
Letters to the Editor

Professional Liability Payments
in Obstetrics and Gynecology

To the Editor:
As a subspecialist in maternal–fetal
medicine, I found Dr. Barbieri’s paper
on professional liability payments
made on behalf of subspecialists1 very
intriguing but in significant conflict
with data presented in abstract form
(Cohen A, Hill W, Parer J, Ogburn P,
Stiller R, Yankowitz J, et al. Profes-
sional liability claims and maternal
fetal medicine specialists: MFM com-
pared to general obstetrician gynecol-
ogists [abstract]. Am J Obstet Gy-
necol 2005;193 (suppl):S13.

In his paper, Dr. Barbieri reviewed
professional liability payment data
from the Massachusetts Board of Reg-
istration in Medicine. Based only on
claims-paid data, he found that during
a 10-year period, only 3.7% of mater-
nal–fetal medicine specialists had at
least one claim paid. In fact, his report
indicated that only one maternal–fetal
medicine specialist out of 27 was sued
in 10 years. In looking at Table 2, it
appears that this one specialist was
sued twice and accounted for all of the
paid claims in the state for maternal–
fetal medicine specialists over a 10-year
period. This is a striking finding and
would seem to indicate that there is no
professional liability crisis in Massa-
chusetts for maternal–fetal medicine
specialists.

In contrast, a recent national survey
done by the Society for Maternal–Fetal
Medicine found that almost 80% of all
maternal–fetal medicine specialists
have been sued, and they have on
average 3.9 cases against them (50%
greater than a general obstetrician–gy-
necologist). This survey also indicated
that maternal–fetal medicine specialists
have a higher percentage of cases re-
sulting in a plaintiff’s verdict (30%) than
is found for generalists (19%) when the
case is tried.2 The experience from
Massachusetts does not seem to be
consistent with the experience of ma-
ternal–fetal medicine specialists across
the country.

Based on our maternal–fetal medi-
cine survey data, 75% of maternal–fetal
medicine physicians are hospital-based
physicians and are employed by the
hospital. We question if this fact has
altered Dr. Barbieri’s determination of
the true magnitude of the medical-legal
crisis for maternal–fetal medicine spe-
cialists. The defendant in some of these
cases may be listed as the hospital and
not the physician and would therefore
be excluded from the data recorded in
the Massachusetts Board of Registra-
tion. In addition, an early settlement by
the hospital in a medical-legal case may
not appear in these data. Clearly,
claims-paid data do not include legal
actions that are either subsequently dis-
missed or where the verdict is found for
the defense. Both of these situations
still add to the physician’s legal costs,
personal stress, and greater tendency to
change one’s medical practice to avoid
potential lawsuits in the future.

We champion Dr. Barbieri’s efforts
to provide further information on the
malpractice crisis but are concerned
that the methodology used in the study
does not portray an accurate picture of
the magnitude of the problem for ma-
ternal–fetal medicine specialists or
other groups.
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In Reply:
I appreciate Dr. Cohen’s important

letter on the professional liability crisis
in the United States. Dr. Cohen and the
members of the Society for Maternal–
Fetal Medicine (SMFM) Medical Legal
Subcommittee are national leaders in
our efforts to reduce the burden of the
professional liability epidemic on ob-
stetrician–gynecologists (ob-gyns).
Their data are of great importance to
our understanding of the liability crisis.
The conclusion of my paper was that
“in obstetrics and gynecology both
generalists and subspecialists have sig-
nificant liability risks.”1 A finding of my
paper was that general obstetrician–
gynecologists more frequently made
payments to plaintiffs than did subspe-
cialists, but when subspecialists made a
payment to a plaintiff, the dollar
amount was greater.

Dr. Cohen reported that data col-
lected by the SMFM indicates that ma-
ternal–fetal medicine specialists had an
average of 3.9 cases filed against them.
The data reported by SMFM is based
on claims filed. The data I reported
were closed claims with a payment to a
plaintiff. In Massachusetts, many
claims are filed, but few are settled with
a payment to a plaintiff. Unfortunately,
each filed claim creates an environ-
ment of significant economic and psy-
chological stress for physicians and in-
creases our tendency to practice
defensive medicine. I agree with Dr.
Cohen that the number of filed claims
is likely a better barometer of the lia-
bility crisis than closed claims.

The magnitude of the professional
liability crisis appears to vary by geo-
graphic region. In a recent American
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College of Obstetricians and Gynecol-
ogists (ACOG) survey, obstetrician–
gynecologists in Districts I, VII, and IX
reported the lowest perceived impact
of the professional liability epidemic on
their practices.2 In contrast, ob-gyns in
Districts II and III reported the greatest
impact of the crisis on their practices.

