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Medical malpractice: the effect of
doctor-patient relations on medical patient
perceptions and malpractice intentions

ABSTRACT @ Objective To examine the causal effects of doctor-patient relations and the severity of a
medical outcome on medical patient perceptions and malpractice intentions in the event of an adverse medical
outcome. @ Design Randomized between-subjects experimental design. Patients were given scenarios depict-
ing interactions between an obstetric patient and her physician throughout the patient’s pregnancy, labor, and
delivery. @ Participants One hundred twenty-eight postpartum obstetric patients were approached for par-
ticipation, of whom 104 completed the study. @ Main outcome measures Patients’ perceptions of physician
competence and intentions to file a malpractice claim. @ Results Positive physician communication behaviors
increased patients’ perceptions of physician competence and decreased malpractice claim intentions toward
both the physician and the hospital. A more severe outcome increased only patients’ intentions to sue the
hospital. @ Conclusion These results provide empiric evidence for a direct, causal effect of the doctor-patient
relationship on medical patients’ treatment perceptions and malpractice claim intentions in the event of an
adverse medical outcome.

medical malpractice premiums in the United States total
more than $5 billion annually,® and “defensive medi-
cine”—procedures performed to protect against increasing

In the past 30 years, medical malpractice has become 1 of
the most difficult health care issues in the United States. In
addition to billions of dollars in legal fees and court costs,
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litigation—is estimated to cost more than $14 billion a
year.? In addition, although most claims do not result in
awards, being involved in a malpractice suit is often a
personally and professionally devastating experience.3®
Studies have repeatedly shown that the quality of medical
care alone is a poor predictor of a medical malpractice
claim,” ™ and researchers have argued that the rapport
between physicians and their patients is a principal deter-
minant of patients” evaluation of their treatment.>"*>™?

In examining this doctor-patient hypothesis, recent re-
search has found that physicians who exhibit more nega-
tive communication behaviors are more likely to have
been sued in the past for malpractice than those with more
positive doctor-patient relations.?>** Although these data
demonstrate associations between doctor-patient relations
and malpractice claims, they do not indicate that rapport
caused these differences in claims against physicians.
Rather, past experience with malpractice claims may
have affected physicians’ subsequent interactions with
their patients. Thus, there remains a need, as noted by
Slawson and Guggenheim, “to find a way to demon-
strate the likelihood that most suits brought against phy-
sicians are caused by a breakdown of doctor-patient
relationships.”22 P98

The most effective method for identifying causal rela-
tionships is an experimental design in which participants
are randomly assigned to systematically controlled condi-
tions. In the only experimental examination of the doctor-
patient hypothesis, researchers showed students a video-
tape of a hypothetic office visit between a dermatologist
and his patient that resulted in either discomfort or scar-
ring.*® The study found that negative physician commu-
nication decreased perceptions of physician competence
and raised expressed intention to file a malpractice claim.
However, the length of the office visit differed significanty
between the positive and negative communication condi-
tions. In addition, whether this research with students
would generalize to actual medical patients is unclear.

Malpractice claims may be more likely in cases where
clinical outcomes are more severe. Although more severe
outcomes are associated with higher monetary awards to
malpractice plaindffs,# the direct effects of outcome se-
verity on patients” intention to file a malpractice claim
have not been examined. We, therefore, wished to address
2 research questions in our study. First, are malpractice
claims more likely when the clinical outcome is more
severe? Second, are these affected by the quality of the
doctor-patient relationship?

