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A Perfect Storm  
An active 67-year-old retiree entered the hospital for what he thought would be a 
routine prostatectomy. The urologist recommended robotic-assisted surgery (RAS),  
and the patient and his spouse agreed to proceed. The patient did not know this would 
be the surgeon’s first independent robotic surgery. The planned five-hour RAS evolved 
into a 13-hour open surgery. The patient experienced a succession of complications 
including kidney failure, sepsis, stroke, cognitive deficits, a torn rectum, and blood  
loss requiring several transfusions. He experienced permanent incontinence, required  
a colostomy, and was debilitated until he succumbed to heart disease four years later.

Experts testified at trial that “confidence” with the device is not achieved until a surgeon 
has completed 150 to 250 procedures.1 Prior to performing this procedure, the surgeon 
had participated in only two proctored robotic prostatectomies—before the hospital 
granted the surgeon the privilege to independently perform RAS. 

Surge in Popularity
“Robot-assisted surgery currently is performed at more than 2,025 academic and 
community hospital sites nationwide, with growth in excess of 25% annually.”2 While 
there are at least a dozen surgical robotic companies, Intuitive Surgical, Inc., which 
manufactures the da Vinci® Surgical System, dominates the market. According to 
Intuitive Surgical’s website, since 2000, more than three million patients have 
experienced RAS worldwide, using a da Vinci Surgical System. “Every 60 seconds, 
somewhere in the world, a surgeon uses a da Vinci Surgical System to bring a minimally 
invasive surgical option to a patient.”3

With the proliferation of robotic surgery, hospitals may feel pressured to purchase 
robotic systems. They may also encourage physicians to promote this technology to 
patients as a means to recoup the investment. However, safe implementation into 
clinical practice remains a priority. In an effort to maintain quality care, institutions 
want to ensure that appropriate patient counseling and informed consent for RAS 
happen consistently. Compliance can be measured by auditing informed consent 
materials and intermittently interviewing patients.4 

When making decisions, patients rely on physicians for advice. They expect an objective 
overview of risks, benefits, and alternatives including the probability of unexpected 
outcomes. An editorial in The Lancet notes, “In medicine, the discomfort of uncertainty, 
desire to constantly improve, failure to recognise personal biases, and susceptibility to 
aggressive marketing can lead to innovation being embraced without rigorous 
evaluation.”5 By not requiring evidence of benefit, hospitals and healthcare organizations 
may risk the use of inferior techniques or limit the adoption of successful ones.6
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Developing Standards
The skyrocketing interest in RAS could lead patients and hospital personnel to believe 
that surgeons using this equipment have appropriate training, credentials, and expertise—
and that privileges have been granted to surgeons meeting minimum competency criteria. 
In both 2014 and 2015, the ECRI Institute listed robotic surgery complications due 
to insufficient training requirements on its Top 10 Health Technology Hazards list.7 
Currently, there is no consensus on the appropriate type and duration of training for 
credentialing surgeons to perform RAS. Requirements also vary widely between facilities. 
“The lack of a standardized training curriculum lends itself to serious disparity in the 
quality of robotic training depending on trainee location and specialty.”8 Repetition  
is the hallmark of proficiency, no more so than in surgery. Yet, some hospitals require 
surgeons to be proctored for just a few robotic surgeries before granting privileges to 
perform independently. 

Several professional societies have made their own recommendations for physician 
credentialing. The American Urological Association (AUA) and the American College  
of Obstetricians and Gynecologists (ACOG) have shared their views regarding physician 
training. Robot-assisted laparoscopic prostatectomy accounts for 85% of all prostate 
surgeries performed in the US.9 Taking into account this high volume of urological 
procedures, robotic surgery has been included in the AUA’s Core Curriculum for urology 
residencies. Urologists completing a residency and/or fellowship training program should 
complete a minimum of 20 cases; these can be pediatric and/or adult robotic surgical 
cases. However, the trainee must have console time for a key portion of the procedure 
with at least ten cases.10

Gynecologic procedures comprise 52% of total RAS.11 ACOG has also made its opinions 
known. In a recent publication, ACOG has stated that robotic surgery is not the only or 
the best minimally invasive approach for hysterectomy; nor is it the most cost-efficient. 
“Adoption of new surgical techniques should be driven by what is best for the patient, as 
determined by evidence-based medicine rather than external pressures.”12 There may be 
some advantages to the use of robotics in complex hysterectomies, especially for cancer 
operations that require extensive surgery and removal of lymph nodes.

