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to hear that good news, the “crisis over” note
is ringing false.

“Leveling off [on malpractice premiums]
is not good enough,” said Stephen Foreman,
PhD, associate professor of health econom-
ics and allied health at Robert Morris
University in Pittsburgh. “We could level off
and even drop by 25%, and we’re still double
or triple the rest of the country.”

Not good enough
Local newspapers have pointed out

other hopeful signs that Pennsylvania’s mal-
practice problems may be on the mend: More
carriers are writing policies, and payouts from
the state program that pays catastrophic
claims between $500,000 and $1 million,
funded from state coffers and mandatory
physician assessments, have dropped dra-
matically.

According to the industry newsletter
Medical Liability Monitor, liability premiums
for internists in Philadelphia dropped almost
2% between 2004 and 2005. The same news-
letter, however, quoted 2005 premium figures
from different carriers for internists through-
out the state, all of which topped $16,000.
Carrier quotes for internists in southeastern
Pennsylvania in 2005 ranged from more than
$26,000 to more than $36,000. (See
“Medical liability premiums: Philadelphia
internists make the Top 5,” below.)

Even if premiums stabilize, internists say
the pressures of the state’s malpractice envi-
ronment have colored their entire medical
career.

“Over the 25 years I’ve been in practice,
the malpractice climate has created a down-
hill spiral in the medical community, in my
view,” said Charles Cutler, FACP, a general
internist in the Philadelphia suburb of
Merion and incoming Governor for ACP’s
Pennsylvania Southeastern Chapter.

At the faculty practice associated with
the Temple University School of Medicine,
Lawrence I. Kaplan, FACP, section chief for
general internal medicine, knows the group’s
malpractice premiums run close to $25 mil-
lion, or 30% of practice revenues. He—like
other internists associated with Philadel-
phia’s four medical schools—is somewhat
insulated from liability problems, but he
has still noted growing dissatisfaction with
clinical careers in internal medicine.

“A number of my peers have left acade-
mic clinical medicine and gone into indus-

try or pharmaceuticals,” Dr. Kaplan said,
“folks who I was surprised at because of their
clinical and educational backgrounds.”

The increasing popularity of hospitalist
jobs, which protect internists from paying
malpractice premiums, suggests that a grow-
ing number of physicians believe the inde-
pendence that comes with private practice is
no longer worth the financial risk. 

In fact, Jerome Santoro, FACP, chair of
medicine for Main Line Health, which has a
400-member department practicing at three
nonprofit hospitals in Philadelphia’s western
suburbs, fears he is seeing the demise of the
traditional private-practice model.

“By necessity, you’re seeing more and
more employed doctors,” said Dr. Santoro, an
infectious disease specialist. “I think the old
model of ‘my doctor is there for me all the
time’ is, under these kinds of pressures, going
to go away.” While Main Line Health ini-
tially employed some primary care physicians
and OB/GYNs, he said, the group has had to
respond to premium pressures by employing
some of its more high-risk physicians, includ-
ing neurosurgeons.

And physicians’ ability to share a prac-
tice in the market is evaporating, he said.
“Physicians who want to work part-time and
raise a family can’t do it,” he pointed out.
“They’d have to pay the entire premium.”
That’s not feasible in a market where the
major insurer pays only 80% of Medicare, Dr.
Santoro said—a reimbursement structure
one local internist likened to being “bludg-
eoned” and that greatly compounds problems
with liability premiums.

Dr. Randall, who is based in Sellersville,
Pa., has already decided not to tackle that pri-
vate-practice hurdle. Carriers have quoted
him premiums of between $20,000 and
$30,000 to work in an office-based practice.

“The minute you open the doors and see
one patient, you owe the malpractice premi-
um for the entire year as if you were working
120 hours a week,” he said. “That’s a fixed
cost that is not dependent on volume.”

Shrinking referral patterns
Premiums aren’t the only worry, as

internists also point to the now ubiquitous
practice of defensive medicine. At the Grand
View Hospital emergency room where Dr.
Randall works, for instance, that concern
translates into extra tests—and paperwork.

“I’ve always tried to explain all the
potential options and risks to patients,” he
said. “But now I make sure to list every sin-
gle option I discuss with patients and docu-

ment that they are deciding not to get an
extra test or be admitted to the hospital, if I
suggest it.” While he used to document that
level of detail only for life-threatening situ-
ations, “now I do it routinely for almost
everyone.” The end result, physicians say, is
wasted expense due to unnecessary admis-
sions and prolonged hospital stays because of
malpractice fears.