Dr. Cohen notes that the liability
crisis adversely affects both physicians
and hospitals. In Massachusetts, not-
for-profit hospitals are protected from
significant liability claims because of a
19th century “charitable immunity”
law. Massachusetts hospitals are sel-
dom named as defendants in medical
liability tort actions, and the physicians
shoulder the burden of the problem.

The future of obstetrics and gyne-
cology will be significantly influenced
by our ability to solve the current lia-
bility crisis. We all need to work to-
gether to help solve this critical
challenge.

Robert L. Barbieri, MD

Brigham and Women’s Hospital,
Boston, Massachusetts
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Fetal Adrenal Gland Volume: A
Novel Method to Identify
Women at Risk for Impending
Preterm Birth

To the Editor:
We read with interest the paper by
Turan and colleagues1 and agree that
fetal adrenal gland increases in size in
pregnancies complicated by preterm
birth. However, certain issues need to
be clarified.

Fetal adrenal gland volume was
measured in women with symptoms of
preterm birth or preterm premature
rupture of membranes (PROM) that
made up the preterm labor/preterm
PROM group. The authors claim to
predict preterm birth within 5 days
from the date of the scan with the

highest accuracy. All women in the
study group had their ultrasound scan
done for fetal adrenal gland volume
measurement only after the initiation of
preterm birth or PROM. It is possible
that size of the adrenal gland increased
only after the initiation of the process of
preterm birth, as there is no data from
the previous scans available to suggest
it to be a risk factor. We wish to know
from the authors how predicting pre-
term birth within 5 days from the date
of the scan after the initiation of the
symptoms of preterm birth will help
clinically in the management of pre-
term birth.

Cervical dysfunction has been rec-
ognized as a small but important con-
tributor to preterm delivery, particu-
larly in the late second trimester and
very early third trimester. Several in-
vestigators have shown an increased
risk of preterm delivery among women
with cervical effacement detected on
pelvic examination.2 Data by Iams et
al3 suggest that the length of the cervix
is directly correlated with the duration
of pregnancy: the shorter the cervix,
the greater the likelihood of preterm
delivery. A woman’s risk of premature
delivery was particularly high if the
length of the cervix was below the 10th
percentile for the entire group.4 Bacte-
rial vaginosis is an independent risk
factor for preterm delivery, affecting
6–32% of pregnant women.5 Screening
for bacterial vaginosis in pregnant
women and subsequent antibiotic treat-
ment can effectively prevent preterm
birth. Could the authors kindly com-
ment on the incidence of short cervix
and bacterial vaginosis in their
population?

Finally, in the authors study, antibi-
otic therapy was given only if gesta-
tional age was less than 34 weeks.
There is also no mention of tocolytic
therapy in the study subjects.
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In Reply:
We thank Dr. Niraj N. Mahajan for

the appreciative letter and for the inter-
est in our work. Women in the study
group had their ultrasound scan done
for fetal adrenal gland volume mea-
surement only after preterm birth or
preterm premature rupture of the
membranes (PROM) were clinically
manifest. We introduced the status of
the membranes as a variable in multi-
variate regression analysis and found
that preterm PROM does not signifi-
cantly affect the variation in adrenal
gland volume. We tested our hypothe-
sis in a high-risk population. Indeed,
the role of adrenal gland volume in
predicting preterm birth needs to be
further evaluated longitudinally in a
low-risk population. Moreover, we de-
tailed in the discussion section that the
current work creates the premise for
further prospective studies to confirm
that three-dimensional ultrasound as-
sessment of the fetal adrenal gland vol-
ume may assist clinicians with imple-
mentation of better therapeutic and
preventive interventions for preterm
birth. Predicting preterm birth in a
high-risk population improves counsel-
ing of the patient in regard to the
outcome (duration) of the current preg-
nancy and may allow the physician to
pursue steroid treatment in a more
confident manner.

We anticipate that in the future,
along with steroid therapy, other drugs
(ie, anti-inflammatories, antioxidants)
may become part of the therapeutic
arsenal. An increased adrenal gland
volume may point toward initiation of
such therapy immediately, while a low
adrenal gland volume may delay treat-
ment to avoid unnecessary exposure of
the fetus to pharmacological agents.
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There was no significant difference in
cervical dilatation between the high-
risk and low-risk population (P�.886),
suggesting that cervical dilatation has
no predictive value. A prospective
study aimed to investigate the role of
cervical length in relationship to sev-
eral other maternal and fetal variables
(including adrenal gland volume) is
currently ongoing at our institution.
We hope the findings of our future
analysis to be as provocative as the
results of the existing report. Because a
significant proportion of women had
preterm PROM, we saw no point in
evaluating for the number of clue cells
or vaginal pH. This would have been
an inaccurate evaluation for presence
of bacterial vaginosis. In our study,
approximately 30% of women pre-
sented with uterine contractions and
received tocolytic therapy following
exclusion of intraamniotic infection by
amniocentesis. Tocolytics were admin-
istered for no more than 48 hours
(magnesium sulfate only) to allow com-
pletion of steroid course.
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Methicillin-Resistant
Staphylococcus aureus
Necrotizing Pneumonia Arising
From an Infected Episiotomy
Site

