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Patient Nonadherence
With ER Follow-Up &
On-Call Obligations
I take ER calls as a plastic surgeon. The ER doctor
performs the primary repair on cases for which they
determine don’t warrant calling me and tells the
patients to see me for follow-up. If the patient never
calls, am I liable if they have a bad outcome?
The reliance of the ER doctor on your guidance
and your understanding of this create a physician–patient relationship, even if the patient
is unaware. The ER doctor is predicating their
choice on the patient seeing you, an aspect of
reliance. Under your privileges agreement or call
contract, you have bound yourself to see anyone sent to you from that shift, which can also
be held to underpin a duty to them.
There is also your contractual duty to the hospital as its agent. That you will see the patient
for follow-up is baked into the process of the
ER doctor doing the primary repair rather than
bringing you in. Not doing so is a lapse in that
process that the hospital could treat as a breach
of your obligations.
You don’t have a contractual duty to hunt a
patient down and foist care on them, but you
have to do what you reasonably can to fulfill the
duties on which the hospital is relying. Ask the
ER for a list, per shift, of every patient referred
to you, and track who calls for an appointment.
If a patient has not called within the clinical interval relevant to the case, send a letter (keep
a copy) that includes the date, where and why
they were seen, the procedure performed, the
instruction they got to call your office for necessary follow-up, your urge to call you or a physician of choice for an appointment, and the
importance of follow-up care in their recovery.
The inclusion that they were instructed to do this
because it was necessary raises negligence on their
part if they do not and fulfills your own duty to
them. However, you have not done so in terms
so strong that raise the issue of why you then did
not go further. It would be the now-informed
patient’s choice of what to do.
If there is a serious risk involved in not seeing
you for the follow-up and the letter does not get
a prompt response, or if the patient needs to see
you quickly but does not make an appointment
within the needed timeframe, you will need to
inform the ER that the patient never followed
through and needs to be contacted through their
official call-back system. Document that you did
so, when, who you spoke with, and that they
said they would handle it. You would not have to
follow up further.
This article was written by Dr. Medlaw, a physician and
medical malpractice attorney. It originally appeared on
SERMO, which retains all rights to it.

New research was presented
at ASTRO 2020, the virtual
American Society for Radiation
Oncology Annual Meeting,
from October 24-28. The
features below highlight some
of the studies that emerged
from the conference.
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Evidence suggests that patients with cancer who
have limited lung metastases may be suitable for
surgery or stereotactic body radiotherapy (SBRT).
For a study, researchers assigned patients with
metastatic solid cancer and no more than three
lung metastases in a 1:1 ratio to a single 28 Gy
fraction of SBRT or 48 Gy over four fractions.
Grade 3 or greater adverse events (AEs) at 1 year
were experienced in 5% of patients in the singlefraction arm and 3% in the multi-fraction arm.
Grade 3 AEs in the single-fraction arm included
fatigue, chest pain, and loss of breath across two
patients, with no fatal events, compared with one

patient who had undiagnosed interstitial lung
disease and died of pneumonitis within 3 months
of SBRT in the multi-fraction arm. Esophagitis
and dermatitis were significantly more frequent in
the multi-fraction arm, whereas all other common
toxicities were not significantly different between
the two arms. Local control rates were 93% in the
single-fraction arm and 95% in the multi-fraction
arm, while disease-free survival rates were 59%
and 60%, respectively. Overall 1-year survival rates
were 95% in the single-fraction arm and 93%
in the multi-fraction arm.

