over age 60 

 

48. An LNC is evaluating a toxic tort case involving former agricultural workers who were chronically 

exposed to organophosphate pesticides during crop spraying operations. Several workers have 

developed peripheral neuropathy characterized by distal sensory loss and weakness in the lower 

extremities. The workers' medical records document depressed plasma cholinesterase levels during their 

employment — biological evidence confirming organophosphate exposure. Organophosphate-induced 

delayed neuropathy (OPIDN) is a well-documented neurological syndrome that develops 1–4 weeks 

after acute high-level organophosphate exposure and is characterized by a dying-back distal axonopathy. 

What is the most critical issue in the specific causation analysis? 

 

A. The cholinesterase depression confirms the workers were exposed to organophosphates but does not 

independently prove neuropathy 

B. The workers' diabetic status eliminates organophosphate exposure as a possible contributing cause of 

the peripheral neuropathy 

C. The LNC should evaluate whether each worker's neuropathy pattern, temporal onset, and exposure 

history are consistent with OPIDN rather than other causes (diabetic neuropathy, alcoholic neuropathy, 

vitamin deficiency) — specifically assessing whether the neuropathy onset temporally followed 

significant organophosphate exposures and whether the clinical pattern (distal dying-back axonopathy) 

is consistent with the known clinical characteristics of OPIDN 

D. The workers should undergo nerve biopsy to definitively distinguish between organophosphate 

neuropathy and diabetic neuropathy 

 

 



49. An LNC is reviewing a medical malpractice case involving a 48-year-old woman who underwent a 

laparoscopic appendectomy. Postoperatively, the patient developed persistent abdominal pain, nausea, 

and low-grade fever. The surgeon reassured the patient these symptoms were "normal postoperative 

discomfort" at each of three postoperative office visits over two weeks. At the third visit, the patient's 

white blood cell count was elevated at 18,200/µL. The surgeon ordered a CT scan, which revealed a 

large intraabdominal abscess adjacent to the appendectomy site. The abscess required percutaneous 

drainage and six weeks of IV antibiotics. What should the LNC identify as the standard of care failure? 

 

A. The surgeon should have performed an open appendectomy rather than a laparoscopic approach to 

prevent abscess formation 

B. The surgeon's repeated dismissal of persistent postoperative symptoms — abdominal pain, nausea, 

and low-grade fever over two weeks — without diagnostic workup represents a failure to evaluate for 

post-surgical complications, and the two-week delay in obtaining a CT scan and laboratory studies 

allowed the abscess to grow to a size requiring invasive drainage 

C. The patient should have sought a second opinion after the first postoperative visit when her 

symptoms were not improving 

D. The radiologist who read the initial postoperative imaging should have identified the developing 

abscess before the surgeon did 

 

50. An LNC is evaluating a Medicare Set-Aside case in which the parties dispute whether the cost of a 

future spinal cord stimulator replacement should be included in the MSA. The claimant, a 64-year-old 

Medicare beneficiary, has a functioning spinal cord stimulator that was implanted three years ago for a 

work-related lumbar spine injury. The manufacturer's data indicates the battery life of the current non-

rechargeable device is approximately 5–7 years. The defense argues that the replacement should not be 

included because the device is currently functioning and may last longer than the manufacturer's 

estimate. What is the most appropriate MSA approach? 

 

A. The replacement should be excluded until the device actually fails and requires replacement at that 

future time 

B. The replacement should be included at the manufacturer's maximum estimated battery life (7 years) 

rather than the average lifespan 

C. The claimant should be required to switch to a rechargeable device at the next replacement to reduce 

future MSA costs overall 

D. The stimulator replacement should be projected based on the manufacturer's published battery life 

data — the non-rechargeable device has a documented finite lifespan of 5–7 years, and the MSA should 

include replacement at a clinically reasonable interval (typically the midpoint or average of the 



manufacturer's range) with subsequent replacements projected at the same interval over the claimant's 

remaining life expectancy 

 

51. An LNC is analyzing a personal injury case involving a 35-year-old woman who was struck by a 

vehicle while jogging on a designated pedestrian path. The plaintiff sustained a traumatic amputation of 

the left leg below the knee, a right tibial fracture, and a concussion. Following acute care and 

rehabilitation, the plaintiff was fitted with a below-knee prosthesis and completed gait training. At 18 

months post-injury, she walks with the prosthesis but has an asymmetric gait, phantom limb pain, and 

residual right knee stiffness from the tibial fracture. She was previously an avid marathon runner. The 

defense argues the plaintiff has adapted well and has minimal ongoing functional limitations. What 

should the LNC focus on for the damages assessment? 

 

A. The plaintiff's specific documented functional limitations and their impact on her pre-injury lifestyle 

— the permanent loss of her ability to run competitively, the documented asymmetric gait pattern, the 

ongoing phantom limb pain requiring management, the prosthetic limb with its associated lifetime costs 

(replacement, maintenance, socks, liners), the right knee stiffness limiting bilateral function, and the 

profound impact on her athletic identity and quality of life — constitute damages that extend far beyond 

basic ambulation ability 

B. The plaintiff's ability to walk with a prosthesis demonstrates adequate recovery and her claims of 

ongoing limitation are exaggerated 

C. The defendant should only be responsible for the prosthetic limb costs and should not compensate for 

the running career loss 

D. The plaintiff's running career earnings should be calculated as the primary economic damage in this 

personal injury case 

 

52. An LNC is reviewing a long-term care case in which a 75-year-old nursing home resident with 

dysphagia on a pureed diet with nectar-thick liquids was given medications with a full glass of thin 

water by a medication aide. The resident aspirated the thin liquid and the medications, developed 

aspiration pneumonia, and was hospitalized. The medication aide stated she was unaware of the 

resident's thickened liquid requirement because she had not been informed during the shift report. The 

facility's medication administration records do not include any notation about the dietary texture 

modification, and there is no system in place to alert medication staff about diet consistency 

requirements during medication passes. What systems failure does this case illustrate? 

 

A. The medication aide bears sole responsibility because medication aides are required to check the 

dietary orders for every resident 



B. The attending physician should have ordered all medications in a crushable or liquid form to avoid 

the need for water administration 

C. The facility lacked a system to communicate diet consistency requirements to medication 

administration staff — the absence of a medication pass alert for thickened liquids, the failure to include 

dietary modifications in the medication administration record, and the incomplete shift report created a 

systems gap that predictably led to the administration of contraindicated thin liquids 

D. The resident should have refused the thin water and reminded the medication aide about the 

thickened liquid requirement 

 

53. An LNC is analyzing a medical malpractice case involving a patient who underwent a laparoscopic 

cholecystectomy and developed carbon dioxide (CO2) gas embolism during the procedure. The patient 

became acutely hypotensive and developed cardiovascular collapse requiring emergent open surgery and 

resuscitation. CO2 gas embolism is a rare but recognized complication of laparoscopic surgery that can 

occur when CO2 insufflation gas enters the venous system through an injured vessel. The defense argues 

this is a recognized complication that cannot constitute malpractice. How should the LNC evaluate this 

defense argument? 

 

A. All complications of laparoscopic surgery constitute malpractice regardless of the surgeon's 

technique and conduct during surgery 

B. The LNC should determine whether the patient's hemodynamic monitoring during the procedure met 

the standard of care for detecting gas embolism 

C. The defense argument should be accepted because CO2 gas embolism is listed as a recognized 

complication of laparoscopic surgery 

D. The defense argument should be rejected outright because the patient would not have developed gas 

embolism without surgeon error 

 

54. An LNC is evaluating a workers' compensation case involving a 40-year-old nurse who developed 

chronic migraine headaches after sustaining a concussion when a patient assaulted her during a 

psychiatric emergency. The employer accepted the concussion as compensable but denied the chronic 

migraine claim, arguing that migraines are a pre-existing condition. The LNC reviews the worker's pre-

injury medical records and finds no documented history of migraine headaches. Post-injury neurological 

records document the onset of chronic daily headaches meeting ICHD-3 criteria for persistent post-

traumatic headache within five days of the concussion, with migraine features developing within two 

weeks. The headaches have persisted for 18 months despite multiple medication trials. What evidence 

most strongly supports the occupational causation of the chronic migraines? 

 



A. The worker's subjective report that she never had headaches before the concussion is the strongest 

evidence of causation 

B. The multiple medication trials demonstrate the severity of the headaches but do not establish their 

cause or relationship to work 

C. The neurologist's billing codes for the headache treatment visits are the most important 

documentation for establishing causation 

D. The documented absence of pre-injury headache history, the onset of headaches meeting ICHD-3 

criteria for persistent post-traumatic headache within the defined temporal window after the concussion 

(within seven days), and the persistence beyond 12 months collectively satisfy the diagnostic criteria 

that specifically establish a causal relationship between traumatic brain injury and persistent post-

traumatic headache 

 

55. An LNC is reviewing a case involving a hospital that implemented a new barcode medication 

administration (BCMA) system. Six months after implementation, a medication error occurred when a 

nurse scanned the barcode on a patient's armband, received a "no match" alert indicating the medication 

was not ordered for that patient, and overrode the alert without investigation. The nurse administered the 

wrong medication to the patient, causing an adverse drug reaction. Investigation reveals the nurse 

overrode the alert because "I get 'no match' alerts constantly due to system glitches and I assumed this 

was another false alarm." The hospital's BCMA system generates an average of 47 alerts per nurse per 

shift, of which approximately 85% are false positives or clinically irrelevant. What patient safety 

concept does this scenario illustrate? 

 

A. Alert fatigue — the excessive volume of false-positive and clinically irrelevant alerts (85% of 47 per 

shift) has conditioned the nurse to override alerts reflexively without investigation, undermining the 

BCMA system's ability to prevent the serious medication error it was designed to catch 

B. The nurse bears sole responsibility for overriding the alert and the system's false-positive rate is 

irrelevant to the analysis 

C. The hospital should disable the BCMA alert system entirely because the high false-positive rate 

makes it clinically useless 

D. The pharmaceutical manufacturer should be liable for producing a medication that caused an adverse 

reaction in the patient 

 

56. An LNC is analyzing a medical malpractice case involving a 50-year-old patient who underwent an 

elective inguinal hernia repair. The surgeon prescribed postoperative opioid analgesia but did not 

document an assessment of the patient's opioid risk factors. The patient had a documented history of 

substance use disorder (in remission for three years) in the preoperative evaluation notes. The patient 

received a 30-day opioid prescription at discharge, developed a relapse of opioid use disorder, and 



ultimately required inpatient substance abuse treatment. Current prescribing guidelines recommend 

screening for substance use disorder risk factors before prescribing opioids and using opioid-sparing 

multimodal analgesia strategies for patients with a history of substance use disorder. What standard of 

care issue should the LNC identify? 

 

A. The patient's substance use history is protected by 42 CFR Part 2 and cannot be considered in the 

prescribing decision at all 

B. The surgeon should have refused to perform the surgery because of the patient's substance use 

disorder history entirely 

C. The surgeon's failure to assess opioid risk factors before prescribing — when the patient had a 

documented history of substance use disorder — and the prescription of a 30-day opioid supply (rather 

than a short course with opioid-sparing adjuncts) deviated from current prescribing guidelines for 

patients with substance use disorder history 

D. The patient is solely responsible for the relapse because the patient should have informed the surgeon 

about the addiction history 

 

57. An LNC is evaluating a healthcare fraud case involving a group of orthopedic surgeons who own 

and operate a physician-owned ambulatory surgery center (ASC). An audit reveals that the surgeons 

perform a disproportionately high volume of procedures at their own ASC compared to the hospital 

where they also have privileges, the ASC charges are consistently 30–40% higher than the hospital 

charges for identical procedures, the surgeons receive facility-fee income from the ASC in addition to 

their professional surgical fees, and several of the procedures performed at the ASC do not meet medical 

necessity criteria when independently reviewed. What federal statute is most directly implicated? 

 

A. Only HIPAA, because patient medical records were transferred between the hospital and the ASC 

without proper authorization 

B. Only EMTALA, because the surgeons are diverting patients away from the hospital emergency 

department to the private ASC 

C. Only the False Claims Act, because the surgeons are billing Medicare for procedures that do not meet 

medical necessity criteria 

D. The Stark Law (physician self-referral to an entity in which the physician has a financial interest), the 

False Claims Act (billing for medically unnecessary procedures), and potentially the Anti-Kickback 

Statute (if the facility-fee income structure constitutes remuneration for referrals) are all potentially 

implicated by this arrangement 

 

 



58. An LNC is reviewing a medical malpractice case involving a patient who presented to the 

emergency department with acute onset of right-sided flank pain, hematuria, and nausea. A CT scan of 

the abdomen and pelvis without contrast was performed and read as "no evidence of urolithiasis or 

obstruction." The patient was diagnosed with a urinary tract infection and discharged with antibiotics. 

The CT images were later re-read by a second radiologist who identified a 2.5 cm right renal mass that 

the first radiologist missed. The patient was not notified of the re-read finding for four months because 

the hospital had no process for communicating amended radiology reports to the treating physician. 

When the mass was eventually evaluated, it was diagnosed as renal cell carcinoma that had grown and 

was now beyond the stage amenable to nephron-sparing surgery. What systems failure contributed to the 

delayed diagnosis? 

 

A. The emergency physician should have independently reviewed the CT images rather than relying on 

the radiologist's interpretation 

B. The absence of a system for communicating amended radiology reports to treating physicians — 

ensuring that clinically significant findings identified on re-read are reliably transmitted to the 

responsible provider and acted upon — represents a results management systems failure that allowed a 

treatable cancer to progress during the four-month communication gap 

C. The first radiologist should have ordered a contrast-enhanced CT to improve the sensitivity for renal 

mass detection 

D. The patient should have followed up with a urologist independently given the hematuria complaint 

even after the negative CT report 

 

59. An LNC is analyzing a personal injury case involving a 45-year-old man who sustained a severe 

traumatic brain injury in a construction accident. The plaintiff has significant cognitive deficits (memory 

impairment, executive dysfunction, impaired processing speed) and behavioral changes (impulsivity, 

irritability, poor social judgment) documented by comprehensive neuropsychological testing. The 

plaintiff's wife has filed a loss of consortium claim, alleging that her husband's personality changes and 

cognitive deficits have fundamentally altered their marital relationship. What clinical documentation is 

most important for supporting the loss of consortium claim? 

 

A. The neuropsychological testing results that objectively document the plaintiff's cognitive deficits, 

behavioral changes, and personality alterations — combined with the treating neuropsychologist's and 

treating physicians' documentation of how these specific deficits affect the plaintiff's interpersonal 

functioning, emotional regulation, and capacity for intimate and social relationships — provide the 

clinical foundation for establishing that the TBI has fundamentally changed the plaintiff's ability to 

fulfill his role as a marital partner 

B. The wife's testimony about changes in the marital relationship is the sole evidence needed to support 

the consortium claim 



C. Financial records documenting the decline in marital assets since the injury are the most relevant 

evidence for the consortium claim 

D. The plaintiff's prior marriage counseling records should be obtained to establish the baseline quality 

of the marital relationship 

 

60. An LNC is evaluating a medical malpractice case involving a nurse who administered potassium 

chloride intravenously at a rate of 40 mEq/hour — significantly exceeding the maximum recommended 

rate of 10 mEq/hour for peripheral IV infusion. The patient developed a fatal cardiac arrhythmia. The 

physician had ordered "potassium chloride 40 mEq IV." The order did not specify the infusion rate. The 

hospital's medication administration policy specifies a maximum peripheral IV potassium infusion rate 

of 10 mEq/hour with cardiac monitoring required for rates exceeding 10 mEq/hour. What is the most 

comprehensive analysis of liability? 

 

A. The physician bears sole responsibility because the order did not specify an infusion rate, creating 

ambiguity that led to the error 

B. The nurse bears sole responsibility because nurses are expected to know safe infusion rates for 

common IV medications 

C. Multiple providers share potential liability: the physician (for writing an ambiguous order without 

specifying the infusion rate or monitoring requirements), the nurse (for administering the potassium at a 

rate exceeding the safe maximum without clarifying the order or verifying against the hospital policy), 

and the institution (if the CPOE system allowed the order to be entered without rate and monitoring 

parameters as a required field) 

D. The pharmacy bears sole liability because the pharmacy should have intercepted the order and added 

the appropriate infusion rate 

 

61. An LNC is analyzing a long-term care case involving a 90-year-old nursing home resident who was 

prescribed 15 medications. A pharmacy consultant review identified five drug-drug interactions, three 

potentially inappropriate medications per the Beers Criteria, and two medications prescribed for 

indications that were no longer present. The pharmacy consultant's report was submitted to the attending 

physician and the facility administrator six months before an adverse drug event occurred — the resident 

developed a serious interaction between two of the flagged medications, resulting in hospitalization. 

Neither the physician nor the facility acted on the pharmacy consultant's recommendations. What does 

this scenario demonstrate? 

 

A. The pharmacy consultant's report was advisory only and neither the physician nor the facility was 

obligated to act on it 



B. The 15-medication regimen is within the normal range for a 90-year-old nursing home resident and 

does not raise safety concerns 

C. The resident's family should have been informed about the polypharmacy risks and should have 

requested a medication review 

D. The pharmacy consultant identified specific drug safety risks six months before the adverse event, 

and neither the physician (who failed to address the identified interactions and inappropriate 

medications) nor the facility (which failed to ensure the recommendations were acted upon) responded 

— this represents a failure at multiple levels to act on a documented patient safety concern 

 

62. An LNC is reviewing a personal injury case involving a 55-year-old man who was injured in a 

commercial building when a glass door shattered, lacerating his right hand and wrist. The laceration 

severed the flexor tendons and the median nerve at the wrist level. Despite surgical repair and extensive 

hand therapy, the plaintiff has permanent loss of opposition (inability to touch the thumb to the 

fingertips), impaired grip strength, and diminished sensation in the median nerve distribution. The 

plaintiff was a professional concert violinist. The defense argues the plaintiff can transition to teaching 

violin. What is the most important clinical consideration for the vocational and non-economic damages 

analysis? 

 

A. The specific functional impairments documented — loss of opposition, impaired grip strength, and 

diminished sensation in the dominant hand — eliminate the fine motor precision required for concert-

level violin performance, a specialized professional skill that cannot be replaced by teaching, which 

requires a fundamentally different skill set, earns substantially less, and does not compensate for the loss 

of artistic expression and professional identity 

B. The plaintiff's age of 55 indicates he was approaching retirement from concert performance and 

damages should be limited 

C. The plaintiff should undergo a functional capacity evaluation before any vocational determination can 

be made regarding his abilities 

D. The building owner's liability extends only to the medical expenses for the tendon and nerve repair 

surgery performed 

 

63. An LNC is analyzing a medical malpractice case involving a failure to diagnose aortic dissection. A 

52-year-old man with a history of poorly controlled hypertension presented to the emergency 

department with severe, sudden-onset chest pain radiating to the back, described as "tearing." His blood 

pressure was 210/120 mmHg in the right arm and 170/90 mmHg in the left arm — a differential of 40 

mmHg between arms. The emergency physician obtained an ECG (normal sinus rhythm), troponin 

(negative), and chest X-ray (showing a widened mediastinum). The physician diagnosed hypertensive 

emergency and admitted the patient for IV antihypertensive therapy. A CT angiogram was not obtained. 



The patient developed cardiac tamponade from aortic root dissection extension the following morning 

and died during emergency surgery. What constellation of findings should have prompted a different 

diagnostic approach? 

 

A. The sudden-onset tearing chest pain radiating to the back, the significant blood pressure differential 

between arms (40 mmHg), the widened mediastinum on chest X-ray, and the history of severe 

hypertension collectively form the classic clinical presentation of acute aortic dissection that requires 

emergent CT angiography — the normal ECG and negative troponin actually argue against acute 

coronary syndrome and should have redirected the differential toward aortic dissection 

B. The normal ECG and negative troponin confirmed the diagnosis of hypertensive emergency and 

excluded aortic dissection 

C. The widened mediastinum on chest X-ray is a non-specific finding that does not warrant further 

investigation in a hypertensive patient 

D. The blood pressure differential between arms is an artifact of measurement technique and should not 

influence clinical decisions 

 

64. An LNC is evaluating a risk management case involving a hospital that has experienced a series of 

medication errors involving insulin. Over a six-month period, five insulin-related errors occurred: two 

involved administration of the wrong insulin type (rapid-acting instead of long-acting), one involved a 

tenfold dosing error, one involved insulin administered to a non-diabetic patient, and one involved 

failure to hold insulin when the patient's blood glucose was 52 mg/dL. The hospital has not implemented 

a standardized insulin management protocol, does not use a dedicated insulin ordering template in the 

CPOE system, and does not require independent double-check verification for insulin doses. What risk 

management conclusion should the LNC draw? 

 

A. Insulin errors are inevitable in any hospital and the five events over six months do not indicate a 

systemic problem requiring action 

B. The endocrinology department should be responsible for managing all insulin orders throughout the 

hospital to prevent nursing errors 

C. The five insulin-related errors across multiple error types indicate a systemic deficit in the hospital's 

insulin safety practices — the absence of a standardized protocol, lack of a dedicated ordering template, 

and absence of independent double-check verification create a risk environment in which insulin errors 

are predictable, and the hospital should implement comprehensive insulin safety measures addressing 

ordering, dispensing, and administration 

D. The individual nurses who committed the errors should complete an insulin competency assessment 

before returning to clinical duty 



65. An LNC is reviewing a medical malpractice case involving a patient who was diagnosed with a 

Stage IA melanoma (Breslow thickness 0.6 mm) that was excised with wide local margins and no 

sentinel lymph node biopsy was performed. The patient developed regional lymph node metastases 18 

months later and ultimately died of metastatic melanoma. The defense argues that sentinel lymph node 

biopsy is not recommended by the NCCN guidelines for melanomas less than 0.8 mm Breslow thickness 

unless adverse features are present. The LNC reviews the pathology report and notes the melanoma had 

a mitotic rate of 3 per mm² and was ulcerated — both of which are adverse features that, according to 

the NCCN guidelines, lower the threshold for sentinel lymph node biopsy consideration. What should 

the LNC's analysis focus on? 

 

A. The melanoma was Stage IA and sentinel lymph node biopsy is never appropriate for early-stage 

melanomas regardless 

B. The LNC should defer to the dermatopathologist's interpretation of the adverse features rather than 

evaluating them independently 

C. The patient should have sought a second opinion from a melanoma specialist before agreeing to the 

treatment plan offered 

D. Whether the adverse pathological features documented in the pathology report (mitotic rate 3/mm² 

and ulceration) met the guideline criteria for consideration of sentinel lymph node biopsy — and 

whether the surgeon's failure to consider SLNB in the presence of these adverse features deviated from 

the NCCN guideline recommendations, potentially missing the opportunity to identify regional 

metastasis at an earlier, more treatable stage 

 

66. An LNC is evaluating a product liability case involving a patient who received a defective shoulder 

replacement prosthesis. The glenoid (socket) component of the prosthesis loosened within 18 months of 

implantation, causing progressive bone loss, pain, and functional decline requiring revision surgery. The 

manufacturer's retrieval analysis of the explanted component revealed a design issue with the fixation 

mechanism that resulted in micromotion at the bone-implant interface, leading to premature loosening. 

The manufacturer's post-market surveillance data shows a glenoid loosening rate of 8.5% at two years 

for this component — significantly higher than the 1–2% industry benchmark. What product liability 

analysis applies? 

 

A. The premature loosening is attributable to the surgeon's implantation technique rather than a defect in 

the prosthesis design 

B. Design defect — the elevated loosening rate across the product line (8.5% vs. 1–2% benchmark) 

combined with the retrieval analysis identifying a fixation mechanism design issue supports a claim that 

the glenoid component's design was inherently deficient, causing predictable premature failure at a rate 

significantly exceeding industry standards 



C. Failure to warn, because the manufacturer should have warned surgeons about the risk of early 

loosening before implantation 

D. Manufacturing defect, because only the plaintiff's specific component loosened prematurely due to a 

production-line anomaly 

 

67. An LNC is analyzing a medical malpractice case involving a patient who received an overdose of 

anticoagulation medication during a hospital stay. The physician intended to prescribe enoxaparin 40 mg 

subcutaneously once daily (standard prophylactic dose) but accidentally ordered enoxaparin 40 mg 

subcutaneously twice daily in the CPOE system by selecting the wrong frequency from a drop-down 

menu. The pharmacist verified the order without questioning the twice-daily frequency. The nurse 

administered the medication as ordered. After three days of twice-daily dosing, the patient developed a 

significant gastrointestinal hemorrhage. What multi-level error analysis should the LNC perform? 

 

A. The physician committed a CPOE pick-list error by selecting the wrong frequency — a known risk of 

electronic ordering systems — and neither the pharmacist (who should have questioned the unusual 

twice-daily prophylactic dosing) nor the nurse (who should have recognized the non-standard dosing 

frequency for prophylactic enoxaparin) caught the error before it reached the patient 

B. The CPOE vendor is solely liable because the system design allowed the physician to select the 

wrong frequency option 

C. The pharmacist bears sole responsibility because the pharmacist is the final verification step before 

medication dispensing 

D. The nurse bears sole responsibility because nurses are the last line of defense before medication 

reaches the patient 

 

68. An LNC is reviewing a long-term care case involving a resident who developed a urinary tract 

infection that progressed to urosepsis. The resident had an indwelling urinary catheter that had been in 

place for 11 months. The physician's orders showed the catheter was originally placed for urinary 

retention following a surgical procedure. The surgical recovery period was approximately six weeks. 

After the recovery period, no reassessment of the need for continued catheterization was documented, 

and the catheter remained in place for an additional nine months without clinical justification. The 

facility's infection control data shows the resident had two prior catheter-associated UTIs during the 11-

month catheterization period, neither of which prompted reassessment of catheter necessity. What 

standard of care violation should the LNC identify? 

 

A. The urologist should have been consulted to evaluate the continued need for the indwelling catheter 

after the surgical recovery 



B. The two prior UTIs should have been treated with prophylactic antibiotics to prevent the third 

infection that caused urosepsis 

C. The continued catheterization for nine months beyond the original clinical indication — without 

reassessment of necessity and without consideration of catheter removal — deviates from evidence-

based catheter management standards that require daily reassessment and prompt removal when the 

clinical indication no longer exists, and the two prior CAUTIs should have triggered urgentreassessment 

rather than continued catheterization 

D. The nurse manager should have independently removed the catheter when the surgical recovery 

period ended without a physician order 

 

69. An LNC is evaluating a Medicare Set-Aside case involving a 68-year-old Medicare beneficiary 

settling a workers' compensation claim for a lumbar spine injury. The claimant requires ongoing pain 

management. The treating pain specialist has documented a comprehensive pain management plan that 

includes prescription medications, epidural steroid injections, medial branch blocks, and potential 

radiofrequency ablation. The defense argues that only the prescription medications should be included in 

the MSA because the interventional procedures are "elective." What is the most appropriate analysis? 

 

A. The defense argument should be accepted because interventional pain procedures are elective and 

therefore not medically necessary 

B. The interventional procedures are not covered by Medicare and should be excluded from the MSA 

calculation entirely 

C. Only procedures that have already been performed should be included in the MSA projection for 

future medical costs 

D. All components of the treating physician's documented pain management plan that are injury-related 

and Medicare-covered should be included in the MSA — interventional procedures recommended by 

the treating specialist based on documented clinical necessity are medical treatments, not "elective" 

procedures, and their inclusion should be based on medical necessity documentation and Medicare 

coverage criteria rather than the defense's characterization 

 

70. An LNC is reviewing a medical malpractice case involving a patient who underwent a lumbar 

laminectomy and developed cauda equina syndrome postoperatively. The patient developed progressive 

bilateral lower extremity weakness, saddle anesthesia, and urinary retention beginning approximately six 

hours after surgery. The nursing documentation shows the nurse performed neurological assessments at 

2-hour intervals as ordered. The 2-hour assessment documented normal motor and sensory function. The 

4-hour assessment documented "slight weakness in right foot dorsiflexion." The 6-hour assessment 

documented "bilateral lower extremity weakness, patient unable to void." The surgeon was not notified 

until the 6-hour assessment. What should the LNC identify as the critical nursing assessment failure? 



A. The nursing assessments were performed at the ordered frequency and the nurse fulfilled all 

professional obligations accurately 

B. The onset of new right foot dorsiflexion weakness at the 4-hour assessment — a new postoperative 

neurological finding in a patient who just underwent lumbar spinal surgery — should have prompted 

immediate surgeon notification rather than waiting for the next scheduled assessment, because new 

postoperative neurological deficits following spinal surgery may indicate surgical complication (epidural 

hematoma, nerve compression) requiring urgent intervention 

C. The surgeon should have ordered neurological assessments every hour rather than every two hours 

for the postoperative period 

D. The patient should have reported the weakness to the nurse more urgently rather than waiting for the 

scheduled nursing assessment 

 

71. An LNC is analyzing a risk management case involving a hospital where a patient with a 

documented severe penicillin allergy (anaphylaxis) was administered a penicillin-based antibiotic. The 

electronic health record contained the allergy information, and the CPOE system generated an allergy 

alert when the physician entered the order. The physician overrode the alert with a notation of "aware." 

The pharmacist did not independently verify the allergy override. The nurse administered the medication 

without checking the patient's allergy list. The patient experienced anaphylaxis requiring epinephrine, 

intubation, and ICU admission. How many independent safety barriers failed in this case? 

 

A. At least three independent safety barriers failed: the physician overrode the electronic allergy alert 

without clinical justification, the pharmacist did not independently verify the appropriateness of the 

allergy override, and the nurse did not perform the required allergy verification before medication 

administration — each barrier was designed to prevent this exact type of event independently, and all 

three failed 

B. Only one barrier failed — the physician's allergy alert override was the sole cause of the medication 

error event 

C. Only two barriers failed — the physician's override and the nurse's failure to check allergies before 

medication administration 

D. No barriers failed because the physician documented "aware" when overriding the alert, which 

constitutes clinical justification 

 

72. An LNC is evaluating a personal injury case involving a 33-year-old woman who sustained a 

brachial plexus injury during a difficult vaginal delivery. The plaintiff developed Erb's palsy with 

permanent weakness of shoulder abduction, external rotation, and elbow flexion in the left arm. The 

obstetric records document a prolonged second stage of labor, an estimated fetal weight of 4,500 grams, 

shoulder dystocia requiring multiple maneuvers to deliver the shoulders, and fundal pressure applied 



during the delivery. Published obstetric guidelines identify fundal pressure during shoulder dystocia as 

contraindicated because it can worsen the impaction and increase the force on the brachial plexus. What 

should the LNC's standard of care analysis focus on? 

 

A. Large fetal size alone does not constitute a deviation from the standard of care for vaginal delivery 

management decisions 

B. The plaintiff's pre-pregnancy BMI should be evaluated as a contributing factor to the shoulder 

dystocia and brachial plexus injury 

C. Whether the application of fundal pressure during shoulder dystocia — specifically identified in 

obstetric guidelines as contraindicated — deviated from the standard of care for shoulder dystocia 

management, and whether the use of this contraindicated maneuver contributed to the brachial plexus 

injury by increasing the traction force on the nerves 

D. The patient should have elected cesarean delivery given the estimated fetal weight and should bear 

comparative responsibility 

 

73. An LNC is reviewing a life care plan for a 40-year-old man with a complete T4 spinal cord injury. 

The plan includes ongoing annual evaluations by multiple specialists — physiatrist, urologist, 

pulmonologist, dermatologist, and psychologist. The defense argues these specialty evaluations are 

excessive and should be replaced with primary care visits alone. Published clinical practice guidelines 

for spinal cord injury follow-up specifically recommend annual evaluations by these specialties to 

monitor for the recognized long-term complications of thoracic-level SCI. What is the most appropriate 

response to the defense argument? 

 

A. The defense argument should be accepted because a single primary care physician can adequately 

manage all SCI complications 

B. The specialty evaluations should be reduced to biennial (every two years) as a compromise between 

the two positions 

C. The patient should choose only the specialties he considers most important rather than seeing all five 

annually as recommended 

D. Published SCI clinical practice guidelines specifically recommend the projected specialty evaluations 

as part of the standard preventive care regimen for thoracic-level SCI — T4 complete injury creates 

lifelong risk for urological complications, respiratory complications, skin breakdown, musculoskeletal 

deterioration, and psychological sequelae that require specialist-level monitoring beyond the scope of 

primary care 

 



74. An LNC is analyzing a medical malpractice case involving a patient who presented to the emergency 

department with acute onset of left-sided facial droop, left arm weakness, and slurred speech — the 

classic presentation of an acute stroke. The patient arrived within 60 minutes of symptom onset. A CT 

scan of the head was obtained within 15 minutes (negative for hemorrhage). However, the tPA order 

was delayed for 90 minutes because the emergency physician wanted to wait for the patient's INR result 

before administering thrombolytic therapy. The patient was not on any anticoagulant medication, and 

there was no clinical reason to suspect coagulopathy. The INR returned normal, and tPA was 

administered at 2 hours and 45 minutes after symptom onset. Published evidence shows that the benefit 

of tPA in acute ischemic stroke is strongly time-dependent, with earlier treatment producing 

significantly better neurological outcomes. What is the primary standard of care concern? 

 

A. The emergency physician should have ordered an MRI instead of a CT scan to better characterize the 

stroke before treatment 

B. The 90-minute delay in administering tPA while waiting for an INR result in a patient with no history 

of anticoagulant use and no clinical suspicion of coagulopathy was clinically unjustified — published 

stroke treatment protocols do not require INR results before tPA administration in patients without a 

history of anticoagulation, and the delay deprived the patient of the time-dependent benefit of earlier 

thrombolysis 

C. The CT scan should have been repeated after 30 minutes to confirm the absence of hemorrhage 

before tPA administration 

D. The nurse should have independently initiated the tPA infusion without waiting for the physician's 

order to avoid the delay 

 

75. An LNC is evaluating a toxic tort case involving children who attended a school built on a former 

industrial site. Soil testing beneath the school revealed elevated concentrations of polychlorinated 

biphenyls (PCBs). Several children have developed thyroid abnormalities and learning disabilities. 