To the Editor:
The article by Rotas et al1 describes

a case of a postpartum woman with
community-acquired methicillin-resis-
tan Staphylococcus aureus (MRSA) sepsis
resulting in necrotizing pneumonia and
septic thrombophlebitis. The emerging
problem of community-acquired
MRSA, now seen in obstetrics, may be
just the tip of the iceberg. Recently we
admitted a similar case of a 22-year-old
Ecuadorian woman with fever and
pleuritic pain at day 8 postpartum. Her
temperature was 40°C, and she exhib-
ited decreased breath sounds at the

right base and a separated episiotomy
wound. Blood cultures grew MRSA
resistant to penicillin and oxacillin.
Chest computed tomography (CT)
showed a right middle lobe wedge-
shaped infiltrate, moderate right pleu-
ral effusion, and necrotizing infiltrates.
Abdominal CT showed possible endo-
metritis, a heterogeneous vaginal den-
sity, and a thrombus in the right-inter-
nal iliac vein. These two cases exhibit
striking similarities: 1) community-ac-
quired MRSA bacteremia with necro-
tizing pneumonia, and 2) septic pelvic
thrombophlebitis following vaginal
delivery.

Community-acquired MRSA typi-
cally causes soft tissue infections; rarely
does it cause bacteremia and pneumo-
nia. Community-acquired MRSA usu-
ally belongs to one of two clonal groups
(USA 300 or USA 400) and often pos-
sesses the virulent Panton-Valentine
leukocidin gene. Community-acquired
MRSA is more susceptible to antibiot-
ics such as clindamycin, tetracycline,
TMP-SMX, and vancomycin, distin-
guishing it from hospital-acquired
MRSA.

During 2002–2003, the Centers for
Disease Control and Prevention (CDC)
reported clusters of community-ac-
quired MRSA infections that affected
primarily athletes, prisoners, and ho-
mosexuals. Later, healthy children with
toxic shock–like syndromes and
healthy adults with necrotizing pneu-
monia were seen. The true prevalence
of community-acquired MRSA is un-
known, especially in the obstetric
population.

In 2005, surveillance cultures on
hospital admissions revealed 7% or 53
of 726 patients who had nares that were
culture-positive for MRSA, 33% or 16
of 53 who were positive for communi-
ty-acquired MRSA, and an overall
prevalence of 2.2%.2 Colonization may
lead to infection, especially in the pres-
ence of compromised skin integrity or
during surgery. Both cases likely re-
sulted from infection at the episiotomy
due to vaginal or rectal colonization by
community-acquired MRSA.

Community-acquired MRSA are
displacing hospital-acquired MRSA in
some hospitals, and the classic risk
factors for MRSA infections, such as
recent hospitalization, prior antibiotic
use, immunosuppression, and invasive
lines, are not found. These two cases
suggest a possible role for preoperative

screening for community-acquired
MRSA in obstetric patients as is now
routinely performed for group B
streptococcus.
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In Reply:
We appreciate Dr. Asnis and col-

leagues’ comments about our article
and, more importantly, the additional
attention they have focused on the po-
tential risk posed by the burgeoning
epidemic of methicillin-resistant Staph-
ylococcus aureus (MRSA). However,
while we share their concern and, in-
deed, work at an institution that has
witnessed outbreaks among neonates,1
we feel it is premature to recommend
routine screening, either prenatally or
preoperatively. Until appropriately de-
signed studies are performed to assess
the frequency with which carriage
leads to disease, screening for MRSA
and presumptively treating carriers
may help in confronting one epidemic
of drug resistant organisms while un-
wittingly contributing to the creation of
another.
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Neonatal Complications of
Vacuum-Assisted Delivery

To the Editor:
At first reading, the report by Simon-
son et al1 detailing their investigation of
cranial injuries associated with vacu-
um-assisted delivery is a little discon-
certing. Nevertheless, the authors
should be commended for identifying
several risk factors that predispose to
neonatal injury. In particular, failure of
vacuum delivery and cup dislodgement
(“pop-off”) were shown to have signifi-
cant associations with adverse
outcomes.

