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In Case You Missed It
[ MEDLAW ]

Dealing With  
Non-Compliant Patients:

Avoiding Liability
The first step in avoiding liability due to patient 

non-compliance is identifying that the patient  

actually is non-compliant. Then, ask about the 

reason for it and do what you can to counter  

it. Your record must reflect your attempt to  

determine what correctable issues underlie the 

non-compliance and what steps you took to 

counter it. If non-compliance is not solvable as 

a single issue and verbal reminders are not fruit-

ful, you can consider a treatment contract, which 

breaks the compliance into specific acts of pa-

tient cooperation that may be easier to follow. 

Your last option is an “at risk” letter that states 

the specific non-compliant acts and their clinical 

consequences. This can include the warning that 

a failure to correct the non-compliance will result 

in termination from the practice. You should not 

create a “decline” note in which the patient signs 

their refusal to comply. You would be retaining 

the patient in your practice despite being unable 

to treat them as you believe is proper. 

Your records need to demonstrate that the pa-

tient is being non-compliant rather than just 

being ill-informed. Descriptions of the patient’s 

non-compliant conduct should state the fact of 

the non-compliance undeniably but without con-

demnatory or self-serving language. But it should 

not be so removed as to become meaningless in 

convincing a reviewer that you are not an appro-

priate target or in closing off patient claims that 

you never said something you actually did.  

When the therapeutic relationship is irrevoca-

bly broken down and it is necessary for you to 

step away because the patient is actually prevent-

ing you from practicing medicine properly, you 

will have to terminate them from your practice. 

You will then have to consider abandonment. If 

you are going to take the maximum step against 

someone who is already in opposition to you,  

do so carefully. Non-compliance leading to no 

option but termination is a gradual process by 

definition and so an evaluator will want to see 

that it was handled that way. 

You should also consider stating the reason for  

the termination in a letter. The general rule is to 

not give a specific reason, but here stating, “As 

we have discussed, and as outlined in the treatment 

contract that you agreed to, it was essential that you 

follow through on prescribed care. Due to your con-

tinued refusal to follow treatment guidelines, this 

practice will no longer be able to retain you as a  

patient as of (date),” may stop a retaliatory process 

before it starts. 

This article was written by Dr. Medlaw, a physician and 

medical malpractice attorney. 
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Is There Life  
After Medicine?
By Brian Rifkin, MD

M  
y group of nephrologists is trying to con-

vince our 75-year-old colleague to retire 

from full-time clinical practice. I think he 

truly believes that the day he retires, his essence 

will be forcibly removed from his body, and he 

will cease to exist. He has told me, more than 

once, that he will be dead in less than a year if he 

is forced to stop being a physician. I envisioned 

this type of machismo was very old-school think-

ing, but maybe not. Modern doctors strive for a 

better balance of work and life, but do you ever 

really stop being a physician?

We all have many titles in life. What happens 

when the title remains, but the interactions 

cease? I strive to add quality and not just quan-

tity to the lives of my patients who need to start 

dialysis. I have type 1 diabetes and realize that 

their reality may someday be mine. I hope to re-

tire young enough that I can still enjoy all life has 

to offer.

In nephrology, where we have not been filling 

fellowship training spots, we are failing to re-

place ourselves in the workforce. There will likely 

be a need for me to prolong my work life. When 

I think about stopping my medical practice, I 

think about the million ways to not do medi-

cine: volunteering, teaching, reading, writing, 

relaxing. I love interacting and helping patients. 

I do not, however, always enjoy the structural, 

administrative, and financial barriers imposed 

by day-to-day practice. This has been my point 

to my senior partner; why not take the best parts 

of medicine and only do those things that add 

meaning and pleasure to your life?

But is my partner correct? Do we lose something 

when we retire? There is some evidence that wait-

ing to retire may have some health benefits. In a 

2019 Swedish study, it was suggested that work-

ing past age 65 was associated with better over-

all health, but one can certainly argue cause and 

effect in this type of observation. Not debatable 

is that the average age of American physicians 

is increasing. In a 2017 survey by CompHealth, 

doctors reported an average retirement age of 

68 (vs 63 for all Americans), and only 32% said 

they looked forward to no longer working in 

medicine. Losing social interactions at work, 

feeling a loss of purpose, boredom, loneliness, 

and depression may provoke an identity crisis at 

the end of a physician’s career.