SUBJECTS AND METHODS

Participants

Participants were 104 obstetric patients at a major univer-
sity medical center, for whom institutional review board
approval was obtained before the research began. Patients

The core scenario describes the pregnancy, labor, and
delivery of a woman, Jane Larsen, giving birth to her first
child, including her interactions with her obstetrician, Dr
David Miller. The scenario begins with Jane’s initial office
visit (for which Dr Miller is 30 minutes late), which
includes a comprehensive health history and physical
examination. Follow-up visits typically include a brief
physical examination, measurement of the baby’s heart
rate, and a discussion of any changes Jane has noticed
since her last visit. During the final 2 months of the
pregnancy, Dr Miller reviews the labor and delivery
process. Jane feels contractions beginning soon after the
38th week of pregnancy, at which point she phones Dr
Miller and is admitted to the hospital. After Jane has
undergone 5 hours of labor in the hospital, her
contractions suddenly become abnormally strong and
frequent. An anesthetic is administered to reduce the
intensity of the contractions, but to little effect. The fetal
heart rate then begins to decrease rapidly, at which
point Dr Miller performs a cesarean section.

ranged in age from 18 to 45 years, with a mean age of 32
years. All patients had borne a child in the previous 6 to 12
months. Fifty-nine participants (57%) were white, 18
(17%) were Latina, 11 (11%) were Asian, 9 (9%) were
African American, and the rest (6%) were from other
ethnic backgrounds. Three participants (3%) had not
completed high school, 27 (26%) were high school gradu-
ates, 42 (40%) were college graduates, and 32 (31%) had
earned graduate degrees.

Procedure

Participants were chosen from patients at the University of
California, San Francisco, Obstetrics and Gynecology Fac-
ulty Practice. We chose to study obstetric patients because
they are among the most likely to file malpractice claims in
the event of an adverse medical outcome. Prospective
participants were identified by medical records review, and
only women who had delivered healthy babies in the pre-
vious 6 to 12 months were contacted. Patients who did
not speak English and those with a history of either psy-
chological problems or drug addiction were not consid-
ered for participation.

A preliminary power analysis was conducted to deter-
mine the necessary sample size for this 2-factor analysis of
variance. A power of 0.80 was assumed, and an o of 0.05
was chosen. To detect a moderate effect (Pearson product
moment 7= 0.30), a minimum sample size of 82 partici-
pants was required.>> Given an expected refusal rate of
25% and a questionnaire return rate of 85%, a total of
128 postpartum women were contacted for participation.

Women who met the inclusion criteria were contacted
by phone and asked if they would participate in a study
involving the opinions of recent mothers about various
aspects of pregnancy. Of 128 women who were contacted,
123 agreed to participate in the study, each of whom was
then mailed a study packet. Each packet included a cover
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letter (providing a brief introduction and directions), a
consent form, and the study instrument containing a sce-
nario and response questionnaires. A total of 104 women
subsequently completed and returned the materials. No
significant differences were found between respondents
and nonrespondents in age, ethnicity, education, length of
pregnancy, or postpartum hospitalization. In addition, the
rate of return for questionnaires did not differ significantly
across experimental conditions.

Study scenarios

The study instrument presented to each patient included
1 of 4 scenarios depicting the interactions between an
obstetric patient and her physician throughout the pa-
tient’s pregnancy, labor, and delivery. Based on interviews
with physician members of the Obstetrics and Gynecol-
ogy Faculty Practice, each scenario included a common
core scenario, in addition to elements specific to its ex-
perimental condition. Each participant was asked to re-
spond as if she were in the position of the patient de-
scribed. An example of a case scenario is shown in the box.

Experimental conditions

Two factors were included in the current research design.
Two levels of doctor-patient relations (positive or nega-
tive) were combined with 2 levels of medical outcome
severity (mild or severe) to comprise a 2 x 2 between-

Table 1 Positive and negative physician communication behaviors

subjects experimental design. A randomly ordered series of
integers from 1 to 4 was used to assign each participant to
1 of the 4 experimental conditions.

Doctor-patient relations

The quality of doctor-patient relations was varied accord-
ing to physician communication behaviors. Among pilot
study patients, 7 physician communication behaviors
emerged as most important for doctor-patient rapport.
These behaviors included whether the physician was
friendly, personally interested in the patient, emotionally
supportive, communicated clearly, let the patient know
what to expect, confirmed patient understanding, and of-
fered suggestions to make the pregnancy easier. Using pi-
lot information gained from both physicians and patients,
specific examples of these behaviors (summarized in table
1) were inserted throughout each scenario.