A surprising finding of the study
was the absence of subgaleal hemor-
rhage in 973 vacuum deliveries dur-
ing which the cup detached at least
once in 19% of cases. This contrasts
with the study by Boo et al2 who
reported subgaleal hemorrhage in
21% of the infants in their series of
334 attempted vacuum deliveries
with a 16% detachment rate. On the
other hand, the authors expressed
concern at the higher incidence
(0.9%) of intracranial hemorrhage
compared to previously reported
rates. However, a study of term
asymptomatic newborn infants, all of
whom had systematic magnetic reso-
nance imaging (MRI), found that one
(7.7%) among 13 infants who had
successful vacuum deliveries had de-
monstrable subdural hemorrhage,
compared with five infants (27.7%)
among a group of 18 from failed
vacuum procedures (relative risk 3.6,
95% confidence interval 0.48 –27.37,
P�.36].3 Interestingly, three infants
(6.1%) of 49 who were born sponta-
neously also had demonstrable sub-
dural bleeds.

Data presented in Table 2 in Simon-
son et al1 show that the risk of injury for
extractions requiring more than three
pulls compared with those that re-
quired exactly three pulls was similar.
In addition, the data show that vacuum
deliveries attempted from mid-station
compared with low station were not
associated with increased injury rates,
either for skull fracture or cephalhema-
toma. It should be noted that both
infants with symptomatic intracranial

hemorrhages were delivered from a
low-pelvic station. This should serve as
a reminder that factors other than fetal
station and number of pulls may also
be responsible for the causation of
injuries.
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In Reply:
We welcome Dr. Vacca’s com-

ments. We would like to underline
that the reported frequency of sub-
galeal hemorrhage varies consider-
ably, as well as the related mortality.
Boo et al1 reported subgaleal hemor-
rhage in 21% of infants after vacuum-
associated deliveries, which was asso-
ciated with a mortality rate of 2.8%.
This is 30 times higher than what was
reported by Ng et al,2 who observed
subgaleal hemorrhage in only 6.4 per
1,000 vacuum-associated deliveries,
but a much higher mortality rate
(17%). Boo et al suggested that the
active screening for subgaleal hemor-
rhage shortly after birth and the early
institution of treatment and close
monitoring of high-risk infants may
have favored the higher observed fre-
quency of subgaleal hemorrhage but
also its lower mortality rate. The high
rate of intracranial hemorrhages
mainly in asymptomatic children
may be due to the systematic use of
ultrasonography in our series.3
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Hypoactive Sexual Dysfunction
in a Young Woman
To the Editor:
Laine and Jones1 add to a growing
body of important work that improves
ob-gyns’ ability to address common
patient concerns about sexuality. The
authors refer to the National Health
and Social Life Survey (NHSLS) by
Laumann et al,2 perhaps the most
widely cited study of sexuality in the
United States, as the “1999 survey.”
This survey was actually conducted in
1992. Because ob-gyns serve as key
advocates for women’s health, this clar-
ification is important.

The 1992 NHSLS is the first to use
modern survey sampling and face-to-
face interviews to establish broadly
generalizable, detailed data on sexual-
ity among younger U.S. adults (ages
18–59). Despite major shifts in the
United States over the last 15 years in
population demographics, human im-
munodeficiency virus (HIV)/acquired
immunodeficiency syndrome (AIDS),
contraception, and policies affecting
sex education and access to reproduc-
tive health services, the 1992 NHSLS
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remains the only publicly funded, com-
prehensive national study of sexuality
among younger adults.

Why is this? Political censorship of
scientific peer review3,4 has played an
important role. In 1991, National In-
stitutes of Health (NIH) funding for
NHSLS was blocked by legislative
intervention (S.AMDT.1114 to
H.R.2707) led by Senator Jesse
Helms. In 2003, Representative
Toomey (R-PA) attached an amend-
ment (H.AMDT.221) to the House
appropriations bill (H.R.2660) that
would revoke NIH funding of five
sexuality studies. This legislative ac-
tion caught the attention of many
when it failed to pass by only two
votes.5

Aside from political censorship,
tightening of NIH funding is likely to
further restrict already scant re-
sources for female sexuality research.
This reality presents a major barrier
to the profession’s and the public’s
interest in advancing women’s sexual
health care. Current population data
are needed to guide health policy and
direction of clinical resources for this
constellation of highly prevalent and
burdensome health concerns.

Stacy Tessler Lindau, MD, MAPP

Assistant Professor, University of
Chicago, Pritzker School of Medicine,

Chicago, Illinois
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