Stereotactic Radiosurgery Bests Whole-Brain Radiation Therapy
for “Numerous” Brain Metastases
Although previous studies support stereotactic radiosurgery (SRS) as the standard of care in
patients with cancer with up to three brain metastases due to better preservation of cognitive function and similar overall survival when compared
with whole-brain radiation therapy (WBRT),
whether SRS should be used for the many patients
who present with numerous (4-15) brain metastases remains unclear. Between 2012 and 2019,
researchers randomized patients with four to
15 brain metastases to SRS or WBRT. At 4
months, patients in the SRS group had an average z-score increase of 0.21 from baseline on the
Hopkins Verbal Learning Test-Revised Total

Recall, compared with a decline of 0.74 in the
WBRT group. Patients in the SRS group also
had statistically significant and clinically meaningful advantages in memory function over those
in the WBRT group at 1 and 6 months. Overall survival in the intent-to-treat population was
7.8 months for those in the SRS arm, compared
with 8.9 months in the WBRT arm. A clinically
meaningful decline in cognitive function was experienced by 50% of the WBRT arm, compared
with just 6% of the SRS arm. While 4-month
local control rates favored SRS over WBRT (95%
vs 87%), distant brain control rates favored
WBRT over SRS (80% vs 60%).

Novel RT Approach for Cervical Cancer Achieves Similar
Disease Control & Less GI Toxicity than Current Standard
Previous research showed improvement in patientreported outcomes at 5 weeks and 1 year with
intensity-modulated radiation therapy (IMRT)
over conventional four-field pelvic irradiation in
patients with cervical or endometrial cancer, but
clarity on the long-term impacts of postoperative
IMRT in this patient population is lacking. In
hopes of providing clarity, study investigators
randomized patients with cervical cancer treated
with either type III hysterectomy with intermediate- or high-risk features or type I/II hysterectomy necessitating adjuvant chemoradiation

therapy to three-dimensional conformal radiation
therapy (3D-CRT) or image-guided IMRT
(IG-IMRT). Although disease control was similar
in both groups, 4-year GI toxicity-free survival
rates were 78% in the adjuvant IG-IMRT
group and 57% in the 3D-CRT group. And
while pelvic relapse-free survival rates did not
differ significantly between the groups (IG-IMRT,
73%; 3D-CRT, 68%), grades 2 (hazard ratio
[HR], 0.53) and 3 (HR, 0.23) GI toxicity rates
were significantly reduced with IG-IMRT.

Patients with hepatocellular carcinoma (HCC)
from rural regions and lower-income households
are more likely to have advanced-stage HCC at
diagnosis and higher HCC mortality, according
to a study published in Cancer. Researchers retrospectively examined adults with HCC using
Surveillance, Epidemiology, and End Results
data from 2004-2017 to update incidence and
outcomes. For most groups, HCC incidence
plateaued, except for American Indians/Alaska
Natives (2004-2017: annual percentage change,
4.17%) and patients in the lowest household income category (<$40,000; 2006-2017: annual
percent change: 2.80%). Patients in more rural
regions had increased odds of advanced-stage
HCC at diagnosis (odds ratio, 1.10) and higher mortality (hazard ratio, 1.05) compared with
those who had HCC in large metropolitan areas
with a population >1 million. Patients with HCC
who earned <$40,000 annually had higher odds
of advanced-stage HCC (odds ratio, 1.15) and
higher mortality (hazard ratio, 1.23) compared
with the highest-income group (≥$70,000).
“Our study highlights the need to focus on
understanding the drivers of poor liver cancer
outcomes among underserved and vulnerable
populations, including those in rural geographic regions or among low income households,” a
coauthor said in a statement.

he first thing I heard from my team
after starting fulltime telehealth was the
exhaustion that seemed to set in at the end
of the day. I have noticed this myself. After 8
hours of back-to-back virtual engagement
with parents, I found myself with a kind of
telemedicine fatigue that’s hard to describe.
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There are a few potential explanations for this
almost consistent report among my colleagues
who had transitioned to a full telehealth practice.
I’m going to continue to dig deeper into this, but
I suspect that it represents a couple of things.

PET-Guided Radiation Reduces
Post-op Failure Rates in
Recurrent Prostate Cancer
Single Fraction an Effective Alternative to
Multi-Fraction SBRT for Oligometastatic Lung Lesions

Rurality, Income Impact Stage at
Diagnosis, Mortality in Liver Cancer

Telemedicine Fatigue
& the Stress of
Remote Care

C O N F E R E N C E

Often, there are inconsistencies in connection,
lighting, front-facing lens hygiene, and video
quality that require a kind of on-the-fly
compensation. And there are the parents who
want to hold their phone at arm’s length during
a 30-minute consult, creating a simulated
earthquake experience.