The ideal retirement means something different 

for every physician. However, it is clear that the 

valuable skills we acquire afford the opportunity 

to contribute long into our golden years. I hope 

that when I am 75, I have the choice to con- 

tribute (or not) as I see fit. There is purpose in 

being a doctor. The trap is when you assume  

all that you are is a doctor.

Brian Rifkin, MD, is a nephrologist.
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Periodontal Pathogens  
Linked to Atherosclerosis in 
Rheumatoid Arthritis
For patients with rheumatoid arthritis (RA), 

immunoreactivity against Aggregatibacter actino- 

mycetemcomitans serotype b (anti-Aa) and Aa  

leukotoxin A (anti-LtxA) is associated with  

atherosclerosis, according to a study published in 

Arthritis & Rheumatology. Researchers examined 

the contribution of periodontal pathogens to 

cardiovascular (CV) disease among 197 RA pa-

tients who underwent coronary artery calcifica-

tion (CAC), carotid intima-media thickness and 

plaque, and ankle-brachial index assessments. Sera 

were assayed for antibodies targeting periodontal 

pathogens: Porphyromonas gingivalis (anti-Pg), 

anti-Aa, and anti-LtxA; generalized linear models 

were used to explore the associations between these 

antibodies and measures of atherosclerosis. The 

researchers found that anti-Pg, anti-Aa, and anti- 

LtxA were detected in 37%, 21%, and 43% 

of patients, respectively. The mean CAC score 

was 90% higher in those with anti-Aa and/or  

anti-LtxA versus those without either antibody 

after adjustment for relevant confounders and re-

ported tooth loss. For those with anti-Aa and/or 

anti-LtxA, the adjusted odds of CAC of at least 

100 units was 2.23-fold higher than for those 

without either antibody. Significant associations 

were seen for anti-Aa and/or anti-LtxA seropos-

itivity with all other assessed measures of athero-

sclerosis, apart from carotid plaque. Among those 

with anti-Aa and/or anti-LtxA, higher swollen 

joint count was associated with CAC. “Further 

studies are needed to determine if eliminating 

exposure to this pathogen might modify the in-

crease in CV disease known to be part of RA,” a 

co-author said in a statement.

Risk for Bone Fractures Up for 
Patients With Psoriatic Diseases
For adults with psoriatic diseases, the likelihood  

of developing bone fractures is increased, although 

they have no increased risk for osteoporosis, 

according to a review published in the Journal of  

Clinical Medicine. Investigators examined bone  

mineral density (BMD) and the risk for osteo-

porosis and fractures in patients with psoriatic 

diseases, including cutaneous psoriasis and psor-

iatic arthritis, in a systematic review and meta-

analysis. Data were included from published ob- 

servational studies and the random-effect model 

was used to perform the meta-analysis. The re- 

searchers observed no significant difference be- 

tween patients with psoriatic disease and non- 

psoriatic controls in terms of the standardized 

mean difference in the absolute value of BMD at 

the lumbar spine, femoral neck, or total hip. No 

increased risk for osteoporosis was seen in patients 

with psoriatic disease in the pooled results of the 

adjusted odds ratios. The odds ratio for developing 

bone fractures was increased among patients with 

psoriatic disease (adjusted odds ratio, 1.09). “Our 

results indicate that patients with psoriatic disease 

may be more likely to develop fractures compared 

with nonpsoriatic controls,” the study authors 

write. “This higher risk for fracture may not 

necessarily be associated with lower BMD nor a 

higher risk of osteoporosis. Based on our findings, 

we suggest that preventive measures for fractures 

may be beneficial in current clinical practice for 

such patients.”  

W
ith rapid consideration and funds being funneled  

to responses to  the COVID-19 pandemic, 

Christian M. Girgis, MD, PhD, was concerned 

that attention would turn away from the care of chronic 

disease. “Osteoporosis is a chronic disease that requires  

continued attention, is under-diagnosed, and results in  

significant morbidity and mortality among vulnerable, 

older patients if not treated,” he says. For a paper pub- 

lished in Osteoporosis International, Dr. Girgis and Roderick 

Clifton-Bligh, PhD, sought to clarify practical aspects  

of how to continue to treat patients with osteoporosis 

through the COVID-19 pandemic and the foreseeable 

future, including key impacts of COVID-19 on osteoporosis 

services and strategies to address these:

� Careful patient education is needed for patients receiv- 

ing IV bisphosphonates, as flu-like reactions are common among treat-

ment-naïve patients with these agents. Dr. Girgis suggests that clinicians in-

form patients that these reactions can be easily differentiated from COVID-19 

symptoms, mainly in that the latter results in respiratory symptoms, in order 

to avoid needless concern.