PCBs are classified by IARC as Group 1 carcinogens, and the non-cancer health effects of PCB 

exposure include thyroid disruption, neurodevelopmental effects, and immune system dysfunction. 

Blood testing of the affected children shows elevated PCB serum levels. The defense argues that the 

children's learning disabilities are caused by socioeconomic factors and inadequate educational 

resources rather than PCB exposure. What should the LNC's causation analysis address? 

 

A. The children's elevated PCB serum levels confirm exposure but do not independently establish 

causation for specific health effects — the LNC should evaluate each child individually, considering the 

serum PCB levels relative to the known dose-response curve for thyroid and neurodevelopmental 

effects, the temporal relationship between school attendance and symptom onset, whether the pattern of 

learning disabilities is consistent with the neurodevelopmental effects described in the PCB literature, 



and whether socioeconomic factors and PCB exposure may independently or synergistically contribute 

to the cognitive outcomes 

B. The IARC Group 1 classification automatically establishes specific causation for all health effects in 

every exposed child 

C. The children's PCB serum levels prove the school site was contaminated and no further individual 

analysis is necessary 

D. The defense argument should be accepted because socioeconomic factors are the primary cause of 

learning disabilities 

 

76. An LNC is reviewing a medical malpractice case involving a 48-year-old patient who underwent a 

robotic-assisted laparoscopic prostatectomy. Postoperatively, the patient developed rectal injury that was 

not recognized until postoperative day three, when the patient presented with fecal peritonitis requiring 

emergency colostomy. The operative report documents that the surgeon "did not visualize any rectal 

injury" at the conclusion of the robotic procedure. However, the standard of care for robotic 

prostatectomy includes intraoperative rectal integrity testing (air insufflation of the rectum while 

observing for bubbles in the surgical field) to detect occult rectal injuries before closing. The operative 

report does not document that this test was performed. What should the LNC evaluate? 

 

A. Rectal injury during prostatectomy is a recognized complication that cannot constitute malpractice 

under any circumstances 

B. The patient should have been given a bowel preparation before the surgery to reduce the risk of fecal 

contamination if injury occurred 

C. Whether the failure to perform or document intraoperative rectal integrity testing — the standard 

intraoperative safety check for detecting occult rectal injuries during robotic prostatectomy — deviated 

from the standard of care, and whether performing the test would have identified the injury 

intraoperatively, allowing immediate repair rather than delayed diagnosis with the catastrophic 

consequence of fecal peritonitis 

D. The robotic surgery system may have malfunctioned during the procedure and should be inspected 

for mechanical defects 

 

77. An LNC is analyzing a workers' compensation case involving a 38-year-old operating room nurse 

who developed chronic hand dermatitis from repeated exposure to surgical scrub solutions and latex 

glove proteins. The dermatitis has progressed from contact irritant dermatitis to allergic contact 

dermatitis, and the nurse has now developed latex allergy with systemic symptoms (urticaria, 

bronchospasm) upon latex exposure. The employer's insurer accepted the initial hand dermatitis but 

denied the systemic latex allergy, arguing it is a separate condition. What should the LNC evaluate 

regarding the relationship between the two conditions? 



A. The systemic latex allergy is genetically determined and cannot be caused by occupational exposure 

regardless of the duration 

B. The nurse should have used non-latex gloves from the beginning of employment to prevent any latex 

sensitization from occurring 

C. The insurer's denial should be accepted because contact dermatitis and systemic latex allergy are 

completely unrelated conditions 

D. The clinical progression from irritant contact dermatitis to allergic contact dermatitis to systemic 

latex allergy follows a well-documented immunological sensitization pathway — the damaged skin 

barrier from irritant dermatitis facilitates latex protein absorption, leading to sensitization and eventually 

systemic allergy, making the systemic latex allergy a compensable progression of the original accepted 

occupational skin condition 

 

78. An LNC is reviewing a medical malpractice case involving a patient who developed a postoperative 

wound dehiscence (wound separation) following abdominal surgery. The patient had multiple risk 

factors for wound dehiscence including morbid obesity (BMI 45), poorly controlled diabetes (HbA1c 

10.1%), malnutrition (albumin 2.3 g/dL), and chronic corticosteroid use. The surgeon performed a 

standard layered closure and discharged the patient on postoperative day three. The wound dehisced on 

postoperative day seven, requiring return to the operating room for re-closure with retention sutures. 

Current surgical guidelines suggest that patients with multiple dehiscence risk factors should receive 

prophylactic retention sutures at the initial closure, be maintained on an adequate nutritional support 

plan, and have close wound monitoring in the early postoperative period. What should the LNC 

evaluate? 

 

A. Wound dehiscence is always a recognized complication that cannot constitute malpractice regardless 

of risk factor management 

B. Whether the surgeon's failure to implement prophylactic measures for a patient with multiple 

documented dehiscence risk factors — including retention sutures, nutritional optimization, and 

enhanced postoperative wound monitoring — deviated from the standard of care for wound closure in 

high-risk patients 

C. The patient's morbid obesity is the sole cause of the dehiscence and absolves the surgeon of any 

responsibility for the outcome 

D. The patient should not have been offered abdominal surgery given the extreme number and severity 

of the wound healing risk factors 

 

79. An LNC is analyzing a personal injury case involving a 65-year-old man who slipped on a wet floor 

at a hospital and sustained a cervical spine fracture. The plaintiff has documented severe cervical spinal 

stenosis — a pre-existing condition that narrowed his spinal canal. The relatively minor fall mechanism 



produced a central cord syndrome with significant upper extremity weakness because the pre-existing 

stenosis left minimal space for the spinal cord, making it vulnerable to injury from even minor trauma. 

The defense argues the pre-existing stenosis, not the fall, caused the spinal cord injury. What legal 

doctrine governs this analysis? 

 

A. The eggshell plaintiff doctrine — the defendant takes the plaintiff as found, including the pre-existing 

cervical stenosis that made the plaintiff vulnerable to spinal cord injury from a fall mechanism that 

might not have caused the same injury in a person without stenosis — the fall was the triggering event 

and the defendant is liable for the full extent of the resulting spinal cord injury, including the severity 

attributable to the pre-existing vulnerability 

B. The pre-existing stenosis completely defeats the plaintiff's claim because the spinal cord injury would 

not have occurred without it 

C. The plaintiff must prove he would have sustained the same injury even without the pre-existing 

cervical spinal stenosis condition 

D. Comparative negligence applies because the plaintiff's failure to treat the stenosis before the fall 

contributed to the injury severity 

 

80. An LNC is evaluating a regulatory compliance case involving a hospital that failed to report a case 

of suspected child abuse to child protective services as required by state mandatory reporting law. A 3-

year-old child was brought to the emergency department by the mother with bilateral femur fractures. 

The child also had healing rib fractures identified on a skeletal survey and old bruising in various stages 

of healing. The emergency physician documented "injuries inconsistent with reported mechanism" and 

consulted pediatric orthopedics for the femur fractures. The orthopedic surgeon set the fractures. Neither 

physician filed a report with child protective services. The child was discharged home with the mother. 

Two months later, the child was brought to a different hospital in critical condition with traumatic brain 

injury and died. What regulatory and professional obligation was violated? 

 

A. Only the orthopedic surgeon had an obligation to report because the surgeon treated the most serious 

injury to the child 

B. The hospital social worker bears sole responsibility for filing mandatory reports of suspected child 

abuse in all circumstances 

C. The injuries were consistent with accidental trauma in a 3-year-old child and did not meet the 

threshold for mandatory reporting 

D. Both physicians violated the state's mandatory reporting law — bilateral femur fractures in a 3-year-

old with healing rib fractures and old bruising is a presentation highly suspicious for non-accidental 

trauma, and all healthcare professionals who have reasonable cause to suspect child abuse are mandatory 

reporters regardless of whether another provider has also evaluated the child 



81. An LNC is reviewing a medical malpractice case involving a delayed diagnosis of necrotizing 

enterocolitis (NEC) in a premature infant in the NICU. The infant, born at 30 weeks gestation, 

developed feeding intolerance, abdominal distension, and bloody stools. The nursing documentation 

records these findings at 0200, but the neonatologist was not notified until 0800 — a six-hour delay. By 

the time the physician was notified and an abdominal X-ray was obtained, the X-ray showed 

pneumatosis intestinalis (air in the bowel wall) and portal venous gas — signs of advanced NEC. The 

infant required extensive bowel resection and developed short bowel syndrome. What is the primary 

nursing communication failure? 

 

A. The nurse recognized the clinical signs of NEC — feeding intolerance, abdominal distension, and 

bloody stools in a premature infant — but delayed physician notification for six hours, allowing the 

condition to progress from a potentially treatable early stage to advanced NEC requiring extensive 

bowel resection 

B. The charge nurse should have independently contacted the neonatologist when the bedside nurse 

failed to communicate the findings 

C. The NICU should have had an attending physician present in the unit 24 hours a day to eliminate the 

need for nurse-to-physician calls 

D. The nursing documentation was adequate and the nurse had no obligation to notify the physician 

during nighttime hours 

 

82. An LNC is evaluating a healthcare fraud case involving a physician who operates a mobile 

diagnostic testing company. The company brings portable ultrasound and nerve conduction study 

equipment to assisted living facilities and nursing homes and performs diagnostic testing on residents. 

An audit reveals that the testing is performed on all residents regardless of clinical indication, the testing 

orders are signed by a physician who has never examined the residents, the testing is billed to Medicare 

at facility-based rates rather than the appropriate non-facility rates, and the test results are rarely 

communicated to the residents' treating physicians and almost never result in any change in clinical 

management. What fraudulent billing pattern does this scenario describe? 

 

A. The testing is appropriate because routine screening in elderly populations detects disease early and 

reduces overall healthcare costs 

B. The billing rate discrepancy between facility-based and non-facility rates is a minor coding error 

rather than a fraudulent billing practice 

C. The pattern of performing diagnostic testing on all residents without clinical indication, using pre-

signed orders from a physician who never examined the patients, billing at inflated rates, and generating 

results that are not clinically used describes a scheme for billing Medicare for medically unnecessary 



diagnostic services — implicating the False Claims Act, the Anti-Kickback Statute (if the facilities 

receive compensation for allowing access to residents), and potentially the Stark Law 

D. The diagnostic testing company bears no liability because the physician signed the orders authorizing 

all of the testing performed 

 

83. An LNC is analyzing a medical malpractice case involving a patient who underwent a cesarean 

section and developed a surgical site infection. The preoperative surgical checklist documents that 

prophylactic antibiotics were ordered. However, the anesthesia record shows the antibiotics were 

administered 10 minutes after the skin incision rather than within the recommended 60-minute window 

before incision. The standard of care for surgical prophylaxis in cesarean section requires antibiotic 

administration before the skin incision to achieve adequate tissue antibiotic levels at the time of surgical 

exposure. What should the LNC identify? 

 

A. The timing discrepancy is clinically insignificant because the antibiotics were administered during 

the procedure if not before 

B. The 10-minute delay after incision is within the acceptable range for prophylactic antibiotic 

administration in cesarean delivery 

C. The patient's post-delivery breastfeeding status may have influenced the decision to delay antibiotic 

administration after the incision 

D. The anesthesia record's documentation of antibiotics administered after the incision — rather than 

before as recommended — means the prophylactic antibiotics were not present in the tissues at the time 

of surgical exposure, reducing their effectiveness in preventing surgical site infection 

 

84. An LNC is reviewing a product liability case involving a patient who was harmed by a defective 

ventilator in the intensive care unit. The ventilator failed to alarm when the patient became disconnected 

from the circuit, resulting in prolonged apnea and hypoxic brain injury. Engineering analysis of the 

ventilator reveals a software defect in the disconnect alarm algorithm that caused the alarm to fail under 

specific patient breathing pattern conditions. The manufacturer was aware of field reports documenting 

alarm failures in other units but had not issued a safety communication or software update at the time of 

the plaintiff's injury. What product liability theories apply? 

 

A. Only manufacturing defect, because the plaintiff's specific ventilator was the only unit affected by the 

software malfunction 

B. Only failure to warn, because the manufacturer should have warned hospitals about the potential for 

alarm failure events 



C. Only the hospital is liable because the hospital should have maintained backup monitoring for all 

ventilated patients in the ICU 

D. Design defect (the software algorithm flaw was present in all ventilators with the same software 

version), failure to warn (the manufacturer knew about field reports of alarm failures but did not issue a 

safety communication), and potentially the hospital's liability (for not having redundant monitoring 

systems for ventilated patients) 

 

85. An LNC is evaluating a medical malpractice case involving a patient who was prescribed 

methotrexate for rheumatoid arthritis. The physician ordered methotrexate 10 mg weekly, but the 

prescription was written as "methotrexate 10 mg daily" — a common and dangerous prescribing error. 

The pharmacy filled the prescription as written. The patient took 10 mg daily for two weeks (total 140 

mg rather than the intended 20 mg over two weeks) and developed severe pancytopenia, mucositis, and 

hepatotoxicity requiring hospitalization and intensive care. What multi-provider error analysis should 

the LNC perform? 

 

A. The physician committed a dosing frequency error that is a well-recognized prescribing danger with 

methotrexate — writing "daily" when "weekly" was intended — and the pharmacist failed to identify 

and question the daily dosing frequency, which significantly exceeds the standard therapeutic dosing for 

rheumatoid arthritis and should have triggered a verification call to the prescribing physician before 

dispensing 

B. The patient should have recognized the dosing error by reading the medication's package insert 

information about the proper dosing 

C. The pharmacy's computerized drug utilization review system is solely responsible for not catching the 

daily dosing frequency error 

D. The physician bears sole responsibility because the prescription was written incorrectly regardless of 

any downstream safety checks 

 

86. An LNC is analyzing a long-term care case involving a nursing home resident who was found on the 

floor with a hip fracture at 0300. The resident had a documented history of nocturia (nighttime 

urination) and a care plan specifying "assist to bathroom at 2200, 0200, and 0600." The nursing 

documentation shows no documentation of the 0200 toileting assistance. The resident was presumably 

attempting to get to the bathroom independently when she fell. The defense argues that the resident's 

decision to get out of bed independently contributed to the fall. What should the LNC evaluate? 

 

A. The resident's independent decision to get out of bed constitutes comparative negligence that should 

reduce the facility's liability 



B. The defense argument should be accepted because the resident could have used the call light to 

request toileting assistance 

C. The resident's physician should have prescribed a bedside commode rather than bathroom assistance 

as a fall prevention measure 

D. The absence of documentation for the 0200 toileting assistance — in a resident with documented 

nocturia and a care plan specifying scheduled toileting at that time — suggests the planned intervention 

was not performed, and the resident's attempt to toilet independently was a foreseeable consequence of 

the facility's failure to provide the scheduled assistance 

 

87. An LNC is reviewing a medical malpractice case involving a failure to diagnose a testicular mass. A 

32-year-old man presented to his primary care physician with a complaint of a firm, painless right 

testicular mass that he discovered during self-examination. The physician performed a testicular 

examination and documented "firm nodule, approximately 1.5 cm, right testicle." The physician 

reassured the patient that it was "probably a benign cyst" and recommended follow-up in three months. 

No testicular ultrasound was ordered. At the three-month follow-up, the mass had increased in size. A 

testicular ultrasound and subsequent workup revealed testicular cancer with retroperitoneal lymph node 

involvement. Published clinical guidelines state that any new solid testicular mass requires urgent 

ultrasound evaluation to rule out malignancy. What is the critical standard of care failure? 

 

A. The physician appropriately recommended three-month follow-up for a lesion that appeared 

clinically benign on examination 

B. The failure to order a testicular ultrasound at the initial presentation — when clinical guidelines 

require imaging for any new solid testicular mass — represents a deviation from the diagnostic standard 

of care that resulted in a three-month delay during which the cancer advanced and metastasized to 

retroperitoneal lymph nodes 

C. The patient should have sought a urological consultation independently rather than waiting for the 

three-month follow-up period 

D. The physician's physical examination finding of a firm nodule was sufficient to characterize the mass 

without imaging study 

 

88. An LNC is evaluating a Medicare Set-Aside case involving a 70-year-old Medicare beneficiary 

settling a workers' compensation claim for bilateral knee injuries. The claimant has undergone bilateral 

total knee replacements. The MSA must project future injury-related Medicare-covered medical 

expenses. The claimant's orthopedist has documented that the bilateral knee replacements will likely 

require revision surgery in approximately 15–20 years based on published prosthetic longevity data. The 

claimant's rated life expectancy is 14 years. Should revision knee replacement surgery be included in the 

MSA? 



A. The revision surgeries should be included because the orthopedist has documented a clinical basis for 

the eventual need for revision 

B. The revision surgeries should be included at the full projected cost regardless of the life expectancy 

estimate used in the MSA 

C. The revision surgeries should be projected based on a compromise timeline of 10 years to split the 

difference between projections 

D. The revision surgeries should be excluded from the MSA because the projected timeline for revision 

(15–20 years) exceeds the claimant's rated life expectancy (14 years) — the MSA should only include 

expenses that are reasonably expected to be incurred during the claimant's projected remaining lifetime 

 

89. An LNC is analyzing a medical malpractice case involving a patient who underwent a surgical 

procedure under spinal anesthesia. During the spinal needle insertion, the patient reported a sharp, 

shooting pain down the left leg — an indication that the needle contacted a nerve root. The 

anesthesiologist continued advancing the needle despite this symptom, injected the spinal anesthetic, and 

proceeded with the case. Postoperatively, the patient had a persistent left foot drop and numbness in the 

L5 dermatome. The standard of care requires that when a patient reports radicular symptoms during 

spinal needle placement, the needle should be redirected or the approach should be modified before 

injection. What should the LNC identify? 

 

A. Radicular symptoms during spinal anesthesia are normal and do not require any modification of the 

needle placement technique 

B. The patient should have tolerated the pain without complaining because spinal anesthesia placement 

is inherently uncomfortable 

C. The anesthesiologist's decision to continue advancing the needle and inject the spinal anesthetic 

despite the patient's report of radicular symptoms — which indicate nerve root contact — deviated from 

the standard of care that requires redirection of the needle before injection, and this deviation is causally 

linked to the resulting nerve root injury 

D. The surgeon who requested spinal anesthesia should have chosen general anesthesia to avoid the risk 

of nerve injury entirely 

 

90. An LNC is reviewing a risk management case involving a hospital that uses a "universal protocol" 

for surgical site verification. The protocol includes a preoperative verification process, site marking by 

the surgeon, and a time-out before incision. An internal audit reveals that the time-out is performed in 

only 78% of cases, the surgeon marks the surgical site in only 85% of applicable cases, and the 

preoperative verification checklist is completed in only 70% of cases. No wrong-site surgeries have 

occurred in the past year. The risk management committee has not taken action because "there haven't 

been any wrong-site events." What does this situation represent? 



A. The absence of wrong-site events over the past year validates the current compliance rates and 

demonstrates the protocol is adequate as implemented — no further action is needed 

B. The compliance rates are within the acceptable range for surgical safety protocols in community 

hospitals nationally 

C. The wrong-site surgery protocol applies only to orthopedic and neurosurgical procedures and is not 

required for other specialties 

D. The combination of wrong-site events occurring elsewhere despite these same protocol failures 

indicates no action is needed yet 

 

91. An LNC is evaluating a personal injury case involving a 50-year-old woman who was injured in a 

rollover motor vehicle accident. The plaintiff sustained a burst fracture of the L1 vertebra with 

retropulsion of bone fragments into the spinal canal, causing an incomplete spinal cord injury with 

bilateral lower extremity weakness and neurogenic bladder. Following surgical stabilization and 

rehabilitation, the plaintiff has residual paraparesis requiring bilateral forearm crutches for ambulation, 

intermittent urinary catheterization, and chronic neuropathic pain. The plaintiff was a registered nurse 

who worked on a medical-surgical unit requiring heavy patient lifting, prolonged standing, and rapid 

physical response to patient emergencies. What is the most important consideration for the vocational 

damages analysis? 

 

A. The plaintiff should be retrained for a sedentary nursing role such as telephone triage or case 

management to remain in the profession 

B. The plaintiff's BMI should be evaluated as a factor that contributed to the severity of the spinal cord 

injury from the accident 

C. The plaintiff should apply for Social Security Disability Insurance and the personal injury damages 

should be reduced accordingly 

D. The combination of residual paraparesis (requiring bilateral crutches), neurogenic bladder (requiring 

intermittent catheterization), and chronic pain creates a multi-system functional impairment that 

effectively precludes the physical demands of the plaintiff's pre-injury occupation as a bedside nurse, 

and the vocational analysis must assess whether any alternative nursing role is actually compatible with 

the full spectrum of the plaintiff's documented functional limitations 

 

92. An LNC is reviewing a medical malpractice case involving a 70-year-old patient who underwent an 

elective total hip replacement. The patient's preoperative assessment documented a history of obstructive 

sleep apnea (OSA) treated with home CPAP at a pressure of 12 cm H₂O. Postoperatively, the surgeon 

prescribed opioid analgesia (morphine patient-controlled analgesia) but did not order CPAP 

continuation, did not request enhanced respiratory monitoring (continuous pulse oximetry with audible 

alarms), and did not implement any opioid-sparing analgesic strategies. On the second postoperative 



night, the patient was found unresponsive with oxygen saturation of 55%. Resuscitation was successful 

but the patient sustained a severe hypoxic brain injury. What represents the most comprehensive 

standard of care violation? 

 

A. The anesthesiologist should have requested a sleep study before clearing the patient for elective hip 

replacement surgery 

B. The convergence of multiple standard of care failures — failing to continue CPAP in a known OSA 

patient, failing to implement enhanced respiratory monitoring when administering opioids to an OSA 

patient, and failing to consider opioid-sparing multimodal analgesic strategies — created a foreseeable 

respiratory catastrophe, as current perioperative guidelines specifically identify OSA patients receiving 

opioids as a high-risk population requiring all three of these safeguards 

C. The nursing staff should have independently implemented CPAP therapy without a physician order 

based on the admission history 

D. The patient should have brought the home CPAP machine to the hospital and used it at the prescribed 

pressure setting nightly 

 

93. An LNC is analyzing a healthcare fraud case involving a physician who performed and billed for 

comprehensive neurological examinations on all patients at every visit, regardless of the patient's 

presenting complaint. An audit of 100 randomly selected patient records revealed that 87 of the 100 

visits were billed at the highest E/M level (Level 5) for comprehensive neurological examination, but the 

documentation supported only a focused examination (Level 2 or 3) in 78 of those 87 visits. The 

physician's patient population consisted primarily of patients with uncomplicated headaches, low back 

pain, and carpal tunnel syndrome — conditions that do not require comprehensive neurological 

examination at every visit. What type of billing irregularity does this pattern demonstrate? 

 

A. The comprehensive neurological examinations were medically necessary as a preventive measure for 

all neurology patients 

B. The physician's documentation style may not reflect the actual examination performed and a 

documentation improvement program should resolve the billing issue 

C. Systematic upcoding — the physician consistently billed at the highest E/M level when the 

documentation and clinical complexity supported only lower-level billing codes, and the uniform 

application of Level 5 billing regardless of clinical complexity suggests billing optimization rather than 

clinical necessity 

D. The billing pattern is within the acceptable range for neurology practices and does not indicate 

fraudulent practices at all 

 



--- 

 

94. An LNC is reviewing a medical malpractice case involving a 55-year-old man who presented to the 

emergency department with acute onset of right upper extremity weakness and difficulty speaking. The 

patient arrived within 45 minutes of symptom onset. The emergency physician activated the stroke 

protocol and obtained a head CT (negative for hemorrhage). The laboratory results — including INR, 

platelet count, and glucose — returned within 30 minutes. All were within normal limits. The physician 

ordered tPA but the pharmacy did not have alteplase immediately available on the unit and it took 45 

minutes for the medication to be delivered from the central pharmacy. By the time the tPA was 

administered, the patient was 2 hours and 20 minutes from symptom onset. While this is within the 4.5-

hour treatment window, the 45-minute pharmacy delay cost the patient significant time-dependent 

neurological benefit. What systems failure contributed to the delay? 

 

A. The emergency physician's failure to activate the stroke protocol promptly resulted in the overall 

delay in tPA administration 

B. The laboratory turnaround time was too slow and should be investigated as the primary source of the 

treatment delay 

C. The patient should have called 911 sooner to arrive at the hospital with a larger treatment time 

window remaining 

D. The hospital's failure to ensure immediate availability of tPA in the emergency department — 

requiring a 45-minute wait for central pharmacy delivery — represents a systems-level failure in stroke 

readiness that delayed time-critical treatment 

 

95. An LNC is evaluating a long-term care case involving a 88-year-old nursing home resident who 

developed severe malnutrition over a four-month period. The resident's weight decreased from 145 

pounds at admission to 118 pounds — a 27-pound (18.6%) weight loss. The resident's albumin level 

dropped from 3.5 g/dL at admission to 1.9 g/dL. The LNC reviews the dietary intake records, which 

show the resident consistently consumed less than 25% of meals served. The nursing documentation 

shows weekly weights were recorded, but there is no evidence that the progressive weight loss triggered 

any clinical response — no physician notification, no dietitian consultation, no nutritional 

supplementation, no alternative feeding approaches, and no care plan update addressing the nutritional 

decline. What does this pattern of documentation reveal? 

 

A. The weekly weights and dietary intake monitoring were adequate and the weight loss was attributable 

to the resident's disease process 

B. The resident's refusal to eat more than 25% of meals constitutes a voluntary decision that absolves the 

facility of responsibility 



C. The attending physician bears sole responsibility for the malnutrition because the physician should 

have ordered tube feeding earlier 

D. The facility monitored the resident's nutritional status (weekly weights, dietary intake records) but 

completely failed to respond to the data — an 18.6% weight loss over four months with consistently 

documented inadequate intake and declining albumin without any clinical intervention demonstrates a 

critical disconnect between monitoring and action that constitutes neglect 

 

96. An LNC is reviewing a medical malpractice case involving a patient who underwent a right 

hemicolectomy for colon cancer. During the procedure, the surgeon inadvertently transected the right 

ureter. The injury was not recognized intraoperatively. The patient developed right flank pain, fever, and 

rising creatinine on postoperative day three. A CT scan revealed a right urinoma (urine collection in the 

retroperitoneum) from the transected ureter. The patient required a second surgery for ureteral repair and 

nephrostomy tube placement. The defense argues the ureteral injury is a recognized complication of 

right hemicolectomy. How should the LNC evaluate this defense? 

 

A. The defense argument should be accepted because ureteral injury during hemicolectomy is a listed 

complication in surgical textbooks 

B. The LNC should evaluate whether the surgeon took appropriate measures to identify and protect the 

ureter during the procedure — the standard of care for right hemicolectomy requires awareness of the 

right ureter's anatomical position and active measures to identify and protect it, and the failure to 

recognize the injury intraoperatively suggests the ureter may not have been adequately identified and 

protected during the dissection 

C. Ureteral injuries only occur when the surgeon is inadequately trained and always constitute 

malpractice per se 

D. The CT scan findings are insufficient to prove the ureter was injured during surgery rather than from 

postoperative causes 

 

97. An LNC is evaluating a case involving the professional and ethical obligations of an LNC retained 

as a consulting expert. The attorney provides the LNC with a partial set of medical records and asks for 

an opinion on the case's merit. The LNC reviews the available records and identifies a potential 

deviation from the standard of care, but notes that several critical records are missing — including the 

complete nursing flow sheets, the physician order sheets, and the laboratory results from the period 

surrounding the incident. What should the LNC do? 

 

A. Provide the attorney with a definitive opinion on the case's merit based on the available records and 

note that additional records exist 



B. Decline the engagement because incomplete records prevent any meaningful analysis of the case and 

its medical merits 

C. Provide the attorney with a preliminary opinion based on what the available records suggest while 

stating that the opinion may change pending review of the missing records 

D. Assume the missing records would support the existing findings and provide a final opinion 

accordingly without qualification 

 

98. An LNC is analyzing a personal injury case involving a 40-year-old man who sustained a traumatic 

brain injury in a motorcycle accident. The plaintiff has documented executive function deficits, 

impulsivity, and impaired social judgment. His wife has noticed significant personality changes since 

the injury. The plaintiff was previously the primary breadwinner with an annual income of $95,000 as a 

project manager. He has been unable to return to any form of employment due to the combination of 

cognitive and behavioral deficits. The defense retained a vocational expert who opines that the plaintiff 

can perform "simple repetitive tasks" in a light-duty setting. What should the LNC evaluate? 

 

A. The vocational expert's opinion should be accepted because vocational experts are qualified to 

determine employment capacity 

B. The plaintiff should attempt to return to work in a simple-task position before damages for complete 

vocational disability are calculated 

C. The LNC should evaluate whether the vocational expert's assessment is consistent with the 

documented neuropsychological findings — specifically, whether the executive function deficits, 

impulsivity, and impaired social judgment documented on testing would actually permit the plaintiff to 

sustain employment in any capacity, including simple tasks that still require sustained attention, 

following instructions, interacting with supervisors, and maintaining consistent attendance and behavior 

D. The plaintiff's pre-injury income is the sole relevant factor for calculating future lost earning capacity 

regardless of cognitive status 

 

99. An LNC is reviewing a medical malpractice case involving a 35-year-old woman who underwent a 

breast biopsy. The pathology report returned as "invasive ductal carcinoma." However, a subsequent 

review of the pathology slides by a second pathologist at a different institution determined the original 

pathology interpretation was incorrect — the tissue showed benign fibrocystic changes, not carcinoma. 

Unfortunately, before the second pathology opinion was obtained, the patient had already undergone 

bilateral mastectomy with reconstruction based on the original incorrect pathology diagnosis. What type 

of medical error does this case represent? 

 



A. A surgical error by the surgeon who performed the mastectomy without waiting for a second 

pathology opinion before operating 

B. A diagnostic error — the original pathologist's misinterpretation of benign tissue as malignant led to 

an unnecessary bilateral mastectomy, one of the most consequential diagnostic errors in surgical 

pathology 

C. A nursing error because the surgical nurse should have verified the pathology result before preparing 

the patient for mastectomy 

D. A systems error in the hospital's tumor board process for reviewing pathology before surgical 

decisions are made about treatment 

 

100. An LNC is evaluating a workers' compensation case involving a 46-year-old construction worker 

who fell 15 feet from scaffolding and sustained multiple injuries: bilateral calcaneal fractures, a 

compression fracture of the T12 vertebra, and a mild traumatic brain injury. After surgical fixation of the 

calcaneal fractures and conservative management of the vertebral fracture, the worker has residual 

bilateral heel pain, chronic thoracolumbar back pain, and persistent post-concussive symptoms 

(headaches, concentration difficulties). The treating physician has determined the worker has reached 

maximum medical improvement and assigned the following permanent restrictions: no climbing, no 

heights, no lifting over 20 pounds, and limited standing and walking to a maximum of two hours per 

day. The worker's pre-injury occupation as a construction laborer requires all of the restricted activities. 

What is the most critical consideration for the impairment and vocational analysis? 

 

A. The worker should be retrained for sedentary construction office work to remain in the same industry 

at a comparable income 

B. The worker's mild TBI symptoms will fully resolve within one year and should not be considered in 

the vocational analysis 

C. The restrictions should be reassessed through a functional capacity evaluation before any vocational 

determination is made 

D. The permanent restrictions effectively preclude the worker's pre-injury occupation, and the 

combination of physical restrictions (no climbing, no heights, limited lifting, limited standing/walking) 

and cognitive symptoms (concentration difficulties from the TBI) must be evaluated together to 

determine overall employability — the vocational analysis should consider the worker's education, age, 

transferable skills, and the simultaneous impact of multiple impairments on the available labor market 

 

101. An LNC is reviewing a medical malpractice case involving a 44-year-old man who presented to the 

emergency department with sudden onset of severe headache, photophobia, and vomiting. The 

emergency physician ordered a non-contrast CT scan of the head, which was interpreted as normal. The 

physician diagnosed migraine and discharged the patient with sumatriptan. No lumbar puncture was 



performed. The patient returned 48 hours later with a ruptured cerebral aneurysm causing massive 

subarachnoid hemorrhage. He survived but sustained severe neurological deficits. CT sensitivity for 

SAH decreases with time from symptom onset — approximately 95% sensitive in the first 6 hours but 

declining thereafter. When should the LNC identify the diagnostic standard of care failure? 

 

A. When the CT scan was negative for hemorrhage in a patient with sudden severe headache and 

photophobia, the standard of care required lumbar puncture to evaluate for xanthochromia — CT alone 

is insufficient to exclude SAH, and the failure to perform LP after a negative CT in a clinically 

suspicious presentation is a recognized diagnostic deviation 

B. The physician should have ordered a CT angiogram instead of a non-contrast CT as the initial 

imaging study for the headache 

C. The physician should have admitted the patient for 24-hour observation rather than performing a 

lumbar puncture at the visit 

D. Sumatriptan is contraindicated in subarachnoid hemorrhage and the prescription itself constitutes the 

primary breach 

 

102. An LNC is evaluating a long-term care case in which a nursing home resident with documented 

sundowning behavior and a history of elopement was found outside the facility at 0300 in January, 

wearing only a hospital gown. The outdoor temperature was 18°F. The resident was found by a passerby 

200 yards from the facility entrance and was transported to the hospital with hypothermia (core 

temperature 89°F) and frostbite to both hands and feet. The facility's elopement prevention system 

consisted of a door alarm that staff acknowledged was "frequently false-alarming due to maintenance 

issues." Investigation revealed the alarm had been turned off by a staff member "to prevent false alarms 

from waking other residents." What institutional failures does this scenario demonstrate? 