The decision to offer radiation after prostatectomy for patients with recurrent prostate cancer
has been shown to be complex, and significant
limitations of conventional imaging leave a need
for more accurate radiation therapy decision
making and treatment planning. Although the
advanced PET radiotracer fluciclovine was approved in 2016 for use with PET imaging to help
diagnose recurrence in men with treated prostate
cancer and rising PSA levels, it is not currently
used for radiation treatment planning. To shed
light in this area, researchers randomized patients
with recurrent prostate adenocarcinoma postprostatectomy 1:1 to radiotherapy based on standard imaging (controls) or radiotherapy based
on standard imaging plus fluciclovine PET/CT
(PET-guided). Failure-free survival rates at 3 years
were 75.5% for those in the PET-guided group,
compared with 63.0% in the control group;
respective rates at 4 years were 75.5% and 51.2%.
Grade 3 genitourinary adverse events were experienced by no patients in the PET-guided group
and 3.7% in controls. Acute gastrointestinal
toxicities were not observed in either group.

The most obvious potential contributor to this
fatigue is the simple stress of transition. Adjusting to a completely different workflow is
impossibly challenging, especially for health
professionals who have been conducting analog
care for most of their career. And on both ends of
the encounter is the new “literacy” of engagement
by live video connection. For example, the basic
error of watching the screen display rather than the
seeing-eye camera leads to a classic disconjugate
virtual gaze that is subtly jarring and strangely
distracting.

ASTRO Issues Guideline on
Radiation Therapy for Rectal Cancer
In a clinical practice guideline issued by the
American Society for Radiation Oncology, published in Practical Radiation Oncology, recommendations are presented for the use of radiotherapy (RT) for rectal cancer. The authors
addressed four key questions focused on the use
of RT in preoperative management of operable
rectal cancer. Recommendations were based on
a systematic literature review and were created
using a predefined consensus-building methodology. According to the guideline, for patients
with stage II to III rectal cancer, neoadjuvant
RT is recommended, with either conventional fractionation with concurrent 5-fluorouracil
or capecitabine or short-course RT. RT should
be performed before rather than after surgery.
In select patients with a lower risk for locoregional recurrence, omission of preoperative RT
is conditionally recommended. There was also
a conditional recommendation for the addition
of chemotherapy before or after chemoradiation or after short-course RT. In select patients,
nonoperative management is conditionally recommended if a clinical complete response is
achieved after neoadjuvant treatment. Rectum
and mesorectal, presacral, internal iliac, and obturator nodes are recommended to be included
in the clinical treatment volume. In patients with
tumors invading an anterior organ or structure,
inclusion of external iliac nodes is conditionally
recommended; in patients with tumors involving
the anal canal, inclusion of inguinal and external
iliac nodes is conditionally recommended. “This
guideline focuses on providing options that can
be tailored to patients’ characteristics and their
wishes,” a coauthor said in a statement.

But the source of telemedicine fatigue goes
beyond professional adjustment and correction
of technical glitches.
I’ve identified that the emotional stress of subtly
strained connection is a huge contributor to the
exhaustion I feel. A video connection negates the
subtleties of connection that are critical to my
assessment of a parent and child. Identifying and
exploring these subtleties is central to the care of
chronically ill children and their families. It feels
like I’m working hard to pick up on non-verbal
cues that may be difficult to identify or simply
out of the frame of view. The simultaneous observation of a mother and child in the same
frame presents its own challenges in a home environment. I call this “drive by” telemedicine assessment, as the child zips in and out of the field of
view grabbing toys, running for snacks, etc.