The Proof is in the Outcomes
In the constant endeavor to improve care and decrease costs, analysis of patient outcome 
data is a key factor. “Payers, hospitals, and clinicians around the world are increasingly 
measuring and reporting patient outcomes to improve care.”13 Outcomes measurement 
has been considered a critical element of healthcare reform. “Major players—including 
Medicare and Medicaid in the U.S., the National Health Service in the UK, the National 
Health Care Institute in the Netherlands, and several leading European university 
hospitals—have all made great strides in this area.”14

Does the surge in popularity of RAS coincide with more favorable post-operative 
outcomes? “Reporting in The Lancet, Robert Gardiner, M.D., of the Royal Brisbane  
and Women’s Hospital in Brisbane, Australia, found there was no significant difference  
in urinary or sexual function at six weeks or twelve weeks after prostate surgery.”15 

Key Considerations 
In an effort to promote quality care, hospitals might consider:

 > Sending the surgeon and RAS team through formal technical training together  
so they can work with the specific instrumentation and each other.

 > Verifying specific RAS skills along with the number  
of completed surgeries when evaluating credentials and awarding privileges.

 > Reviewing RAS information in patient materials and on the organization’s  
website and other social media to ensure there are no guarantees or promises  
about patient outcomes. 
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In 2015, ProAssurance began a unique collaboration with a French medical professional liability 
insurance company, Société Hospitalière D’assurances Mutuelles (SHAM). SHAM is well-
known in France and throughout Europe for its leading risk management and patient safety 
services. Like ProAssurance’s Risk Resource Department, SHAM’s Risk Management Services 
Department helps insureds identify risks and provides risk management and patient safety 
strategies. ProAssurance and SHAM both perform on-site assessments, convey risk management 
news and information, and offer education for physicians and other healthcare providers.

This issue of Key Considerations reports results from two studies jointly conducted by 
ProAssurance and SHAM: “Addressing and Preventing Physician Burnout in France and  
the United States” and “Closed Claims Retrospective Study of Diagnostic Error Claims.”

Physician Burnout in France and the United States
ProAssurance and SHAM recognize physician burnout is a patient safety issue worthy of 
continued investigation, management, and prevention. The Companies performed a literature 
review looking for a link between physician burnout and professional liability claims. Although 
the literature did not support a definitive and causal relationship, it identified signs and 
symptoms associated with burnout —inattentiveness, lethargy, fatigue, and lack of follow-
through—in some patient care situations. Dr. Frederic Fuz, Head of Risk Management Services 
for SHAM, explained, “It is very difficult to relate the claims we handle with possible burnout  
of physicians. All the more, this relationship is rarely alluded to or investigated by experts. 
Nevertheless, it seems obvious that the  burnout of doctors must be at the origin of a certain 
number of medical errors considering the symptoms related to the pathology: fatigue, 
disintegration, disorganization, or addiction.” 

The literature supports the need for a specific focus on burnout in physicians as opposed  
to other professionals. Burnout can affect any professional, but physicians appear uniquely 
susceptible. At any given time, nearly one third of physicians currently practicing in the  
U.S. may be experiencing the effects of burnout.16  Physicians are 15 times more likely  
than other professionals to experience burnout.17 In 2011, 45 percent of U.S. study  
respondents reported experiencing at least one symptom of burnout; in a 2014 survey,  
the number grew to 54 percent.18 Dr. Fuz echoed similar findings from France, where 
approximately 50 percent of physicians experience 
burnout symptoms at some point in their careers.

Physician burnout is a patient safety risk affecting 
the number of physicians and the quality of patient 
care. The loss of physicians to burnout may hasten  
a looming physician shortage.19 Physicians who no 
longer enjoy practicing medicine and cannot find 
relief may quit, leaving fewer practicing physicians 
to care for growing patient populations. Burnout 
symptoms also may affect a physician’s skill and 
judgment, as evident in reviews of many unexpected outcomes and near misses. Helping 
physicians prevent and address burnout should increase the number of practicing physicians  
and improve the quality of patient care. 

ProAssurance and SHAM support their insured hospitals’ and healthcare organizations’  
efforts to prevent and address physician burnout. These organizations can assist their physicians 
by collecting, organizing, and sharing available physical health, mental health, and healthy 
lifestyle resources. Stanford University, for example, created an online resource library. Its 
options include health and lifestyle assessments; wellness-supporting classes and activities;  
and crisis support resources: coping with grief and loss, managing concerns about a colleague, 
and physician peer support programs.20 Some organizations offer classes and reading materials  
on setting appropriate limits, maintaining a work-life balance, and conflict resolution.
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Burnout is a long-term  
stress reaction marked  
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Healthcare organizations support the prevention of burnout by 
promoting healthy lifestyle decisions. They can make nutritious 
foods available, support schedules that allow an average of 7 to 
9 hours of sleep per night, and promote exercise and physical 
activity. Organizations should encourage creative outlets 
including hobbies, sports, and leisure activities, as well  
as taking vacations.

