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ABSTRACT

Objective: Medical liability continues to be a concern among physicians and policy makers. This study examines the interaction
among managed care, the systems that physicians put into place in their offices to address managed care demands and their
resultant medical liability risks.
Methods: A survey instrument based on a conceptual model of risk was mailed to 882 physicians identified by a medical
liability insurance company. Multivariate methods were used to compare rates of claims of medical liability with managed care
involvement, office systems and risk management techniques.
Results: A total of 393 physicians completed a mail survey, with an overall response rate of 45%. Of respondents, 137 had
no claims in the prior two years, 109 had only one claim, and 147 had two or more claims. Having a higher percentage of
managed care patients was associated with higher risk (p < .01). Changing office systems (p < .05) and spending more time
on risk management (p < .01) were associated with lower risk. Specific risk management techniques were not associated with
differences in risk.
Conclusions: Having more managed care patients is associated with a higher risk of malpractice claims. However, more
investment in office systems and risk management can help offset such risks. Unfortunately, this study was unable to provide
direction on the most effective office systems or risk management techniques to employ.
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1. INTRODUCTION
Managed care has become the dominant form of health in-
surance in employment-based insurance markets,[1] and im-
portant in Medicaid and Medicare as well.[2] This diffusion
of managed care has influenced the U.S. health care sys-
tem in numerous ways, including, possibly, the frequency
of medical liability claims. Typical managed care arrange-
ments include having primary care physicians responsible
for referral to specialists, utilization review, and submission
and review of claims, administrative and medical records

data.[3, 4] Physicians report that participation in managed
care has had significant effects on clinical decision-making
and other aspects of medical practice: physician-patient rela-
tionships, administrative burdens and referral limitations.[5]

There has long been wide-spread concern that changes in
the physician-patient relationship and/or other responses to
managed care may result in higher medical liability risks.[6]

The cost containment motivation among managed care plans
also restricts practice of “defensive medicine” by physicians,
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that is, actions such as increasing referral rates, increasing
follow-up, increasing testing and prescription of marginally
necessary drugs to control liability risks.[7] Moreover, issues
raised in medical liability suits often involve treatments and
procedures that require managed care authorization.[8]

The pressures of managed care may be hitting a cross-road
with the pressures of maintaining good physician-patient
communication and tactics designed to limit medical liability
risks. With the current calls for changes in managed care
arrangements and continuing concerns about medical lia-
bility insurance rates, we envision the potential for another
liability insurance crisis. Tort reforms are again a potential
solution.[9] However, the medical marketplace has changed
substantially in recent years. Most notably, the passage of the
Affordable Care Act and the introduction of accountable care
organizations suggest that both more persons will be covered
by health insurance and the managed care form of health
insurance is experiencing growth. The underlying process of
handling managed care patients and handling the administra-
tive aspects of managed care have changed in ways that are
not well understood.

While it may be that there is a direct relationship between
managed care and liability risk, it is possible that the inter-
vening component of office systems plays an important role
in this relationship that merits careful investigation. Develop-
ing policies to address liability issues may be enlightened by
a good understanding of the complex managed care-office
systems-risk relationship. Unfortunately, there has been a
dearth of research connecting managed care and liability
risks in a manner that addresses how managed care changes
practices and what the relationships are among managed
care, office systems and risk. In this study, we seek to fill
this gap in the literature and examine the interaction among
managed care, the systems that physicians put into place in
their offices in response to managed care, and the medical
liability risks faced by physicians.

2. METHODS
2.1 Conceptual model
The fundamental research question in this study is: what are
the relationships among managed care, office systems and
medical liability risks? Our hypothesis is that the managed
care - risk relationship is indirect, and we offer a conceptual
model of managed care, office systems and risk as repre-
sented by Figure 1. Managed care requires documentation
and administrative activity in the areas of access, satisfac-
tion, utilization and costs. Managed care requirements may
be met by systems for patient flow and office operations.
The high costs of meeting the demands of insurance have
been well-documented.[10, 11] The changes that occur in of-

fice systems in response to managed care may affect liability
risks - positively or negatively. Managed care’s emphasis on
ease of access, member satisfaction and documentation may
serve to reduce liability claims. Managed care’s emphasis
on utilization management, efficiency and changing patient
expectations, however, may be associated with a greater num-
ber of claims.

