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MALPRACTICE

4.11
Baldwin LM, Greer T, Wu R, Hart G, Lloyd M, Rosenblatt R.  Differences in the 
obstetric malpractice claims filed by Medicaid and non-Medicaid patients.  J Am 
Board Fam Pract 1992; 5:623-27.  

BACKGROUND:  Many physicians believe Medicaid patients are more likely than non-Medicaid patients to file malpractice claims.  This study examines the accuracy of this belief in regard to obstetric malpractice claims

DO MEDICAID PATIENTS SUE MORE FREQUENTLY?:  Claims filed between January 1982 and June 1988 from the major malpractice insurer in Washington State were used to compare obstetric malpractice claims filed on behalf of Medicaid and non-Medicaid patients.  Of all claims, 11% (7/62) were filed by Medicaid patients, whereas 19% of all births in Washington State were two Medicaid patients. 

RESULTS:   Eleven percent (7/62) of all closed obstetric claims were filed by Medicaid patients, whereas 19 percent of all births in Washington State were to Medicaid patients between 1982 and 1988.  Failure to diagnose or treat a fetal condition was the most commonly alleged negligence in both Medicaid and non-Medicaid groups.  Most claims in both groups were settled before the cases went to court; a substantial minority of claims were dropped.  The mean cost of Medicaid claims ($406,984) was three times that of non-Medicaid claims ($133,743), suggesting that paid Medicaid claims were more severe than paid non-Medicaid claims.

CONCLUSIONS:  Medicaid patients appear no more likely to file obstetric malpractice claims than non-Medicaid patients.  The low likelihood of filing claims, coupled with large settlements, suggests that Medicaid patients may have less access to legal services than non-Medicaid patients.

4.12
Wells S, Benrubi GI.  Practice patterns of obstetricians and gynecologists in 
Jacksonville, Florida.  Florida M.A. 1991; 78(1):31-33.

ABSTRACT:  Ninety members of the Jacksonville Obstetrical and Gynecological Society were surveyed as to their practice patterns; 55 responded.  Due to fear of litigation, 34% had stopped delivering obstetrical care and 63% plan to discontinue perinatal care during the next ten years.  At least one malpractice claim had been filed against 51%; 9% had two, and 11% three or more.  Prenatal and intrapartum testing has increased primarily because of fear of litigation.  Obstetric fees increased 44% during the last five years, according to the survey, compared to a Consumer Price Index rise of 20%.  Mean malpractice premiums rose 42% during the same interval.

COMMENT:  This study from Jacksonville, Florida is a "slice of life" in the year 1990.  A full 34% of registered OB/GYN specialists do not deliver babies.  Among those who do deliver babies, the average fee is $2,000 per delivery.  The average annual liability premium is $63,600.  The expected duration of obstetrical practice for OB/GYN specialists was 15.6 years.  Thus, this group of obstetricians is planning a relatively short career in delivering babies.  At that point, most of them are considering limiting their practice to gynecology only.  The average number of deliveries per month per OB/GYN specialist was approximately 15.

4.13
Tietze PE, Gaskins SE, McGinnis MJ.  Attrition from obstetrical practice among 
family practice residency graduates.  J Fam Pract 1988; 26(2):204-205.

ABSTRACT:  In the southeastern United States, many specialty-trained obstetrician-gynecologists are discontinuing obstetrics as a part of their practice, making such services increasingly difficult to find.  In western Alabama, where perinatal morbidity and mortality are among the highest in the United States, several counties have no obstetrical care available.  It is clear that malpractice premium costs are keeping family physicians in Alabama from entering and from continuing the practice of obstetrics, a particular concern in the face of such great need for these services in this region.

4.14
Rodney WM, Sanderson L.  Effect of perceived malpractice insurance costs on the 
family practice career goals of medical students.  Fam Med 1988; 20:418-421.

ABSTRACT:  A questionnaire regarding perceived training and practice goals was distributed to 185 consecutive medical students interviewing for a 1986-87 internship at a community hospital in Southern California.  Students were asked to estimate the dollar cost of professional liability insurance for a hypothetical family physician in the first year in practice performing low-risk obstetrics in Southern California.


Family physician applicants who planned to do obstetrics estimated an initial average yearly premium cost of $16,406, whereas those not planning to do obstetrics estimated costs of $25,710 per year.  Non-OB directed family practice applicants had a statistically significant (P = .0018) higher estimate of professional liability insurance costs.  Average premium costs were obtained from three separate professional liability insurance carriers.  Cost estimates of mature rates were not necessarily unrealistic, but student ignorance of significantly lower initial rates was widespread.  The broad ranges of estimates suggested that subsets of students may be dramatically overestimating these costs.  The data and direct questioning of students suggest that perceived insurance costs may affect training goals and career choices of medical students.