Most Cancer Survivors
Experience Treatment-Related
Sexual Side Effects
With the input of radiation oncologists, medical
oncologists, and surgeons, researchers developed
a questionnaire including more than 25 questions
focused on experiences with sexual side effects
after cancer treatment and distributed it to adults
with mostly breast (67%), prostate (16%), and
endometrial (6%) cancers treated with chemotherapy (78%), radiation therapy (54%), and/or
hormone therapy (47%). Among respondents,
87% reported some change after cancer treatment that negatively affected their sexual function or desire, with 53.8% reporting body image
distortion, 73.4% with dyspareunia, and 42.3%
unable to achieve orgasm. However, only 27.9%
said they had been formally asked by their clinician about their sexual health, and only about
40% said they had been preemptively warned
that their treatment may affect their sexual
health. “The majority of respondents felt that they
would like a standard questionnaire to initiate
and guide a discussion on sexual health with their
provider,” noted the presenting study author.
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NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines

Pemetrexed for injection (ALIMTA ) +
pembrolizumab (KEYTRUDA

He once waited 5 hours so his
daughter could see her favorite band.

• Any programmed death-ligand 1 (PD-L1)
expression level

Pemetrexed for injection (ALIMTA) +
pembrolizumab (KEYTRUDA)

• Response or stable disease following 4-6 cycles of
first-line therapy with pemetrexed + pembrolizumab

• Epidermal growth factor receptor (EGFR), anaplastic
lymphoma kinase (ALK), ROS1, MET exon 14 skipping, RET,
and BRAF statuses that are negative.
• No contraindications to the addition of pembrolizumab
* See the NCCN Guidelines for detailed recommendations, including other options.
†Category 1: Based on high-level evidence (eg, randomized phase III trials), there is uniform NCCN consensus that the intervention is appropriate.
‡Note that Category 1 and Preferred are two separate NCCN recommendations.

count is at least 100,000 cells/mm. Permanently reduce ALIMTA
less than 50,000 cells/mm in previous cycles.

• ALIMTA is contraindicated in patients who have a history of severe
hypersensitivity reaction to pemetrexed.

• In Studies JMDB and JMCH, among patients who received vitamin
supplementation, incidence of Grade 3-4 neutropenia was 15% and
23%, the incidence of Grade 3-4 anemia was 6% and 4%, and incidence
of Grade 3-4 thrombocytopenia was 4% and 5%, respectively. In Study
JMCH, 18% of patients in the ALIMTA arm required red blood cell
transfusions compared to 7% of patients in the cisplatin arm. In Studies
JMEN, PARAMOUNT, and JMEI, where all patients received vitamin
supplementation, incidence of Grade 3-4 neutropenia ranged from 3% to
5%, and incidence of Grade 3-4 anemia ranged from 3% to 5%.

• ALIMTA can cause severe, and sometimes fatal, renal toxicity. Determine

• ALIMTA can cause severe myelosuppression resulting in a requirement
myelosuppression is increased in patients who do not receive vitamin
• Prior to treatment with ALIMTA, patients must be instructed to initiate
supplementation with oral folic acid. Intramuscular injections of vitamin
are also required prior to ALIMTA treatment. Folic acid and vitamin
21 days after the last dose of ALIMTA as they may reduce the severity of
treatment-related hematologic and gastrointestinal toxicities. Obtain a

• The incidences of renal failure in clinical studies in which patients received
ALIMTA with cisplatin were 2.1% in Study JMDB and 2.2% in Study JMCH.
The incidence of renal failure in clinical studies in which patients received
ALIMTA as a single agent ranged from 0.4% to 0.6% (Studies JMEN,
PARAMOUNT, and JMEI).
• Withhold ALIMTA in patients with a creatinine clearance of less than
45 mL/min.

• Serious and sometimes fatal, bullous, blistering, and exfoliative skin
toxicity, including cases suggestive of Stevens-Johnson Syndrome/toxic
epidermal necrolysis, can occur with ALIMTA. Permanently discontinue
ALIMTA for severe and life-threatening bullous, blistering, or exfoliating
skin toxicity.