Figure 1. A conceptual model of managed care, office
systems and medical liability risk

2.2 Survey
To test the conceptual model, we conducted a mail survey
on physicians’ involvement with managed care and the re-
sulting changes in their office systems. A complete list of
physicians who had professional liability insurance coverage
solely through a single medical liability insurance carrier was
used as the sampling frame. A stratified random sample was
drawn from this list. Stratification was based on the number
of malpractice claims that physicians had in the two-year
period prior to the survey, regardless of their resolution (e.g.,
dropped, settled, won or lost). Three strata were generated:
no claim, one claim, and two or more claims. Three hundred
physicians were drawn randomly, with replacement, from
each stratum. The final sample contained 882 physicians
(there were 18 duplicates of names due to the replacement
process). Of them, 289 had no claims, 298 had only one
claim, and 295 had two or more claims. By design, this
survey over sampled physicians with claims, as an average
of just over seven percent of physicians have a claim in a
given year.[12]

To ensure the face and content validity of an internally-
developed survey instrument, we performed pilot testing
among a small group of physicians. Additional comments
were elicited from local medical association staff. The survey
instrument was subsequently revised based on comments and
suggestions received during this process. The final question-
naire contained 120 items ascertaining a physician’s demo-
graphic background, medical training experience, practice
characteristics, involvement with managed care, and office
systems and risk management efforts.

A survey packet containing a cover letter, the questionnaire
and a postage-paid return envelope was mailed to our sam-
ple of 882 physicians. Two weeks after this initial mailing,
a postcard reminder was sent to each physician to solicit
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response. This study was approved by the University In-
stitutional Review Board. As explained in a cover letter,
submission of a survey response constituted consent to par-
ticipate in the study, and confidentiality of respondents was
assured.

2.2.1 Outcome variable
The primary outcome variable in this study is the number of
malpractice claims that a physician had during the two-year
period preceding the survey, i.e., no claim, one claim, and
two or more claims. They serve as a proxy for the physician’s
level of risk for malpractice claims (low risk, medium risk,
and high risk, respectively).

2.2.2 Explanatory variables
The primary explanatory variables in this study are managed
care involvement and changes in office systems in order to
address managed care demand. Managed care involvement
is measured by physician self-reported percentage of patients
insured by managed care (including health maintenance or-
ganizations [HMOs] and preferred provider organizations
[PPOs]). Regarding changes in office systems, the survey
asked respondents: “Have you changed your practice in re-
sponse to HMO or PPO arrangements in the past two years?”
The physician could select one or more of the following:
hired additional professional staff (e.g., registered nurse);
hired additional office staff (e.g., billing staff); changed re-
ferral patterns; changed prescribing patterns; purchased new
computer systems/software; or made other changes. We use
the sum of changes (ranging from zero to six) to measure the
extent of change in medical practice systems in response to
managed care arrangement.

Other important explanatory variables include respondents’
overall efforts in risk management, as measured by self-
reported percentage of time spent on risk management, and
several composite measures reflecting specific risk manage-
ment practices. In particular, respondents were asked about
the eight documentation items suggested in risk manage-
ment textbook,[13] including discussions on patient’s pre-
senting complaint, discussion with patient regarding test
results, referrals, proposed treatment, patient’s understand-
ing of proposed treatment, unplanned events (complications
of treatment), discussions with a referring physician, and
communications with a managed care plan. The number
of these items that each respondent documented in medical
records is used to measure his/her level of documentation
effort.