 

A. The resident's physician should have prescribed sedating medication to prevent nighttime wandering 

behavior in this patient 

B. The passerby who found the resident should have called the facility rather than calling emergency 

medical services directly 

C. The facility's elopement prevention system was rendered non-functional by the staff decision to 

disable the door alarm — a system designed to prevent the exact event that occurred — and the facility's 

failure to maintain the alarm system (allowing chronic false alarms) and failure to provide an alternative 

elopement prevention measure when the alarm was disabled demonstrates institutional neglect of a 

documented and foreseeable safety risk 

D. The resident's family should have been required to provide a private sitter during nighttime hours to 

prevent elopement 



103. An LNC is analyzing a workers' compensation case involving a 37-year-old firefighter who 

developed chronic obstructive pulmonary disease (COPD) after 15 years of occupational smoke 

inhalation exposure during structural firefighting. The firefighter has never smoked tobacco. The 

employer's IME physician concluded the COPD is "idiopathic" and unrelated to occupational exposure 

because "COPD typically results from cigarette smoking." The LNC reviews the published occupational 

health literature and finds consistent evidence that firefighters have elevated rates of COPD and other 

respiratory diseases attributable to repeated inhalation of combustion products, particulate matter, and 

toxic gases during structural firefighting. What is the flaw in the IME physician's reasoning? 

 

A. The IME physician should have ordered additional pulmonary function testing before reaching any 

conclusion about the etiology 

B. The IME physician should have obtained a detailed employment history to determine the number of 

fires the firefighter responded to 

C. The firefighter's department should be required to provide air monitoring data from all structural fires 

attended during the 15-year career 

D. The IME physician's conclusion that COPD "typically results from smoking" ignores the well-

documented occupational etiology of COPD in firefighters — the published literature establishes that 

repeated exposure to combustion products during structural firefighting is an independent risk factor for 

COPD, and a never-smoker with 15 years of firefighting exposure represents a textbook case of 

occupational respiratory disease 

 

104. An LNC is reviewing a personal injury case involving a 62-year-old man who was injured when a 

defective handrail gave way at a restaurant, causing him to fall down a flight of stairs. The plaintiff 

sustained a traumatic brain injury with bifrontal contusions, a right hip fracture requiring surgical repair, 

and multiple rib fractures. Following acute care and rehabilitation, the plaintiff has residual cognitive 

deficits (impaired memory, reduced processing speed, executive dysfunction) and chronic right hip pain 

with an antalgic gait. The plaintiff was a senior financial analyst earning $145,000 annually. He has 

been unable to return to work due to the combined cognitive and physical impairments. The defense 

argues the plaintiff should be able to return to financial analysis with accommodations. What should the 

LNC evaluate? 

 

A. The plaintiff's pre-injury financial certifications should be the sole basis for determining his ability to 

return to financial analysis 

B. Whether the documented cognitive deficits — particularly impaired memory, reduced processing 

speed, and executive dysfunction — would actually permit the plaintiff to perform the specific cognitive 

demands of senior financial analysis, including complex data interpretation, multi-step calculations, 

deadline-driven decision-making, and the sustained concentration required for financial modeling, 

regardless of any physical accommodations provided 



C. The plaintiff should attempt a graded return-to-work trial before any determination of permanent 

vocational disability is made 

D. The plaintiff's age of 62 means he was approaching retirement and damages should be limited to 

three years of lost earnings 

 

105. An LNC is analyzing a medical malpractice case involving a patient who underwent a colonoscopy 

during which the gastroenterologist perforated the sigmoid colon. The perforation was not recognized 

during the procedure. The patient was discharged and returned 18 hours later with diffuse abdominal 

pain, fever, and tachycardia. A CT scan revealed free air in the abdomen and the patient underwent 

emergency surgery for peritonitis. The surgeon found a large sigmoid perforation with fecal 

contamination of the peritoneal cavity. The patient required a Hartmann procedure (sigmoid resection 

with end colostomy) and a six-week hospitalization. What two separate standard of care issues should 

the LNC evaluate? 

 

A. First, whether the perforation itself resulted from a deviation in colonoscopic technique, and second, 

whether the failure to recognize the perforation during or immediately after the procedure (when repair 

would have been less complex) represents a separate failure in post-procedure assessment — each issue 

is independently analyzable 

B. The perforation alone constitutes the entirety of the malpractice claim because all consequences flow 

from that single event 

C. Only the failure to recognize the perforation is relevant because colonoscopic perforation is a 

recognized complication of the procedure 

D. The emergency surgeon's choice of a Hartmann procedure rather than primary repair is the most 

significant standard of care issue 

 

106. An LNC is evaluating a risk management case involving a hospital that uses temporary (agency) 

nurses to fill staffing gaps. Over a three-month period, agency nurses were involved in seven medication 

errors, four patient falls, and two central line infections on a single medical-surgical unit. Permanent 

staff on the same unit during the same period had two medication errors, one patient fall, and no central 

line infections. The hospital's onboarding process for agency nurses consists of a 30-minute video 

orientation and a written competency checklist that the agency nurse self-completes. No hands-on 

competency verification is performed, and no unit-specific orientation is provided. What risk 

management conclusion should the LNC draw? 

 

A. The individual agency nurses should be barred from returning to the facility due to their inferior 

performance compared to permanent staff 



B. The agency nursing company should be solely liable for all adverse events because the company 

certifies its nurses as competent 

C. The disproportionate adverse event rate among agency nurses compared to permanent staff on the 

same unit suggests inadequate onboarding and orientation — a 30-minute video and self-completed 

checklist without hands-on competency verification or unit-specific orientation does not provide agency 

staff with the facility-specific knowledge needed to deliver safe care, and the risk management program 

should implement a more rigorous orientation and competency verification process for temporary staff 

D. The permanent staff should be investigated for potentially sabotaging the agency nurses' performance 

to protect their own positions 

 

107. An LNC is reviewing a pharmaceutical product liability case involving a patient who developed 

tendon rupture while taking a fluoroquinolone antibiotic. The patient was a 72-year-old male with a 

history of kidney transplant who was taking chronic immunosuppressive medications including 

corticosteroids. The fluoroquinolone's FDA-approved labeling includes a black box warning identifying 

increased tendon rupture risk in patients over age 60, those taking concurrent corticosteroids, and organ 

transplant recipients. The prescribing physician documented that he was "unaware of the specific black 

box warning language." The patient ruptured his Achilles tendon while walking. What is the most 

comprehensive liability analysis? 

 

A. The manufacturer has no liability because the labeling adequately warned about the tendon rupture 

risk through the black box warning 

B. The patient should have independently researched the medication's side effects before taking the 

prescribed fluoroquinolone antibiotic 

C. The pharmacist should have counseled the patient about tendon rupture risk and instructed the patient 

to stop the medication at first sign of tendon pain 

D. The prescribing physician's failure to review the black box warning — which specifically identified 

this patient's three risk factors (age >60, concurrent corticosteroids, organ transplant) — constitutes 

prescribing negligence, and this physician-level failure exists as a separate liability from any product 

liability claim against the manufacturer 

 

108. An LNC is analyzing a Medicare Set-Aside case involving a 73-year-old Medicare beneficiary 

settling a workers' compensation claim for a shoulder injury. The claimant underwent a total shoulder 

replacement one year ago. The treating orthopedist has documented that the prosthesis will likely require 

revision in approximately 12–15 years based on published longevity data. The claimant's rated life 

expectancy is 10 years. The defense argues the shoulder replacement revision should be included in the 

MSA to inflate the set-aside amount and reduce the plaintiff's net settlement recovery. What is the 

correct MSA treatment? 



A. The revision should be included because the orthopedist documented a clinical basis for the future 

need for revision surgery 

B. The revision should be excluded from the MSA because the projected timeline for revision (12–15 

years) exceeds the claimant's rated life expectancy (10 years) — the MSA should include only expenses 

reasonably expected to occur within the claimant's projected remaining lifetime 

C. The revision should be projected at exactly 10 years to coincide with the end of the claimant's rated 

life expectancy 

D. The revision should be included at half the projected cost as a compromise between the opposing 

positions in the dispute 

 

109. An LNC is evaluating a medical malpractice case involving a 28-year-old woman who presented to 

the emergency department with acute right lower quadrant abdominal pain, nausea, and a low-grade 

fever. The emergency physician diagnosed acute appendicitis based on clinical examination and an 

elevated white blood cell count. No CT scan or ultrasound was performed. The patient was taken to the 

operating room for an appendectomy. Intraoperatively, the appendix was found to be normal. However, 

the surgeon identified a ruptured ovarian cyst as the actual cause of the patient's symptoms. The normal 

appendix was removed. The patient developed a postoperative wound infection. What diagnostic issue 

should the LNC evaluate? 

 

A. Whether the emergency physician's failure to obtain preoperative imaging (CT or ultrasound) to 

confirm the diagnosis before surgery — particularly in a young woman of childbearing age where 

gynecological pathology is common in the differential for right lower quadrant pain — deviated from 

the diagnostic standard of care 

B. The surgeon should have performed a diagnostic laparoscopy rather than proceeding directly to 

appendectomy without confirmation 

C. The patient should have informed the emergency physician that she had a history of ovarian cysts 

before the appendicitis diagnosis 

D. The normal appendix removal was appropriate because appendicitis cannot be completely excluded 

without surgical exploration 

 

110. An LNC is reviewing a long-term care case involving a 79-year-old nursing home resident with 

documented type 2 diabetes, peripheral neuropathy, and a right below-knee amputation who developed a 

deep ulcer on the left heel — the remaining foot. The wound care documentation shows the wound was 

first identified as a "small red area" on the heel. Five days later, the wound was documented as a "2 cm 

open area with necrotic base." Two weeks after initial identification, the wound had progressed to a deep 

ulcer with exposed bone, and the resident was diagnosed with osteomyelitis requiring IV antibiotics and 

eventual left below-knee amputation. The LNC reviews the care plan and finds no diabetic foot 



inspection protocol, no heel offloading intervention, and no referral to a wound care specialist or 

podiatrist despite the resident's extreme risk profile. What does this case most critically demonstrate? 

 

A. The resident's diabetes and peripheral neuropathy made the ulcer unavoidable regardless of any 

preventive nursing care provided 

B. The attending physician should have ordered prophylactic antibiotics for the resident's remaining foot 

at the time of admission 

C. For a resident with diabetes, peripheral neuropathy, and a contralateral amputation — the highest-risk 

profile for diabetic foot complications — the absence of a daily foot inspection protocol, heel 

offloading, and specialist referral demonstrates a failure to implement the preventive care that the 

resident's documented risk factors demanded, allowing a preventable wound to progress to a limb-

threatening infection 

D. The wound care nurse should have independently ordered an MRI to evaluate for osteomyelitis 

without waiting for a physician order 

 

111. An LNC is analyzing a product liability case involving a defective insulin pump. The pump's 

software algorithm intermittently calculated incorrect basal insulin delivery rates — delivering up to 

three times the programmed rate during certain operating conditions. The patient, a type 1 diabetic, 

experienced recurrent severe hypoglycemic episodes over a two-month period, including two episodes 

requiring emergency department treatment and one episode that caused a motor vehicle accident. The 

manufacturer issued a field safety notice three weeks after the patient's car accident, acknowledging the 

software defect. What is the most significant evidence for the product liability claim? 

 

A. The patient's endocrinologist should have identified the pump malfunction by reviewing the pump's 

downloaded data logs earlier 

B. The motor vehicle accident damages should be excluded because the accident was not directly caused 

by the insulin pump device 

C. The patient should have discontinued use of the pump after the first hypoglycemic episode and 

reverted to manual insulin injections 

D. The manufacturer's field safety notice acknowledging the software defect — issued after the patient's 

injuries — constitutes the manufacturer's own admission that the product was defective, and the 

software algorithm error affecting all pumps under certain conditions establishes a design defect rather 

than a manufacturing anomaly 

 

 



112. An LNC is evaluating a medical malpractice case involving a patient who underwent a right total 

knee replacement. Postoperatively, the patient developed progressive right lower leg pain, swelling, and 

paresthesias. The nurse documented these findings at 2200 and notified the orthopedic resident, who 

ordered elevation, ice, and pain medication. Over the next four hours, the pain intensified despite 

maximum analgesic dosing, and the patient reported inability to dorsiflex the right foot. The attending 

surgeon was not notified until 0200, at which point an emergent compartment pressure measurement 

confirmed acute compartment syndrome. Emergency fasciotomy was performed but the patient 

sustained permanent foot drop and chronic pain. What clinical principle should the LNC apply? 

 

A. The orthopedic resident's orders for elevation, ice, and pain medication were appropriate initial 

management for postoperative swelling 

B. Pain out of proportion to the expected postoperative course, progressive swelling, paresthesias, and 

loss of dorsiflexion in the immediate postoperative period following total knee replacement constitute 

the classic progression of acute compartment syndrome — the resident's failure to consider compartment 

syndrome and the delay in notifying the attending surgeon represent both a diagnostic failure and a 

communication failure 

C. The patient should have notified the nursing staff about the severity of the pain earlier rather than 

waiting for the scheduled assessment 

D. Compartment syndrome after total knee replacement is so rare that it is unreasonable to expect the 

resident to include it in the differential 

 

113. An LNC is reviewing a healthcare fraud case involving a physician group practice that participates 

in Medicare. The practice has two office locations. Billing records show that the physicians routinely 

bill for office visits at both locations on the same day — the same physician appears to have provided 

face-to-face services at Location A and Location B during overlapping time periods. A review of the 

daily schedules confirms that the physicians could not have been physically present at both locations at 

the same times documented in the billing records. What type of billing fraud does this pattern represent? 

 

A. Billing for services not rendered — the overlapping time entries at two locations demonstrate that the 

documented face-to-face services could not have been personally provided by the physician at both 

locations, meaning some of the billed services were either not performed or were performed by an 

unlicensed or unsupervised individual and billed under the physician's provider number 

B. The billing pattern represents an inadvertent scheduling error rather than intentional fraud by the 

physician group practice 

C. The practice's electronic health record system automatically generates the billing entries and the 

physicians are not responsible 



D. The physicians may have used telemedicine for visits at the second location, which would justify the 

overlapping billing entries 

 

114. An LNC is evaluating a medical malpractice case involving a patient who developed a central line-

associated bloodstream infection (CLABSI). The patient had a central venous catheter placed in the 

internal jugular vein for IV antibiotic administration. The LNC reviews the nursing documentation and 

finds no evidence that a central line insertion checklist was used during placement, no documentation of 

the use of maximal sterile barrier precautions during insertion, no daily documentation of central line 

necessity assessment, and the line dressing change documentation shows the dressing was changed only 

twice in 14 days rather than the recommended every 7 days or when soiled. What standard of care 

analysis should the LNC perform? 

 

A. The LNC should focus exclusively on whether the physician who inserted the line used proper sterile 

technique during the procedure 

B. The patient should have monitored the catheter site for signs of infection and reported any redness or 

drainage to the nursing staff 

C. The multiple deviations from evidence-based central line bundle practices — absent insertion 

checklist, absent maximal barrier documentation, absent daily necessity assessment, and inadequate 

dressing change frequency — represent systemic noncompliance with infection prevention standards 

that cumulatively increased the CLABSI risk 

D. The infection was caused by the patient's underlying immunocompromised status rather than any 

deviation in catheter management 

 

115. An LNC is analyzing a personal injury case involving a 55-year-old woman who sustained a severe 

ankle fracture in a fall at a construction site. Despite surgical repair, the plaintiff developed complex 

regional pain syndrome (CRPS) Type I in the affected foot. The plaintiff's treating pain specialist has 

documented the classic findings of CRPS — edema, color changes, temperature asymmetry, allodynia, 

and trophic changes — along with a positive response to a sympathetic nerve block. 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 regarding the competing medical 

opinions? 

 

A. The defense neurologist's bone scan reliance should be given primary weight because objective 

imaging is more reliable than clinical assessment 

B. The plaintiff should undergo additional diagnostic testing including MRI, thermography, and 

quantitative sensory testing before the diagnosis can be validated 



C. The treating pain specialist's opinion should be automatically accepted without any critical evaluation 

because the specialist has a longer treatment relationship with the patient 

D. The Budapest diagnostic criteria for CRPS are primarily clinical and do not require abnormal bone 

scan findings for diagnosis — the defense neurologist's reliance on a single normal bone scan to exclude 

CRPS contradicts the accepted diagnostic framework, particularly when multiple objective clinical signs 

(edema, temperature asymmetry, trophic changes) are documented and the patient responded positively 

to a sympathetic nerve block 

 

116. An LNC is reviewing a long-term care case in which a 92-year-old nursing home resident with 

advanced Alzheimer's disease choked on a piece of steak during a meal and died. The resident's most 

recent swallowing evaluation, performed by a speech-language pathologist six months before the death, 

recommended a mechanical soft diet. However, the dietary department's meal ticket for this resident 

indicated "regular diet" — the recommendation had never been transmitted from the SLP evaluation to 

the dietary department. The nursing staff who served the meal had no awareness of the diet texture 

modification. What systems failure does this case illustrate? 

 

A. The speech-language pathologist should have personally communicated the diet recommendation to 

the dietary department staff 

B. The facility lacked a reliable system for communicating diet texture modifications from the SLP 

evaluation to the dietary department and to the nursing staff responsible for meal service — this 

communication gap between clinical assessment, dietary preparation, and meal delivery allowed a 

resident with documented dysphagia to receive a regular diet that posed a choking hazard 

C. The attending physician should have written a diet order based on the SLP evaluation rather than 

relying on the SLP to communicate 

D. The resident's family should have been present at meals to ensure the correct diet was served to the 

resident at all times 

 

117. An LNC is evaluating a medical malpractice case involving a patient who underwent a laparoscopic 

Roux-en-Y gastric bypass and developed a postoperative internal hernia. The patient presented to the 

emergency department on postoperative day five with acute onset of severe abdominal pain. The 

emergency physician obtained a CT scan, which showed a small bowel obstruction pattern. The general 

surgeon on call was notified but recommended "conservative management with nasogastric 

decompression" rather than emergent surgical exploration. The patient was managed conservatively for 

36 hours, during which the herniated bowel became ischemic. When the patient was finally taken to the 

operating room, extensive small bowel necrosis was found, requiring resection of 200 cm of small 

bowel, resulting in short bowel syndrome. What clinical knowledge should the LNC apply? 

 



A. Internal hernias following Roux-en-Y gastric bypass are surgical emergencies that require prompt 

operative intervention — conservative management of a suspected internal hernia in a recent bariatric 

surgery patient deviates from the standard of care because the risk of bowel strangulation and necrosis 

increases with every hour of delay, and the 36-hour conservative management period allowed viable 

bowel to become irreversibly ischemic 

B. The emergency physician should have consulted a bariatric surgeon rather than a general surgeon for 

this postoperative complication 

C. The CT scan findings were insufficient to warrant emergent surgical exploration in a patient only five 

days post-bariatric surgery 

D. The patient's morbid obesity made the internal hernia an inevitable complication that could not have 

been prevented or treated differently 

 

118. An LNC is analyzing a toxic tort case involving a community near a coal-fired power plant. 

Residents were exposed to elevated levels of mercury in locally caught fish from a contaminated 

waterway downstream from the plant. Several children in the community have been diagnosed with 

neurodevelopmental delays. Mercury is a well-established neurotoxicant, with methylmercury (the 

organic form that bioaccumulates in fish) causing dose-dependent neurodevelopmental effects including 

cognitive impairment, motor dysfunction, and sensory deficits. The defense argues the children's 

developmental delays are attributable to genetic factors and inadequate prenatal care. What should the 

LNC's causation analysis address? 

 

A. The mercury contamination of the waterway proves the power plant is responsible for all health 

effects in the community 

B. The defense argument should be accepted because genetic factors and prenatal care are more 

common causes of developmental delay 

C. The LNC should evaluate each child individually — assessing maternal fish consumption during 

pregnancy, documented mercury levels (in cord blood, hair, or postnatal blood), the temporal 

relationship between mercury exposure and neurodevelopmental symptom onset, whether the pattern of 

neurodevelopmental deficits is consistent with mercury neurotoxicity, and whether genetic or prenatal 

care factors independently contribute to the documented delays 

D. The power plant should be required to fund independent medical evaluations for all children in the 

community before causation analysis 

 

119. An LNC is reviewing a medical malpractice case involving a patient who presented to the 

emergency department with a hand laceration from a kitchen knife. The emergency physician sutured 

the wound but did not perform a formal tendon function assessment before closure. The wound had 

crossed the path of the flexor digitorum profundus tendon of the index finger. The patient was 



discharged with wound care instructions. One week later at suture removal, the patient could not flex the 

distal interphalangeal joint of the index finger. Surgical exploration confirmed a complete FDP tendon 

laceration. The delay in tendon repair required a more complex reconstruction (tendon grafting) rather 

than the primary repair that would have been possible if the injury had been identified at initial 

presentation. What standard of care issue should the LNC identify? 

 

A. The suture removal appointment should have included a follow-up tendon assessment by the treating 

physician 

B. The failure to perform a tendon function assessment before wound closure — in a laceration crossing 

the anatomical path of the FDP tendon — deviates from the standard of care for hand laceration 

evaluation, which requires systematic motor and sensory testing of all structures at risk based on the 

wound's anatomical location 

C. The patient should have tested finger flexion independently after the wound was closed and reported 

any abnormality 

D. The emergency physician should have consulted a hand surgeon for all lacerations involving the hand 

rather than performing the repair 

 

120. An LNC is analyzing a life care plan dispute involving a 35-year-old woman with a complete T8 

spinal cord injury. The plaintiff's life care planner projects annual gynecological examinations with a 

provider experienced in examining patients with SCI, mammography screening per current guidelines, 

annual bone density screening (DXA scan) starting at the time of injury rather than the typical age 65, 

and reproductive counseling. The defense argues these are routine women's health services that do not 

belong in an injury-related life care plan. What is the most appropriate analysis? 

 

A. The defense argument should be accepted because gynecological care is not related to the spinal cord 

injury specifically 

B. The reproductive counseling should be excluded because the plaintiff may not choose to have 

children after the injury 

C. The annual bone density screening should be excluded because the plaintiff is only 35 and does not 

meet age-based screening criteria 

D. SCI-specific women's health needs differ from general population care — paraplegia affects 

gynecological examination requirements (requiring SCI-experienced providers), accelerates osteoporosis 

(justifying earlier DXA screening than the general population), creates unique reproductive 

considerations, and these projections are directly related to the injury's impact on the plaintiff's 

healthcare needs 

 



121. An LNC is evaluating a medical malpractice case involving a 65-year-old patient who underwent 

an elective hernia repair and developed a deep vein thrombosis (DVT) on postoperative day four. The 

patient had three documented VTE risk factors: age over 60, BMI of 36, and a history of prior DVT 10 

years ago. The surgeon ordered sequential compression devices (SCDs) as the sole VTE prophylaxis. 

Current guidelines recommend pharmacological prophylaxis (anticoagulation) in addition to mechanical 

prophylaxis for patients with multiple VTE risk factors undergoing abdominal surgery, unless the 

bleeding risk outweighs the thrombotic risk. There is no documentation that the surgeon assessed the 

patient's VTE risk level or considered pharmacological prophylaxis. What should the LNC identify as 

the standard of care failure? 

 

A. Sequential compression devices alone provide adequate VTE prophylaxis for all surgical patients 

regardless of their individual risk level 

B. The patient's prior DVT history makes any form of VTE prophylaxis futile because the patient is 

predisposed to clot formation 

C. The failure to perform an individualized VTE risk assessment and the failure to add pharmacological 

prophylaxis for a patient with three significant risk factors (age >60, obesity, prior DVT) deviated from 

current evidence-based guidelines that recommend risk-stratified prophylaxis — SCDs alone are 

insufficient for high-risk surgical patients 

D. The anesthesiologist should have independently ordered pharmacological VTE prophylaxis without 

waiting for the surgeon's orders 

 

122. An LNC is reviewing a workers' compensation case involving a 48-year-old school bus driver who 

developed bilateral carpal tunnel syndrome. The driver attributes the condition to 12 years of daily 

driving (repetitive gripping of a large steering wheel, operating door levers, and performing pre-trip 

vehicle inspections requiring repetitive hand movements). The IME physician concluded the carpal 

tunnel syndrome is caused by the driver's hypothyroidism and is unrelated to work. The driver's pre-

employment physical at age 36 documented no hand or wrist complaints. The hypothyroidism was 

diagnosed at age 44, six years before CTS symptom onset. What should the LNC evaluate? 

 

A. The IME physician's conclusion should be accepted because hypothyroidism is a recognized risk 

factor for carpal tunnel syndrome 

B. The driver should undergo repeat nerve conduction studies to confirm the CTS diagnosis before any 

causation analysis is performed 

C. The driver's recreational activities should be investigated as the primary cause of the bilateral carpal 

tunnel syndrome 

D. Whether the driver's specific occupational demands (12 years of daily repetitive gripping, lever 

operation, and hand-intensive vehicle inspections) constitute occupational risk factors for CTS, and 



whether hypothyroidism and occupational exposure may have independently contributed to or 

synergistically produced the condition — the existence of one risk factor does not eliminate the 

contribution of the other 

 

123. An LNC is analyzing a medical malpractice case involving a patient who underwent an outpatient 

surgical procedure under general anesthesia. The patient was discharged from the post-anesthesia care 

unit (PACU) with an Aldrete score of 7 (the facility's discharge threshold is 9). The patient's companion 

drove the patient home. Approximately 30 minutes after arriving home, the patient became 

unresponsive. Emergency medical services were called, and the patient was found in respiratory arrest. 

The patient was resuscitated but sustained hypoxic brain injury. What is the primary standard of care 

failure? 

 

A. The patient was discharged with an Aldrete score below the facility's established discharge threshold 

— an objective, documented deviation from the discharge criteria indicating the patient had not 

adequately recovered from anesthesia before being released, and the respiratory arrest was a foreseeable 

consequence of premature discharge before adequate recovery 

B. The companion should have been trained to recognize signs of respiratory depression before taking 

the patient home 

C. The anesthesiologist should have used a different anesthetic agent with a shorter duration of action 

for the outpatient procedure 

D. The PACU nurse should have administered naloxone prophylactically to all patients before discharge 

from the recovery area 

 

124. An LNC is evaluating a personal injury case involving a 70-year-old man who was struck by a car 

while crossing the street in a marked crosswalk. The plaintiff sustained a traumatic brain injury with 

right frontal and temporal contusions, a right clavicle fracture, and a left hip fracture requiring total hip 

arthroplasty. Following acute care and rehabilitation, the plaintiff has residual cognitive deficits 

(impaired short-term memory, executive dysfunction, and reduced processing speed) and chronic left hip 

pain with a limp. The plaintiff was a retired accountant who volunteered as a tax preparer for a nonprofit 

serving elderly clients. The defense argues that because the plaintiff was retired, there are no lost earning 

capacity damages. What non-economic damages should the LNC evaluate? 

 

A. The plaintiff's retirement status eliminates all economic damages but does not affect the non-

economic damage calculation 

B. Beyond the absence of lost earning capacity, the LNC should evaluate the non-economic damages 

including the loss of the plaintiff's ability to volunteer (which provided purpose, social engagement, and 

community contribution), the cognitive deficits that impair daily functioning and independence, the 



chronic hip pain affecting mobility and quality of life, the loss of enjoyment of activities the plaintiff 

previously pursued, and the need for assistance with tasks the plaintiff previously performed 

independently 

C. The plaintiff's age of 70 should significantly reduce the non-economic damages because of the 

limited remaining life expectancy 

D. Non-economic damages are not applicable to retired individuals and should be excluded from the 

damages analysis entirely 

 

125. An LNC is analyzing a regulatory compliance case involving a hospital pharmacy that compounds 

sterile intravenous medications. A state board of pharmacy inspection identified that the pharmacy's ISO 

Class 5 primary engineering control (laminar airflow workbench) had not been certified in 18 months, 

the pharmacy's cleanroom environmental monitoring (viable and non-viable air sampling) had not been 

performed for 12 months, and three pharmacy technicians performing sterile compounding did not have 

current sterile compounding competency assessments on file. During the 18-month period of non-

certification, the pharmacy compounded and dispensed an estimated 15,000 sterile preparations. Two 

months after the inspection, a cluster of bloodstream infections was traced to contaminated IV 

medications compounded by this pharmacy. What does this scenario demonstrate? 

 

A. USP 797 standards for sterile compounding are advisory guidelines and do not create enforceable 

regulatory obligations 

B. The pharmacy technicians' competency assessments are the sole issue because the technicians 

actually prepared the contaminated products 

C. The bloodstream infections were coincidental and unrelated to the pharmacy's compounding 

environment deficiencies 

D. The 18-month lapse in engineering control certification, the 12-month lapse in environmental 

monitoring, and the absent competency assessments represent systemic noncompliance with USP 797 

sterile compounding standards — these overlapping failures created conditions in which contamination 

could occur undetected, and the subsequent cluster of bloodstream infections is a foreseeable 

consequence of the unmonitored compounding environment 

 

126. An LNC is reviewing a medical malpractice case involving a patient who underwent a robotic-

assisted laparoscopic radical prostatectomy. The patient developed a rectal injury during the procedure 

that was recognized and repaired intraoperatively. However, the repair failed, and the patient developed 

a rectourethral fistula — an abnormal communication between the rectum and the urethra — requiring a 

temporary colostomy. The operative report documents that the robotic instrument was being operated 

near the posterior wall of the prostate when the rectal injury occurred. The defense argues that rectal 

injury is a recognized complication of radical prostatectomy. What should the LNC evaluate? 



A. The defense argument should be accepted because rectal injury is indeed listed as a recognized 

complication of the procedure 

B. The patient should have elected open prostatectomy rather than the robotic approach to reduce the 

risk of rectal injury 

C. Whether the surgeon's technique during the posterior dissection deviated from the standard of care — 

the recognized complication argument does not address whether the rectal injury resulted from an 

acceptable level of surgical care, and the LNC should evaluate the operative technique, the surgeon's 

robotic experience, and whether the intraoperative repair was adequate 

D. The robotic surgical system should be inspected for a mechanical defect that may have contributed to 

the rectal injury 

 

127. An LNC is evaluating a workers' compensation case involving a 55-year-old warehouse supervisor 

who developed type 2 diabetes mellitus. The worker claims the diabetes was caused by the sedentary 

nature of the supervisory position, the long work hours (60–70 hours per week), and the stress of 

managing a large warehouse operation. The worker's family history is significant for diabetes in both 

parents and two siblings. The worker's BMI is 34 (obese). The employer denies the claim, arguing that 

diabetes is a metabolic condition unrelated to employment. What should the LNC's causation analysis 

conclude? 

 

A. While occupational stress and sedentary work may contribute to metabolic risk factors, the worker's 

strong family history (both parents and two siblings with diabetes), obesity (BMI 34), and the 

multifactorial nature of type 2 diabetes make it extremely difficult to establish the workplace as a 

substantial contributing cause — the occupational contribution, if any, is likely a minor factor relative to 

the genetic predisposition and obesity 

B. The worker's family history proves the diabetes is entirely genetic and completely eliminates any 

occupational contribution 

C. The employer should be required to provide healthier food options in the workplace cafeteria to 

prevent occupational diabetes 

D. The worker's claim should be approved because the long work hours and sedentary position are the 

primary causes of the diabetes 

 

128. An LNC is analyzing a medical malpractice case involving a patient who developed methicillin-

resistant Staphylococcus aureus (MRSA) bacteremia from a peripheral IV catheter that was left in place 

for seven days. The CDC and the Infusion Nurses Society recommend replacing peripheral IV catheters 

every 72–96 hours to reduce infection risk, or sooner if signs of phlebitis or infection develop. The 

nursing documentation shows no documented assessment of the IV site after initial insertion and no 

documentation of catheter site rotation during the seven-day period. What should the LNC identify? 



A. Peripheral IV catheter infections are unavoidable complications that occur regardless of catheter 

dwell time or site monitoring 

B. The physician who ordered the IV therapy should have specified the catheter rotation schedule in the 

orders 

C. The patient should have inspected the IV site daily and reported any signs of infection to the nursing 

staff immediately 

D. The failure to assess the IV site and replace the catheter within the recommended 72–96 hour 

timeframe — allowing the catheter to remain in place for seven days without documented site 

assessment — deviates from established infusion therapy standards, and the resulting MRSA bacteremia 

is a foreseeable consequence of prolonged catheter dwell time without monitoring 

 

129. An LNC is reviewing a personal injury case involving a 38-year-old woman who sustained a 

Lisfranc fracture-dislocation of her right foot in a fall at a commercial establishment. Despite surgical 

fixation, the plaintiff developed post-traumatic arthritis of the midfoot requiring midfoot arthrodesis 

(fusion). The plaintiff was a professional chef who spent 10–12 hours per day on her feet in a kitchen. 

The defense argues the plaintiff can transition to a food industry management or consulting role. What 

should the LNC evaluate for the vocational damages analysis? 

 

A. The plaintiff should undergo a functional capacity evaluation before any determination about 

vocational capacity is made 

B. The clinical documentation of residual foot impairments — chronic midfoot pain exacerbated by 

prolonged standing, altered gait biomechanics from the fusion, and limited tolerance for weight-bearing 

activity — and their specific impact on the physical demands of professional cooking (prolonged 

standing, rapid movement in a kitchen environment, carrying heavy equipment) should be evaluated to 

determine whether the plaintiff can perform the essential functions of her pre-injury profession 

C. The plaintiff's culinary training should transfer directly to management roles at the same 

compensation level without any transition 

D. The plaintiff's age of 38 maximizes the economic damages because she has a long remaining work 

life expectancy 

 

130. An LNC is evaluating a medical malpractice case involving a patient who developed a transfusion 

reaction after receiving an ABO-incompatible blood transfusion. The patient's blood type was A-

positive, but the patient received a unit of B-positive packed red blood cells. The investigation reveals 

that the phlebotomist who drew the type-and-screen specimen mislabeled the tube with another patient's 

identification — the specimen was actually drawn from the correct patient but labeled with the wrong 

patient's name and medical record number. The blood bank performed a crossmatch based on the 



mislabeled specimen, resulting in the release of B-positive blood for an A-positive patient. What was the 

primary error? 