Medical outcome severity

Immediately following the description of the labor and
delivery, a final paragraph indicated the severity of the
medical outcome for the newborn child. In all scenarios,
this paragraph began with the following sentence: “Soon
after the birth, it was determined that the baby had expe-
rienced ischemia (sharply reduced blood flow) and as-
phyxia (a lack of oxygen) as a result of these complica-
tions.”

Specific communication behaviors

Behavioral categories Positive

Negative

Greeted patient warmly
Apologized for delay

Friendly

Asked informal questions
Gave patient undivided attention
Made eye contact

pregnancy

Pointed out possible obstacles to patient

adherence

Rarely used medical terms
Explained terms when used

Praised patient for quitting smoking during
pregnancy

Offered condolences on death of patient’s father

Never critical when making recommendations

Explained changes patient experienced during

Did not greet patient
Did not apologize for delay

Asked no informal questions
Always seemed in a hurry to finish
Made no eye contact

Admonished patient for having smoked before
pregnancy

No repsonse to death of patient’s father

Often critical when making recommendations

Did not explain changes patient experienced
during pregnancy

Did not point out any obstacles to patient
adherence

Often used medical terms
Did not explain terms

Encouraged patient to ask questions
Listened carefully to patient

Did not encourage questions
Interrupted patient frequently

Made suggestions to
make pregnancy easier

Offered referral for counseling
Provided strategies for overcoming obstacles
to adherence

Did not offer counseling referral
Provided no strategies for overcoming
obstacles to adherence
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The final sentence then determined the outcome se-
verity conditions. In the mild outcome conditions, the
baby was said to have “a slight chance of experiencing
some developmental problems or long-term mental im-
pairment, [but] this was very unlikely because most babies
who suffer mild asphyxia live perfectly normal lives.” In
the severe outcome conditions, patients read that further
tests “indicated that the infant had almost certainly suf-
fered serious brain damage, which would lead to signifi-
cant developmental problems, as well as long-term mental
retardation.”

Patient response measures

Patient satisfaction

To measure patient satisfaction with the depicted physi-
cian, participants completed the Patient-Doctor Interac-
tion Scale (PDIS), a standardized questionnaire designed
to assess patients’ perceived quality of treatment by a phy-
sician.?® The PDIS has undergone extensive validation
and is frequently used to measure medical patient satisfac-
tion.?” It consists of 18 items, half of which are framed
positively (eg, “The doctor explained the reasons for his
recommendations”) and half negatively (eg, “The doctor
used many words I did not understand”). Participants
indicated the extent to which they agreed with each state-
ment on a scale from 1 (“strongly disagree”) to 5
(“strongly agree”). After negatively framed items were re-
verse-scored, responses were combined and averaged, re-
sulting in an overall score for each participant that ranged
from 1 to 5, with higher numbers representing greater
satisfaction. In the current context, this measure provides
a check on the effectiveness of the doctor-patient condi-
tions. For this reason, patents were presented with the
PDIS immediately before the description of labor and de-
livery. In addition, participants were asked to complete each
section of the study before beginning the next section.

Patient perceptions

Using the same 1-to-5 scale (strongly disagree to strongly
agree), patients indicated their beliefs about the compe-
tency of the physician described in the scenario, the pre-
dictability of the complications associated with the births,
and the physician’s responsibility for the outcome. Spe-
cifically, participants indicated their agreement, respec-
tively, with the following statements: “The doctor was
competent,” “The complications of the birth were predict-
able,” and “The doctor was responsible for the complica-
tions of the birth.” To obtain more detailed information
about patients’ perceptions of responsibility, the question-
naire also asked participants to indicate the percentage of
responsibility (from 0%-100%) they attributed to the
physician, the patient herself, the nursing staff, and
chance.