� Decisions around treatment escalations and other therapy changes will likely

be challenging during the pandemic, according to Dr. Girgis. He adds that such  

changes may require face-to-face clinical encounters, and with various uncertain- 

ties during this time, patients may prefer to continue with current therapies.

� During the pandemic, patients on long-term denosumab treatment may

need to weigh the importance of regular, 6-month treatment intervals with that

of avoiding in-person visits with their clinician. “This treatment, if interrupted,

results in a rebound increase in bone turnover and a drop in bone density,”

explains Dr. Girgis. “Hence, it is vital to be taken on time. Telehealth consul- 

tations to facilitate self-administration of denosumab should be considered.”

� DEXA units have been closed or working on reduced capacity, notes

Dr. Girgis. “Therefore, the use of fracture risk calculators that take into

consideration patient demographics and previous fracture history could be

used,” he adds.

� Although patients with osteoporosis are advised to engage in regular

weight-bearing exercise to improve strength, balance, and posture while reduc-

ing fall risk, advice to avoid large gatherings can make gym and other exercise

facility attendance impractical. Thus, “home-based exercise programs should

be considered as an important way to keep active and prevent bone density loss

during the phases of lockdown/reopening,” says Dr. Girgis.

� With patients with osteoporosis likely to be at high risk from sequelae of

contracting COVID-19, Drs. Girgis and Clifton-Bligh note the importance of

reiterating safe social distancing and hand washing with this patient population.

“Clinicians must remember osteoporosis and chronic disease even in the  

midst of a public health crisis,” says Dr. Girgis. “Osteoporosis kills.Hip frac- 

tures have a significant mortality and morbidity, but they can be prevented 

with timely diagnosis and treatment of this very common condition.”   
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“
Primary hyperparathyroidism 

(PHPT)-related osteoporosis is  

one of the most frequent causes of  

secondary osteoporosis, and it frequently  

occurs in postmenopausal women, with 

a prevalence of up to 1%,” explains 

Sabrina Corbetta, MD, PhD. “Primary 

hyperparathyroidism-related osteoporosis 

improves after successful parathyroid 

surgery to remove parathyroid adenoma 

and normalize circulating parathyroid 

hormone (PTH) and calcium levels, 

though it can improve in response to 

antiresorptive therapies. Therefore, dis-

tinguishing between estrogen withdrawal-

related and primary hyperparathyroidism-related osteoporosis is relevant for the 

management and treatment of postmenopausal women who are at increased 

risk for fragility fractures. Moreover, estrogen withdrawal-related and primary 

hyperparathyroidism-related osteoporosis often coexist in the same patient.”

With circulating microRNAs (miRNAs) expression profile having been cor-

related with both osteoporosis and fragility fractures in prior research, Dr. 

Corbetta, Giovanni Lombardi, PhD, and colleagues sought to profile a set 

of miRNAs associated with osteoporotic fractures—miR-21-5p, miR-23a-

5p, miR-24-2-5p, miR-24-3p, miR-93-5p, miR-100-5p, miR-122-5p, miR-

124-3p, miR-125b-5p, and miR-148-3p—in the plasma of postmenopausal 

women with PHPT and compare them with those detected in age-matched 

postmenopausal women with osteoporosis but without PHPT.

While each of the 10 miRNAs was detected in plasma samples of women 

with PHPT or osteoporosis, the profiles definitively distinguished PHPT 

from OP samples. Within the PHPT group, two clusters differed by PHPT 

severity, in terms of ionized calcium and bone mineralization. “In particular,  

circulating miR-93-5p levels were significantly reduced in women with PHPT 

and distinguished the two osteoporotic conditions with high sensitivity and 

specificity,” says Dr. Lombardi. On the other hand, miR-24-3p was nega-

tively correlated with T-scores at the lumbar, femur neck, and total hip sites, 

with women who had PHPT and osteoporotic fractures experiencing plasma  

miR-24-3p levels that were higher in those with PHPT but no fractures.

“Our results need to be validated in a wide osteoporotic population, in- 

cluding women with primary hyperparathyroidism presenting with different 

clinical and biochemical features,” notes Dr. Corbetta. Detection of circula- 

ting miR-93-5p may provide a useful diagnostic tool to distinguish PHPT- 

related osteoporosis from estrogen withdrawal-related osteoporosis. In the 

meantime, physicians should consider the occurrence of PHPT in post- 

menopausal osteoporotic women, and diagnose and treat this condition  

according to current guidelines.”   
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