 

A. The specimen mislabeling by the phlebotomist was the primary error — the mislabeled tube caused 

the blood bank to crossmatch blood for the wrong patient, initiating a cascade that ended with ABO-

incompatible blood reaching the patient, and this single identification error at the beginning of the 

process propagated through every subsequent step 

B. The blood bank should have performed a second type-and-screen from a separately drawn specimen 

to detect the labeling error 

C. The nurse who administered the blood should have caught the error during the bedside transfusion 

verification procedure 

D. The blood bank's crossmatch procedure was defective because it should have independently verified 

the specimen identity 

 

131. An LNC is analyzing a long-term care case in which a nursing home resident with documented 

severe dysphagia and a physician order for pureed diet with honey-thick liquids was served a regular-

texture meal by a newly hired dietary aide. The dietary aide had not been trained on individual residents' 

diet texture requirements. The resident choked on a piece of meat, aspirated, and developed aspiration 

pneumonia requiring hospitalization. The facility's training records show that newly hired dietary aides 

receive a two-day general orientation but no specific training on individual residents' dietary 

modifications before beginning meal service. What systems failure does this case illustrate? 

 

A. The dietary aide bears sole responsibility because the aide should have checked the dietary orders 

before serving any meal 

B. The attending physician should have placed the pureed diet order in a more prominent location in the 

medical record 

C. The facility's training program for dietary aides is inadequate — allowing newly hired staff to serve 

meals to residents with specific dietary texture modifications without training on those requirements 

creates a foreseeable risk of serving the wrong diet consistency, and the absence of a system to ensure 

dietary staff are aware of individual residents' texture modifications before serving meals is an 

institutional training and communication failure 

D. The speech-language pathologist should have personally supervised all meals for residents with 

documented dysphagia 

 

132. An LNC is reviewing a product liability case involving a patient who received a recalled hip 

prosthesis with a metal-on-metal bearing surface. The patient developed metallosis — toxic metal ion 



accumulation in the tissues surrounding the hip joint — causing tissue necrosis, pseudotumor formation, 

and significant bone loss. The manufacturer recalled the device after post-market surveillance data 

showed a revision rate of 12% at five years (compared to 2–3% for alternative bearing surfaces). The 

patient's blood cobalt and chromium levels are markedly elevated. The patient requires revision surgery, 

but the extensive bone loss from the metallosis makes the revision significantly more complex than a 

standard revision procedure. What is the most significant product liability issue? 

 

A. The surgeon who selected the metal-on-metal implant should have chosen a ceramic or polyethylene 

bearing surface instead 

B. The patient should have undergone regular blood metal ion monitoring after implantation to detect 

metallosis earlier in the course 

C. The manufacturer's failure to adequately test the device's in vivo metal ion generation before market 

release is solely a failure-to-test claim 

D. The manufacturer's post-market surveillance data showing a 12% revision rate (versus 2–3% for 

comparable devices) demonstrates a design defect in the metal-on-metal bearing surface, and the 

manufacturer's delay in issuing the recall — during which additional patients including this plaintiff 

continued to be harmed — compounds the liability 

 

133. An LNC is evaluating a medical malpractice case involving a 58-year-old patient who underwent a 

colonoscopy and suffered a splenic laceration — a rare but recognized complication that occurs when 

traction on the splenic flexure of the colon tears the splenocolic ligament. The patient developed left 

upper quadrant pain, left shoulder pain (Kehr's sign, indicating diaphragmatic irritation from splenic 

bleeding), and progressive tachycardia during the post-procedure period. The nurse documented these 

findings but attributed the left shoulder pain to "positioning during the procedure" and the tachycardia to 

"anxiety." The physician was not notified for three hours, during which the patient's hemoglobin 

dropped from 14.1 to 8.3 g/dL. What nursing assessment failure should the LNC identify? 

 

A. The nurse should have administered IV fluids immediately rather than notifying the physician about 

the concerning vital signs 

B. Left upper quadrant pain and left shoulder pain (Kehr's sign) following colonoscopy should raise 

suspicion for splenic injury — attributing the shoulder pain to "positioning" and the tachycardia to 

"anxiety" without recognizing the clinical significance of these findings in the post-colonoscopy context 

represents a failure to synthesize clinical data and communicate a deteriorating clinical picture to the 

physician 

C. The splenic laceration is a recognized complication and the nurse cannot be expected to diagnose a 

surgical emergency 



D. The gastroenterologist should have remained at the bedside until the patient was discharged from the 

post-procedure recovery area 

 

134. An LNC is developing a life care plan for a 25-year-old man who sustained a severe traumatic 

brain injury resulting in post-traumatic hydrocephalus requiring a ventriculoperitoneal (VP) shunt. The 

VP shunt requires periodic monitoring, has a documented failure rate requiring revision surgery, and has 

a finite lifespan requiring eventual replacement. When projecting VP shunt-related costs, what should 

the LNC include? 

 

A. The life care plan should project the ongoing costs of VP shunt management — including annual 

neurosurgical follow-up, periodic neuroimaging (CT or MRI) to monitor shunt function, the statistical 

probability of shunt malfunction requiring revision surgery (published failure rates for VP shunts), shunt 

replacement every 5–10 years based on published component longevity data, emergency department 

evaluations for suspected shunt malfunction, and the cost of managing potential shunt-related 

complications including infection and over-drainage — all projected over the plaintiff's remaining life 

expectancy 

B. Only the initial VP shunt placement cost should be included because future revisions are speculative 

and unpredictable 

C. The neurosurgeon's estimate of the number of future revisions should be the sole basis for the shunt 

cost projection 

D. VP shunt costs should only be projected for the first 10 years because technology advances make 

longer projections unreliable 

 

135. An LNC is reviewing a risk management case involving a hospital where a patient with a 

documented allergy to latex experienced an anaphylactic reaction during surgery. The patient's allergy 

was documented in the electronic health record, on the patient's allergy wristband, and on the 

preoperative nursing assessment. Despite these multiple documentations, latex gloves were used during 

the procedure because the operating room had not been set up as a latex-free environment. Investigation 

reveals that the hospital's latex allergy protocol requires identification of latex-allergic patients 24 hours 

before surgery and preparation of a latex-free OR, but the protocol was not activated for this patient. 

What does this case illustrate about the relationship between documentation and action? 

 

A. The latex allergy documentation was adequate and the patient's allergy was simply too severe for any 

prevention protocol 

B. The OR circulating nurse bears sole responsibility for ensuring the operating room is latex-free for all 

allergic patients 



C. The allergy was documented in three separate locations (EHR, wristband, preoperative assessment) 

but the documentation alone did not prevent the reaction — the hospital's latex allergy protocol, which 

should have been triggered by the documented allergy, was never activated, illustrating the critical gap 

between identifying a hazard and implementing the safety intervention designed to address it 

D. The surgeon should have independently verified the absence of latex in the operating room before 

beginning the procedure 

 

136. An LNC is analyzing a Medicare Set-Aside case involving a 69-year-old Medicare beneficiary 

settling a workers' compensation claim for a cervical spine injury. The claimant requires ongoing 

prescription pain medication (gabapentin and a low-dose opioid), epidural steroid injections every four 

months, and annual pain management evaluations. The defense argues that the gabapentin should be 

priced at the generic rate in the MSA. The plaintiff's pain specialist has documented that the patient tried 

generic gabapentin and experienced a significant reduction in pain control compared to the brand-name 

product, requiring a return to the brand-name medication. What is the correct MSA costing approach? 

 

A. The MSA should use generic pricing for gabapentin because Medicare generally reimburses at the 

generic rate for all medications 

B. The defense argument should be accepted because there is no pharmacological difference between 

brand-name and generic gabapentin 

C. The MSA should include both the brand-name and generic costs and calculate the average price for 

the medication projection 

D. When the medical record documents clinical failure of the generic equivalent with the treating 

physician's clinical justification for the brand-name product, the MSA should use brand-name pricing — 

Medicare Part D may cover brand-name medications when medical necessity for the brand-name 

product is documented 

 

137. An LNC is evaluating a medical malpractice case involving a patient who developed a wound 

dehiscence following a cesarean section. The patient had multiple risk factors for wound complications: 

BMI of 44, poorly controlled diabetes (HbA1c 9.8%), and chronic steroid use for lupus. The surgeon 

performed a standard closure with absorbable sutures and no additional reinforcement. The wound 

dehisced on postoperative day six, requiring return to the operating room for re-closure with retention 

sutures. Published surgical guidelines recommend prophylactic retention sutures and subcutaneous 

drainage for cesarean section patients with multiple wound healing risk factors. What should the LNC 

evaluate? 

 

A. Wound dehiscence after cesarean section is a recognized complication that cannot constitute 

malpractice regardless of risk factors 



B. Whether the surgeon's choice of standard closure without reinforcement — in a patient with three 

significant wound healing risk factors (morbid obesity, uncontrolled diabetes, chronic steroid use) — 

deviated from published guidelines recommending enhanced closure techniques for high-risk patients 

C. The patient's lupus caused the wound dehiscence and the surgeon could not have prevented the 

complication under any conditions 

D. The patient should have lost weight and optimized her diabetes before becoming pregnant to reduce 

the surgical wound risk 

 

138. An LNC is reviewing a case involving the discoverability of an LNC's file in litigation. The LNC 

was retained as a consulting expert and prepared extensive internal work product, including detailed 

memoranda analyzing both the strengths and weaknesses of the case. The memoranda included several 

significant findings unfavorable to the retaining party's position. The retaining attorney now informs the 

LNC that the opposing side has filed a motion to compel disclosure of the LNC's complete file, and the 

attorney is unsure whether the consulting expert work product privilege applies in this jurisdiction. What 

should the LNC understand about this situation? 

 

A. The discoverability of consulting expert work product varies by jurisdiction — in most jurisdictions, 

work product prepared by a non-testifying consulting expert is protected from discovery, but the LNC 

should understand that this protection may be waived under certain circumstances, and the attorney 

should verify the applicable privilege rules before providing any assurance that the file is protected 

B. All LNC work product is automatically protected from discovery regardless of the LNC's designation 

or the jurisdiction 

C. The LNC should destroy the unfavorable memoranda to prevent their disclosure to the opposing party 

in the litigation 

D. The LNC's file is always discoverable regardless of whether the LNC is a consulting or testifying 

expert in the case 

 

139. An LNC is analyzing a personal injury case involving a 43-year-old construction worker who 

sustained a traumatic amputation of the left arm above the elbow when his arm was caught in an 

unguarded industrial conveyor belt. The plaintiff has been fitted with a myoelectric prosthetic arm. 

Despite intensive training, the plaintiff has limited functional use of the prosthesis for construction work 

— the prosthesis cannot replicate the grip strength, dexterity, or proprioceptive feedback required for the 

physical demands of construction labor. The defense argues the prosthesis restores the plaintiff's ability 

to work in construction. What should the LNC evaluate? 

 



A. The prosthetic manufacturer should be consulted to determine whether a more advanced prosthesis 

could restore construction work capacity 

B. The plaintiff should attempt a graded return-to-work trial in construction to test the prosthesis's 

functional limitations objectively 

C. The clinical documentation of the prosthesis's functional limitations — specifically, the measured 

grip strength, dexterity testing, and absence of proprioceptive feedback compared to the physical 

demands of construction labor (heavy lifting, tool manipulation, climbing, material handling) — should 

determine whether the prosthesis actually restores the functional capacity required for the plaintiff's pre-

injury occupation rather than merely providing cosmetic and basic functional restoration 

D. The defense argument should be accepted because modern prosthetic technology can fully replicate 

upper extremity function 

 

140. An LNC is reviewing a medical malpractice case involving a patient who underwent a cervical 

laminectomy and developed a postoperative cervical epidural hematoma. The patient was taking aspirin, 

which was not discontinued before the surgery. The surgeon's preoperative orders did not include aspirin 

discontinuation. Current surgical guidelines recommend discontinuing aspirin 7–10 days before elective 

spinal surgery to reduce the risk of postoperative bleeding complications. The patient developed 

progressive quadriparesis within hours of surgery, and an emergent MRI confirmed a cervical epidural 

hematoma compressing the spinal cord. Emergency surgical evacuation was performed, but the patient 

has residual bilateral upper and lower extremity weakness. What should the LNC identify as the 

preoperative standard of care failure? 

 

A. The anesthesiologist should have independently verified the patient's medication list and discontinued 

the aspirin before surgery 

B. The surgeon's failure to discontinue aspirin 7–10 days before elective cervical spinal surgery — when 

guidelines specifically recommend aspirin cessation to reduce postoperative bleeding risk — deviates 

from the preoperative standard of care, and the continued aspirin use is a modifiable risk factor that 

likely contributed to the postoperative epidural hematoma 

C. The patient should have independently discontinued aspirin before presenting for elective surgery 

without physician guidance 

D. The pharmacy should have flagged the aspirin as a contraindicated medication for patients scheduled 

for spinal surgery procedures 

 

141. An LNC is evaluating a toxic tort case involving former employees of a battery recycling plant who 

were exposed to lead and cadmium during battery dismantling operations. Several workers have 

developed renal tubular dysfunction, a condition associated with both lead and cadmium nephrotoxicity. 

The workers' biological monitoring data shows elevated blood lead levels (35–60 µg/dL) and elevated 



urine cadmium levels (8–15 µg/g creatinine, compared to the general population reference of <1 µg/g). 

The defense argues the kidney disease is caused by the workers' hypertension and diabetes. What is the 

most important principle for the causation analysis? 

 

A. The elevated blood lead and urine cadmium levels prove the workers were exposed but do not 

independently establish renal causation 

B. The defense argument should be accepted because hypertension and diabetes are more common 

causes of kidney disease overall 

C. The workers should undergo kidney biopsies to definitively distinguish between lead, cadmium, 

hypertensive, and diabetic nephropathy 

D. The dual heavy metal exposure (lead and cadmium) at levels well above reference ranges, combined 

with renal tubular dysfunction (a pattern specifically associated with heavy metal nephrotoxicity rather 

than hypertensive or diabetic nephropathy, which typically produces glomerular disease), the temporal 

relationship, and the dose-response data must all be evaluated — the specific pattern of renal disease 

may itself distinguish occupational nephrotoxicity from the defense's alternative causes 

 

142. An LNC is reviewing a medical malpractice case involving a failure to diagnose a cauda equina 

syndrome in a 45-year-old patient. The patient presented to the emergency department with bilateral leg 

weakness, saddle anesthesia, urinary retention, and severe low back pain. The emergency physician 

ordered lumbar spine X-rays (which showed degenerative changes but no fracture), prescribed muscle 

relaxants, and discharged the patient with a referral for outpatient physical therapy. The patient returned 

72 hours later with complete bilateral lower extremity paralysis and permanent bowel and bladder 

dysfunction. An emergent MRI revealed a massive central disc herniation at L4-L5 compressing the 

cauda equina. What constellation of findings should have prompted a different diagnostic approach? 

 

A. The combination of bilateral leg weakness, saddle anesthesia, and urinary retention — the classic 

triad of cauda equina syndrome — constitutes a neurosurgical emergency requiring emergent MRI and 

surgical consultation, not outpatient management with muscle relaxants and physical therapy 

B. The degenerative changes on lumbar X-rays adequately explain the patient's symptoms and support 

the diagnosis of degenerative disease 

C. Cauda equina syndrome is so rare that it is unreasonable to include it in the differential diagnosis for 

low back pain patients 

D. The physical therapy referral was appropriate because strengthening exercises can prevent 

progression of lumbar disc herniation 

 

 



143. An LNC is analyzing a risk management case involving a hospital that recently transitioned from 

paper charting to an electronic health record (EHR) system. In the three months since the transition, the 

hospital has experienced a 40% increase in medication errors compared to the pre-transition period. 

Investigation reveals that the EHR's medication ordering interface requires physicians to select 

medications from an alphabetical drop-down list, physicians are selecting wrong medications from the 

list due to look-alike drug names (LASA errors), the system does not include tall-man lettering to 

differentiate similar-sounding medications, and alert fatigue from excessive non-critical alerts has 

caused physicians to override important drug interaction warnings. What risk management analysis 

should the LNC perform? 

 

A. The EHR system should be abandoned and the hospital should return to paper charting to eliminate 

the technology-related errors 

B. The physicians should receive additional training on how to navigate the EHR medication ordering 

system more carefully 

C. The EHR implementation has introduced new safety risks — the system design (alphabetical listing 

without tall-man lettering, excessive non-critical alerts causing override behavior) is contributing to 

medication errors that did not occur under the previous system, and the risk management response 

should address the EHR user interface design, alert optimization, and workflow integration rather than 

blaming individual users 

D. The EHR vendor is solely responsible for all medication errors that occurred during the transition 

period at the hospital 

 

144. An LNC is reviewing a personal injury case involving a 57-year-old man who sustained bilateral 

wrist fractures when he fell through a defective floor grating at a commercial warehouse. Both wrists 

required surgical fixation. Despite successful surgery, the plaintiff has residual bilateral wrist stiffness, 

reduced grip strength bilaterally, and chronic pain with weather changes. The plaintiff was a 

professional drummer who had been performing with a nationally touring band for 22 years. The 

bilateral wrist impairments prevent him from performing professionally. The defense argues the plaintiff 

should transition to music production, which does not require drumming ability. What is the most 

important consideration for the damages analysis? 

 

A. The plaintiff's touring schedule should be obtained to verify the income claimed during the years 

preceding the injury 

B. The permanent bilateral wrist impairments eliminate the specific fine motor function, grip strength, 

and repetitive stamina required for professional drumming — a specialized performance skill that cannot 

be replicated through music production, which is a fundamentally different occupation requiring 

different skills, offering different compensation, and lacking the artistic expression and professional 

identity of live musical performance 



C. The plaintiff should be evaluated by an independent hand surgeon to determine the maximum 

medical improvement status 

D. The plaintiff should attempt to play drums with adaptive equipment before claiming permanent 

inability to perform professionally 

 

145. An LNC is evaluating a medical malpractice case involving a patient who developed a 

postoperative urinary retention after a routine laparoscopic cholecystectomy. The patient was discharged 

from the surgical center six hours after the procedure without voiding. The discharge criteria at the 

facility require documented voiding before discharge for all patients who received general anesthesia. 

The patient did not void and the discharge criteria were not met, but the discharge documentation states 

"met all discharge criteria." The patient developed severe urinary retention at home, requiring 

emergency department catheterization, and sustained a bladder injury from the acute overdistension. 

What is the primary standard of care failure? 

 

A. The surgical center should have catheterized the patient before discharge to prevent urinary retention 

from developing at home 

B. The patient should have informed the nurse about the inability to void rather than accepting discharge 

without voiding first 

C. The anesthesiologist should have selected a different anesthetic technique that does not cause 

postoperative urinary retention 

D. The patient was discharged without meeting the facility's own documented discharge criteria — the 

discharge documentation stating "met all discharge criteria" was inaccurate because the patient had not 

voided, and the failure to enforce the discharge criterion designed to prevent this exact complication 

directly led to the urinary retention and resulting bladder injury 

 

146. An LNC is reviewing a long-term care case involving a nursing home resident who developed 

aspiration pneumonia after being given a diet of the wrong consistency. The speech-language 

pathologist had recommended pureed food with nectar-thick liquids based on a modified barium 

swallow study. The resident's physician signed the diet order. However, a dietary aide served the 

resident a regular-texture meal because the meal ticket in the kitchen showed "regular diet." 

Investigation reveals that the diet order was entered correctly in the electronic health record but was not 

updated on the kitchen's meal production system because the facility uses two separate, non-integrated 

systems — one for clinical documentation and one for dietary meal production. What systems failure 

does this illustrate? 

 

A. The use of two separate, non-integrated systems for clinical orders and dietary meal production — 

without a reliable interface or manual reconciliation process — creates a predictable gap where diet 



orders documented in the clinical system are not reflected in the meal production system, and this gap is 

a foreseeable source of exactly the type of diet consistency error that occurred 

B. The dietary aide should have independently checked the clinical record before serving any meal to 

any resident 

C. The speech-language pathologist should have personally communicated the diet recommendation to 

the kitchen staff directly 

D. The attending physician should have entered the diet order in both the clinical and the dietary systems 

simultaneously 

 

147. An LNC is evaluating a medical malpractice case involving a 35-year-old man who presented to his 

primary care physician with a painless right testicular mass. The physician performed a testicular 

examination and documented a "2 cm firm nodule." The physician ordered an ultrasound, which 

confirmed a solid hypoechoic intratesticular mass highly suspicious for malignancy. The physician 

informed the patient of the ultrasound results and recommended follow-up with a urologist. The referral 

was submitted but the urological appointment was not scheduled for eight weeks. During the eight-week 

wait, the patient developed back pain and was eventually diagnosed with testicular cancer with 

retroperitoneal lymph node metastases. What should the LNC identify as the referral standard of care 

issue? 

 

A. The primary care physician fulfilled all obligations by ordering the ultrasound and referring to a 

urologist in a timely manner 

B. The patient should have called the urologist's office directly to expedite the scheduling of his 

appointment for the testicular mass 

C. A solid intratesticular mass highly suspicious for malignancy on ultrasound requires urgent urological 

referral — an eight-week wait for a likely testicular cancer diagnosis is clinically inappropriate and may 

have allowed the disease to progress from localized to metastatic during the delay 

D. The ultrasound should have been interpreted by a radiologist with genitourinary subspecialty 

expertise before any referral 

 

148. An LNC is analyzing a healthcare fraud case involving a home health agency that is billing 

Medicare for skilled nursing visits to homebound patients. An audit reveals that 40% of the agency's 

patients do not meet the Medicare homebound criteria — clinical notes document these patients as 

regularly driving to medical appointments, attending social events, and shopping independently. The 

nursing assessments consistently document these patients as "homebound" despite the clinical notes 

contradicting this characterization. The agency's administrator acknowledged awareness of the 

documentation discrepancy during the audit interview. What regulatory and legal implications arise 

from this pattern? 



A. The homebound determination is a subjective clinical judgment and the documentation discrepancy 

does not constitute fraud 

B. The patients are responsible for misrepresenting their homebound status to the home health agency 

nursing staff 

C. The nursing staff who documented patients as homebound bear sole responsibility for the inaccurate 

assessments made 

D. The systematic documentation of patients as homebound despite clinical evidence to the contrary — 

with the administrator's acknowledged awareness — constitutes submission of false claims to Medicare 

for home health services that do not meet the eligibility criteria, implicating the False Claims Act and 

potentially the Anti-Kickback Statute if referral arrangements contributed to the patient volume 

 

149. An LNC is reviewing a medical malpractice case involving a patient who was prescribed a 

fluoroquinolone antibiotic for an uncomplicated urinary tract infection. The patient was a 68-year-old 

woman with no drug allergies. Current FDA guidance and infectious disease guidelines recommend 

fluoroquinolones be reserved for serious infections and not used as first-line agents for uncomplicated 

UTIs because safer alternatives (nitrofurantoin, trimethoprim-sulfamethoxazole) are available with 

lower risk profiles. The patient developed fluoroquinolone-associated tendon rupture — a known 

adverse effect subject to an FDA black box warning. What should the LNC evaluate? 

 

A. The fluoroquinolone was appropriately prescribed because it is an effective antibiotic for urinary tract 

infections 

B. Whether the prescribing of a fluoroquinolone for an uncomplicated UTI — when FDA guidance and 

clinical guidelines recommend safer first-line alternatives — deviated from the prescribing standard of 

care, exposing the patient to the serious risks associated with fluoroquinolones (including the tendon 

rupture that occurred) without clinical justification for using this drug class over safer alternatives 

C. The pharmacist should have refused to fill the prescription because fluoroquinolones carry a black 

box warning for tendon rupture 

D. The patient's age of 68 made tendon rupture an inevitable complication regardless of the antibiotic 

class prescribed 

 

150. An LNC is evaluating a life care plan for a 30-year-old woman who sustained a severe traumatic 

brain injury resulting in post-traumatic epilepsy with drug-resistant seizures. The plaintiff experiences 

3–5 generalized seizures per month despite trials of multiple anticonvulsant medications. The treating 

epileptologist has recommended evaluation for epilepsy surgery (resective surgery or responsive 

neurostimulation device implantation). The defense argues the surgery should not be included in the life 

care plan because it is "experimental." What should the LNC evaluate? 



A. Epilepsy surgery (both resective surgery and responsive neurostimulation) for drug-resistant epilepsy 

is an established, evidence-based treatment supported by published clinical trials and recommended by 

professional epilepsy organizations — the defense characterization of the surgery as "experimental" is 

not supported by the current medical literature, and the life care plan should include the surgical 

evaluation and potential procedure if the treating epileptologist's clinical recommendation is supported 

by the evidence 

B. The life care plan should include only anticonvulsant medication costs and exclude any surgical 

interventions for the seizure disorder 

C. The plaintiff should try at least two additional anticonvulsant medications before epilepsy surgery can 

be considered for the plan 

D. Epilepsy surgery should only be included if the plaintiff has failed at least five different 

anticonvulsant medication regimens first 

 

151. An LNC is analyzing a medical malpractice case involving a patient who underwent a total hip 

arthroplasty and developed a dislocation on postoperative day two. The patient was found on the floor 

next to the bed. The nurse's documentation shows the bed was in the highest position at the time the 

patient was found. The facility's fall prevention protocol specifies that beds should be in the lowest 

position for all patients with mobility restrictions. The patient had been assessed as a high fall risk and 

had orders for bed in the lowest position, call light within reach, and assisted ambulation only. 

Investigation reveals the bed was raised to the highest position during a dressing change at 1400 and was 

not returned to the lowest position afterward. The patient fell at 1700 — three hours later. What should 

the LNC identify? 

 

A. The hip dislocation was caused by the fall mechanism rather than the bed height and therefore the 

bed position is irrelevant 

B. The bed was raised for a legitimate clinical purpose (dressing change) and the nursing staff cannot be 

expected to remember to lower it 

C. The bed remaining in the highest position for three hours after the dressing change — in a patient 

with a high fall risk assessment and orders for the bed in the lowest position — violates the fall 

prevention protocol and creates an increased fall risk by elevating the height from which the patient fell, 

potentially contributing to both the fall itself and the severity of the resulting hip dislocation 

D. The patient should have used the call light to request assistance before attempting to get out of the 

elevated bed independently 

 

152. An LNC is reviewing a workers' compensation case involving a 42-year-old registered nurse who 

developed occupational asthma from repeated exposure to glutaraldehyde during high-level disinfection 

of endoscopic equipment. The nurse's pre-employment pulmonary function tests were normal. Serial 



PFTs over the three-year exposure period show progressive decline in FEV1, and a specific inhalation 

challenge test with glutaraldehyde was positive — confirming the agent as the cause of the bronchial 

hyperresponsiveness. The employer's insurer accepted the initial asthma claim but is now disputing the 

need for ongoing pulmonary treatment, arguing the nurse should have fully recovered after removal 

from exposure. What should the LNC evaluate? 

 

A. The insurer's argument should be accepted because occupational asthma always resolves completely 

after exposure cessation 

B. The nurse should return to the same position with a respirator rather than seeking ongoing pulmonary 

treatment away from exposure 

C. The nurse's recreational activities should be investigated as an alternative ongoing cause of the 

persistent asthma symptoms 

D. Whether the medical literature supports persistent asthma symptoms after glutaraldehyde 

sensitization — published evidence demonstrates that occupational asthma from sensitizing agents 

frequently persists after exposure cessation (often for years or permanently), and the ongoing pulmonary 

treatment is medically necessary for a condition that may not resolve despite removal from the 

workplace exposure 

 

153. An LNC is analyzing a medical malpractice case involving a 60-year-old patient who presented to 

his primary care physician with hematuria (blood in the urine). The physician obtained a urinalysis 

confirming microscopic hematuria and prescribed antibiotics for a presumed urinary tract infection. No 

urine culture was obtained, no imaging was ordered, and no urology referral was made. The patient 

returned three months later with persistent hematuria. At that point, a CT urogram revealed a 4 cm 

bladder mass that was subsequently diagnosed as muscle-invasive transitional cell carcinoma. Published 

clinical guidelines state that any adult with unexplained hematuria requires urological evaluation 

including cystoscopy and upper tract imaging to rule out malignancy. What is the critical diagnostic 

failure? 

 

A. The physician's treatment with antibiotics was appropriate because UTI is the most common cause of 

hematuria in adults 

B. The failure to pursue a complete hematuria workup — including cystoscopy and upper tract imaging 

as recommended by clinical guidelines — allowed a bladder cancer to remain undiagnosed for three 

months during which the tumor potentially progressed, and treating hematuria as a UTI without 

confirming the diagnosis with a urine culture or investigating for malignancy deviated from the standard 

of care for hematuria evaluation 

C. The radiologist who eventually read the CT urogram should have recommended earlier imaging 

based on the patient's risk factors 



D. The patient should have sought urological evaluation independently after the antibiotics did not 

resolve the hematuria symptoms 

 

154. An LNC is evaluating a personal injury case involving a 49-year-old woman who sustained a 

complex tibial plateau fracture in a skiing accident at a resort where safety netting was improperly 

installed. Despite surgical fixation with plates and screws, the plaintiff developed post-traumatic arthritis 

of the knee requiring total knee replacement two years after the injury. The plaintiff was an avid skier 

and hiker who can no longer participate in these activities due to the knee replacement restrictions. She 

also reports chronic knee pain exacerbated by weather changes and stair climbing. The defense argues 

the plaintiff has "excellent function" because she can walk without an assistive device. What should the 

LNC evaluate? 

 

A. The plaintiff's ability to walk independently does not equate to full functional recovery — the LNC 

should evaluate the documented functional limitations including the loss of high-impact recreational 

activities (skiing, hiking), the chronic pain with activity and weather changes, the stair-climbing 

limitations, the restrictions imposed by the knee replacement (no running, no jumping, limited kneeling), 

and the future costs associated with the knee replacement including eventual revision surgery, which is 

projected within 15–20 years 

B. The plaintiff should undergo a functional capacity evaluation to verify her claimed activity 

limitations objectively 

C. The plaintiff's age of 49 makes post-traumatic arthritis an age-related condition rather than a 

consequence of the tibial plateau fracture 

D. The defense argument should be accepted because independent ambulation is the primary measure of 

recovery from knee injury 

 

155. An LNC is reviewing a long-term care case involving a nursing home resident who developed 

severe dehydration over a 10-day period. The resident's intake and output records show daily fluid 

intake of less than 500 mL for eight consecutive days (the recommended minimum daily intake for 

elderly adults is approximately 1,500 mL). The nursing notes document the resident as "refusing fluids" 

on multiple occasions. The care plan does not include any alternative hydration strategies for the 

resident's fluid refusal, the attending physician was not notified of the persistent inadequate intake, and 

no IV fluid supplementation was considered. The resident was hospitalized with hypernatremia, acute 

kidney injury, and altered mental status. What does this case demonstrate? 

 

A. The resident's right to refuse fluids absolves the facility of responsibility for the resulting dehydration 

and its consequences 



B. The attending physician bears sole responsibility for the dehydration because the physician should 

have ordered daily IV fluids 

C. The facility's documentation of "fluid refusal" over eight consecutive days without implementing 

alternative hydration strategies, without physician notification, and without exploring the causes of 

refusal (pain, depression, medication side effects, dysphagia) demonstrates a failure to intervene in the 

face of a clearly documented and progressive clinical deterioration — accepting the refusal without any 

further action does not constitute adequate care for a dependent nursing home resident 

D. The family should have been required to visit daily and assist with hydration to prevent the 

dehydration 

 

156. An LNC is analyzing a medical malpractice case involving a patient who received the wrong blood 

type during a transfusion. The patient's blood type was O-negative, but A-positive packed red blood 

cells were administered. The patient developed an acute hemolytic transfusion reaction with 

hemoglobinuria, disseminated intravascular coagulation (DIC), and acute renal failure requiring dialysis. 

Investigation reveals that the bedside nurse verified the patient's armband but did not verify the blood 

product label against the armband — the blood was labeled for a different patient with a similar name in 

the adjacent room. The hospital's transfusion protocol requires two-person independent verification of 

the blood product against the patient's armband at the bedside. What is the most comprehensive error 

analysis? 

 

A. The blood bank should have caught the error by verifying the intended recipient before releasing the 

blood product 

B. The two-person verification at the bedside was not performed — the nurse checked the armband but 

did not verify it against the blood product label, bypassing the final safety check designed to prevent 

exactly this type of wrong-patient transfusion error 

C. The hospital should not house patients with similar names in adjacent rooms to prevent identification-

based medical errors 

D. Multiple safety system failures contributed: the blood product was released for the wrong patient 

(blood bank process), the bedside two-person verification was not performed (nursing process), and the 

similar-name patients were placed in adjacent rooms (administrative process) — each failure represents 

a separate breach in a multi-layered safety system, and the convergence of all three allowed the 

incompatible blood to reach the patient 

 

157. An LNC is evaluating a medical malpractice case involving a patient who underwent bariatric 

surgery (sleeve gastrectomy) and developed a staple line leak on postoperative day three. The patient 

presented with tachycardia (heart rate 125), left shoulder pain, and fever (101.4°F). The bariatric 

surgeon ordered a chest X-ray (which was unremarkable) and an upper GI series with water-soluble 



contrast (which was negative for leak). Despite the negative contrast study, the patient's clinical picture 

continued to deteriorate over the next 24 hours with worsening tachycardia, new-onset tachypnea, and 

rising white blood cell count. The surgeon attributed the symptoms to "post-surgical stress response" 

and did not pursue further diagnostic workup. A CT scan obtained 48 hours after symptom onset 

revealed a contained staple line leak with an adjacent fluid collection. What clinical principle should the 

LNC apply? 