4.15
Rodney WM.  Obstetric malpractice fee phobia among medical students in the United 
States.  Fam Pract 1986; 3(2):113-116.

ABSTRACT:  Sixty-three consecutive fourth-year medical students applying for a family medicine training programme based in a county hospital questioned about their anticipated practice style and the projected cost of malpractice insurance premiums during their first year of practice.  Those who felt committed to providing obstetric services within their family practice estimated a much lower first-year dollar cost for malpractice insurance than those who were not committed to obstetric services.  The difference in estimates was greater than $10,000 per year.  Both groups far exceeded the actual quoted first year cost by three separate malpractice insurance companies.  This study suggests that medical students may be influenced by unrealistic estimates of malpractice insurance costs prior to real world experiences.  Furthermore, these estimates may indicate widespread ignorance and/or misinformation among medical students considering a family medicine career.  Malpractice suits and the fear of them remain, however, an important distraction from the provision of patient care services in the United States.

4.16
Greer TG, Baldwin LM, Wu R, Hart G, Rosenblatt R.  Can physicians be induced to 
resume obstetric practice?  J Am Board Fam Pract 1992; 5:407-12.

BACKGROUND:  Decreased numbers of obstetric providers during the last decade have limited access to obstetric care, especially for some groups of women.  Increasing or stabilizing the number of providers could increase access.

METHODS:  A questionnaire was mailed in 1989 to 1965 Washington State family physicians and obstetricians to determine their attitudes toward the practice of obstetrics.  Sixty-six percent of physicians responded to the survey.

RESULTS:  Of those who had quit obstetrics in the previous 3 years, 42 percent of responding family physicians and 19 percent of responding obstetricians would consider resuming.  Those family physicians willing to consider resuming their obstetric practices were more likely to have been in practice fewer years, employed by a health maintenance organization (HMO), or located in a rural area.  A majority of all respondents cited excessive malpractice premiums and fear of malpractice suit as reasons for stopping obstetric practice.  Family physicians willing to consider resuming obstetrics were more concerned about the overall number of obstetric providers in their area.  Rural family physicians willing to consider resuming obstetrics listed poor backup or shared call more often as a reason they had quit.

CONCLUSIONS:  Attention targeted to the concerns of family physicians who have been in practice for a short time, who work for HMOs, or who are in rural practice might help induce some physicians to resume obstetrics.

4.17
Nesbitt TS, Arevalo JA, Tanji JL, Morgan WA, Aved B.  Will family physicians really return to obstetrics if malpractice insurance premiums decline?  J Am Board Fam Pract 1992; 5:413-8.

BACKGROUND:  The loss of family physicians as obstetric providers during the last decade has had a significant impact on access to obstetric services, especially for rural populations.  The expense of malpractice premiums has been cited often as a reason for physicians' discontinuation of this service.

METHODS:  Seventy-six family physicians in northern California who recently discontinued obstetrics were surveyed regarding their decisions related to obstetric practice.  Those physicians who indicated that a decrease in malpractice premiums would allow them to consider resuming obstetrics were resurveyed by telephone the following year.  This telephone survey occurred following a 25 percent decrease in malpractice premiums for obstetrics by the major malpractice insurance carrier for family physicians practicing obstetrics in the study area.

RESULTS:  Twenty-nine of the 76 physicians in the original survey who had recently discontinued obstetrics stated they would consider resuming if conditions changed.  Twenty-six (90 percent) of these physicians indicated that malpractice premiums needed to change for them to consider resuming obstetrics.  Following the reduction in premiums, none of these physicians reported plans to resume obstetrics or even a likelihood that they would be resuming obstetrics.

CONCLUSION:  This study found that family physicians who discontinued obstetrics and cited malpractice premiums as a barrier to resuming obstetrics are unlikely to resume when rates decline.  This finding suggests that other issues might be equally or more important in this decision.

4.18 Nesbitt TS, Kahn NB, Tanji JL, Scherger JE.  Factors influencing family physicians to continue providing obstetric care.  West J Med 1992 Jul;157:44-47.

ABSTRACT:  To determine the reasons some family physicians continue to practice obstetrics when most of their colleagues do not, we surveyed family physicians in 26 counties of northern California whose practices include obstetrics and those who have recently discontinued it.  In all, 70% of family physicians practicing obstetrics cited enjoying it as a reason for continuing this practice.  Over a third of family physicians practicing obstetrics thought that obstetric practice was a responsibility to the community.  Only 1 in 6 reported obstetrics to be important in terms of financial implications.  Despite this, family physicians practicing obstetrics had a mean gross income derived from obstetric practice of $30,000 above the cost of their total malpractice premium.  In contrast, a comparison group of family physicians who had recently discontinued obstetrics indicated that they would be willing to return to obstetrics if circumstances were to change substantially.  The most frequently cited change necessary for these physicians to return to obstetrics was a reduction in malpractice insurance rates.