Like healthcare organizations, ProAssurance advocates for 
physician wellness. Dr. Hayes V. Whiteside, Senior Vice 
President, Risk Resource, and Chief Medical Officer  
for ProAssurance, noted, “ProAssurance is aware of the  
many pressures physicians face in today’s difficult and  
rapidly changing healthcare environment. Our profession  
is going through massive upheaval, and ProAssurance  
wants to help physicians successfully manage the challenges—
to thrive in their noble calling.” 

ProAssurance supports physician burnout prevention  
and treatment through the ProAssurance Endowed Chair  
for Physician Wellness at the University of Alabama at 
Birmingham School of Medicine. This academic chair 
underscores our pledge to protect and advocate for  
America’s physicians.

As medical professional liability insurers, ProAssurance  
and SHAM recognize the increasing seriousness of  
physician burnout; they will 
continue to support  
hospitals’ and healthcare 
organizations’ efforts to support 
the well-being of physicians, 
improve patient safety, and 
provide quality patient care.

Joint Closed Claims Retrospective Study  
of Diagnostic Error Claims
ProAssurance and SHAM collaborated to study American and 
French malpractice claims with two objectives: to further 
support the Companies’ current patient safety strategies and 
identify learning needs of physicians and hospital staff.22 All 
claims analyzed occurred in the hospital setting, included an 
allegation of diagnostic error, and closed in 2014 with an 
indemnity payment (settlement or plaintiff’s verdict). Study 
factors included incident date, location of injury, medical 
specialty, patient demographics, patient medical condition,  
care provided, and patient outcome. The Companies analyzed 
medical records, expert witness testimony, records of trials, and 
other legal proceedings. Investigators then identified common 
contributing factors. SHAM’s study revealed significant patient 
health or medical histories were present in 20 percent of claims, 
but not considered by the treating physicians in 10 percent of 
claims. The ProAssurance study showed the patients’ medical 
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histories were clinically pertinent in almost 24 percent of 
claims, but not always considered in the diagnostic process.

Combined, nearly 75 percent of cases involved emergent or 
otherwise unplanned care, and most cases involved care 
provided in the emergency department. Patient outcomes were 
nearly always serious—most involved death or significant 
permanent injury. Most diagnostic errors SHAM observed were 
related to the traumatology specialty (46.7 percent of cases). In 
those cases, SHAM identified the most frequently missed 
diagnoses as either fracture or dislocation (43.0 percent). 
ProAssurance observed the specialty most frequently associated 
with diagnostic errors was emergency medicine (37.2 percent) 
where most patients presented with abdominal or 
gastrointestinal pain (19.1 percent). 

The main causes SHAM found contributing to diagnostic error 
allegations included: failure to order additional tests or exams 
(57.6 percent), poor clinical examination, medical background 
not reviewed (42.4 percent), misinterpretation of X-rays exams, 
blood tests or EKGs (32.3 percent), and no requirement of 
specialist (15.1 percent). ProAssurance identified main causes 
contributing to diagnostic error included failure to order 
additional testing (21.7 percent), improper interpretation of a 
study (20.3 percent), inadequate physical exam (13.0 percent), 
and failure to seek consultation of a specialist (13.0 percent).

Of the 150 total claims included in the study, 43 came from 
ProAssurance and 107 came from SHAM. Patients associated 
with the claims were 55 percent female and 45 percent male. 
Most of the patients involved were adults with a median age of 
54 (ProAssurance) and 41 (SHAM). Other contributing issues 
outlined by investigators included outdated protocols, 
understaffing, non-availability of physician, delays in writing 
medical reports, access to patient records, and access to test or 
lab results. Additionally, investigators observed opportunities 
for improvement in communication between providers and 
nursing staff, documentation (including EHRs), and tracking 
and follow-up processes for test results.

By studying these claims, the Companies identified distinct 
differences but overall similar results. ProAssurance and SHAM 
will continue to study closed claims as they update and develop 
new patient strategies for their insureds. 

SHAM ProAssurance

Failure to order additional testing 57.6% 21.7%

Inadequate physical exam of the patient 42.4% 13.0%

Improper interpretation of a study 32.3% 20.3%

Failure to seek specialist consultation 15.1% 13.0%

22 This study and the reported results are for educational purposes only, do not represent  
the views of ProAssurance or SHAM, and are not intended for any other purpose.