 

A. The negative upper GI series conclusively rules out a staple line leak and the surgeon's reliance on 

this study was appropriate 

B. A negative contrast study does not definitively exclude a staple line leak — upper GI series 

sensitivity for detecting bariatric staple line leaks is imperfect, and persistent concerning clinical signs 

(tachycardia, fever, rising WBC) after bariatric surgery require further investigation with CT scan even 

when the initial contrast study is negative 

C. The patient's symptoms were consistent with normal postoperative recovery after bariatric surgery 

and did not require investigation 

D. The bariatric surgeon should have performed exploratory surgery rather than ordering any diagnostic 

imaging studies 

 

158. An LNC is reviewing a risk management case involving a hospital that uses a surgical safety 

checklist modeled after the WHO Surgical Safety Checklist. An internal audit reveals that the "sign in" 

phase (before anesthesia induction) is completed in 95% of cases, the "time out" phase (before skin 

incision) is completed in 88% of cases, and the "sign out" phase (before the patient leaves the OR) is 

completed in only 45% of cases. The sign-out phase includes confirmation that all surgical instruments 

and sponges have been counted and reconciled, specimen labeling verification, and documentation of 

equipment problems. What risk management concern does this compliance pattern reveal? 

 

A. The progressive decline in checklist compliance across the three phases — from 95% to 88% to 45% 

— reveals that the safety checklist is being treated as a pre-procedure formality rather than a 

comprehensive perioperative safety tool, and the 45% sign-out compliance rate is particularly 

concerning because the sign-out phase includes verification of complete surgical counts (preventing 

retained items), specimen labeling (preventing pathology errors), and equipment documentation 

(enabling device tracking) 

B. The 95% compliance rate for the sign-in phase demonstrates adequate overall commitment to surgical 

safety procedures 

C. The sign-out phase is less important than the time-out and sign-in phases because the procedure has 

already been completed 



D. Only the surgeons should be responsible for ensuring all three phases of the checklist are completed 

in every surgical case 

 

159. An LNC is evaluating a personal injury case involving a 41-year-old man who sustained a severe 

crush injury to his dominant right hand in an industrial press accident. Despite multiple surgical 

procedures including tendon reconstruction, nerve repair, and bone fixation, the plaintiff has permanent 

loss of grip strength (measured at 15% of normal), absent sensation in the median and ulnar nerve 

distributions, and chronic complex regional pain syndrome in the hand. The plaintiff was a master 

craftsman specializing in custom furniture making — a profession requiring precision hand work, tool 

manipulation, and fine motor dexterity. The defense argues the plaintiff can pursue computer-based 

design work instead. What is the most critical damages consideration? 

 

A. The plaintiff's workers' compensation benefits should be credited against any personal injury 

recovery to prevent double recovery 

B. The plaintiff should be evaluated for a prosthetic hand or adaptive devices that might restore some 

functional capacity for woodwork 

C. The loss of the plaintiff's specialized craft ability — master-level furniture making requiring precision 

hand skills developed over a career — represents both an economic loss (earning capacity at the master 

craftsman level) and a profound non-economic loss (the permanent inability to practice a specialized 

craft that defined the plaintiff's professional identity, artistic expression, and life purpose), and neither of 

these losses is adequately compensated by the suggestion of transitioning to computer-based design 

work 

D. The plaintiff's chronic pain should be the primary focus of the damages analysis rather than the 

functional hand limitations 

 

160. An LNC is analyzing a Medicare Set-Aside case involving a 75-year-old Medicare beneficiary 

settling a workers' compensation claim for bilateral knee injuries. The claimant requires ongoing 

bilateral knee pain management. The treating pain specialist has documented a comprehensive treatment 

plan including prescription medications (gabapentin, topical diclofenac, and acetaminophen), bilateral 

knee injections (hyaluronic acid viscosupplementation every six months), and annual orthopedic 

evaluations. The defense argues that the hyaluronic acid injections should be excluded from the MSA 

because Medicare coverage for viscosupplementation has been variable and subject to local coverage 

determinations (LCDs). What is the most appropriate analysis? 

 

A. The viscosupplementation should be excluded entirely because Medicare coverage for this treatment 

is not universal 



B. The viscosupplementation should be included at full cost because the treating specialist 

recommended it as medically necessary 

C. The LNC should split the viscosupplementation costs between the MSA and the claimant's personal 

responsibility as a compromise 

D. The LNC should evaluate whether viscosupplementation is covered under the applicable local 

coverage determination (LCD) in the claimant's Medicare Administrative Contractor (MAC) jurisdiction 

— if the treatment is covered under the applicable LCD and the treating physician has documented 

medical necessity, the costs should be included in the MSA at Medicare-approved rates 

 

161. An LNC is reviewing a medical malpractice case involving a 50-year-old patient who underwent a 

routine upper endoscopy (EGD) for evaluation of dyspepsia. During the procedure, the endoscopist 

perforated the esophagus. The perforation was not recognized during the procedure. The patient was 

discharged and returned eight hours later with severe chest pain, subcutaneous emphysema in the neck 

(crepitus), and fever. A CT scan revealed pneumomediastinum and a left pleural effusion. The patient 

underwent emergency thoracotomy for esophageal repair and chest tube placement, and required a three-

week hospitalization with TPN (total parenteral nutrition). What are the two separate standard of care 

issues? 

 

A. Only the perforation itself constitutes the malpractice claim because all subsequent complications 

stem from that single technical error 

B. First, whether the perforation resulted from a deviation in endoscopic technique (excessive force, 

inappropriate scope manipulation, or inadequate technique in a patient with difficult anatomy), and 

second, whether the failure to recognize the perforation during or immediately after the procedure — 

when recognition would have allowed earlier, less invasive repair — represents a separate standard of 

care failure in post-procedure assessment 

C. The emergency surgeon who performed the thoracotomy is the primary defendant because a less 

invasive repair approach was available 

D. The patient's underlying esophageal anatomy caused the perforation and the endoscopist cannot be 

held responsible 

 

162. An LNC is evaluating a toxic tort case involving workers at a furniture manufacturing facility who 

were exposed to formaldehyde during the application of formaldehyde-based adhesives and coatings. 

Several workers have developed nasopharyngeal cancer. Formaldehyde is classified by IARC as a 

Group 1 carcinogen (carcinogenic to humans), with nasopharyngeal cancer specifically identified as 

having sufficient evidence in humans. The workers' formaldehyde exposure levels, documented through 

industrial hygiene monitoring, consistently exceeded the OSHA permissible exposure limit during their 

employment. The defense argues the workers' nasopharyngeal cancers could have been caused by 



Epstein-Barr virus (EBV) infection, which is another established risk factor for nasopharyngeal cancer. 

What should the LNC evaluate? 

 

A. The IARC Group 1 classification automatically establishes specific causation for every worker with 

nasopharyngeal cancer 

B. EBV infection should be tested for in each worker, but a positive EBV test would not automatically 

eliminate formaldehyde as a contributing cause 

C. The workers' tobacco use is the most important alternative cause to evaluate in the nasopharyngeal 

cancer causation analysis 

D. Both formaldehyde exposure and EBV infection are established independent risk factors for 

nasopharyngeal cancer — the presence of one does not negate the contribution of the other, and the LNC 

should evaluate each worker's individual exposure history, the dose-response relationship for 

formaldehyde and nasopharyngeal cancer, the EBV status of each worker, and the relative 

epidemiological contribution of each risk factor in the context of the specific tumor histology 

 

163. An LNC is reviewing a medical malpractice case involving a patient who was prescribed lithium 

for bipolar disorder. The patient's baseline renal function was normal (eGFR 95 mL/min). Over the next 

three years, the prescribing psychiatrist monitored serum lithium levels regularly but did not monitor 

renal function (serum creatinine and eGFR) during this period. When renal function was finally checked 

at a routine physical examination by the patient's primary care physician, the eGFR had declined to 28 

mL/min (stage 4 CKD). The patient now requires nephrology follow-up and may eventually need 

dialysis. Published lithium prescribing guidelines require monitoring of renal function at least every six 

months during lithium therapy because lithium is nephrotoxic. What is the primary prescribing failure? 

 

A. The psychiatrist monitored lithium levels as required but failed to monitor renal function — a 

separate and independent prescribing obligation — when lithium's nephrotoxic potential specifically 

requires periodic renal function assessment to detect early renal impairment before it progresses to 

advanced kidney disease 

B. The primary care physician should have independently monitored the patient's renal function during 

lithium therapy 

C. The pharmacist should have refused to refill the lithium prescription without documentation of recent 

renal function testing 

D. The patient should have independently requested renal function testing based on knowledge of 

lithium's nephrotoxic effects 

 

 



164. An LNC is analyzing a long-term care case in which a nursing home resident with documented 

osteoporosis and a high fall risk assessment score experienced a fall while being assisted to the 

bathroom by a nursing aide. The aide was performing a manual two-person transfer without the required 

second staff member. The resident sustained a hip fracture. The care plan specified a two-person assist 

for all transfers. The aide stated she performed the transfer alone because no other staff member was 

available on the unit at that time — the only other aide on the unit was on break. What does this scenario 

illustrate about institutional responsibility? 

 

A. The aide bears sole responsibility because the care plan clearly specified a two-person assist for all 

transfers with this resident 

B. The resident's osteoporosis made the hip fracture inevitable regardless of the number of staff assisting 

with the transfer 

C. The facility's staffing plan created a foreseeable situation in which the care plan could not be safely 

executed — scheduling only two aides on the unit meant that when one aide was on break, the 

remaining aide was alone with no one available to perform required two-person transfers, and the 

institutional staffing decision directly created the conditions that led to the unsafe solo transfer and 

resulting injury 

D. The aide should have waited until the second staff member returned from break before performing 

any transfers on the unit 

 

165. An LNC is evaluating a medical malpractice case involving a patient who underwent a diagnostic 

arthroscopy of the right knee. The operative report documents that the surgeon performed the 

arthroscopy on the left knee — a wrong-site surgical error. The error was discovered in the PACU when 

the patient noted the arthroscopic portal incisions were on the wrong knee. The surgeon then performed 

the intended right knee arthroscopy the same day. Investigation reveals that the surgical site was marked 

preoperatively on the right knee by the surgeon, but during the time-out, no one verified the marked site 

against the consent form and operative schedule. What failure in the universal protocol occurred? 

 

A. The site marking was performed correctly and the surgeon fulfilled all preoperative obligations by 

marking the right knee 

B. The time-out failed to serve its intended purpose — the verification process did not include 

confirmation that the surgical site marking matched the consent form and operative schedule, allowing 

the surgeon to operate on the unmarked left knee despite having marked the right knee, demonstrating 

that a time-out conducted without meaningful verification of all required elements provides false 

reassurance rather than actual safety 

C. The preoperative nurse should have verified the surgical site independently before the patient entered 

the operating room 



D. The patient should have verbally confirmed the correct surgical site during the time-out to prevent the 

wrong-site procedure 

 

166. An LNC is reviewing a healthcare fraud case involving a pain management clinic that prescribes 

compounded topical pain creams to workers' compensation patients. The clinic's billing records show 

that every patient receives the same five-ingredient compounded cream regardless of diagnosis, the 

cream is billed at $3,500 per month, commercially available topical pain products containing similar 

active ingredients cost $50–$100 per month, the prescribing physician has a financial relationship with 

the compounding pharmacy, and the clinical documentation does not explain why a compounded 

preparation is medically necessary when commercial alternatives are available. What regulatory and 

legal concerns does this pattern raise? 

 

A. Compounded medications are always more effective than commercial products and justify the higher 

cost in all circumstances 

B. The physician's financial relationship with the pharmacy is permissible because the physician is 

simply referring patients for a service 

C. The patients should be responsible for choosing between the compounded and commercial 

alternatives based on cost 

D. The uniform prescribing pattern without individualized clinical justification, the significant cost 

differential without documented medical necessity for the compounded product, and the financial 

relationship between the prescriber and the pharmacy raise concerns about medically unnecessary 

prescribing driven by financial incentive — potentially implicating the Anti-Kickback Statute, the False 

Claims Act, and state insurance fraud statutes 

 

167. An LNC is evaluating a medical malpractice case involving a patient who underwent a right total 

knee replacement. The prosthesis was implanted with the tibial component in significant valgus 

malalignment — 8 degrees from the mechanical axis, when accepted guidelines specify alignment 

within 3 degrees. The malalignment caused abnormal stress distribution across the prosthesis, resulting 

in accelerated polyethylene wear, knee instability, and the need for revision surgery within three years. 

Standard intraoperative techniques (including alignment guides, navigation systems, and intraoperative 

imaging) are available to verify component alignment during surgery. What should the LNC evaluate? 

 

A. Whether the 8-degree malalignment of the tibial component — significantly exceeding the accepted 

3-degree threshold — resulted from a deviation in surgical technique, and whether the surgeon used 

appropriate intraoperative tools (alignment guides, navigation, imaging) to verify component positioning 

before wound closure 



B. The prosthesis manufacturer is solely liable because the alignment guides provided with the implant 

were defective 

C. The 8-degree malalignment is within the acceptable range of variation for total knee replacement 

component positioning 

D. The patient's pre-existing knee deformity made perfect alignment impossible regardless of the 

surgical technique used 

 

168. An LNC is analyzing a personal injury case involving a 38-year-old woman who sustained a 

traumatic brain injury in a motor vehicle accident. The plaintiff has documented executive function 

deficits and behavioral dysregulation (impulsivity, poor judgment, emotional lability). She has two 

minor children. The plaintiff's ability to parent safely has been evaluated by a neuropsychologist who 

documented that the cognitive and behavioral deficits impair the plaintiff's capacity for child 

supervision, consistent discipline, meal planning, homework assistance, and emergency decision-

making. The defense argues that parenting deficits are not compensable damages. What should the LNC 

evaluate? 

 

A. The parenting deficits are relevant only to a custody determination and should not be included in the 

damages analysis 

B. The children's academic performance should be the sole measure of whether the plaintiff's parenting 

capacity has been impaired 

C. The documented impairment of the plaintiff's parenting capacity — reduced ability to supervise 

children, maintain consistent discipline, plan meals, assist with homework, and make emergency 

decisions — constitutes both a non-economic damage (loss of the ability to fulfill a fundamental life 

role) and an economic damage (the cost of supplemental childcare and supervisory assistance needed to 

compensate for the plaintiff's impaired parenting capacity), and both dimensions should be included in 

the damages analysis 

D. The plaintiff should undergo a parenting evaluation by a family court evaluator rather than a 

neuropsychologist 

 

169. An LNC is reviewing a workers' compensation case involving a 50-year-old industrial painter who 

developed chronic solvent encephalopathy (CSE) after 20 years of occupational exposure to mixed 

organic solvents (toluene, xylene, and methyl ethyl ketone) during spray painting operations. The 

worker's neuropsychological testing shows cognitive deficits in attention, processing speed, memory, 

and executive function. The employer's IME physician concluded the cognitive deficits are caused by 

"normal aging" and are unrelated to solvent exposure. The worker's pre-employment cognitive screening 

at age 30 was normal. What should the LNC evaluate? 

 



A. The IME physician's attribution of the cognitive deficits to "normal aging" at age 50 is inconsistent 

with the severity and pattern of deficits documented 

B. Whether the pattern of cognitive deficits documented on neuropsychological testing (attention, 

processing speed, memory, executive function impairment) is consistent with chronic solvent 

encephalopathy as described in the published occupational neurotoxicology literature, whether the 20-

year exposure to recognized neurotoxic solvents at the documented levels is sufficient to cause CSE, and 

whether the normal pre-employment cognitive screening argues against pre-existing cognitive 

impairment — the IME physician's attribution to "normal aging" in a 50-year-old with 20 years of 

documented neurotoxic exposure ignores the occupational etiology 

C. The worker should undergo brain MRI to rule out structural causes of the cognitive deficits before 

any causation analysis 

D. The worker's recreational alcohol use is the most likely cause of the documented cognitive deficits 

rather than solvent exposure 

 

170. An LNC is evaluating a medical malpractice case involving a 55-year-old patient who presented to 

the emergency department with acute onset of right arm weakness and slurred speech — classic stroke 

presentation. The patient arrived within 40 minutes of symptom onset. The emergency physician 

promptly ordered a head CT (negative for hemorrhage) and activated the stroke protocol. However, the 

tPA was not administered for 2 hours and 30 minutes after arrival because the pharmacy could not locate 

the alteplase in the emergency department medication storage and had to retrieve it from the central 

pharmacy. The patient received tPA at 3 hours and 10 minutes from symptom onset. While still within 

the 4.5-hour window, published evidence shows that earlier tPA administration produces better 

neurological outcomes. What systems failure does this case illustrate? 

 

A. The emergency physician should have ordered the tPA earlier in the evaluation process to prevent the 

pharmacy-related delay 

B. The pharmacy technician who could not locate the medication should be individually responsible for 

the treatment delay 

C. The patient should have arrived at the hospital sooner to allow a larger treatment window for 

unforeseen delays 

D. The hospital's failure to ensure immediate tPA availability in the emergency department — requiring 

retrieval from the central pharmacy — represents a stroke readiness systems failure, because for time-

critical interventions like tPA, the medication must be immediately accessible at the point of care to 

prevent delays that erode the time-dependent treatment benefit 

 

 



171. An LNC is reviewing a long-term care case involving a 88-year-old nursing home resident with 

advanced Parkinson's disease who fell while attempting to use the bathroom without assistance at 0200. 

The resident sustained a subdural hematoma requiring surgical evacuation. The care plan specified 

"assist to bathroom — staff must accompany resident at all times during ambulation." The night shift 

staffing consisted of one RN and two CNAs for 42 residents. The CNA responsible for this resident was 

simultaneously assisting three other residents with toileting. The resident did not use the call light and 

attempted to ambulate independently. What multi-level analysis should the LNC perform? 

 

A. The LNC should analyze the staffing adequacy (1 RN and 2 CNAs for 42 residents during the night 

shift — a ratio that may be insufficient to provide timely toileting assistance to all residents who require 

it), the care plan implementation (whether the resident's need for assisted ambulation was consistently 

met during night shifts), the fall prevention measures (whether bed alarm, call light placement, and 

toileting schedule were adequate), and whether the resident's independent ambulation attempt was a 

foreseeable consequence of delayed response to toileting needs due to staffing limitations 

B. The resident's failure to use the call light is the sole cause of the fall and absolves the facility of all 

responsibility 

C. The attending physician should have prescribed a urinary catheter to eliminate the need for nighttime 

bathroom trips 

D. The CNA who was assigned to this resident bears sole responsibility because the CNA should have 

prioritized this resident 

 

172. An LNC is evaluating a product liability case involving a defective spinal fixation system. The 

pedicle screws used in the plaintiff's lumbar fusion were recalled by the manufacturer six months after 

the plaintiff's surgery due to a metallurgical defect causing premature screw breakage. The plaintiff's 

screws fractured at 14 months postoperatively, resulting in loss of fusion, recurrent pain, and the need 

for revision surgery with a different fixation system. The manufacturer's recall notice acknowledged that 

the affected lot of screws contained a metallurgical impurity that reduced fatigue strength. What type of 

product defect does this scenario represent? 

 

A. Design defect, because all pedicle screws of this model share the same design vulnerability causing 

premature breakage 

B. Failure to warn, because the manufacturer should have warned surgeons about the risk of screw 

breakage before implantation 

C. Manufacturing defect — the specific lot of screws contained a metallurgical impurity that reduced 

fatigue strength, making these screws different from the product as designed and intended, and the 

manufacturer's recall notice acknowledging the lot-specific impurity confirms a production-level defect 

rather than a design-level problem 



D. Breach of implied warranty, because the screws failed to serve their intended purpose of maintaining 

spinal fixation stability 

 

173. An LNC is analyzing a medical malpractice case involving a patient who developed a central line 

infection. The LNC reviews the medical record and finds that the central line insertion was documented 

in an attending physician's procedure note, but the LNC notes several inconsistencies: the procedure 

note documents "maximal sterile barrier precautions used," but the nursing note documenting the same 

procedure states "physician wore sterile gloves only — no gown, cap, or drape." The physician's note 

and the nursing note are timestamped within 15 minutes of each other. What should the LNC identify? 

 

A. The physician's procedure note should be given priority over the nursing note because physicians 

document their own procedures 

B. The discrepancy between the physician's documentation (maximal barriers) and the nursing 

documentation (gloves only) raises questions about the accuracy of the physician's procedure note — 

when two contemporaneous records contradict each other on a factual matter, the LNC should flag the 

discrepancy as a credibility issue and evaluate which account is more likely accurate based on the 

clinical context and the documentation patterns 

C. The nursing note is always more reliable than the physician's note because nurses observe procedures 

from an objective perspective 

D. The documentation discrepancy is irrelevant because the central line infection may not have been 

caused by the insertion technique 

 

174. An LNC is reviewing a Medicare Set-Aside case involving a 70-year-old Medicare beneficiary 

settling a workers' compensation claim for a lumbar spine injury. The MSA projects ongoing pain 

management including prescription medications, interventional procedures, and specialist evaluations. 

The claimant's rated life expectancy has been disputed — the plaintiff's life care planner uses a general 

population life expectancy of 15 additional years, while the defense uses a rated life expectancy of 9 

years based on published mortality data for individuals with the claimant's specific comorbidities 

(diabetes, COPD, coronary artery disease, and chronic kidney disease). What is the most clinically 

appropriate approach? 

 

A. The general population life expectancy should be used because the claimant is currently medically 

stable despite the comorbidities 

B. The average of the two estimates (12 years) should be used as a reasonable compromise between the 

opposing positions 



C. The claimant's treating physician should provide a subjective life expectancy estimate to override the 

statistical projections 

D. The rated life expectancy should be based on published mortality data specific to individuals with the 

claimant's combination of comorbidities — using general population data ignores factors (diabetes, 

COPD, CAD, CKD) that are well-documented to reduce life expectancy, and the MSA should use the 

most clinically specific data available for the claimant's overall health profile 

 

175. An LNC is evaluating a medical malpractice case involving a 42-year-old woman who underwent a 

hysteroscopy with endometrial ablation for abnormal uterine bleeding. The patient was not tested for 

pregnancy before the procedure. The patient was actually six weeks pregnant at the time of the ablation. 

The pregnancy was subsequently lost — a direct consequence of the endometrial destruction. The 

standard of care for any uterine procedure requires pregnancy testing before the procedure in any 

woman of childbearing age. What is the straightforward standard of care failure? 

 

A. The failure to perform a pregnancy test before a uterine procedure in a woman of childbearing age is 

a clear deviation from the standard of care — the pregnancy test is a basic safety requirement designed 

to prevent exactly this type of outcome, and the failure to perform it directly caused the loss of the 

pregnancy 

B. The patient should have informed the physician about the possibility of pregnancy before consenting 

to the procedure 

C. The surgeon should have performed an ultrasound instead of a pregnancy test to confirm the uterine 

status before the procedure 

D. The anesthesiologist should have independently verified the pregnancy status before inducing 

anesthesia for the procedure 

 

176. An LNC is analyzing a risk management case involving a hospital that has experienced a cluster of 

central line-associated bloodstream infections (CLABSIs) in the surgical ICU. The CLABSI rate is 4.5 

per 1,000 central line days — well above the national benchmark of 0.8 per 1,000 central line days. The 

LNC reviews the central line bundle compliance data and finds that insertion bundle compliance is 90%, 

but maintenance bundle compliance is only 55%. Maintenance bundle elements include daily 

assessment of line necessity, dressing changes per protocol, hub disinfection before each access, and cap 

changes per protocol. What risk management conclusion should the LNC draw? 

 

A. The 90% insertion bundle compliance rate demonstrates adequate central line safety practices and the 

CLABSIs are attributable to patient factors 



B. The individual nurses responsible for central line maintenance should be retrained on dressing change 

technique and hub disinfection 

C. The disparity between insertion bundle compliance (90%) and maintenance bundle compliance (55%) 

identifies the primary opportunity for CLABSI reduction — the maintenance bundle elements (daily 

necessity assessment, dressing changes, hub disinfection, cap changes) are the ongoing daily practices 

that prevent infection throughout the catheter's dwell time, and improving maintenance compliance from 

55% toward benchmark levels would likely reduce the elevated CLABSI rate 

D. The central line insertion technique should be the primary focus of improvement because most 

CLABSIs originate from insertion contamination 

 

177. An LNC is reviewing a personal injury case involving a 36-year-old woman who sustained a 

complete ACL tear in her left knee when she fell through a rotted section of a wooden deck at a rental 

property. The plaintiff underwent ACL reconstruction surgery. Despite successful reconstruction and 

rehabilitation, the plaintiff has residual knee laxity, chronic anterior knee pain, and a 15% reduction in 

quadriceps strength. The plaintiff was a semi-professional soccer player who competed in a regional 

women's league. The residual knee impairments prevent her from returning to competitive soccer. The 

defense argues the plaintiff was only a semi-professional player with limited earnings from soccer. What 

should the LNC evaluate? 

 

A. The plaintiff's semi-professional status is irrelevant because all athletes are entitled to the same 

damages regardless of income level 

B. The damages analysis must account for both the economic component (lost semi-professional 

income, tournament prizes, sponsorship potential) and the significant non-economic component (loss of 

competitive athletic participation, loss of the physical and psychological benefits of athletic competition, 

loss of social and community connections through the sport, and the impact on the plaintiff's identity as 

a competitive athlete) — the non-economic damages may significantly exceed the limited economic 

damages from semi-professional play 

C. The plaintiff should attempt to return to competitive soccer with a custom knee brace before claiming 

permanent inability to compete 

D. The plaintiff's recreational enjoyment of soccer should be excluded from the damages analysis 

because it does not generate income 

 

178. An LNC is analyzing a medical malpractice case involving a patient who developed a postoperative 

wound infection following a cesarean section. The surgical prophylactic antibiotic (cefazolin) was 

ordered but the medication administration record shows the antibiotic was administered 25 minutes after 

the skin incision — not before, as required by the standard of care. The standard of care for surgical 

prophylaxis in cesarean section (and all surgical procedures) requires antibiotic administration within 60 



minutes before skin incision to achieve adequate tissue antibiotic levels at the time of surgical exposure. 

Investigation reveals the antibiotic was ordered at the correct time but was delayed in pharmacy 

processing due to a medication dispensing cabinet malfunction. What should the LNC evaluate? 

 

A. The 25-minute delay after incision is within the acceptable window for surgical antibiotic 

prophylaxis in cesarean delivery 

B. The surgical team should have delayed the incision until the antibiotic was available and had been 

administered to the patient 

C. The pharmacy bears sole responsibility for the delayed antibiotic delivery due to the dispensing 

cabinet malfunction issue 

D. The medication dispensing cabinet malfunction that delayed antibiotic delivery represents a systems 

failure — the hospital's processes should ensure that prophylactic antibiotics are available and 

administered before incision, and the failure of the dispensing system created a gap in the infection 

prevention protocol that may have contributed to the surgical site infection 

 

179. An LNC is evaluating a case involving a hospital's compliance with the Patient Safety and Quality 

Improvement Act of 2005. The hospital participates in a Patient Safety Organization (PSO) and submits 

patient safety event reports to the PSO for analysis. A plaintiff's attorney in a malpractice case has 

requested production of all patient safety event reports related to falls at the hospital for the two-year 

period surrounding the plaintiff's fall. The hospital's attorney objects, asserting the reports are protected 

as Patient Safety Work Product under the Act. What should the LNC understand about this discovery 

dispute? 

 

A. The Patient Safety Work Product privilege protects the event reports submitted to the PSO from 

discovery — however, the underlying clinical facts (the patient's medical record, the circumstances of 

the fall, the care provided, and the staffing levels) remain independently discoverable through other 

sources, and the LNC should focus the analysis on these discoverable clinical facts rather than the 

privileged safety reports 

B. All patient safety event reports are always discoverable in malpractice litigation regardless of any 

federal privilege statute 

C. The plaintiff's attorney should subpoena the reports directly from the PSO rather than from the 

hospital to circumvent the privilege 

D. The LNC should advise the attorney that no useful information can be obtained without the patient 

safety event reports 

 



180. An LNC is reviewing a medical malpractice case involving a patient who underwent a 

thyroidectomy and developed permanent bilateral recurrent laryngeal nerve (RLN) palsy resulting in 

bilateral vocal cord paralysis. The patient now has a permanent tracheostomy for airway management. 

The operative report documents that the surgery was performed for a benign multinodular goiter. The 

surgeon did not use intraoperative nerve monitoring (IONM) during the procedure. Current clinical 

guidelines recommend consideration of IONM during thyroidectomy to reduce the risk of RLN injury. 

What should the LNC evaluate? 

 

A. IONM is considered experimental and its use is not part of the standard of care for thyroidectomy at 

the present time 

B. The bilateral nature of the RLN injury suggests a deviation in surgical technique that may have been 

detected and prevented with IONM 

C. Whether the surgeon's failure to use or consider IONM during thyroidectomy deviated from the 

current standard of care — bilateral RLN palsy is a devastating complication that IONM is specifically 

designed to help prevent by providing real-time nerve function feedback during surgery, and the absence 

of IONM eliminated a safety tool that could have alerted the surgeon to nerve injury on the first side, 

potentially preventing the catastrophic bilateral injury 

D. The tracheostomy is a temporary measure and the vocal cord function will recover within 12 months 

in most surgical cases 

 

181. An LNC is analyzing a long-term care case involving a nursing home resident who developed a 

urinary tract infection that progressed to sepsis. The resident had an indwelling urinary catheter that had 

been in place for 14 months. The original indication for catheter placement was post-surgical urinary 

retention from a procedure performed 16 months ago. The post-surgical recovery period was 

approximately 6–8 weeks. After the recovery period, no documented reassessment of catheter necessity 

was performed, and the catheter remained in place for an additional 12 months without clinical 

justification. What standard of care violation is most significant? 

 

A. The attending physician should have prescribed prophylactic antibiotics to prevent catheter-

associated infections during the 14-month catheterization period 

B. The indwelling catheter remained in place for 12 months beyond the original clinical indication 

without documented reassessment of necessity — evidence-based catheter management standards 

require daily reassessment and prompt removal when the clinical indication no longer exists, and the 

prolonged unnecessary catheterization directly increased the risk of the catheter-associated UTI that 

progressed to sepsis 

C. The infection was caused by the resident's underlying immune status rather than the prolonged 

catheterization period itself 



D. The urologist should have been consulted to evaluate the continued need for catheterization after the 

surgical recovery period 

 

182. An LNC is evaluating a product liability case involving a patient who received a defective cardiac 

pacemaker. The device's lead fractured, causing loss of pacing and a syncopal episode during which the 

patient fell and sustained a hip fracture. The manufacturer's post-market surveillance data shows a lead 

fracture rate of 5.8% at three years — significantly higher than the industry benchmark of less than 1%. 

The manufacturer was aware of the elevated fracture rate for 18 months before the plaintiff's lead 

fracture but had not issued a product advisory. What is the most critical liability issue? 

 

A. The implanting cardiologist should have selected a different manufacturer's lead based on published 

performance data 

B. The patient should have undergone more frequent device interrogations to detect the lead fracture 

before it caused symptoms 

C. The lead fracture is a recognized complication of cardiac pacing and cannot form the basis of a 

product liability claim 

D. The manufacturer's knowledge of the elevated lead fracture rate (5.8% vs. <1% benchmark) for 18 

months without issuing a product advisory constitutes a failure to warn — the delay in communicating 

the known risk deprived physicians and patients of information needed to make informed decisions 

about device management, potentially including prophylactic lead replacement or enhanced monitoring 

 

183. An LNC is reviewing a medical malpractice case involving a patient who developed opioid-

induced respiratory depression following a surgical procedure. The patient had a documented history of 

obstructive sleep apnea (OSA) and was prescribed morphine PCA postoperatively. The patient was not 

placed on continuous pulse oximetry, CPAP was not ordered for nighttime use, and no enhanced 

respiratory monitoring was implemented. The patient was found unresponsive at 0300 with an oxygen 

saturation of 42%. Resuscitation was successful but the patient sustained severe hypoxic brain injury. 

Current perioperative guidelines identify OSA patients receiving opioids as a high-risk population 

requiring CPAP continuation, enhanced respiratory monitoring, and consideration of opioid-sparing 

analgesia. What standard of care failures should the LNC identify? 

 

A. The failure to implement enhanced respiratory monitoring, continue CPAP therapy, and consider 

opioid-sparing strategies in a known OSA patient receiving opioid PCA represents a multi-faceted 

deviation from current perioperative guidelines — each absent safeguard (CPAP, continuous pulse 

oximetry, opioid-sparing approach) would have independently reduced the risk of the respiratory 

catastrophe, and the absence of all three created a foreseeable and preventable event 



B. The anesthesiologist should have refused to provide anesthesia for any patient with obstructive sleep 

apnea 

C. The nursing staff should have independently initiated CPAP therapy without a physician order based 

on the patient's history 

D. The patient should have brought the home CPAP device to the hospital and self-administered it 

during the postoperative period 

 

184. An LNC is analyzing a healthcare fraud case involving a mobile imaging company that provides 

portable X-ray and ultrasound services to nursing homes. A Medicare audit reveals that the company 

bills for diagnostic imaging studies on all residents at every facility visit regardless of clinical indication, 

the ordering physician signs batched orders for imaging studies on residents who have no documented 

clinical need for the testing, the imaging reports are template-based with no individualized findings for 

most patients, and the facility receives a percentage of the imaging revenue as a "facility fee." What 

federal statutes are implicated? 