Malpractice claim intentions

Finally, again using a 5-point scale, patients indicated their
agreement with the statement, “Given what happened in
the pregnancy described earlier, I would be likely to file a
malpractice claim against the physician.” Using the same
scale and type of question, patients then indicated the
likelihood that they would file a malpractice claim against
the hospital.

RESULTS

Preliminary analysis

To examine the effectiveness of the current randomiza-
tion, we conducted preliminary analyses comparing par-
ticipant demographic variables across experimental condi-
tions. No significant differences were found between any
of these conditions in either participant age, ethnicity
(white vs nonwhite), or years of education (>0.46 for all
variables).

Table 2 Mean patient satisfaction, physician competence, outcome predictability, physician responsibility, and malpractice intentions for positive and

negative physician communication

Total

Response measure No.

Overall rating

Satisfactiont 2.80 (1.17) 104
Physician competencet 2.70 (1.28) 101
Outcome predictability 3.24 (1.25) 102
Physician responsibility§ 3.21 (1.30) 103
Malpractice intentions
Against physiciant 3.12 (1.34) 103
Against hospital§ 3.45 (1.29) 102

Positive Negative
communication No. communication

3.81 (0.67) 52 1.80 (0.52) 52
3.06 (1.32) 50 2.35 (1.16) 51
3.08 (1.31) 51 3.39 (1.18) 51
2.82 (1.20) 51 3.60 (1.30) 52
2.55 (1.15) 51 3.67 (1.28) 52
3.16 (1.27) 52 3.73 (1.25) 50

tSignificant difference between positive and negative behaviors (P = 0.001).
$Significant difference between positive and negative behaviors (P = 0.01).
§Significant difference between positive and negative behaviors (P = 0.05).
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Patient satisfaction

Participants expressed an overall mean satisfaction rating
of 2.8 out of a possible 5.0 (table 2). Patents presented
with positive physician communication behaviors ex-
pressed significantly greater satisfaction (mean = 3.8) than
those exposed to more negative physician behaviors
(mean = 1.8; F ;3 =291.39, P<0.001). Patients’ ex-
pressed satisfaction did not differ significantly with the
severity of the medical outcome (0.34) or the interac-
tion between outcome severity and communication be-

haviors (2-0.90).

Physician competence

Patients gave the physician an overall mean competency
rating of 2.7. Participants presented with positive commu-
nication behaviors reported significantly greater percep-
tions of physician competence (mean = 3.1) than those
exposed to more negative behaviors (mean = 2.3;
F, 100 = 8.13, P<0.01). Neither the severity of the medical
outcome (P>0.45) nor its interaction with physician
communication behaviors (7%0.70) exerted a significant
influence on participants’ perceptions of physician
competence.

Event predictability

On a scale from 1 to 5, participants rated the predictability
of the medical complications as 3.2. This rating did not
differ significantly as a function of either doctor-patient
relations, outcome severity or their interaction (2-0.31

for all).

Physician responsibility

On average, patients attributed 44% of the responsibility
for the adverse medical outcome to the physician, 7% to
the hospital staff, 10% to the patient herself, and 39% to
chance. Patients exposed to positive doctor-patient rela-
tions ascribed less responsibility to the physician for the

adverse outcome (mean = 2.8) than those presented with
less positive relations (mean = 3.6; F| 14, = 9.65, P<0.01).
The severity of the medical outcome exerted no influence
on any patient perceptions of responsibility (7>0.54), and
the effect of outcome severity was not influenced by the
quality of the doctor-patient communication (7-0.65).

Malpractice claim intentions

Patients’ overall average claim intentions toward the phy-
sician and the hospital were, respectively, 3.1 and 3.5 on a
5-point scale. With positive doctor-patient relations, pa-
tients reported significantly lower malpractice claim inten-
tions toward both the physician (F, ,, = 21.97, P<0.001)
and the hospital (F, |, = 5.61, P<0.05). However, a more
severe outcome increased only patients’ intentions to sue
the hospital (F, |, = 8.59, P<0.01) (table 3). Finally, the
effect of doctor-patient relations on patient malpractice
claim intentions was independent of the severity of the
adverse medical outcome (7>0.36).