Even more frustrating is the market’s
exodus of subspecialists. For primary care
physicians in southeastern Pennsylvania,
making a referral has become a time-con-
suming, hit-or-miss telephone survey of
fewer subspecialists contracted with a shrink-
ing patchwork of health plans.

Eileen K. Carpenter, ACP Member, a
partner in the four-physician Health
Associates of South Philadelphia Inc.,
described her frequent search for a consult,
now that many of the physicians she used to
refer to have left town or stopped taking
referrals. “I’m going through the referral
directory and calling the specialists listed one
at a time,” she said. A typical conversation?
“ ‘Do you still take this plan?’ and ‘Oh, no,
we stopped taking it.’ ” 

Dr. Carpenter’s first back-up plan—call-
ing on the city’s academic health centers—
is no longer reliable. “You call up Temple’s
orthopedic clinic, and they’ll want to know
what the patient’s ZIP code is,” she said.
“They’ll take people only from their ZIP
code, because they can’t take everybody from
the whole city. They’re overrun.” 

She has particular trouble finding a local
hand specialist for patients with carpal tun-
nel syndrome who need surgery, as well as
pain management specialists. As a result, she
is forced to refer patients to specialists who
she does not personally know—a worry for
her and an inconvenience for patients who
have to travel farther to see a specialist.

“I am getting increasingly nervous about
shouldering the responsibility of caring for
patients who can’t see a specialist, can’t get
specialist appointments for many months,
can’t get specialists to return their phone
calls or have specialists who tell patients to

follow up with me instead of contacting their
offices for the results of invasive studies,” she
said. “The standard of care in Philadelphia is
based on the easy availability of specialists—
so if you manage a patient and don’t do as
well as a specialist could, a jury will feel care
fell short and find you liable.”

Dr. Kaplan, who practices in Philadel-
phia, said it’s now hard to find physicians

willing to do obstetrics along with routine
gynecology. And Dr. Randall noted that his
hospital has no plastic surgery or neuro-
surgery. “[Patients] have to go to a larger hos-
pital,” he said. “We have to send them to
Allentown or down to Philadelphia.”

Recruitment woes
For Dr. Carpenter, the squeeze between

high malpractice premiums and low reim-
bursement, especially for low-income
patients and working patients covered by
HMOs, means she and her partners are
unable to grow their business. With four
practitioners juggling seven patient rooms,
Dr. Carpenter has stopped training residents
in her office because space is simply too tight.

“We would love to expand, but it’s not
going to happen if we can’t buy,” she said.
“Every time we start to think we’re going to
be able to get ahead, expenses go up.” The
only bargaining chip physicians have for bet-
ter reimbursement, she added, is to stop
accepting a particular plan—a tremendous
burden for patients. Still, “we are likely to
have to stop accepting patients from one of
our larger plans soon.” 

For Dr. Santoro, practicing medicine in
southeastern Pennsylvania means gross rev-
enues that have been flat for at least six years.
“We’ve been able to maintain flat revenues,”
he said, “because we do more volume.”

And one of the most troublesome con-
sequences of protracted liability problems
has been the impact on recruitment. Al-
though Pennsylvania medical schools and
residency programs are training more new
physicians than ever, the vast majority of

See Malpractice, next page

Malpractice
Continued from page 1

More residents training in—and
leaving—greater Philadelphia
Southeastern Pennsylvania is still a powerhouse of academic medicine, attracting a

growing number of residents over the past 10+ years. In 1994, 965 residents across
all specialties trained in one of five counties in southeastern Pennsylvania. In 2005,
that combined number had grown to 1,116.

But the number of residents staying in the greater Philadelphia area after residency
has dropped sharply. Here are percentages for both 1994 and 2005 of residents who
stayed in the market to work after training, broken down according to the county in
which they trained. 

Percent of residents remaining in market post-training, by county

Source: AMA Physician Masterfile, 2005
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Medical liability premiums:
Philadelphia internists make the Top 5
Internists in Philadelphia saw their premiums drop a jot this year—but they still weigh

in at No. 5 on a list of the highest internal medicine premiums quoted across the coun-
try. (In 2005, internists in Minnesota, Nebraska, South Dakota, Idaho and Wisconsin
enjoyed the lowest quotes in the country, all falling below $5,150.)

Here are the markets with the highest reported premiums quoted for internists:

Market 2004 2005 % change

Florida (Dade) $69,310 $74,855 +8.0%

Illinois (Cook) 58,514 65,887 +12.6

Michigan (Wayne) 63,898 52,754 -17.5

Ohio (Cuyahoga, Lorain) 34,985 43,416 +24.1

Pennsylvania (Philadelphia) 36,873 36,207 -1.8

Source: Medical Liability Monitor, October 2005
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