 

A. Only HIPAA violations, because the imaging results were shared between the company and the 

facility without proper authorization 

B. Only the False Claims Act, because the company billed Medicare for medically unnecessary 

diagnostic imaging studies performed 

C. The False Claims Act (billing for medically unnecessary imaging studies), the Anti-Kickback Statute 

(the "facility fee" paid to the nursing home constitutes remuneration for providing access to residents for 

testing), and the Stark Law (if the ordering physician has a financial relationship with the imaging 

company) are all potentially implicated by this arrangement 

D. Only state medical practice act violations, because the physician signed orders without examining the 

patients first 

 

185. An LNC is evaluating a medical malpractice case involving a patient who underwent a right total 

knee replacement. The preoperative surgical verification process identified the correct surgical site as 

the right knee. The surgeon marked the right knee with initials. However, during the time-out, the 

surgical team did not verify the site marking against the consent form. The surgeon then prepared and 

draped the left knee and performed the surgery on the wrong side. The error was discovered in the 

PACU. The patient required a second surgery on the correct (right) knee the following week. What is the 

primary universal protocol failure? 

 

A. The surgeon fulfilled all obligations by marking the correct site and the time-out process is the sole 

responsibility of the nursing staff 



B. The time-out failed to include meaningful verification of the surgical site marking against the 

operative consent and schedule — the purpose of the time-out is to confirm agreement among all team 

members on the correct patient, procedure, and site before incision, and conducting a time-out without 

actually verifying the site marking defeats the safety purpose of the protocol 

C. The preoperative nurse should have verified the surgical site independently before the patient entered 

the operating room suite 

D. The patient should have verbally confirmed the correct surgical site immediately before induction of 

general anesthesia 

 

186. An LNC is reviewing a Medicare Set-Aside case involving a 72-year-old Medicare beneficiary 

settling a workers' compensation claim for injuries sustained in a workplace fall. The claimant sustained 

a hip fracture treated with total hip arthroplasty, a compression fracture of L2 treated conservatively, and 

post-traumatic stress disorder. The defense argues the PTSD treatment should be excluded from the 

MSA because "mental health conditions are not work-related injuries." The claimant's psychiatrist has 

documented that the PTSD developed as a direct result of the workplace fall and its aftermath, meeting 

DSM-5 diagnostic criteria with the fall as the identified traumatic event. What is the correct MSA 

treatment of the PTSD? 

 

A. The defense argument should be accepted because mental health conditions are categorically 

excluded from workers' compensation MSAs 

B. PTSD treatment costs should only be included if the claimant had a pre-existing mental health 

condition before the workplace fall 

C. Mental health treatment should be split equally between the MSA and the claimant's personal 

Medicare coverage responsibility 

D. If the PTSD is clinically documented as causally related to the workplace injury and the psychiatric 

treatment would be covered by Medicare, the costs should be included in the MSA — the MSA 

encompasses all injury-related, Medicare-covered future medical expenses, including mental health 

treatment when it is a documented consequence of the compensable injury 

 

187. An LNC is analyzing a medical malpractice case involving a delay in diagnosing a pulmonary 

embolism in a 38-year-old woman who was six days postpartum after a cesarean delivery. The patient 

presented to the emergency department with acute-onset shortness of breath, pleuritic chest pain, 

tachycardia (heart rate 118), and oxygen saturation of 91% on room air. The emergency physician 

obtained a chest X-ray (normal), a CBC (normal), and a basic metabolic panel (normal). The physician 

diagnosed "postpartum anxiety" and discharged the patient with a benzodiazepine prescription. The 

patient died at home 12 hours later from a massive bilateral pulmonary embolism. What clinical factors 

should have prevented the misdiagnosis? 



A. A postpartum patient within two weeks of cesarean delivery presenting with acute dyspnea, pleuritic 

chest pain, tachycardia, and hypoxemia has multiple VTE risk factors (postpartum state, recent surgery, 

likely immobility) and a clinical presentation demanding immediate evaluation for pulmonary embolism 

— diagnosing "postpartum anxiety" without CT pulmonary angiography in this clinical context 

represents a dangerous failure to consider a life-threatening diagnosis that should have been at the top of 

the differential 

B. The normal chest X-ray effectively excluded pulmonary embolism as a diagnostic possibility in this 

postpartum patient 

C. The physician should have prescribed a different anxiolytic medication rather than a benzodiazepine 

for the postpartum patient 

D. The patient's obstetrician should have provided discharge instructions warning about the symptoms 

of pulmonary embolism 

 

188. An LNC is evaluating a risk management case involving a hospital that has identified a pattern of 

patient identification errors in the radiology department. Over a six-month period, four patients received 

the wrong diagnostic imaging study — two received CT scans intended for other patients, one received 

an MRI intended for another patient, and one received an X-ray of the wrong body part. Investigation 

reveals that the radiology department uses a verbal identification process (asking the patient to state 

name and date of birth) but does not scan the patient's wristband barcode before performing studies, the 

department relies on paper requisitions that are sometimes placed with the wrong patient's chart, and 

technologists are pressured to maintain a high throughput to meet departmental productivity metrics. 

What systems analysis should the LNC perform? 

 

A. The individual technologists who performed the wrong studies should be retrained on patient 

identification procedures 

B. The radiology department should reduce its patient volume to eliminate the productivity pressure 

contributing to the errors 

C. The convergence of inadequate identification technology (no barcode scanning), unreliable paper-

based requisition tracking, and productivity pressure creates a systemic environment in which 

identification errors are predictable — the risk management response should implement barcode-based 

patient identification, electronic order tracking, and address the production pressure that incentivizes 

speed over safety verification 

D. The referring physicians should be responsible for verifying patient identity before radiology studies 

are performed 

 

189. An LNC is reviewing a medical malpractice case involving a patient who underwent a routine 

dental extraction under IV sedation at an oral surgery office. The patient became apneic during the 



procedure. The office did not have a capnography monitor — only pulse oximetry was available. 

Current sedation guidelines recommend capnography (end-tidal CO2 monitoring) in addition to pulse 

oximetry for all patients receiving moderate to deep sedation because capnography detects respiratory 

depression and apnea significantly earlier than pulse oximetry. The pulse oximeter did not alarm for 

approximately three minutes after the onset of apnea because of the oxygen reservoir effect. By the time 

the desaturation was detected, the patient had been apneic for an estimated four minutes and sustained a 

hypoxic brain injury. What should the LNC evaluate? 

 

A. The pulse oximetry monitoring alone was adequate because it is the minimum required monitoring 

for sedation procedures 

B. Whether the absence of capnography monitoring — when current guidelines recommend it for 

moderate to deep sedation — deviated from the standard of care, and whether capnography would have 

detected the apneic event significantly earlier (potentially preventing the three-minute delay in 

detection), allowing timely intervention before hypoxic injury occurred 

C. The oral surgeon should have performed the extraction under local anesthesia rather than IV sedation 

for the dental procedure 

D. The patient should have been intubated before the sedation to prevent any possibility of airway 

compromise during the procedure 

 

190. An LNC is analyzing a workers' compensation case involving a 45-year-old operating room nurse 

who developed bilateral de Quervain's tenosynovitis from repetitive thumb abduction and wrist ulnar 

deviation during years of instrument handling, retractor manipulation, and surgical field management. 

The employer's IME physician concluded the condition is unrelated to work because "de Quervain's 

tenosynovitis is common in women of this age." The LNC reviews the occupational health literature and 

finds consistent evidence that repetitive forceful thumb abduction and wrist ulnar deviation are 

biomechanical risk factors for de Quervain's tenosynovitis. What is the fundamental flaw in the IME 

physician's reasoning? 

 

A. The IME physician's conclusion should be accepted because de Quervain's is indeed more common 

in women than men 

B. The IME physician should have ordered MRI imaging of both wrists before reaching any conclusion 

about the condition's etiology 

C. The nurse's recreational activities should be investigated as the primary cause of the bilateral 

tenosynovitis before evaluating work 

D. The population prevalence of a condition does not determine its etiology in an individual — the fact 

that de Quervain's is common in women does not prove this nurse's condition is unrelated to work, 

particularly when the nurse's specific job demands (repetitive forceful thumb abduction and wrist ulnar 



deviation during instrument handling) match the biomechanical risk factors identified in the published 

literature 

 

191. An LNC is evaluating a medical malpractice case involving a patient who underwent a laparoscopic 

fundoplication for gastroesophageal reflux disease. Postoperatively, the patient developed progressive 

dysphagia (difficulty swallowing) that was not evaluated for six months despite repeated complaints at 

follow-up visits. The surgeon repeatedly reassured the patient that "some swallowing difficulty is 

expected after fundoplication and will improve with time." When an esophagram was finally performed 

at six months, it revealed the fundoplication wrap was too tight, causing a functional esophageal 

obstruction. Revision surgery was required to loosen the wrap. What should the LNC identify? 

 

A. The surgeon's failure to evaluate progressive dysphagia with appropriate diagnostic studies 

(esophagram, upper endoscopy, or esophageal manometry) over a six-month period — dismissing 

repeated complaints as "expected" rather than investigating the cause — represents a failure to evaluate 

a persistent postoperative complaint that may indicate a surgical complication requiring intervention 

B. Dysphagia is an expected complication of fundoplication and the surgeon appropriately counseled the 

patient about this 

C. The patient should have sought a second opinion after the first follow-up visit when the dysphagia 

was not improving 

D. The gastroenterologist who referred the patient for fundoplication should have performed the 

postoperative esophagram studies 

 

192. An LNC is reviewing a long-term care case involving a 80-year-old nursing home resident who 

was found deceased in bed with bilateral wrist restraints applied. The death was determined to be caused 

by positional asphyxiation — the resident had slid down in the bed, and the restraints prevented self-

repositioning, causing chest compression and suffocation. The facility's restraint documentation shows 

the restraints had been applied based on a physician order stating "wrist restraints PRN for agitation," 

the restraints had been in place continuously for 48 hours before the death, there was no documentation 

of restraint release during the 48-hour period, no documentation of respiratory status assessment, no 

documentation of circulation checks, and no reassessment of the need for continued restraint. What 

comprehensive regulatory and standard of care analysis should the LNC perform? 

 

A. The physician order authorizing the restraints absolves the facility of liability for the resident's death 

during restraint use 

B. The restraint manufacturer should be the primary defendant because the restraint design allowed the 

resident to slide down 



C. The continuous restraint use for 48 hours without documented release, monitoring, or reassessment 

violates federal nursing home regulations, CMS Conditions of Participation for patient rights, and the 

clinical standard of care for restraint management — which collectively require restraints as a last resort 

with specific clinical justification, time-limited orders with renewal requirements, periodic release for 

circulation assessment and essential care, respiratory status monitoring, and documented reassessment of 

continued need 

D. The night shift staff members who were on duty when the death occurred bear sole individual 

liability 

 

193. An LNC is analyzing a personal injury case involving a 44-year-old man who sustained a spinal 

cord injury (incomplete C5) when a construction crane dropped a load that struck his vehicle. The 

plaintiff has residual quadriparesis with greater upper than lower extremity involvement (central cord 

pattern), requiring a power wheelchair for mobility, assistance with most ADLs, and attendant care. The 

plaintiff was a self-employed general contractor earning $175,000 annually. He has no employees and 

the business cannot operate without his physical involvement. The defense argues the plaintiff can 

manage a construction business from a supervisory role using a wheelchair. What should the LNC 

evaluate? 

 

A. The plaintiff should hire employees and transition to a supervisory role to mitigate the economic 

damages in the case 

B. The clinical documentation of the plaintiff's functional limitations — particularly the upper extremity 

impairments that affect computer use, telephone handling, document management, and the cognitive 

demands of business management if any TBI component exists — must be evaluated against the specific 

demands of construction business management, which requires not only physical site visits and 

inspections but also the manual dexterity for plan review, document signing, computer-based project 

management, and client interaction that the plaintiff's documented impairments may preclude 

C. The plaintiff's self-employment income is inherently variable and should be discounted when 

projecting lost earning capacity 

D. The plaintiff should be evaluated for voice-activated technology that might allow remote business 

management from the wheelchair 

 

194. An LNC is evaluating a medical malpractice case involving a patient who underwent a carotid 

endarterectomy and developed a postoperative stroke. The nursing documentation shows neurological 

assessments were ordered every one hour for the first 24 hours postoperatively. The assessment at 1400 

documented "normal neurological examination — alert, oriented, moving all extremities equally." The 

next documented assessment was at 1800 — a four-hour gap rather than the ordered one-hour interval. 

At 1800, the patient was found with left-sided hemiplegia and aphasia. A CT scan confirmed a large 

right middle cerebral artery territory infarction. What should the LNC identify? 



A. The one-hour neurological assessment frequency was excessive and the four-hour gap is within the 

acceptable monitoring range 

B. The surgeon should have been present at the bedside continuously for the first 24 hours after carotid 

endarterectomy surgery 

C. The patient's stroke was likely caused by an intraoperative event and no amount of postoperative 

monitoring could have changed it 

D. The four-hour gap in ordered one-hour neurological assessments — in a patient at high risk for 

postoperative stroke following carotid endarterectomy — represents a monitoring failure that may have 

delayed recognition and treatment of the stroke, potentially worsening the neurological outcome during 

the unmonitored interval 

 

195. An LNC is reviewing a life care plan developed for a 32-year-old woman who sustained bilateral 

below-knee amputations in a motor vehicle accident. The plan projects bilateral prosthetic limbs with 

replacement every 3–5 years, prosthetic socks and liners with regular replacement schedules, annual 

prosthetic specialist evaluations, ongoing physical therapy to maintain prosthetic ambulation skills, 

wheelchair and adaptive equipment for use when prostheses are not worn, home modifications for 

wheelchair accessibility, and modified vehicle with hand controls. The defense argues the home 

modifications are unnecessary because the plaintiff ambulates with bilateral prostheses. What is the most 

appropriate analysis? 

 

A. Bilateral below-knee amputees do not use their prostheses at all times — prostheses are typically 

removed for bathing, sleeping, periods of rest, skin care, and when residual limb soreness prevents 

prosthetic use — and the plaintiff will need wheelchair accessibility in the home for all non-prosthetic 

periods, making the home modifications a necessary component of the life care plan regardless of the 

plaintiff's prosthetic ambulatory ability 

B. The home modifications should be limited to bathroom accessibility only because that is the primary 

area where prostheses are removed 

C. The plaintiff should choose between prostheses and a wheelchair — the life care plan should include 

only one mobility solution 

D. The home modifications should be excluded because the plaintiff demonstrated prosthetic ambulation 

during the life care evaluation 

 

196. An LNC is analyzing a medical malpractice case involving a 50-year-old patient who developed a 

surgical site infection following a lumbar spinal fusion. The patient's preoperative records show a 

hemoglobin A1c of 9.4% (indicating poorly controlled diabetes) and a BMI of 41 (morbid obesity). The 

surgeon did not delay the elective surgery to optimize glycemic control or address the obesity-related 



surgical risk. Published spine surgery guidelines recommend glycemic optimization (A1c below 8%) 

before elective spinal procedures to reduce infection risk. What should the LNC evaluate? 

 

A. The patient's diabetes and obesity make surgical site infection an unavoidable outcome regardless of 

any preoperative optimization 

B. The surgeon should have refused to perform the surgery entirely because the patient's risk factors 

were too severe 

C. Whether the surgeon's decision to proceed with elective spinal surgery without optimizing the 

patient's glycemic control — when published guidelines recommend delaying elective procedures until 

A1c is below 8% — deviated from the preoperative standard of care, and whether glycemic optimization 

would have reduced the foreseeable infection risk in this patient with multiple modifiable risk factors 

D. The patient bears sole responsibility for the infection because the patient failed to control diabetes 

independently before surgery 

 

197. An LNC is reviewing a case involving an LNC who has been subpoenaed to produce records from 

a prior consulting engagement with a different attorney on an unrelated case. The subpoena requests "all 

documents, communications, and work product related to the LNC's review of [the prior case]." The 

LNC's prior engagement was as a non-testifying consulting expert. What should the LNC understand 

about this situation? 

 

A. The LNC should immediately produce all requested documents because a subpoena requires full 

compliance in all circumstances 

B. The LNC should contact the attorney from the prior engagement before producing any documents — 

work product created as a non-testifying consulting expert may be protected from discovery under the 

consulting expert privilege, and the attorney-client and work product protections may apply to the LNC's 

file, requiring the prior attorney to assert the privilege or waive it before any disclosure 

C. The LNC should destroy the prior case file to prevent any disclosure of the consulting work product 

to the requesting party 

D. The LNC's consulting work product is always discoverable regardless of the engagement designation 

or applicable privilege 

 

198. An LNC is evaluating a medical malpractice case involving a patient who underwent a total 

thyroidectomy and developed permanent hypocalcemia requiring lifelong calcium and vitamin D 

supplementation and monitoring. The operative report does not document identification or preservation 

of the parathyroid glands. The pathology report documents "thyroid tissue with incidental parathyroid 

tissue identified in specimen." The standard of care for total thyroidectomy requires identification and 



preservation of the parathyroid glands. What is the most compelling evidence of the standard of care 

deviation? 

 

A. Hypocalcemia after thyroidectomy is a recognized complication and does not prove deviation from 

the standard of care 

B. The surgeon should have performed preoperative parathyroid imaging to locate the glands before the 

thyroidectomy procedure 

C. The patient should have been counseled that permanent hypocalcemia was a possible outcome of the 

thyroidectomy procedure 

D. The pathology report's finding of parathyroid tissue in the thyroidectomy specimen is direct objective 

evidence that at least one parathyroid gland was removed rather than preserved — this finding, 

combined with the operative report's silence on parathyroid identification, provides compelling evidence 

that the standard of care requirement for parathyroid gland identification and preservation was not met 

 

199. An LNC is analyzing a risk management case involving a hospital that has experienced three 

retained surgical item events in the past year. Root cause analysis of all three events reveals common 

contributing factors: surgical count discrepancies at the end of the procedure were resolved by 

recounting rather than obtaining an intraoperative X-ray, the circulating nurse felt pressured by the 

surgeon to close expeditiously rather than extend the procedure for count reconciliation, and the surgical 

safety checklist sign-out phase was not completed in any of the three cases. What risk management 

recommendations should the LNC make? 

 

A. The risk management program should address the identified systemic factors: revise the retained 

surgical item protocol to mandate intraoperative X-ray for any unresolved count discrepancy 

(eliminating the option to resolve by recount alone), address the production pressure that discourages 

thorough count reconciliation (through leadership reinforcement of the nurse's authority to halt closure 

for count resolution), and enforce completion of the sign-out phase of the surgical safety checklist in all 

surgical cases 

B. The surgeons who pressured the nurses to close should be individually counseled but no systemic 

changes are needed 

C. The circulating nurses bear sole responsibility for the retained items because surgical counts are 

exclusively a nursing function 

D. The hospital should implement routine post-procedure X-ray for all surgical cases regardless of count 

discrepancy status 

 



200. An LNC is evaluating a medical malpractice case involving a 40-year-old patient who underwent 

an elective cholecystectomy and developed a bile duct injury that was not recognized intraoperatively. 

The patient presented five days later with jaundice, abdominal pain, and fever. An ERCP confirmed a 

complete transection of the common hepatic duct. The patient required a hepaticojejunostomy and 

developed recurrent cholangitis episodes. The patient's long-term prognosis includes lifelong risk of 

biliary stricture and a small but measurable risk of secondary biliary cirrhosis. What should the LNC's 

damages analysis address? 

 

A. Only the immediate surgical complications and the reconstructive surgery costs should be included in 

the damages analysis 

B. The surgeon's informed consent discussion should be the primary focus of the damages analysis 

rather than the surgical technique 

C. The damages extend beyond the acute surgical event to encompass the lifelong consequences — 

ongoing hepatic function monitoring, the elevated risk of biliary stricture requiring surveillance and 

potential re-intervention, the risk of secondary biliary cirrhosis, the recurrent cholangitis episodes 

requiring treatment, the impact on quality of life, and the reduction in life expectancy if biliary cirrhosis 

develops — all of which should be documented and projected in the damages analysis 

D. The defense's "recognized complication" argument should limit damages to the cost of the repair 

surgery only 

 

Practice Exam 3: Answer Key and Explanations 

1. D — Painless obstructive jaundice with unintentional weight loss in a 71-year-old is the classic 

"textbook" presentation of pancreatic head adenocarcinoma. This symptom constellation demands 

urgent imaging (CT or MRI) to evaluate for pancreatic malignancy — attributing obstructive jaundice to 

gallstone disease without any imaging represents a failure to consider the most dangerous diagnosis on 

the differential. The four-month delay allowed a potentially resectable tumor to metastasize. 

 

2. A — The damages analysis must account for both current impairments and the anticipated future 

surgical intervention. The treating orthopedist's documented clinical trajectory — progressive post-

traumatic arthritis following fracture-dislocation — provides the clinical basis for projecting future ankle 

fusion or replacement. The life care plan should include the projected surgical costs, rehabilitation, and 

the additional functional limitations that will result from the future procedure. 

 

3. C — Both individual and institutional failures contributed to this injury. The CNA deviated from the 

care plan by performing a manual transfer instead of using the required mechanical lift. The facility 



failed to provide sufficient equipment to ensure all care plans could be implemented simultaneously. 

The institutional failure (insufficient equipment) created the condition that predictably led to the 

individual failure (unsafe transfer method). 

 

4. B — Continuous urinary leakage from the vagina beginning on postoperative day two after 

hysterectomy is not normal — it is a classic presentation of vesicovaginal fistula. Reassuring the patient 

that leakage was "expected" delayed the diagnosis by three weeks, during which chronic inflammation 

and scarring developed, complicating the eventual repair. Prompt evaluation with a cystogram or dye 

test would have identified the fistula and allowed earlier, simpler repair. 

 

5. A — This case presents the complete occupational causation pattern: normal pre-employment lung 

function (baseline), progressive decline during exposure (dose-response), documented exposure to a 

recognized respiratory sensitizer (TDI), positive methacholine challenge (objective bronchial 

hyperresponsiveness), and the temporal pattern of symptom improvement away from work with 

worsening on return (work-relatedness). This convergence of evidence provides compelling support for 

occupational causation. 

 

6. D — The manufacturer's marketing representation of a 15–20 year lifespan based solely on bench 

testing — without clinical validation — may constitute breach of express warranty when the device 

failed at three years. The premature failure pattern (particulate debris and osteolysis) at three years 

suggests the bench testing significantly overestimated clinical durability. The gap between laboratory 

predictions and actual in vivo performance is the central product liability issue. 

 

7. C — The hospital's patient identification protocol relying solely on verbal confirmation falls below 

the Joint Commission National Patient Safety Goal requiring at least two patient identifiers. Three 

wrong-patient events across different units and staff demonstrate a systemic vulnerability — not isolated 

individual errors. The protocol deficiency created a predictable institutional risk that materialized 

repeatedly. 

 

8. B — The LNC should evaluate the patient's pre-contrast renal function trajectory to determine 

whether CKD was stable or rapidly progressing before the contrast exposure. If the eGFR had been 

stable for years, the contrast-induced nephropathy likely accelerated progression beyond the natural 

course. If the eGFR was declining rapidly, the defense argument of inevitable progression has more 

merit. The trajectory analysis is essential for distinguishing acceleration from inevitable progression. 

 

9. A — The LNC should discuss the broader prescribing pattern with the retaining attorney, as the 

discovery of an ongoing threat to patient safety raises ethical considerations. While the LNC's 



engagement is case-specific and the LNC should not unilaterally contact outside agencies, 

communicating the concern to the attorney allows the attorney to determine the appropriate reporting 

action. The LNC's professional ethics require attention to patient safety concerns discovered during 

record review. 

 

10. C — Each worker must be evaluated individually, considering documented blood lead levels relative 

to the dose-response curve for lead nephrotoxicity, temporal relationships, and whether lead and 

comorbid conditions acted independently or synergistically. Lead nephrotoxicity is well-documented at 

the exposure levels documented (30–65 µg/dL), and the presence of hypertension or diabetes does not 

automatically exclude lead as a contributing or aggravating cause. Both factors must be assessed on their 

clinical merits. 

 

11. D — Published surgical infection prevention guidelines recommend addressing modifiable risk 

factors — smoking cessation, glycemic optimization, and nutritional assessment — before elective 

procedures. The surgeon's failure to address these documented modifiable risk factors before proceeding 

with elective spinal surgery deviates from these guidelines. The standard of care requires at minimum 

documenting a risk-benefit analysis when proceeding with elective surgery in a patient with multiple 

unoptimized infection risk factors. 

 

 

12. B — The wheelchair alarm was a physician-ordered safety device specified in the care plan to 

prevent falls in a high-risk resident. Its removal without documentation, physician order, clinical 

justification, or care plan update created an undocumented gap in the resident's safety measures. The fall 

and resulting traumatic brain injury occurred during exactly the type of event the alarm was designed to 

prevent. The removal without authorization is the most critical finding. 

 

13. A — The surveillance video showing the plaintiff carrying grocery bags and opening a car door does 

not prove full recovery — it documents specific activities at a specific point in time. The LNC should 

evaluate whether these activities are inconsistent with the documented residual impairments (wrist 

stiffness, reduced grip strength) or whether they represent activities within the plaintiff's documented 

functional capacity. Performing some daily activities does not negate clinical findings of permanent 

impairment. 

 

14. C — The manufacturer's failure-to-warn claim is weak because the drug labeling included the lupus 

warning. However, the prescribing physician committed two independent failures: failing to monitor for 

a known dose-related adverse effect during 18 months of therapy (prescribing negligence), and then 



failing to recognize the lupus symptoms when they appeared (diagnostic failure). Both are physician-

level breaches independent of the product labeling. 

 

15. D — The LNC should evaluate published literature on prosthetic replacement intervals, the 

manufacturer's recommended replacement schedule, and the treating prosthetist's clinical rationale for 

the five-year cycle based on this specific patient's activity level and prosthetic wear patterns. The 

replacement interval should be based on clinical evidence specific to the patient rather than arbitrary 

timelines from either party. The most defensible projection uses published data, manufacturer 

recommendations, and patient-specific clinical factors. 

 

16. B — The discrepancy between the triage nurse's documented findings (right leg weakness and 

numbness) and the physician's documentation (normal examination) is the most critical finding. Either 

the physician's examination was inadequate, the physician failed to reconcile the discrepancy, or the 

documentation is inaccurate. Acute-onset leg weakness and numbness demand investigation for spinal 

cord compression — the failure to address these findings directly led to the missed diagnosis. 

 

17. A — The pharmacy technician made the concentration error, but the pharmacist's failure to perform 

the required independent calculation check was the proximate cause of the error reaching the patient. 

However, the root cause analysis must examine whether the pharmacist's workload — verifying 15 

preparations simultaneously — contributed to the inadequate verification. The excessive workload is a 

systems factor that undermined the effectiveness of the safety check designed to catch exactly this type 

of error. 

18. C — The unavoidability defense fails because the facility did not implement the interventions 

necessary to determine whether the ulcer was truly unavoidable. No ongoing Braden Scale assessments, 

inadequate repositioning (once per 12-hour shift despite a two-hour schedule), no nutritional 

supplementation despite documented low albumin, and no care plan updates demonstrate the facility did 

not take the required preventive steps. An "unavoidable" determination requires evidence that all 

appropriate interventions were implemented — which clearly did not occur. 

 

19. D — The LNC should evaluate whether the officer's specific occupational demands — 22 years of 

walking on concrete, stair climbing, and physical confrontations — match the established occupational 

risk factors for knee osteoarthritis. The normal pre-employment X-rays at age 28 versus moderate-to-

severe arthritis at age 50 should be assessed against the cumulative exposure history. The IME 

physician's categorical dismissal as "age-related" ignores the published occupational health literature 

linking these specific job demands to knee OA. 

 



20. B — Baker Grade IV capsular contracture that has failed to respond to eight months of conservative 

management requires treatment escalation. The surgeon's reassurance that the condition would "resolve 

on its own" is not supported by the clinical evidence — Grade IV contracture rarely resolves 

spontaneously and typically requires surgical revision. The 14-month delay in appropriate intervention 

allowed chronic inflammation and scarring to complicate the eventual revision surgery. 

 

21. A — Systematically overstating patient acuity to justify continued Medicare certification constitutes 

falsification of clinical records to support billing for services not meeting eligibility criteria. A 45% 

prevalence across active patient files indicates an institutional practice, not isolated documentation 

errors. This pattern implicates the False Claims Act and may constitute healthcare fraud requiring 

investigation and potential enforcement action. 

 

22. C — The extended operative time (3 hours 45 minutes versus typical 1.5–2 hours), the additional 

personnel in the operative field (two medical student observers increasing microbial load), and the 

absence of laminar airflow ventilation are all factors that increase periprosthetic joint infection risk. 

Each factor should be evaluated against the standard of care for joint replacement surgery to determine 

whether the infection risk was appropriately managed or whether modifiable risk factors were 

inadequately controlled. 

 

23. D — The IARC Group 2A classification reflects expert scientific judgment that substantial evidence 

supports carcinogenicity — "probable" does not mean "insufficient." The statistically significant meta-

analysis (odds ratio 1.4, CI 1.1–1.8, excluding 1.0) provides additional epidemiological support for 

general causation. However, the relatively modest odds ratio means specific causation for each plaintiff 

will require strong individual-level evidence of exposure, dose-response, latency, and exclusion of 

alternative causes. 

 

24. B — At the second visit, the clinical picture was highly suspicious for ectopic pregnancy: 

inadequately rising beta-hCG (25% increase rather than the expected 50–100% doubling) combined with 

absence of intrauterine pregnancy on ultrasound. This combination required definitive intervention — 

either surgical evaluation or methotrexate — rather than continued observation. Discharging the patient 

again with an ectopic pregnancy high on the differential was a critical failure that resulted in rupture and 

hemorrhagic shock. 

 

25. A — The opposing plan's 8-hour projection appears inadequate for a person with C5 complete SCI 

living alone who requires assistance with all lower body ADLs, transfers, bowel and bladder 

management, meal preparation, and household management. Published guidelines project 10–16 hours 

for this injury level depending on living situation. The LNC should prepare a detailed analysis 



documenting the specific tasks, time requirements, and the gap between the plaintiff's assessed needs 

and the opposing plan's projection. 

 

26. C — The 16-hour gap in neurological assessments after cardiac surgery — when the standard of care 

requires regular monitoring because stroke is a recognized complication — represents a monitoring 

failure. Earlier detection of the stroke might have allowed earlier treatment interventions (such as 

thrombolysis if within the treatment window), potentially reducing the severity of the neurological 

deficit. The failure to monitor prevented the opportunity for timely intervention. 

 

27. B — The insurer's characterization of spinal cord stimulation as "experimental" is not supported by 

current medical evidence. Multiple randomized controlled trials demonstrate efficacy for FBSS, and 

several professional pain management organizations include SCS in their treatment guidelines. The 

denial appears based on outdated clinical information or cost considerations rather than the current 

evidence base. The LNC's literature review directly contradicts the insurer's stated rationale. 

 

28. D — The routine use of expensive definitive testing ($500–$800) when qualitative screening ($10–

$15) would be clinically appropriate — combined with the significant revenue differential — is 

consistent with ordering medically unnecessary testing driven by financial incentive. Published 

guidelines recommend qualitative screening first, with definitive testing reserved for unexpected or 

clinically significant results. The blanket use of definitive testing for all patients at every visit without 

clinical justification implicates the False Claims Act. 

 

29. A — The cervical rib is a pre-existing anatomical variant that predisposed the plaintiff to TOS, but 

the accident was the triggering event that made the asymptomatic predisposition symptomatic. Under the 

eggshell plaintiff doctrine, the defendant takes the plaintiff as found — including anatomical variants. 

The absence of pre-accident symptoms combined with post-accident onset establishes the accident as the 

precipitating cause of the plaintiff's now-symptomatic TOS. 

 

30. C — The continuous restraint use for 72 hours without documented release for essential care, 

without circulation and respiratory monitoring, without reassessment of continued need, and with a 

vague non-time-limited physician order violates multiple regulatory and clinical standards. Federal 

regulations require restraints as a last resort with specific clinical justification, time-limited orders, 

frequent monitoring, and periodic release. The positional asphyxia death was a foreseeable consequence 

of these multiple violations. 

 

31. B — Testicular torsion is a time-sensitive surgical emergency — salvage rates exceed 90% within 

six hours but drop below 10% after 24 hours. In any male with acute scrotal pain, torsion must be ruled 



out before diagnosing epididymitis. The standard of care requires ultrasound evaluation or urological 

consultation when torsion cannot be definitively excluded by examination alone. The 48-hour delay 

rendered the testicle non-salvageable. 

 

32. D — The pathology report documenting parathyroid tissue in the surgical specimen is objective 

evidence that the glands were removed rather than preserved. While parathyroid injury is a recognized 

risk, this evidence shows the surgeon failed to identify and preserve the glands as required by the 

standard of care. The defense argument that "injury is a recognized complication" is undermined by the 

direct evidence that the glands were excised — the standard of care requires identification and 

preservation, and the specimen pathology proves this did not occur. 

 

33. A — An expert witness is expected to be current with the professional standards and guidelines 

relevant to the subject matter of testimony. Unfamiliarity with a widely disseminated guideline from a 

major nursing organization — published two years before the incident — raises questions about clinical 

currency and preparation. This scenario illustrates the professional obligation of LNCs serving as expert 

witnesses to maintain thorough knowledge of current guidelines and standards in their area of testimony. 

 

34. C — The convergence of reduced staffing, higher nurse-to-patient ratios, and sedating medications 

creates a compounding risk environment during nighttime hours. The risk management analysis should 

evaluate whether the staffing model is adequate to implement fall prevention interventions — frequent 

rounding, toileting assistance, prompt alarm response — that high-risk patients require. The 72% 

nighttime fall rate is not coincidental; it reflects the predictable interaction of these simultaneous risk 

factors. 