4.19
Charles SC, et al.  Predicting risk for medical malpractice claims.  West J Med 1992; 157:443-449.

ABSTRACT:  "The current fault-based tort system assumes that claims against physicians are inversely related to the quality of care they provide.  In this study, we identified physician characteristics association with elements of medical care that make physicians vulnerable to malpractice claims.  A sample of physicians (n = 248) thought to be at high or low risk for claims was surveyed on various personal and professional characteristics."

Statistical analysis showed that nine characteristics predicted risk.  High risk was associated with increased age, surgical specialty, emergency department coverage, increased days away from practice, and the feeling that the litigation climate was "unfair."  

Low risk was associated with scheduling enough time to talk with patients, answering patients' telephone calls directly, feeling "satisfied" with practice arrangements, and acknowledging greater emotional distress.  Prediction was more accurate for physicians in practice 15 years or less.  They concluded that a relationship exists between the history of malpractice claims and selected physician characteristics.

COMMENT:  As expected, those engaged in technically complex care such as surgery were at increased risk.  On the other hand, it has been thought that risk increased directly with years in practice because of increased exposure to possible inverse consequences.  Risk apparently peaks at about 15 years into practice.

This study has implications for family physicians who practice emergency medicine and/or operative obstetrics.  Risk management includes scheduling enough time to talk with patients and answering phone calls directly.  In our demonstration project, we are predicting a "critical mass" of like-minded and similarly skilled family physicians will be necessary to maintain a comprehensive rural practice over time.  Therefore, family physicians providing a complex level of health care in a rural community must have the additional time to invest in practice management and personal development.

REIMBURSEMENT

4.21
Purvis JR, Horner RD.  Billing practices of North Carolina family physicians.  J Fam Pract 1991; 32:487-491.

BACKGROUND:  This study describes billing practices of family physicians.  Significant increases in the reimbursement for family physicians are expected from implementation of the resource-based relative value scale (RBRVS).  However, the real impact of the RBRVS is unknown since little is known about how family physicians use the present reimbursement system to charge their patients.

METHODS:  A random sample of 270 North Carolina family physicians was surveyed, using standardized progress notes of five hypothetical patients.

RESULTS:  One hundred thirty-eight (51%) physicians responded; 107 (77.5%) were in private practice.  Family physicians in private and nonprivate practices were similar in their Current Procedural Terminology (CPT) coding and level of service for each hypothetical case.  Family physicians in smaller communities showed greater variation in CPT coding of visits than did family physicians in larger communities, and they were more likely to use CPT codes that indicated a lower level of visit.  Rural family physicians demonstrated a significant inverse relationship between the CPT level of visit coded (ranging from "brief," with a CPT code of 90040, to "comprehensive," coded CPT 90080) and the amount they charged established patients for a "limited" visit (CPT 90050).

CONCLUSIONS:  These findings suggest that the lower income of rural physicians is due, in part, to billing at a lower CPT code, and thus charging less for comparable services, than urban physicians.  The findings also lend further support to contentions that federal reimbursement reforms will have less impact on the incomes of rural physicians than originally expected.

4.22
Larimore WL.  Assessing the risks and benefits of including obstetrics in family practice.  Fam Pract Recert 1991; 13(11):18-29.

4.23
Larimore WL, Griffin ZR.  Family practice maternity care in central Florida:  increased income, satisfaction, and practice diversity.  Florida Fam Phys 1993; 43(1):25-27.

HOSPITAL PRIVILEGES

4.31
Norris TE, Costley M, Krause A.  Documentation of experience:  preventive medicine for family physicians from the AAFP commission on quality and scope of practice.  Am Fam Phys 1992; 45:2387-89.

4.32
Rodney WM.  Letters from the front:  testimony on behalf of OB hospital privileges for family physicians (in press).

4.33
"OB frequently refuse to provide backup claims FP."  Fam Pract News November 1, 1992.

COMMENT:  This article describes testimony at the 1992 AAFP Scientific Assembly wherein AAFP member, Dr. Copeland, recounts a story which was earlier published in Medical Economics November 15, 1989.

4.34
"OB refusal to provide backup is common."  Fam Pract News January 1-15, 1993.

COMMENT:  A series of letters are published in response to the above.  These letters substantiate additional stories where OB backup has led to the overall loss of hospital privileges by family doctors.

4.35
"FP's Obstetric Privileges Vary Widely."  Fam Pract News July 1, 1993; 23(13):1-25.