Similarly, respondents reported: (1) their sources of risk
management information (from a list of six possible sources):
insurance company, American Medical/Osteopathic Asso-
ciation, specialty society, consultants, State Medical Soci-

ety/State Osteopathic Association, or other specified source;
(2) specific practices taken to handle patient consent process
(from a list of four possible practices): existence of a policy,
system or procedure for documenting “informed consent”
discussions with the patient, notifying appropriate personnel
of a misdiagnosis, identifying adverse events, and evaluat-
ing an incident that results in serious injury or death; and
(3) practices adopted to protect patient information (from
a list of nine possible practices): existence of a policy or
procedure for the release of medical records, education of
office staff about the importance of patient confidentiality,
when staff may take a telephone call from a patient and when
the physician must take it, telephone follow-up, location
of fax machine handling patient information (out of sight
of patients and visitors), use of e-mail communication with
patients, e-mail follow-up, and special informed consent poli-
cies for e-mail. For each of the three categories, we use the
actual number of sources (or practices) used by the physician
to measure his/her extent of risk management activities.

To determine the interaction effects of risk management ef-
forts and managed care impact, our model also include two
interaction terms: one for the interaction of overall risk man-
agement efforts (i.e., time spent on risk management ac-
tivities) and managed care involvement, and the other for
the interaction of overall risk management efforts (i.e., time
spent on risk management activities) and changes in office
systems to address managed care.

The model also adjusts for other factors, including physi-
cians’ gender, year of graduation from medical school, lo-
cation of medical school, medical specialty, DO and MD
degree, and volume of patient activity as measured by the
percentage of time engaged in direct patient care.

2.3 Statistical analysis

We calculate descriptive statistics to determine respondents’
demographics, characteristics of clinical practice, managed
care involvement, and risk management activities. Bivariate
analyses are conducted to examine differences in these char-
acteristics by physicians’ medical liability outcome. For this
purpose, we use chi-square tests for categorical variables and
analysis of variance (ANOVA) for continuous variables.

To control for other factors that might affect medical liability
outcome, we also perform multivariable regression analyses
using binary probit models. The primary outcome variable
is medical liability risk, measured by a categorical variable
with 0 representing no malpractice claim, 1 representing only
one claim and 2 signifying two or more claims. Analyses
are conducted by dichotomizing medical liability risk into
two binary variables: having one or more malpractice claims
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(versus no claim), and having two or more claims (versus no
claim or just one claim). Binary probit models are used for
this purpose. All data analyses are conducted using STATA
statistical software version 8.2 (StataCorp, College Station,
TX). A p-value less than .05 is considered to be statistically
significant.

3. RESULTS

A total of 393 physicians completed the survey, with an over-
all response rate of 45%. Of them, 137 had no claim, 109 had
only one claim, and 147 had two or more claims. Compared
to other physicians who had no claim or two/more claims,
a slightly lower proportion of physicians with one claim re-
sponded to the survey. Potential reasons for this difference in
response rate are not assessable as, other than number of mal-
practice claims, all data for this study are ascertained from
survey responses. Hence no information on non-respondents’
characteristics is available.

The characteristics of survey respondents are presented in
Table 1. In general, the characteristics of survey respondents
are similar to the state physician population except that our
sample had higher proportions of physicians in solo practice
and physicians in primary care.[14] Many characteristics, in-
cluding practice type, board certification and time spent on
direct patient care, are comparable across claims categories.
Compared with respondents who graduated from out-of-state
medical schools, those graduating from a medical school
within the state are less likely to have two or more malprac-
tice claims made against them. Without adjustment for other
factors, having a DO degree as opposed to an MD degree is
associated with a higher likelihood of having more than one
claim.

Respondents’ involvement with managed care and informa-
tion about their office system changes and risk management
practices are summarized in Table 2. On average, physicians
reported that one third of their patients were covered through
an HMO or a PPO. In response to managed care demands, re-
spondents had hired additional office staff (43%), purchased
new computer systems (39%), and altered referral (48%) or
prescribing patterns (51%). More than 80% of them reported
at least one of these changes in office systems, and an average
physician cited two of such changes.

With respect to risk management practices, respondents re-
ported spending 16% of their time on such activities (e.g.,
documentation, quality assurance or utilization review due to
liability concerns), rising from 9% five years ago. Physicians
reported an average of three sources from which they re-
ceived advice or suggestions for risk management practices.
Insurers are the most frequently cited source of information,

with state medical/osteopathic societies also a source for
more than half of physicians.