35. B — Progressive tachycardia (78 to 122), declining hemoglobin (13.2 to 9.1), and increasing groin 

and flank pain after femoral artery catheterization constitute a clinical picture consistent with active 

hemorrhage — specifically, retroperitoneal bleeding at the arterial access site. The nurse's failure to 

recognize these trending changes as warning signs and failure to notify the physician for four hours 

represents a critical assessment and communication failure. Each finding individually was concerning; 

together they were highly alarming. 

 

36. D — The pre-existing thoracic kyphosis and its associated treatment should be excluded from the 

MSA because it is unrelated to the compensable cervical spine injury. The MSA includes only future 

medical expenses that are both injury-related and Medicare-covered. Treatment for pre-existing 

conditions that were not caused or aggravated by the work injury remains the claimant's personal 

responsibility under Medicare. 

 



37. A — The failure to perform VTE risk assessment in a patient with three significant risk factors — 

obesity, OCP use, and family history of DVT — and the resulting absence of any prophylaxis deviated 

from current guidelines. Individualized risk assessment is required for all surgical patients, and this 

patient's cumulative risk profile warranted prophylaxis. The PE was a foreseeable consequence of the 

unmitigated risk. 

 

38. C — Permitting a cognitively impaired resident — documented as unable to make safe decisions — 

to smoke unsupervised is a failure to provide adequate supervision for a known safety risk. The care 

plan should have included a supervised smoking protocol specifying staff presence during smoking 

activities. The burn injury was foreseeable given the resident's documented cognitive impairment and 

the inherent fire risk of smoking. 

 

39. B — The plaintiff's residual upper extremity impairments specifically disable the fine motor 

functions essential to practicing law — writing, typing, and document manipulation. This creates a 

vocational loss extending beyond generic calculations to encompass the loss of a specific professional 

skill set, professional identity, and career. The damages analysis must account for the specialized nature 

of the lost professional capacity and the impossibility of replication through retraining. 

 

40. D — Progressive back pain with fever in a diabetic (immunocompromised) patient followed by 

developing bilateral lower extremity weakness demands urgent evaluation for spinal infection or 

compressive pathology. The failure to obtain urgent MRI when neurological symptoms appeared was 

the critical diagnostic delay. Each element alone warranted investigation; the constellation together 

constituted an emergency requiring emergent imaging. 

 

41. B — Both the MRI facility and potentially the pulse oximetry manufacturer may share liability. The 

facility failed to implement ACR safety guidelines for cable positioning during MRI — a well-

established safety protocol. The manufacturer may bear liability if the device labeling did not adequately 

warn about RF-induced burn risk during MRI or provide safe cable positioning guidance. The injury 

resulted from the intersection of protocol non-compliance and potentially inadequate device labeling. 

 

42. D — The pathology report documenting parathyroid tissue in the surgical specimen is objective 

evidence that the glands were not identified and preserved as required by the standard of care. While 

parathyroid injury is a recognized risk, the presence of parathyroid tissue in the specimen directly 

contradicts the surgeon's compliance with the preservation standard. The defense argument does not 

address whether the surgeon followed the standard of care to prevent the complication — it merely 

acknowledges the complication can occur. 

 



43. A — The IME physician's reasoning contains a fundamental logical flaw: the fact that a condition is 

common in the general population does not prove it cannot be caused by occupational exposures. The 

occupational health literature documents that healthcare workers performing repetitive forceful hand-

intensive tasks have significantly elevated risk for lateral epicondylitis. General population prevalence 

does not negate occupational contribution — both must be evaluated on their clinical and 

epidemiological merits. 

 

44. C — Severe headache with neck stiffness — two cardinal signs of meningeal irritation — should 

prompt evaluation for meningitis, including lumbar puncture. Bacterial meningitis can present without 

fever in approximately 5–15% of adult cases, so the absence of fever does not exclude the diagnosis. 

The combination of these two findings creates a clinical picture where meningitis must be considered 

and evaluated regardless of the patient's temperature. 

 

45. B — The plan fails to address comprehensive seizure management needs beyond medication and 

neurology visits. Two generalized tonic-clonic seizures per month with loss of consciousness create 

ongoing safety risks requiring home modifications (padded surfaces, shower instead of bathtub, anti-

scald devices), emergency medications (rescue benzodiazepine), monitoring devices, caregiver training, 

and transportation planning for driving restrictions. These are foreseeable lifetime needs that 

significantly impact the total cost projection. 

 

46. D — The hospital's credentialing committee failed to enforce its own credentialing requirements by 

granting full robotic privileges after only 8 of the required 20 proctored cases. The chief of surgery's 

unilateral decision to override the established standard based on general surgical skill represents an 

institutional credentialing failure. Open cardiac surgery skills do not automatically transfer to robotic 

surgery — the credentialing requirement existed precisely because robotic techniques require separate 

proficiency development. 

 

47. A — The nurse's failure to intervene when oxygen saturation first dropped below 90% — by 

administering supplemental oxygen, alerting the physician, and preparing for rescue — represents a 

failure to respond to a critical change during moderate sedation. The standard of care for moderate 

sedation monitoring requires continuous pulse oximetry with immediate response to desaturation. 

Allowing the saturation to decline from 82% to 78% without intervention violated the monitoring and 

response standard. 

 

48. C — The LNC should evaluate whether each worker's neuropathy pattern, temporal onset, and 

exposure history are consistent with OPIDN rather than other causes. The cholinesterase depression 

confirms exposure but does not independently prove neuropathy causation. The specific causation 

analysis must determine whether each worker's neuropathy onset followed significant organophosphate 



exposures and whether the clinical pattern (distal dying-back axonopathy) matches the known 

characteristics of OPIDN versus diabetic, alcoholic, or other neuropathies. 

 

49. B — Persistent abdominal pain, nausea, and fever for two weeks following appendectomy — 

symptoms that should improve, not persist — required diagnostic evaluation for post-surgical 

complications. The surgeon's repeated dismissal as "normal postoperative discomfort" without obtaining 

a CT scan or laboratory studies allowed the abscess to grow. The two-week delay transformed what 

might have been a small, easily drained collection into a large abscess requiring invasive drainage and 

prolonged antibiotics. 

 

50. D — The non-rechargeable spinal cord stimulator has a documented finite battery life of 5–7 years. 

The MSA should project replacement at a clinically reasonable interval based on the manufacturer's 

published data (typically the midpoint or average of the range), with subsequent replacements projected 

at the same interval over the remaining life expectancy. Excluding a replacement for a device with a 

known finite lifespan would leave the claimant without a functioning pain management device. 

 

51. A — The plaintiff's damages extend far beyond basic ambulation ability. The permanent loss of 

competitive running, the documented asymmetric gait, ongoing phantom limb pain management, 

lifetime prosthetic costs (replacement, maintenance, liners, socks), right knee stiffness limiting bilateral 

function, and the profound impact on athletic identity and quality of life constitute comprehensive 

damages. The defense's characterization of "minimal limitations" ignores the documented residual 

impairments and their compounding effects on this plaintiff's specific pre-injury lifestyle. 

 

52. C — The facility lacked a system to communicate dietary texture modifications to medication 

administration staff. No medication pass alert for thickened liquids, no dietary modification notation in 

the medication administration record, and an incomplete shift report created a systems gap. The 

medication aide administered contraindicated thin liquids because the information needed to prevent the 

error was not accessible at the point of medication administration. 

 

53. B — The LNC should evaluate whether the hemodynamic monitoring during the procedure met the 

standard of care for detecting early signs of gas embolism. The defense argument that CO2 embolism is 

a "recognized complication" does not automatically preclude malpractice — the question is whether the 

surgical team followed the standard of care during the procedure and whether the complication resulted 

from a deviation in technique or monitoring. A recognized complication can still constitute malpractice 

if it resulted from substandard care. 

 



54. D — The documented absence of pre-injury headache history, onset of headaches meeting ICHD-3 

criteria for persistent post-traumatic headache within the defined temporal window (within seven days of 

concussion), and persistence beyond 12 months collectively satisfy the specific diagnostic criteria 

establishing the causal relationship between TBI and persistent post-traumatic headache. The ICHD-3 

criteria were designed to define this exact causal link, and meeting the criteria provides the strongest 

clinical evidence for causation. 

 

55. A — Alert fatigue is the central patient safety issue. The BCMA system generates approximately 47 

alerts per nurse per shift, of which 85% are false positives or clinically irrelevant. This excessive volume 

has conditioned nurses to override alerts reflexively — exactly what happened when the nurse dismissed 

a legitimate "no match" alert as another false alarm. The system's safety function has been undermined 

by its own excessive sensitivity, converting a safety tool into a source of normalized deviation. 

 

56. C — The surgeon failed to assess opioid risk factors despite the documented substance use disorder 

history in the preoperative evaluation, and prescribed a 30-day opioid supply rather than a short course 

with opioid-sparing adjuncts. Current prescribing guidelines specifically recommend screening for 

substance use disorder risk factors and using multimodal opioid-sparing strategies for patients with SUD 

history. Both the failure to assess and the excessive prescription duration deviated from these guidelines. 

 

57. D — Multiple federal statutes are implicated: the Stark Law (physician self-referral to the ASC in 

which they have a financial interest), the False Claims Act (billing for medically unnecessary 

procedures), and potentially the Anti-Kickback Statute (if the facility-fee income structure constitutes 

remuneration for referrals). The combination of financial ownership, disproportionate procedure volume 

at the owned facility, inflated charges, and procedures not meeting medical necessity criteria creates a 

multi-statutory exposure. 

58. B — The absence of a system for communicating amended radiology reports to treating physicians 

allowed a clinically significant finding (renal mass) to go unreported for four months. The first 

radiologist missed the mass, but the systems failure occurred when the re-read identified the finding and 

no reliable process existed to communicate the amendment to the responsible provider. Results 

management systems must ensure that amended reports with clinically significant findings are reliably 

transmitted and acted upon. 

 

59. A — The neuropsychological testing results objectively documenting cognitive deficits, behavioral 

changes, and personality alterations — combined with treating providers' documentation of how these 

deficits affect interpersonal functioning, emotional regulation, and relationship capacity — provide the 

clinical foundation for the loss of consortium claim. The clinical evidence establishes that the TBI has 

fundamentally changed the plaintiff's ability to function as a marital partner, transforming subjective 

relationship complaints into clinically documented impairments. 



 

60. C — Multiple providers share potential liability: the physician wrote an ambiguous order without 

specifying the infusion rate or monitoring requirements; the nurse administered potassium at a rate 

exceeding the safe maximum without clarifying the order; and the institution may be liable if the CPOE 

system allowed the order without rate and monitoring parameters. Each provider had an independent 

opportunity to prevent the fatal error, and each failed. The multi-level analysis is the most 

comprehensive approach. 

 

61. D — The pharmacy consultant identified specific drug safety risks six months before the adverse 

event, and neither the physician nor the facility acted on the documented recommendations. The 

physician failed to address the identified interactions and inappropriate medications, and the facility 

failed to ensure follow-through on the consultant's recommendations. This represents a failure at 

multiple levels to act on a documented patient safety concern — the exact system the pharmacy 

consultant review is designed to prevent. 

 

62. B — The specific functional impairments — loss of opposition, impaired grip strength, and 

diminished sensation in the dominant hand — eliminate the fine motor precision required for concert-

level violin performance. Concert performance requires a fundamentally different skill set from 

teaching, earns substantially more, and involves artistic expression and professional identity that cannot 

be replaced by an alternative career. The damages analysis must account for the uniqueness and 

irreplaceability of this professional capacity. 

 

63. A — Sudden-onset tearing chest pain radiating to the back, a 40 mmHg blood pressure differential 

between arms, widened mediastinum on chest X-ray, and severe hypertension collectively form the 

classic presentation of acute aortic dissection. Critically, the normal ECG and negative troponin argue 

against ACS and should have redirected the differential toward aortic pathology. The failure to obtain 

CT angiography in the presence of this classic constellation resulted in a missed diagnosis and 

preventable death. 

 

64. C — Five insulin-related errors across multiple error types (wrong type, wrong dose, wrong patient, 

failure to hold) indicate systemic deficiency rather than isolated individual failures. The absence of a 

standardized protocol, lack of a dedicated ordering template, and absence of independent double-check 

verification create a risk environment where insulin errors are predictable. Comprehensive insulin safety 

measures addressing ordering, dispensing, and administration are needed to address the systemic 

vulnerability. 

 



65. D — The melanoma had adverse pathological features — mitotic rate of 3/mm² and ulceration — 

that the NCCN guidelines identify as factors lowering the threshold for sentinel lymph node biopsy 

consideration, even in thin melanomas. The surgeon's failure to consider SLNB in the presence of these 

documented adverse features may have deviated from guideline recommendations, potentially missing 

the opportunity to identify regional metastasis at an earlier stage when treatment options and prognosis 

were more favorable. 

 

66. B — The elevated loosening rate across the entire product line (8.5% vs. 1–2% benchmark), 

combined with retrieval analysis identifying a design issue in the fixation mechanism, supports a design 

defect claim. If only the plaintiff's component had loosened, a manufacturing defect would be plausible. 

But a loosening rate affecting the product line at more than four times the industry standard indicates an 

inherent design problem with the glenoid component's fixation mechanism. 

 

67. A — The physician committed a CPOE pick-list error by selecting the wrong frequency — a known 

electronic ordering risk. The pharmacist should have questioned the unusual twice-daily prophylactic 

dosing (standard is once daily), and the nurse should have recognized the non-standard frequency. All 

three providers had independent opportunities to catch the error before it reached the patient. The failure 

of all three safety layers allowed a preventable overdose to cause significant patient harm. 

 

68. C — The indwelling catheter remained in place for nine months beyond the original clinical 

indication without reassessment of necessity. Evidence-based catheter management standards require 

daily reassessment and prompt removal when the clinical indication no longer exists. The two prior 

catheter-associated UTIs during the prolonged catheterization should have triggered urgent reassessment 

— instead, the catheter remained until a third infection progressed to urosepsis. 

 

69. D — All components of the treating physician's documented pain management plan that are injury-

related and Medicare-covered should be included in the MSA. Interventional procedures recommended 

by the treating specialist based on documented clinical necessity are medical treatments, not "elective" 

procedures. The characterization of recommended medical interventions as "elective" to exclude them 

from the MSA is inconsistent with the purpose of the MSA, which is to protect Medicare's interests in 

covering future injury-related medical expenses. 

 

70. B — New right foot dorsiflexion weakness at the four-hour assessment — in a patient who just 

underwent lumbar spinal surgery — is a new postoperative neurological finding that should have 

prompted immediate surgeon notification. New postoperative neurological deficits following spinal 

surgery may indicate epidural hematoma, nerve compression, or other surgical complications requiring 

urgent intervention. Waiting for the next scheduled assessment allowed the deficit to progress from 

unilateral weakness to bilateral paralysis with bladder dysfunction. 



 

71. A — At least three independent safety barriers failed: the physician overrode the electronic allergy 

alert without clinical justification, the pharmacist did not verify the appropriateness of the override, and 

the nurse did not check the allergy list before administration. Each barrier was designed to prevent this 

exact event independently. The cascade of three simultaneous safety barrier failures allowed a 

documented severe allergy to result in a preventable anaphylactic reaction. 

 

72. C — Published obstetric guidelines specifically identify fundal pressure during shoulder dystocia as 

contraindicated because it can worsen the impaction and increase traction force on the brachial plexus. 

The LNC should evaluate whether the use of this contraindicated maneuver deviated from the standard 

of care and whether it contributed to the brachial plexus injury. The documentation of fundal pressure 

use provides direct evidence of a technique that guidelines specifically prohibit during shoulder dystocia 

management. 

 

73. D — Published SCI clinical practice guidelines specifically recommend the projected specialty 

evaluations as part of the standard preventive care regimen. T4 complete injury creates lifelong risk for 

urological complications, respiratory compromise, skin breakdown, musculoskeletal deterioration, and 

psychological sequelae — each requiring specialist-level monitoring beyond primary care scope. The 

defense argument ignores the complexity of SCI management and the published evidence supporting the 

projected specialty evaluation schedule. 

 

74. B — The 90-minute delay waiting for an INR result in a patient with no anticoagulant history and no 

coagulopathy suspicion was clinically unjustified. Published stroke protocols do not require INR results 

before tPA in patients without anticoagulant history. The benefit of tPA is strongly time-dependent — 

earlier administration produces significantly better outcomes. The unjustified delay deprived the patient 

of the time-dependent benefit of earlier thrombolysis. 

 

75. A — Elevated PCB serum levels confirm exposure but do not independently establish causation for 

specific health effects. Each child requires individual evaluation considering serum levels relative to the 

dose-response curve, temporal relationship between school attendance and symptom onset, consistency 

of learning disability patterns with PCB neurodevelopmental effects, and the independent or synergistic 

contribution of socioeconomic factors. Both PCB exposure and socioeconomic factors may contribute to 

the documented cognitive outcomes. 

 

76. C — The standard of care for robotic prostatectomy includes intraoperative rectal integrity testing 

(air insufflation) to detect occult rectal injuries. The operative report does not document this test. The 

failure to perform or document this safety check may have allowed an occult injury to go undetected 



intraoperatively — when immediate repair would have been straightforward — instead of being 

discovered three days later with fecal peritonitis requiring emergency colostomy. 

 

77. D — The clinical progression from irritant contact dermatitis to allergic contact dermatitis to 

systemic latex allergy follows a well-documented immunological sensitization pathway. Damaged skin 

from irritant dermatitis facilitates latex protein absorption, leading to sensitization and systemic allergy. 

The systemic allergy is a compensable progression of the original occupational skin condition — not a 

separate unrelated condition. The entire immunological cascade was initiated by the occupational 

exposure. 

 

78. B — The LNC should evaluate whether the surgeon's failure to implement prophylactic measures — 

retention sutures, nutritional optimization, and enhanced wound monitoring — in a patient with four 

documented dehiscence risk factors (morbid obesity, uncontrolled diabetes, malnutrition, chronic 

corticosteroid use) deviated from the standard of care. Current guidelines recommend prophylactic 

measures for high-risk patients. Standard closure technique in a patient with this risk profile may 

constitute inadequate surgical planning. 

 

79. A — The eggshell plaintiff doctrine applies. The defendant takes the plaintiff as found, including the 

pre-existing cervical stenosis that made the plaintiff vulnerable. The stenosis was an asymptomatic 

anatomical condition before the fall — the fall was the triggering event that converted the pre-existing 

vulnerability into an acute spinal cord injury. The defendant is liable for the full extent of the injury, 

including the severity attributable to the pre-existing stenosis. 

 

80. C — Both physicians were aware of the concerning injury pattern and documented findings 

inconsistent with the reported mechanism. However, neither filed the mandatory report. The clinical 

presentation — bilateral femur fractures, healing rib fractures, and old bruising in various stages — is 

highly suspicious for non-accidental trauma in a 3-year-old. All healthcare professionals who suspect 

child abuse are mandatory reporters. The failure to report directly contributed to the child's continued 

exposure to harm and eventual death. 

 

81. A — The nurse recognized the clinical signs of NEC — feeding intolerance, abdominal distension, 

and bloody stools in a premature infant — but delayed physician notification for six hours. NEC in a 

premature infant is a time-sensitive emergency where early intervention can limit the extent of bowel 

involvement. The six-hour delay allowed the disease to progress from a potentially treatable early stage 

to advanced NEC with pneumatosis intestinalis and portal venous gas, requiring extensive bowel 

resection. 

 



82. C — The pattern describes a scheme for billing Medicare for medically unnecessary diagnostic 

testing: testing all residents without clinical indication, using pre-signed orders from a physician who 

never examined the patients, billing at inflated facility-based rates, and generating results with no 

clinical utility. This implicates the False Claims Act, the Anti-Kickback Statute (if facilities receive 

compensation for access), and potentially the Stark Law. The testing serves a billing purpose rather than 

a clinical purpose. 

 

83. B — The standard of care requires prophylactic antibiotics administered before the surgical incision 

to achieve adequate tissue levels at the time of exposure. The LNC should evaluate whether this timing 

deviation is clinically significant — antibiotics administered 10 minutes after the incision were not 

present in the tissues during the initial surgical exposure period, potentially reducing their preventive 

effectiveness against surgical site infection. 

 

84. D — Multiple product liability theories apply: design defect (the software algorithm flaw affected all 

units with the same version), failure to warn (the manufacturer knew about field reports of alarm failures 

but did not issue a safety communication), and potentially hospital liability (for not having redundant 

monitoring for ventilator-dependent patients). The manufacturer's knowledge of the defect before the 

plaintiff's injury strengthens both the design defect and failure-to-warn claims. 

 

85. A — The physician committed a well-recognized prescribing danger — writing "daily" when 

"weekly" was intended for methotrexate. The pharmacist should have identified and questioned the daily 

frequency, which significantly exceeds standard RA dosing. Both the prescribing error and the 

pharmacy verification failure contributed to the patient receiving seven times the intended dose over two 

weeks. The multi-provider analysis recognizes that both had independent opportunities to prevent the 

error. 

 

86. C — The LNC should evaluate whether the absence of documentation for the 0200 toileting 

assistance indicates the intervention was not performed. The 0200 gap is critical because the resident 

had documented nocturia and a care plan specifying scheduled toileting at that hour. The resident's 

attempt to get to the bathroom independently was a foreseeable consequence of the failure to provide 

scheduled assistance — the care plan existed specifically to prevent unsupervised nighttime ambulation. 

 

--- 

 

87. B — Published clinical guidelines state that any new solid testicular mass requires urgent ultrasound 

evaluation to rule out malignancy. The physician's decision to reassure and recommend three-month 

follow-up without imaging deviated from this standard. The three-month delay allowed the cancer to 



advance from what may have been localized disease to retroperitoneal metastasis — significantly 

worsening the staging, treatment requirements, and prognosis. 

 

88. D — The revision surgeries should be excluded because the projected timeline (15–20 years) 

exceeds the claimant's rated life expectancy (14 years). The MSA should include only expenses 

reasonably expected to be incurred during the projected remaining lifetime. Including a procedure 

projected beyond the claimant's life expectancy would overstate the MSA allocation. The orthopedist's 

documentation provides clinical basis for the eventual need, but the timing exceeds the relevant 

projection period. 

 

89. C — The anesthesiologist continued advancing the needle and injected the spinal anesthetic despite 

the patient's report of a sharp, shooting pain down the leg — a clear sign of nerve root contact. The 

standard of care requires needle redirection before injection when radicular symptoms occur. The 

deviation is directly linked to the resulting nerve root injury: the injection at the site of nerve contact 

caused the permanent L5 deficit. 

 

90. A — The absence of wrong-site events does not validate inadequate compliance with the universal 

protocol. Compliance rates of 70–85% mean that 15–30% of patients undergo surgery without the safety 

checks designed to prevent wrong-site events. The risk management committee's reasoning — "no 

events have occurred" — confuses outcome with process. Low-probability, high-severity events can 

occur at any time, and substandard compliance creates ongoing vulnerability that should be addressed 

proactively. 

91. D — The combination of residual paraparesis, neurogenic bladder, and chronic pain creates multi-

system functional impairment that precludes bedside nursing. The vocational analysis must evaluate 

whether any alternative nursing role is actually compatible with the full spectrum of documented 

limitations — not just the mobility restriction. Many alternative nursing roles still require physical 

capabilities (prolonged sitting tolerance, reliable bladder control, cognitive focus unimpaired by chronic 

pain) that the plaintiff may lack. 

 

92. B — Three simultaneous standard of care failures converged: failure to continue CPAP in a 

documented OSA patient, failure to implement enhanced respiratory monitoring with opioid 

administration, and failure to consider opioid-sparing strategies. Current perioperative guidelines 

specifically identify OSA patients receiving opioids as high-risk and recommend all three safeguards. 

The absence of all three created the foreseeable respiratory catastrophe — any one safeguard might have 

prevented the hypoxic event. 

 



93. C — The pattern of consistently billing Level 5 when documentation supports only Level 2 or 3 — 

uniformly across 87% of visits for conditions of varying complexity — constitutes systematic upcoding. 

The uniform application of the highest billing code regardless of clinical complexity indicates billing 

optimization rather than clinical necessity. This pattern results in Medicare reimbursement that 

significantly exceeds what the documented services warrant. 

 

94. A — The hospital's failure to ensure immediate tPA availability in the emergency department — 

requiring 45 minutes for central pharmacy delivery — represents a systems-level stroke readiness 

failure. The physician, laboratory, and imaging teams performed appropriately and efficiently. The delay 

occurred solely because the medication was not stocked where it needed to be. For time-critical 

interventions like tPA, institutional systems must ensure immediate medication availability at the point 

of care. 

 

95. D — The facility performed the monitoring (weekly weights, dietary intake records) but completely 

failed to respond to the alarming data. An 18.6% weight loss, consistently inadequate intake (<25% of 

meals), and declining albumin over four months without any clinical intervention — no physician 

notification, dietitian consult, supplementation, or alternative feeding — demonstrates a critical 

disconnect between monitoring and action. Collecting data without acting on it does not constitute 

adequate care. 

 

96. B — The LNC should evaluate whether the surgeon took appropriate measures to identify and 

protect the ureter during the right hemicolectomy. The standard of care requires awareness of the right 

ureter's position and active identification during dissection. The failure to recognize the injury 

intraoperatively further suggests the ureter may not have been adequately visualized and protected. The 

defense's "recognized complication" argument does not address whether the surgeon met the standard of 

care for ureter protection. 

 

97. A — The LNC should provide a preliminary opinion noting that the available records suggest a 

potential deviation, while clearly communicating that several critical records are missing and the opinion 

may change upon review of the complete record set. Providing a definitive opinion without complete 

records risks inaccuracy, while refusing the engagement entirely deprives the attorney of useful 

preliminary guidance. The qualified preliminary opinion with clear caveats is the most professionally 

responsible approach. 

 

98. C — The LNC should evaluate whether the vocational expert's "simple repetitive tasks" assessment 

is consistent with the documented neuropsychological findings. Executive function deficits, impulsivity, 

and impaired social judgment affect the capacity to sustain any employment — including simple tasks 

that require sustained attention, instruction-following, supervisor interaction, and consistent attendance 



and behavior. The vocational opinion must be tested against the full spectrum of documented cognitive 

and behavioral impairments. 

 

99. B — This is a diagnostic error — the original pathologist's misinterpretation of benign fibrocystic 

changes as invasive ductal carcinoma is one of the most consequential errors in surgical pathology. The 

incorrect pathology diagnosis directly led to an unnecessary bilateral mastectomy. While systems factors 

(lack of mandatory second pathology review before radical surgery) may have contributed, the 

fundamental error is the pathologist's diagnostic misinterpretation. 

 

100. D — The permanent restrictions effectively preclude all construction laborer positions. The 

vocational analysis must evaluate the combined impact of physical restrictions (no climbing, no heights, 

limited lifting, limited standing/walking) and cognitive symptoms (concentration difficulties from TBI) 

together — not in isolation. The analysis should consider the worker's education, age, transferable skills, 

and the simultaneous impact of multiple impairments on the available labor market, because multiple 

impairments compound to restrict employability beyond what any single restriction would indicate. 

 

101. A — When a CT scan is negative for hemorrhage in a patient with sudden severe headache 

("thunderclap headache") and photophobia, the standard of care requires lumbar puncture to evaluate for 

xanthochromia — the breakdown products of blood in the CSF that indicate subarachnoid hemorrhage. 

CT sensitivity for SAH declines with time from symptom onset, meaning a negative CT does not 

exclude SAH. The failure to perform LP after a negative CT in a clinically suspicious presentation is a 

well-recognized diagnostic deviation. 

 

102. C — The door alarm — the facility's sole elopement prevention system for a resident with 

documented wandering behavior — was disabled by staff due to chronic false alarms from maintenance 

failure. The facility's failure to maintain the alarm system and failure to implement an alternative 

elopement prevention measure when the alarm was disabled left a cognitively impaired resident with 

documented elopement risk without any protection. The hypothermia and frostbite injuries were a 

foreseeable consequence of this institutional safety failure. 

 

103. D — The IME physician's conclusion that COPD "typically results from smoking" ignores the 

well-documented occupational etiology of COPD in firefighters. Published literature consistently shows 

elevated COPD rates among firefighters attributable to repeated inhalation of combustion products. A 

never-smoker firefighter with 15 years of structural firefighting exposure represents a textbook case of 

occupational respiratory disease — the IME physician applied a general population assumption while 

ignoring the specific occupational exposure history. 



104. B — The LNC should evaluate whether the documented cognitive deficits — impaired memory, 

reduced processing speed, and executive dysfunction — would actually permit the plaintiff to perform 

the specific cognitive demands of senior financial analysis. Financial analysis requires complex data 

interpretation, multi-step calculations, deadline-driven decision-making, and sustained concentration for 

financial modeling. The defense argument that accommodations can address these deficits must be 

tested against the documented severity of the cognitive impairments. 

 

105. A — Two separate standard of care issues exist: first, whether the colonoscopic perforation resulted 

from a deviation in technique (excessive force, inappropriate scope manipulation); and second, whether 

the failure to recognize the perforation during or immediately after the procedure represents a separate 

assessment failure. Each issue is independently analyzable — the perforation may or may not have 

resulted from negligence, but the failure to detect it before discharge allowed peritonitis to develop. 

 

106. C — The disproportionate adverse event rate among agency nurses (seven medication errors, four 

falls, two infections) versus permanent staff (two errors, one fall, no infections) on the same unit during 

the same period strongly suggests inadequate onboarding. A 30-minute video orientation and self-

completed competency checklist cannot provide the facility-specific knowledge needed for safe care — 

unit-specific protocols, medication systems, patient population characteristics, and emergency 

procedures all require hands-on orientation and competency verification. 

 

107. D — The prescribing physician's failure to review the black box warning — the FDA's strongest 

warning category — which specifically identified all three of this patient's risk factors (age >60, 

concurrent corticosteroids, organ transplant recipient) constitutes prescribing negligence. The physician 

had a duty to review the drug's labeling before prescribing, and the failure to recognize the patient's 

elevated risk profile exists as a liability separate from any product liability claim against the 

manufacturer. 

 

108. B — The projected timeline for shoulder replacement revision (12–15 years) exceeds the claimant's 

rated life expectancy (10 years). The MSA should include only expenses reasonably expected to occur 

during the claimant's projected remaining lifetime. Including a revision projected beyond the life 

expectancy would overstate the MSA. The orthopedist's documentation provides clinical basis for the 

eventual need, but the timing falls outside the relevant projection window. 

 

109. A — In a young woman of childbearing age presenting with right lower quadrant pain, the 

differential diagnosis must include gynecological pathology (ruptured ovarian cyst, ovarian torsion, 

ectopic pregnancy) in addition to appendicitis. Preoperative imaging (CT or ultrasound) would have 

identified the ovarian cyst as the cause of symptoms, potentially avoiding unnecessary appendectomy 



and its complications. The failure to obtain imaging before surgery in this demographic deviates from 

the diagnostic standard of care. 

 

110. C — A resident with diabetes, peripheral neuropathy, and a contralateral below-knee amputation 

has the highest-risk profile for diabetic foot complications. The absence of a daily foot inspection 

protocol, heel offloading, and specialist referral for the remaining foot demonstrates a failure to 

implement the preventive care that these documented risk factors demanded. The wound progressed 

from a preventable stage to limb-threatening osteomyelitis because the preventive infrastructure was 

never established. 

 

111. D — The manufacturer's field safety notice acknowledging the software defect constitutes the 

manufacturer's own admission that the product was defective. The software algorithm error affected all 

pumps under certain operating conditions — not just the plaintiff's unit — establishing a design defect 

rather than a manufacturing anomaly. The manufacturer's knowledge of field reports before the 

plaintiff's injuries strengthens the liability analysis by demonstrating the defect was known but 

uncorrected. 

 

112. B — Pain out of proportion to expected postoperative course, progressive swelling, paresthesias, 

and loss of dorsiflexion constitute the classic progression of acute compartment syndrome. The 

orthopedic resident's failure to consider compartment syndrome and the delay in escalating to the 

attending surgeon represent both a diagnostic failure (not recognizing the syndrome) and a 

communication failure (not notifying the attending). Compartment syndrome is a time-sensitive surgical 

emergency where every hour of delay increases the risk of permanent damage. 

 

113. A — Overlapping time entries showing the same physician providing face-to-face services at two 

different locations during the same time period demonstrate that some billed services were either not 

performed or were performed by someone other than the billing physician. This constitutes billing for 

services not rendered — one of the most straightforward forms of healthcare fraud. Physical 

impossibility of presence at both locations during documented times provides objective evidence of the 

false billing. 

 

114. C — Multiple deviations from evidence-based central line bundle practices — absent insertion 

checklist, absent maximal barrier documentation, absent daily necessity assessment, and inadequate 

dressing change frequency — cumulatively increased the infection risk. Each bundle element 

independently reduces CLABSI risk, and the absence of multiple elements represents systemic 

noncompliance with infection prevention standards. The analysis should evaluate the totality of the 

bundle compliance failures rather than any single deviation in isolation. 



115. D — The Budapest diagnostic criteria for CRPS are primarily clinical and do not require abnormal 

bone scan findings. A normal triple-phase bone scan does not exclude CRPS. The defense neurologist's 

reliance on a single normal test to override multiple documented objective clinical signs (edema, 

temperature asymmetry, trophic changes) and a positive sympathetic block contradicts the accepted 

diagnostic framework. The treating specialist's longitudinal documentation of objective findings using 

the accepted criteria carries significant clinical weight. 

 

116. B — The facility lacked a reliable system for communicating the SLP's diet texture 

recommendation to the dietary department and nursing staff. The diet modification was documented in 

the SLP evaluation but was never transmitted to the meal production system, creating a communication 

gap between clinical assessment and meal service. The resident's death from choking on regular-texture 

food was a direct and foreseeable consequence of this systems failure. 