DISCUSSION

Positive doctor-patient relations increased obstetric pa-
tients’ perceptions of physician competence, decreased
their perceptions of physician responsibility for an adverse
medical outcome, and reduced their expressed intentions
to file malpractice claims against both the physician and
the hospital. Outcome severity affected only expressed
malpractice intentions toward the hospital, and the inter-
action between doctor-patient relations and outcome se-
verity exerted no detectable effect on any outcome mea-
sures in the current study.

This research has several limitations. First, obstetric
patient responses may not generalize to medical patients as
awhole, as illustrated by research findings that malpractice
claims against surgeons were not associated with the qual-
ity of their communication behaviors.”* Although this
effect may reflect the gender of these surgeons (all but 1

Table 3 Mean patient satisfaction, physician competence, outcome predictability, physician responsibility, and malpractice intentions for mild and severe

medical outcomes

Total

Response measure Overall rating No.

Mild medical
outcome

Severe medical
outcome
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Satisfaction 2.80 (1.17)

Malpractice intentions
Against physician
Against hospital*

3.12 (1.34)
3.45 (1.29)

2.89 (1.14) 2.72 (1.21)

3.27 (1.30)
3.80 (1.10) 51

2.96 (1.37) 51
3.10 (1.37) 51

*Significant difference between mild and severe medical outcomes (P = 0.01).
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of whom were men), the doctor-patient hypothesis
may also be particularly relevant to medical services
that, like obstetrics, involve ongoing doctor-patient rela-
tionships. These questions can be addressed by future
research comparing responses from patients with male
with those with female physicians within different medical
specialties.

Second, participants in this study were not involved in
the cases to which they responded, which may help to
explain the modest effects of outcome severity. However,
a more severe outcome did increase participants’ litigious
intentions toward the hospital, indicating some effect of
these severity conditions. Moreover, doctor-patient rela-
tions exerted significant effects, which presumably would
have been even more pronounced had patients actually
been involved in the case.

Third, the current research involved patients’ expressed
malpractice intentions rather than actual behavior. Al-
though intentions do not necessarily translate into behav-
ior, in the context of malpractice decision making, they are
a necessary precursor to action. Thus, to the extent that
positive doctor-patient relations reduce malpractice inten-
tions, they may similarly influence the eventual decision to
file a claim.

Finally, the current participants were of relatively high
socioeconomic status. Medical patients with higher levels
of education have reported less satisfaction than patients
with lower levels of education,?® and wealthier patients are
more likely to file malpractice claims than those with
lower incomes.® Thus, although these participants may
not be representative of patient populations at large,
higher socioeconomic status may be particularly relevant
to medical malpractice claims.

The current results support the notion that physicians’
interpersonal interactions with patients—apart from the
technical care they provide—is a critical aspect of patient
care. In addition, although a more serious medical out-
come may not make patients more inclined to file a claim
against a physician, a less severe outcome may not be
sufficient to prevent a claim when the doctor-patient re-
lationship is poor.

The method used in the present research—
experimental conditions embedded in scenarios presented
to actual patients—is provided as a model for future stud-
ies seeking to test the doctor-patient hypothesis, and to
identify other determinants of patient satisfaction, percep-
tions, and other outcomes. For example, the effects of
doctor-patient relations found in this and other studies
may be attributable to a relatively small subset of behaviors
of particular importance to patients. This possibility can
be evaluated in future experiments by systematically ex-
amining specific communication behaviors, both indi-
vidually and in combination. The results of such research
can help us better understand and address the needs of

medical patients, including those whose outcomes may be
poor. In turn, this information can be used to reduce
patient stress, potential litigation, and the tremendous
costs associated with each, both for those involved and for
society as a whole.
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