"Providing commentary on the study (by Dr. Wadland, Chair of Family Medicine at Michigan State University), Dr. Michael Klein, Professor of Family Practice at the University of British Columbia, noted the indefensible and arbitrary distribution of restrictions:  Women are restricted more often than men."

4.36
Wadland WC, Havron AF, Garr D, Schneeweiss R, Smith M.  National Survey on Hospital-Based Privileges in Family Practice Obstetrics.  Arch Fam Med.  1994;3:793-800.

PURPOSES:  To document the content and level of obstetrical hospital-based privileges for members of the American Academy of Family Physicians and to describe variations between regions, rural vs. urban practices, and various physician characteristics.

METHODS:  About 12% of the active members of the American Academy of Family Physicians listed as offering obstetrical care by the Academy as of March 1991 were randomly sampled by mailed questionnaire.  Samples were drawn from three national regions.  Privileges were grouped by degree of restriction, based on whether consultation or transfer was required.

RESULTS:  Of 1464 surveys mailed, 1026 physicians (70%) responded.  Only 740 (72%) stated that they still practiced obstetrics.  Privileges ranged from least restricted (100% provided vaginal vertex delivery, with no consultation required) to most restricted (79% provided amniocentesis, with consultation or transfer/required).  A surprisingly large proportion of physicians reported having fewer routine and more advanced privileges without consultations being required, such as ultrasonography (53%), vaginal breech delivery (41%), and cesarean section (25%).  Physicians having more advanced privileges tended to be located in the West or mountain-plains region; be trained in the Midwest, mountain-plains region, or the West; work in middle-sized, nonteaching hospitals in more rural counties; have completed advanced obstetrical training (> 6 months); and deliver more than 40 infants per year.

CONCLUSIONS:  Overall, a considerable number of hospital-based obstetrical privileges are granted to family physicians.  No uniformity in privileges prevails, owing to significant regional and practice variations.  Teaching hospitals reportedly restrict obstetrical care by family physicians more than other hospitals.  The variations in restrictions could not be explained by degree of training.

4.37 Nesbitt TS.  Obstetric Privileges in Family Practice.  JABFP March-April 1995; 8(2):165-167.

4.38 Harr, PB, Pudon TF.  AAFP/ACOG Educational and practice guidelines.  Am Fam Phys 1998; 58(1):38-39.

4.39 AAFP Core Educational Guidelines.  Am Fam Phys 1998; 48(1): 275-277.

These core educational guidelines in maternity and gynecologic care for family practice residents are intended to aid residency directors in developing curricula and to assist residents in identifying areas of necessary training.

MISCELLANEOUS PRACTICE MANAGEMENT RESOURCES

4.40
Larimore WL, Sapolsky BS.  Maternity Care in Family Medicine:  Economics and Malpractice.  JFP February 1995; 40(2):153-160.

BACKGROUND:  The number of family physicians delivering babies in Florida in 1991 was at an all-time low.  Concerns about malpractice risk and insurance costs have resulted in only 2% of Florida's family practice residency graduates choosing to deliver babies.  The purpose of this study was to compare the practices of family physicians in Florida who delivered babies in private practice (termed the "OB group") with those who did not (the "non-OB group").

METHODS:  A potential study group of 293 family physicians was mailed an extensive survey that explored 132 variables related to medical practice economics and demographics, lifestyle and satisfactions, and malpractice costs and risks.

RESULTS:  The obstetrical (OB) group was significantly more likely than the non-OB group to perform a variety of procedures and report more patients under age 6 years (15% vs 5%; P=.003) and fewer patients 65 years or older (19% vs 33%; P<.003).  Even though the number of patients seen and the number of hours worked were similar, the 1991 incomes were much higher for those practicing maternity care (mean = $164,000 vs $104,000; P=.04).  Compared with the non-OB group, the OB group was more likely to report that their financial and psychological compensation was adequate (P<.001), would be more likely to choose medicine as a profession again (94% vs 60%, P<.05), paid more for malpractice insurance (mean = $22,000 vs $11,000; P=.01), and reported 30% fewer nonobstetrical malpractice claims.

CONCLUSIONS:  Family physicians in Florida who deliver babies, as compared with those who do not, are more likely to report (1) increased financial and psychological satisfaction for the same hours worked; (2) increased satisfaction with medicine and family practice; (3) more frequent performance of a wider range of procedures; (4) younger practices serving a greater number of complete families and fewer Medicare patients; (5) a more diverse and comprehensive hospital and office practice; and, despite paying significantly higher malpractice insurance premiums, (6) few obstetrical malpractice claims and lawsuits, and (7) fewer nonobstetrical malpractice claims and lawsuits.

/dww

� EMBED MS_ClipArt_Gallery  ���








[image: image2.wmf]_965203993