 

117. A — Internal hernias following Roux-en-Y gastric bypass are surgical emergencies requiring 

prompt operative intervention. Conservative management of a suspected internal hernia in a recent 

bariatric surgery patient deviates from the standard of care because the risk of bowel strangulation 

increases with every hour of delay. The 36-hour conservative management period allowed viable bowel 

to become necrotic, resulting in the catastrophic loss of 200 cm of small intestine and short bowel 

syndrome. 

 

118. C — Each child requires individual evaluation assessing maternal fish consumption during 

pregnancy, documented mercury levels, temporal relationship between exposure and symptom onset, 

consistency of the neurodevelopmental deficit pattern with mercury neurotoxicity, and the independent 

contribution of genetic or prenatal care factors. Neither the mercury exposure nor the defense's 

alternative causes can be evaluated without this individual-level analysis. Both factors may contribute 

independently or synergistically. 

 

119. B — The standard of care for hand laceration evaluation requires systematic motor and sensory 

testing of all structures at risk based on the wound's anatomical location. A laceration crossing the path 

of the FDP tendon demands tendon function testing before closure. The one-week delay in diagnosis 

converted what would have been a straightforward primary tendon repair into a complex reconstruction 

requiring tendon grafting — directly increasing the surgical complexity and reducing the functional 

outcome. 

 

120. D — SCI-specific women's health needs differ from general population care. Paraplegia accelerates 

osteoporosis (justifying earlier DXA screening), affects gynecological examination requirements 

(requiring SCI-experienced providers), and creates unique reproductive considerations. These 

projections are directly related to the injury's impact on the plaintiff's healthcare needs — they are not 



routine women's health services but SCI-modified healthcare requirements that would not exist without 

the injury. 

 

121. C — The failure to perform individualized VTE risk assessment and the failure to add 

pharmacological prophylaxis for a patient with three significant risk factors (age >60, BMI 36, prior 

DVT) deviated from current guidelines. SCDs alone are insufficient for high-risk patients — evidence-

based guidelines recommend combined mechanical and pharmacological prophylaxis when the 

thrombotic risk exceeds the bleeding risk. This patient's cumulative risk profile clearly warranted dual-

modality prophylaxis. 

 

122. D — The existence of hypothyroidism as a risk factor for CTS does not eliminate the potential 

contribution of 12 years of repetitive gripping, lever operation, and hand-intensive vehicle inspections. 

The LNC should evaluate whether the driver's specific job demands constitute occupational risk factors, 

and whether hypothyroidism and occupational exposure independently contributed to or synergistically 

produced the condition. The normal pre-employment examination at age 36 argues against a pre-existing 

predisposition. 

 

123. A — The patient was discharged with an Aldrete score of 7 when the facility's discharge threshold 

is 9 — an objective, documented deviation from the established discharge criteria. The Aldrete score 

quantifies post-anesthesia recovery, and a score below the threshold indicates the patient has not 

adequately recovered. The respiratory arrest 30 minutes after arriving home was a foreseeable 

consequence of premature discharge before adequate anesthesia recovery. 

 

124. B — Retirement eliminates lost earning capacity but does not affect non-economic damages. The 

LNC should evaluate the loss of volunteer activity (purpose, social engagement, community 

contribution), cognitive deficits impairing daily independence, chronic pain affecting mobility and 

quality of life, loss of enjoyment of pre-injury activities, and the need for assistance with previously 

independent tasks. These non-economic damages exist regardless of employment status and are fully 

compensable. 

 

125. D — The 18-month lapse in engineering control certification, 12-month lapse in environmental 

monitoring, and absent competency assessments represent overlapping USP 797 failures. These 

simultaneous lapses created conditions in which contamination could occur and persist undetected in the 

compounding environment. The subsequent bloodstream infection cluster is a foreseeable consequence 

of preparing 15,000 sterile medications in an unmonitored environment. 

 



126. C — The recognized complication defense does not address whether the surgeon's technique met 

the standard of care. The LNC should evaluate the posterior dissection technique, the surgeon's robotic 

experience level, and whether the intraoperative repair was adequate (since it subsequently failed, 

resulting in a rectourethral fistula). A complication may be "recognized" yet still result from substandard 

technique — the two concepts are independent. 

 

127. A — While occupational stress and sedentary work may contribute to metabolic risk factors, the 

worker's strong genetic predisposition (both parents and two siblings with diabetes), significant obesity 

(BMI 34), and the multifactorial nature of type 2 diabetes make it extremely difficult to establish the 

workplace as a substantial contributing cause. The occupational contribution, if any, is likely a minor 

factor compared to the overwhelming genetic and lifestyle risk factors present in this case. 

 

128. D — The failure to assess the IV site and replace the catheter within the recommended 72–96 hour 

timeframe — allowing the catheter to remain for seven days without documented site assessment — 

deviates from established infusion therapy standards. Prolonged catheter dwell time is a well-

documented independent risk factor for catheter-related bloodstream infection. The MRSA bacteremia 

was a foreseeable consequence of the extended unmonitored catheterization period. 

 

129. B — The clinical documentation of residual foot impairments and their impact on the specific 

physical demands of professional cooking should determine the vocational outcome. Professional chefs 

spend 10–12 hours on their feet in fast-paced kitchen environments requiring rapid movement, heavy 

lifting, and prolonged standing. The LNC must evaluate whether the documented impairments (chronic 

pain, altered gait, limited weight-bearing tolerance) are compatible with these specific occupational 

demands. 

 

130. A — The specimen mislabeling was the primary error that initiated the entire cascade. The 

mislabeled tube caused the blood bank to crossmatch blood based on the wrong patient's blood type, 

resulting in the release of incompatible blood. This single identification error at the beginning of the 

process propagated through every subsequent step — the blood bank crossmatched correctly based on 

the specimen it received, but the specimen did not belong to the patient for whom the blood was 

intended. 

 

131. C — The facility's training program for dietary aides failed to ensure newly hired staff were aware 

of individual residents' diet texture modifications before beginning meal service. Allowing untrained 

staff to serve meals to residents with specific dietary restrictions creates a foreseeable risk of providing 

the wrong consistency. The absence of any system to communicate dietary modifications to meal service 

staff before they interact with residents is an institutional training and communication failure. 



132. D — The post-market surveillance data showing a 12% revision rate (versus 2–3% for comparable 

devices) demonstrates a design defect in the metal-on-metal bearing surface. The elevated failure rate 

across the product line indicates a systematic design problem, not isolated manufacturing defects. The 

manufacturer's delay in issuing the recall allowed additional patients to be harmed during the period 

between the identification of the elevated revision rate and the recall action. 

 

133. B — Left upper quadrant pain and left shoulder pain (Kehr's sign — indicating diaphragmatic 

irritation from intraperitoneal blood) after colonoscopy should raise immediate suspicion for splenic 

injury. Attributing the shoulder pain to "positioning" and the tachycardia to "anxiety" without 

recognizing the clinical significance of these findings in the post-colonoscopy context represents a 

failure to synthesize clinical data. The progressive hemoglobin decline (14.1 to 8.3) confirmed active 

hemorrhage that required immediate physician notification. 

 

134. A — VP shunts have documented failure rates requiring revision surgery and finite component 

lifespans requiring replacement. The life care plan must project the full spectrum of shunt-related costs 

over the plaintiff's remaining life expectancy: neurosurgical follow-up, neuroimaging, the statistical 

probability of malfunction requiring revision, periodic replacement, emergency evaluations for 

suspected malfunction, and complication management. Omitting any component underestimates the 

lifetime cost. 

 

135. C — The latex allergy was documented in three locations but no one activated the latex allergy 

protocol. This illustrates the critical gap between hazard identification (documenting the allergy) and 

hazard mitigation (implementing the latex-free OR protocol). Documentation alone does not prevent 

harm — the safety intervention triggered by the documentation must actually be executed. The allergy 

was known by the system but not acted upon by the system. 

 

136. D — When the medical record documents clinical failure of the generic equivalent with the treating 

physician's clinical justification, the MSA should use brand-name pricing. 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 rather than a generic price for a formulation that has been 

demonstrated to be clinically inadequate for this specific patient. 

 

137. B — The surgeon's choice of standard closure without reinforcement in a patient with three 

significant wound healing risk factors (morbid obesity, uncontrolled diabetes, chronic steroid use) 

should be evaluated against published guidelines recommending enhanced closure techniques for high-

risk patients. The dehiscence was a foreseeable consequence of standard closure in a patient whose risk 

profile called for prophylactic retention sutures and enhanced wound management. The risk factors were 

known and modifiable preoperatively. 



138. A — Consulting expert work product protections vary by jurisdiction. In most jurisdictions, 

materials prepared by a non-testifying consulting expert are protected from discovery, but this protection 

may be waived under certain circumstances. The LNC should understand that the applicable privilege 

rules must be verified by the attorney before any production. Destroying documents in response to a 

discovery request could constitute spoliation of evidence — a serious legal violation. 

 

139. C — The clinical documentation of the prosthesis's functional limitations — measured grip 

strength, dexterity testing, and absence of proprioceptive feedback — should be compared against the 

physical demands of construction labor. A myoelectric prosthesis provides basic grasp function and 

cosmetic restoration but cannot replicate the grip strength, dexterity, speed, and sensory feedback 

required for heavy construction work. The defense argument conflates basic functional restoration with 

full occupational capacity restoration. 

 

140. B — The surgeon's failure to discontinue aspirin 7–10 days before elective cervical spinal surgery 

deviates from published guidelines. Aspirin's antiplatelet effect increases bleeding risk, and the 

postoperative epidural hematoma is the exact complication that guideline-recommended aspirin 

cessation is designed to prevent. The continued aspirin use was a modifiable preoperative risk factor that 

the surgeon had the opportunity and obligation to address before the elective procedure. 

 

141. D — The dual heavy metal exposure at levels well above reference ranges, combined with renal 

tubular dysfunction (a pattern specifically associated with heavy metal nephrotoxicity rather than 

hypertensive or diabetic nephropathy, which typically produces glomerular disease), creates a strong 

occupational causation argument. The specific pattern of renal disease may itself distinguish the 

occupational nephrotoxicity from the defense's alternative causes — tubular disease points to toxicant 

exposure while glomerular disease points to the comorbidities. 

 

142. A — Bilateral leg weakness, saddle anesthesia, and urinary retention constitute the classic triad of 

cauda equina syndrome — a neurosurgical emergency with a narrow intervention window. Diagnosing 

this presentation as routine back pain and prescribing muscle relaxants with outpatient physical therapy 

represents a catastrophic diagnostic failure. Emergent MRI and surgical consultation were required to 

prevent the permanent neurological damage that resulted from the 72-hour diagnostic delay. 

 

143. C — The EHR implementation introduced new safety risks through design features that contribute 

to medication errors. The alphabetical drug listing without tall-man lettering facilitates LASA selection 

errors, and the excessive non-critical alerts cause override behavior that defeats the system's safety 

function. The risk management response should address the EHR interface design (tall-man lettering, 

alert optimization) and workflow integration rather than blaming individual users for system-design-

related errors. 



144. B — The permanent bilateral wrist impairments eliminate the fine motor function, grip strength, 

and repetitive stamina required for professional drumming — a specialized performance skill developed 

over a 22-year career. Music production is a fundamentally different occupation requiring different 

skills, offering different compensation, and lacking the artistic expression and performance identity of 

live drumming. The damages analysis must account for both the economic loss and the non-economic 

loss of artistic expression and professional identity. 

 

145. D — The patient was discharged without meeting the facility's own documented voiding 

requirement. The discharge documentation stating "met all discharge criteria" was inaccurate because 

the patient had not voided. The voiding criterion exists specifically to prevent postoperative urinary 

retention — the exact complication that occurred. The failure to enforce the facility's own discharge 

standard directly led to the retention and resulting bladder injury. 

 

146. A — The use of two separate, non-integrated systems for clinical orders and dietary meal 

production creates a predictable communication gap. Diet orders correctly entered in the clinical system 

were not reflected in the kitchen's meal production system because no reliable interface or manual 

reconciliation process existed between the two systems. This architectural flaw is a foreseeable source of 

exactly the type of diet consistency error that caused the aspiration and death. 

 

147. C — A solid intratesticular mass highly suspicious for malignancy on ultrasound requires urgent 

urological referral — testicular cancer is one of the most curable cancers when diagnosed early, but 

delays can allow metastatic spread. An eight-week wait for evaluation of a likely malignancy is 

clinically inappropriate. The delay may have allowed disease progression from localized to metastatic, 

significantly changing the treatment requirements and prognosis. 

 

148. D — The systematic documentation of patients as homebound despite clinical evidence of 

independent community mobility — with the administrator's acknowledged awareness — constitutes 

knowing submission of false claims to Medicare. This is not a documentation disagreement or subjective 

clinical judgment — the clinical notes describing patients driving, shopping, and attending social events 

directly contradict the homebound certifications. The False Claims Act is implicated by the knowing 

submission of claims for ineligible services. 

 

149. B — Prescribing a fluoroquinolone for an uncomplicated UTI when FDA guidance and clinical 

guidelines recommend safer first-line alternatives (nitrofurantoin, TMP-SMX) exposes the patient to 

serious fluoroquinolone-associated risks without clinical justification. The FDA specifically 

recommends reserving fluoroquinolones for infections where no alternative treatment options exist. The 

tendon rupture that occurred is the exact risk the guidelines seek to prevent by restricting 

fluoroquinolone use to situations where the benefit-risk ratio justifies the exposure. 



150. A — Epilepsy surgery for drug-resistant epilepsy is an established, evidence-based treatment — not 

experimental. Both resective surgery and responsive neurostimulation are supported by published RCTs, 

recommended by the American Epilepsy Society and other professional organizations, and covered by 

Medicare. The defense's characterization as "experimental" contradicts the current medical evidence. 

For a plaintiff with drug-resistant seizures (3–5/month despite multiple medication trials), surgical 

evaluation is a standard-of-care recommendation. 

 

151. C — The bed remaining in the highest position for three hours after the dressing change — in a 

patient with a high fall risk and orders for the lowest bed position — violated the fall prevention 

protocol and increased both the likelihood and severity of the fall. The failure to return the bed to the 

ordered lowest position after a temporary elevation for care constitutes a gap in implementing the fall 

prevention plan that directly contributed to the hip dislocation. 

 

152. D — Published evidence demonstrates that occupational asthma from sensitizing agents (including 

glutaraldehyde) frequently persists after exposure cessation — often for years or permanently. The 

immunological sensitization that produces the airway hyperresponsiveness does not necessarily resolve 

when the exposure stops. Ongoing pulmonary treatment is medically necessary for a condition that may 

not resolve, and the insurer's assumption that removal from exposure guarantees recovery is not 

supported by the medical literature. 

 

153. B — Published guidelines require complete hematuria evaluation — including cystoscopy and 

upper tract imaging — to rule out malignancy. Treating hematuria as UTI without a urine culture or 

malignancy workup deviated from the standard of care. The three-month delay during which the bladder 

cancer was undiagnosed potentially allowed progression from a potentially less invasive treatment stage 

to muscle-invasive disease with significantly different treatment requirements and prognosis. 

 

154. A — The plaintiff's ability to walk without an assistive device does not equate to full functional 

recovery. The documented limitations include loss of high-impact recreational activities, chronic pain 

with activity, stair-climbing limitations, knee replacement restrictions, and the future revision surgery 

costs. The LNC should evaluate the full spectrum of residual functional limitations and their impact on 

the plaintiff's pre-injury lifestyle, not just the ability to walk. 

 

155. C — Documenting "fluid refusal" for eight consecutive days without implementing alternative 

hydration strategies, notifying the physician, or investigating the cause of refusal demonstrates a failure 

to intervene in the face of clearly documented progressive deterioration. A dependent nursing home 

resident consuming less than one-third of recommended daily fluids for over a week requires clinical 

action — accepting the refusal without further intervention does not constitute adequate care. 



156. D — Multiple safety system failures converged: the blood product was released for the wrong 

patient (blood bank), the two-person bedside verification was not performed (nursing), and similar-name 

patients were placed in adjacent rooms (administrative). Each failure represents a separate breach in a 

multi-layered safety system designed with redundancy to prevent exactly this type of event. The 

convergence of all three failures allowed incompatible blood to reach the patient. 

 

157. B — A negative upper GI series does not definitively exclude a staple line leak — the sensitivity of 

contrast studies for detecting bariatric staple line leaks is imperfect. When the clinical picture remains 

concerning (persistent tachycardia, fever, rising WBC) despite a negative contrast study, the standard of 

care requires further investigation with CT scan. Attributing persistent signs to "post-surgical stress" 

without additional workup ignores the clinical reality that contrast studies can miss contained leaks. 

 

158. A — The progressive decline from 95% to 88% to 45% compliance across the three checklist 

phases reveals the checklist is being treated as a pre-procedure formality rather than a comprehensive 

safety tool. The 45% sign-out compliance is particularly alarming because the sign-out phase verifies 

surgical counts (preventing retained items), specimen labeling (preventing pathology errors), and 

equipment documentation. These are critical safety checks being skipped in more than half of all cases. 

 

159. C — The loss of master-level furniture-making ability represents both an economic loss (earning 

capacity at the craftsman level) and a profound non-economic loss (permanent inability to practice a 

specialized craft that defined professional identity, artistic expression, and life purpose). Computer-

based design work is a fundamentally different occupation that cannot compensate for the loss of hands-

on creative craftsmanship. The damages must account for both dimensions of this irreplaceable 

professional capacity. 

 

160. D — The LNC should determine whether viscosupplementation is covered under the applicable 

local coverage determination in the claimant's Medicare Administrative Contractor jurisdiction. 

Medicare coverage for viscosupplementation varies by LCD. If the treatment is covered under the 

applicable LCD and the physician has documented medical necessity, the costs should be included at 

Medicare-approved rates. The MSA should reflect actual Medicare coverage in the claimant's 

jurisdiction. 

 

161. B — Two separate standard of care issues exist: whether the perforation resulted from a deviation 

in endoscopic technique, and whether the failure to recognize the perforation during or immediately 

after the procedure represents a separate assessment failure. Each is independently analyzable. The 

second failure is particularly significant because intraoperative recognition would have allowed earlier, 

less invasive repair rather than the emergency thoracotomy and prolonged hospitalization that resulted 

from the 8-hour diagnostic delay. 



162. D — Both formaldehyde and EBV are established independent risk factors for nasopharyngeal 

cancer. The presence of EBV infection does not negate the contribution of documented formaldehyde 

exposure exceeding OSHA limits. The LNC should evaluate each worker's individual exposure history, 

dose-response data, EBV status, and the relative epidemiological contribution of each factor. The tumor 

histology may provide additional differentiation, as formaldehyde-associated and EBV-associated 

nasopharyngeal cancers may differ histologically. 

 

163. A — The psychiatrist monitored lithium levels but failed to monitor renal function — a separate 

and independent prescribing obligation. Lithium's nephrotoxic potential specifically requires periodic 

renal function assessment (at least every six months) to detect early impairment before it progresses to 

advanced kidney disease. The three-year monitoring gap allowed the eGFR to decline from 95 to 28 

mL/min undetected — a progression that earlier detection might have slowed or prevented through dose 

adjustment or drug substitution. 

 

164. C — The facility's staffing plan created a foreseeable situation in which the care plan could not be 

safely executed. Scheduling only two aides on the unit meant that when one was on break, the remaining 

aide was alone with no one available for required two-person transfers. The institutional staffing 

decision directly created the conditions that led to the unsafe solo transfer. The aide faced an impossible 

choice between violating the care plan and leaving the resident unattended. 

 

165. B — The time-out failed its safety function because the verification process did not include 

confirmation that the surgical site marking matched the consent form and operative schedule. The 

surgeon marked the right knee correctly, but during the time-out, no one verified that the draped and 

prepared surgical field corresponded to the marked site. A time-out conducted without meaningful 

verification of all required elements provides false reassurance rather than actual safety protection. 

 

166. D — The uniform prescribing pattern without individualized clinical justification, the $3,500 

monthly cost versus $50–$100 for commercial alternatives, and the financial relationship between 

prescriber and pharmacy raise concerns about medically unnecessary prescribing driven by financial 

incentive. The Anti-Kickback Statute (physician-pharmacy financial relationship), the False Claims Act 

(billing for medically unnecessary compounded medications), and state insurance fraud statutes are all 

potentially implicated. 

 

167. A — The 8-degree tibial component malalignment significantly exceeds the accepted 3-degree 

threshold, causing abnormal stress distribution that accelerated polyethylene wear and necessitated early 

revision. Standard intraoperative tools (alignment guides, navigation, imaging) exist specifically to 

verify component positioning. The LNC should evaluate whether the surgeon used these tools and 

whether the significant malalignment resulted from a deviation in surgical technique. 



168. C — The documented impairment of parenting capacity constitutes both a non-economic damage 

(loss of the ability to fulfill a fundamental life role) and an economic damage (cost of supplemental 

childcare and supervisory assistance). The neuropsychological documentation of deficits in supervision, 

discipline, meal planning, homework assistance, and emergency decision-making provides the clinical 

basis for quantifying both dimensions. These damages are directly attributable to the TBI and should be 

included in the analysis. 

 

169. B — The LNC should evaluate whether the documented cognitive deficit pattern (attention, 

processing speed, memory, executive function) is consistent with chronic solvent encephalopathy as 

described in the published literature, whether 20 years of exposure to recognized neurotoxic solvents is 

sufficient to cause CSE, and whether the normal pre-employment screening argues against pre-existing 

impairment. The IME physician's attribution to "normal aging" in a 50-year-old with extensive 

documented neurotoxic exposure ignores the occupational etiology. 

 

170. D — The hospital's failure to ensure immediate tPA availability in the emergency department 

represents a stroke readiness systems failure. The 2.5-hour pharmacy retrieval delay consumed time-

dependent treatment benefit that could not be recovered. For time-critical interventions, the medication 

must be immediately accessible at the point of care. The physician, laboratory, and imaging teams all 

performed efficiently — the delay was entirely attributable to the medication not being stocked where it 

was needed. 

 

171. A — The LNC should analyze multiple levels: staffing adequacy (1 RN and 2 CNAs for 42 night-

shift residents), care plan implementation (whether toileting assistance was consistently provided), fall 

prevention measures (alarm, call light, toileting schedule), and whether the independent ambulation 

attempt was a foreseeable consequence of delayed response to toileting needs. The staffing ratio may be 

insufficient to provide timely assistance to all residents requiring help, particularly during the nighttime 

hours when toileting needs are frequent. 

 

172. C — The specific lot of pedicle screws contained a metallurgical impurity that reduced fatigue 

strength — making these screws different from the product as designed. This is a manufacturing defect: 

the screws in the affected lot were defective due to a production-level contamination, not a design-level 

flaw. The manufacturer's recall notice acknowledging the lot-specific metallurgical impurity confirms 

the defect was introduced during manufacturing rather than existing in the design specifications. 

 

173. B — The contemporaneous discrepancy between the physician's documentation (maximal sterile 

barriers) and the nursing documentation (gloves only) raises a credibility issue that the LNC must flag. 

Two providers documented contradictory factual observations about the same procedure within 15 

minutes of each other. The LNC should evaluate which account is more likely accurate based on clinical 



context, documentation patterns, and the providers' respective observations during the insertion 

procedure. 

 

174. D — The rated life expectancy should use published mortality data specific to individuals with the 

claimant's combination of comorbidities (diabetes, COPD, CAD, CKD). General population data ignores 

factors well-documented to reduce life expectancy. The most clinically appropriate approach uses the 

most condition-specific data available rather than general population tables or subjective physician 

estimates. Each comorbidity independently affects mortality, and their combination compounds the 

effect. 

 

175. A — The failure to perform a pregnancy test before a uterine procedure in a woman of childbearing 

age is a clear, straightforward deviation from the standard of care. Pregnancy testing is a basic safety 

requirement designed to prevent exactly this outcome — the destruction of a pregnancy during an 

elective uterine procedure. The test is simple, inexpensive, and rapidly results, making its omission an 

inexcusable safety failure. 

 

176. C — The disparity between insertion bundle compliance (90%) and maintenance bundle 

compliance (55%) identifies the primary improvement opportunity. CLABSI prevention depends on 

both proper insertion and ongoing daily maintenance practices (necessity assessment, dressing changes, 

hub disinfection, cap changes). A 55% maintenance compliance rate means nearly half of central line 

days lack the daily practices that prevent infection throughout the catheter's dwell time — the period 

when most CLABSIs develop. 

 

177. B — The damages must account for both the economic component (semi-professional income, 

tournament prizes, sponsorship) and the significant non-economic component (loss of competitive 

athletic participation, physical and psychological benefits of competition, social connections through the 

sport, and the impact on athletic identity). For semi-professional athletes, the non-economic damages 

from loss of competition may significantly exceed the limited direct economic losses. 

 

178. D — The medication dispensing cabinet malfunction that delayed antibiotic delivery represents a 

systems failure. The hospital's processes should ensure prophylactic antibiotics are available and 

administered before incision. Equipment reliability is an institutional responsibility, and the failure of 

the dispensing system created a gap in the infection prevention protocol. The surgical team should have 

been aware of the antibiotic status before incision and considered delaying until the antibiotic was 

administered. 

 



179. A — Patient Safety Work Product submitted to a PSO is protected from discovery under the Patient 

Safety and Quality Improvement Act. However, the underlying clinical facts — the medical record, 

circumstances of the fall, care provided, staffing levels — remain independently discoverable through 

other sources. The LNC should focus the analysis on these discoverable clinical facts rather than the 

privileged safety reports. The privilege protects the analysis, not the underlying facts. 

 

180. C — Whether the surgeon used or considered IONM during thyroidectomy should be evaluated 

against the current standard of care. Bilateral RLN palsy is a devastating complication that IONM is 

specifically designed to help prevent by providing real-time nerve function feedback. If IONM had been 

used and detected injury on the first side, the surgeon could have modified the approach on the second 

side — potentially preventing the catastrophic bilateral injury and permanent tracheostomy. 

 

181. B — The indwelling catheter remained 12 months beyond the original clinical indication without 

reassessment. Evidence-based standards require daily assessment of catheter necessity and prompt 

removal when the indication no longer exists. The prolonged unnecessary catheterization directly 

increased infection risk — each additional day of catheterization increases the CAUTI rate by 3–7%. 

The three prior UTIs during the prolonged catheterization should have triggered urgent reassessment 

rather than continued catheterization. 

 

182. D — The manufacturer's knowledge of the elevated lead fracture rate (5.8% vs. <1% benchmark) 

for 18 months without issuing a product advisory constitutes a failure to warn. The delay deprived 

physicians and patients of information needed for informed device management decisions — including 

enhanced monitoring or prophylactic lead replacement. The 18-month gap between the manufacturer's 

knowledge of the elevated fracture rate and any safety communication is the critical liability issue. 

 

183. A — Three simultaneous standard of care failures created the foreseeable respiratory catastrophe: 

no CPAP continuation for a known OSA patient, no continuous pulse oximetry with opioid PCA, and no 

consideration of opioid-sparing analgesia. Current guidelines identify OSA patients receiving opioids as 

high-risk and recommend all three safeguards. Each absent safeguard independently would have reduced 

the risk — the absence of all three left the patient completely unprotected during sleep. 

 

184. C — Multiple federal statutes are implicated: the False Claims Act (billing for medically 

unnecessary imaging), the Anti-Kickback Statute (facility fees constituting remuneration for access to 

residents), and the Stark Law (if the ordering physician has a financial relationship with the imaging 

company). The scheme involves blanket testing without clinical indication, pre-signed orders without 

patient examination, inflated billing rates, and financial incentives for facility access. 

 



185. B — The time-out was conducted but did not include meaningful site verification — no one 

confirmed that the draped surgical field corresponded to the site marking, consent form, and operative 

schedule. The surgeon marked the correct site but operated on the unmarked side, demonstrating that the 

time-out was performed as a procedural formality rather than an actual safety verification. A time-out 

without meaningful verification defeats its purpose entirely. 

 

186. D — If the PTSD is clinically documented as causally related to the workplace injury and the 

treatment would be covered by Medicare, the costs should be included in the MSA. The defense's 

categorical exclusion of mental health conditions from workers' compensation MSAs is not supported by 

MSA principles. The MSA encompasses all injury-related, Medicare-covered future medical expenses 

— including psychiatric treatment when it is a documented consequence of the compensable injury. 

 

187. A — A postpartum patient within two weeks of cesarean delivery presenting with acute dyspnea, 

pleuritic chest pain, tachycardia, and hypoxemia has multiple VTE risk factors and a clinical 

presentation demanding PE evaluation. Diagnosing "postpartum anxiety" without CT pulmonary 

angiography in this context is a dangerous diagnostic failure. The normal chest X-ray does not exclude 

PE — it is expected to be normal in most PE cases. The fatal PE was a foreseeable consequence of the 

missed diagnosis. 

 

188. C — The convergence of inadequate identification technology (no barcode scanning), unreliable 

paper requisition tracking, and productivity pressure creates a systemic environment where identification 

errors are predictable. The risk management response must address all three factors: implement barcode-

based patient identification, transition to electronic order tracking, and address the production pressure 

that prioritizes throughput over safety verification. 

 

189. B — The absence of capnography when current guidelines recommend it for moderate to deep 

sedation should be evaluated as a potential standard of care deviation. Capnography detects apnea within 

seconds through the cessation of CO2 waveform, while pulse oximetry can take three or more minutes 

to alarm due to the oxygen reservoir effect. The three-minute detection delay attributable to relying on 

oximetry alone directly contributed to the duration of the hypoxic event. 

 

190. D — The population prevalence of a condition does not determine its etiology in an individual 

case. The fact that de Quervain's is common in women does not prove this nurse's condition is unrelated 

to work. The nurse's specific job demands — repetitive forceful thumb abduction and wrist ulnar 

deviation during instrument handling — match the biomechanical risk factors identified in published 

literature. The IME physician applied a general population statistic to dismiss an occupational 

contribution without evaluating the individual exposure. 



191. A — Progressive dysphagia persisting over six months with repeated patient complaints required 

diagnostic evaluation (esophagram, upper endoscopy, or manometry) to determine the cause. While 

some swallowing difficulty is expected initially after fundoplication, persistent and worsening dysphagia 

over months is not normal and may indicate a surgical complication (wrap too tight, wrap migration). 

The six-month delay in diagnosis resulted in chronic symptoms and required revision surgery that earlier 

investigation might have prompted sooner. 

 

192. C — Continuous restraint for 48 hours without documented release, monitoring, or reassessment 

violates federal nursing home regulations, CMS Conditions of Participation, and clinical restraint 

management standards. These standards collectively require restraints as a last resort with specific 

clinical justification, time-limited orders, periodic release for essential care and circulation checks, 

respiratory monitoring, and documented reassessment of continued need. The positional asphyxiation 

death was a foreseeable consequence of these multiple violations. 

 

193. B — The clinical documentation of the plaintiff's functional limitations must be evaluated against 

the specific demands of construction business management. Upper extremity impairments may affect 

computer use, telephone handling, and document management required for business operations. The 

defense's assumption that wheelchair-based supervision is feasible ignores the full spectrum of 

functional limitations that may preclude even the management aspects of the plaintiff's business. 

 

194. D — The four-hour gap in ordered one-hour neurological assessments after carotid endarterectomy 

represents a monitoring failure in a patient at high risk for postoperative stroke. Earlier detection during 

the unmonitored interval might have allowed time-sensitive stroke interventions (thrombolysis or 

thrombectomy if within the treatment window), potentially reducing the severity of the neurological 

deficit. The monitoring failure prevented the opportunity for timely intervention. 

 

195. A — Bilateral below-knee amputees do not wear prostheses at all times — they are removed for 

bathing, sleeping, rest, skin care, and when residual limb soreness prevents use. During non-prosthetic 

periods, the plaintiff requires wheelchair mobility and the home must accommodate this. Home 

modifications for wheelchair accessibility are a necessary component of the life care plan regardless of 

the plaintiff's prosthetic ambulatory ability during the hours prostheses are worn. 

 

196. C — The surgeon's decision to proceed with elective spinal surgery without optimizing glycemic 

control (A1c 9.4% versus the guideline threshold of <8%) should be evaluated against published spine 

surgery guidelines. The A1c was a modifiable preoperative risk factor that the surgeon had the 

opportunity and obligation to address before the elective procedure. Glycemic optimization before 

surgery is a standard-of-care recommendation specifically designed to reduce the foreseeable infection 

risk. 



197. B — The LNC should contact the attorney from the prior consulting engagement before producing 

any documents. Work product created as a non-testifying consulting expert may be protected from 

discovery under the consulting expert privilege, and attorney-client protections may apply. The prior 

attorney must be given the opportunity to assert or waive the privilege before any disclosure occurs. 

Unilateral production without consulting the prior attorney could constitute a privilege violation. 

 

198. D — The pathology report documenting parathyroid tissue in the thyroidectomy specimen is direct 

objective evidence that at least one parathyroid gland was removed rather than preserved. Combined 

with the operative report's silence on parathyroid identification, this evidence demonstrates the standard 

of care requirement for parathyroid identification and preservation was not met. The pathology finding 

is the most compelling evidence because it provides irrefutable proof of gland removal. 

 

199. A — The risk management program should address all three identified systemic factors: mandate 

intraoperative X-ray for unresolved count discrepancies (eliminating recount-only resolution), address 

production pressure (reinforcing the nurse's authority to halt closure for count reconciliation through 

leadership support), and enforce sign-out checklist completion in all cases. These three interventions 

target the specific contributing factors identified in all three retained item events. 

 

200. C — The damages extend beyond the acute surgical event to encompass lifelong consequences: 

ongoing hepatic function monitoring, elevated biliary stricture risk requiring surveillance and potential 

re-intervention, risk of secondary biliary cirrhosis, recurrent cholangitis episodes, quality-of-life impact, 

and potential life expectancy reduction if cirrhosis develops. The damages analysis must project these 

lifelong medical consequences rather than limiting the analysis to the reconstructive surgery costs alone. 

 

 


