Aussie MDs’ malpractice coverage in turmoil

Less than a week after stating that it
would not help the ailing United Med-
ical Protection (UMP), the Australian
government announced interim plans to
prop up the country’s largest medical
malpractice insurer.

UMP, which provides malpractice
insurance for more than 60% of the
country’s doctors, was on the verge
of collapse after a jump in the number
of claims.

It needed an immediate cash infusion
of Aus$30 million when its Board of Di-
rectors applied to place the company
under provisional liquidation in April.
That move immediately put coverage
for thousands of physicians into insur-
ance limbo.

Following a massive withdrawal of
services by specialists and some very
public cries of outrage from the Aus-
tralian Medical Association (AMA) and
the New South Wales minister of
health, the federal government reversed
its earlier decision.

The deal guaranteed coverage for
claims made against UMP-insured doc-
tors between Apr. 29 (when the state lig-
uidator’s assistance was requested) and
June 30.

The new plan does not address the
contentious issue of claims still before
the courts or claims that may be
brought in the future. Nor does it ad-
dress the spiralling size of malpractice
settlements being awarded by Aus-
tralian courts — one 23-year-old
woman was recently awarded Aus$15
million for events that occurred when
she was born.

AMA President Kerryn Phillips says
that the government’s guarantee pro-
vides some short-term certainty for the
country’s 30 000 doctors, but says the
crisis is only “on pause.”

Both the AMA and the Royal
Australasian College of Surgeons
(RACS) plan to continue lobbying the
government.

The joint statement by the govern-
ment and AMA makes clear that the
collapse of UMP may be inevitable, and
if this happens other insurers will have
to be found. The government has ap-
pointed a liquidator and task force to
look at the company’s future and the is-

sue of sustainable malpractice insurance.

Commercial insurers have been ap-
proached by the government and have
indicated a willingness to enter the mar-
ket if they can be assured they are re-
sponsible only for claims made as a re-
sult of incidents occurring after their
entry. They also want coverage limits set
and want state and territorial govern-
ments to make changes to tort law to re-
duce costs.

Alternatives have been offered.
RACS President Kingsley Faulkner sug-
gests that doctors fund and run their
own collective, as is done with the Cana-
dian Medical Protective Association.
“We believe there should be an estab-
lishment of a common insurance pool
administered by the government, with
the premiums coming from the doc-
tors,” he says. — Fennifer Crump,
Smooth Rock Falls, Ont.

ON THE NET

CPGs at your fingertips

The application of “best practices” and standardized clinical practice guide-
lines (CPGs) is supposed to improve health care delivery, but staying on top
of developments is always a challenge.

However, there is a growing number of online tools to help busy physi-
cians apply CPGs in their practices. The CMA Infobase, mdm.ca/cpgsnew
/cpgs/index.asp, is a catalogue of 1700-plus guidelines, many of which are ac-
companied by patient guides. A search for “breast cancer” conducted May 23
yielded 29 results, including one CPG published just a month earlier.

The University of Ottawa’s Health Research Institute has a tool to help
doctors determine when to apply the Ottawa ankle and knee rules and CT
head and cervical spine rules (www.ohri.ca/programs/clinical_epidemiology
/OHDEC/clinical.asp). In all cases
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American Agency for Health Care Pol-
icy and Research CPG on pain manage-
ment for cancer patients (www.ahcpr
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.gov). It includes a calculator for con- [E=

verting different dosages of opioid
drugs, and there are 2 assessment tools for initial patient evaluation.

For a broad collection of online decision-making tools, visit eMedicine’s
electronic library (www.emedicine.com/etools). It has everything from al-
gorithms for assessing the risk of GI bleeding complications to Ranson’s crite-
ria for determining the prognosis of acute pancreatitis and the TWEAK alco-
holism score. There are also calculators for estimating body mass index and
converting temperatures from Celsius to Fahrenheit, and an online test for as-
sessing acute stroke. It indicates when thrombolytic treatment is indicated and
when risks of treatment outweigh the potential benefits. In all cases the clini-
cal assessment tools are linked to the supporting research to allow physicians

to judge their validity. — Michael OReilly, mike@oreilly.net
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