• Serious interstitial pneumonitis, including fatal cases, can occur with
ALIMTA treatment. Withhold ALIMTA for acute onset of new or
progressive unexplained pulmonary symptoms such as dyspnea, cough,
or fever pending diagnostic evaluation. If pneumonitis is confirmed,

• Radiation recall can occur with ALIMTA in patients who have received
radiation weeks to years previously. Monitor patients for inflammation or
blistering in areas of previous radiation treatment. Permanently

• Based on findings from animal studies and its mechanism of action,
In animal reproduction studies, intravenous administration of pemetrexed
to pregnant mice during the period of organogenesis was teratogenic,
resulting in developmental delays and increased malformations at doses
. Advise pregnant
women of the potential risk to the fetus. Advise females of reproductive
potential to use effective contraception during treatment with ALIMTA and
for 6 months after the final dose. Advise males with female partners of
reproductive potential to use effective contraception during treatment with
ALIMTA and for 3 months after the final dose.

• Ibuprofen increases exposure (AUC) of pemetrexed. In patients with
creatinine clearance between 45 mL/min and 79 mL/min:

avoided, monitor patients more frequently for ALIMTA adverse reactions,
including myelosuppression, renal, and gastrointestinal toxicity.

• Common adverse reactions (all grades) occurring in 20% of patients
receiving ALIMTA in combination with pembrolizumab and platinum
chemotherapy (carboplatin or cisplatin) versus ALIMTA with platinum
chemotherapy + placebo for initial treatment (KEYNOTE-189),
respectively, were nausea (56% vs 52%); fatigue (56% vs 58%);
constipation (35% vs 32%); diarrhea (31% vs 21%); decreased appetite
(28% vs 30%); rash (25% vs 17%); vomiting (24% vs 23%); cough
(21% vs 28%); dyspnea (21% vs 26%); and pyrexia (20% vs 15%).

•

– Avoid administration of ibuprofen for 2 days before, the day of, and
– Monitor patients more frequently for myelosuppression, renal, and
gastrointestinal toxicity, if concomitant administration of ibuprofen
cannot be avoided.

• Exposure to ALIMTA is increased in patients with mild
to moderate renal impairment who take concomitant ibuprofen,
increasing the risks of adverse reactions of ALIMTA. In patients with
creatinine clearances between 45 mL/min and 79 mL/min, avoid
administration of ibuprofen for 2 days before, the day of, and 2 days

vs 3%); nausea (3.5% vs 3.5%); rash (2% vs 2.5%); decreased appetite
(1.5% vs 0.5%); constipation (1% vs 0.5%); and pyrexia (0.2% vs 0%).

• Severe adverse reactions (Grade 3-4) occurring in 20% of patients with
metastatic nonsquamous non-small cell lung cancer (NSCLC) receiving
(carboplatin or cisplatin) versus ALIMTA with platinum chemotherapy +
placebo for initial treatment (KEYNOTE-189), respectively, were fatigue
(12% vs 6%); diarrhea (5% vs 3%); dyspnea (3.7% vs 5%); vomiting (3.7%

•

•

•

There is no information regarding the presence of pemetrexed or
its metabolites in human milk, the effects on the breastfed infant, or the
effects on milk production. Because of the potential for serious adverse
reactions in breastfed infants from ALIMTA, advise women not to breastfeed

•

The incidences of Grade 3-4 anemia, fatigue,
thrombocytopenia, hypertension, and neutropenia were higher
in patients 65 years of age and older as compared to younger patients:
in at least one of five randomized clinical trials.
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guidelines, go online to NCCN.org. NCCN makes no warranties of any kind
whatsoever regarding their content, use, or application and disclaims any
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injection) [package insert]. Indianapolis, IN: Eli Lilly and Company; 2019.

of reproductive potential. It is not known whether these effects on
fertility are reversible.
The safety and effectiveness of ALIMTA in pediatric
patients have not been established. Adverse reactions observed in
pediatric patients studied were similar to those observed in adults.
ALIMTA is primarily excreted
and greater exposure (AUC) to ALIMTA compared with patients with
creatinine clearance less than 45 mL/min.
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