Documentation, informed consent and patient information
protection are some closely related issues pertaining to risk
management. Of the eight items of documentation, an aver-
age respondent documented six of them. Physicians in our
sample had an average of two established policies regarding
patient informed consent. The vast majority of respondents
had some policies or procedures to address communication
issues, including information contained in written, telephonic
and e-mail communications. On average, physicians imple-
mented five types of procedures to protect patient informa-
tion.

Results from multivariable regression analysis are shown in
Table 3. Binary probit models are estimated for one/more
claims versus no claim, and two/more claims versus no claim
or one claim, respectively. Managed care involvement, office
systems, risk management and the interactions of managed
care involvement and office systems with risk management
time significantly affect physicians’ liability risk. For each
10 percentage point increase in managed care patients (e.g.
from 30% of patients to 40% of patients), physicians are
2.0% more likely (p < .01) to have one or more claims, as
opposed to no claim; or 3.5% more likely (p = .06) to have
two or more claims, as opposed to no claim or one claim
(evaluated at sample means). These increased risks can be
off-set by similar magnitudes though investing in one addi-
tional office system change to address managed care demand
(2.0% [p = .03] and 4.4% [p = .12], respectively) (evaluated
at sample means). In both cases the results are statistically
significantly different from zero for the case of one claim
and not significant for the case of two or more claims. Again,
the unadjusted likelihood of having any claims in a given
year is 7.4%, and among those with any claims, 67% have
only one claim and 21% have two claims.[12] Therefore, the
first set of results is highly relevant.

Spending more time on risk management is associated with
a statistically significant lower likelihood of having one or
more claims (p < .01), though it would take a substantial
portion of time to yield a meaningful risk reduction. A five
percentage point increase in time spent on risk management
is required for each one percentage point reduction in risk of
having a claim. The interactions of risk management time
with managed care involvement and office systems both have
significant effects on medical liability outcomes. Having
more managed care patients enhances the effectiveness of
risk management – partially offsetting the increased risk as-
sociated with managed care patients. On the other hand,
investing more efforts in risk management and office systems
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is associated with diminishing marginal returns, such that
the risk management time lessens the risk reduction benefits
associated with office systems. However, each of the interac-

tion terms are associated with changes that are an order of
magnitude smaller than the direct effects. Surprisingly, more
documentation activities are associated with more claims.

Table 1. Characteristics of physicians in the sample
 

 

Characteristics Overall No Claims One Claim 
Two/More 
Claims 

p-value of 
Difference 

Sample size (n) 393 137 109 147  

Female (vs. Male) 12% 20% 12% 6% .002 

Graduation from medical school 1960s or before 47% 42% 38% 58% .002 

Graduation from medical school from other state 34% 26% 28% 42% .007 

Graduation from medical school from other country 17% 12% 19% 18% .298 

Medical degree DO (vs. MD) 18% 10% 11% 30% .000 

Surgical specialty 8% 7% 3% 13% .000 

Obstetrics/Gynecology 5% 2% 3% 10% .000 

Other Specialty 14% 15% 17% 12% .000 

Not Board certified 13% 9% 14% 16% .160 

Solo practice 51% 50% 59% 47% .161 

Time engaging in direct patient care now 81% 83% 81% 84% .561 

Time engaging in direct patient care five years ago  83% 89% 84% 89% .678 

 

Table 2. Managed care involvement, office systems, and risk management practices among physicians
 

 

Characteristics Overall No Claims One Claim 
Two/More 
Claims 

p-value of 
Difference 

Percentage of patients with managed care coverage* 34% 34% 40% 35% .095 

Practice changes in response to managed care arrangement** 2.1 1.9 2.2 2.0 .212 

Time spent on risk management now 16% 19% 14% 18% .112 

Time spent on risk management five years ago 9% 11% 7% 10% .045 

Number of risk management information sources*** 2.6 2.7 3.2 2.6 .044 

Number of items documented in medical records**** 6.4 6.1 6.8 6.4 .010 

Number of informed consent practices***** 2.3 2.4 2.2 2.2 .311 

Number of patient information protection practices****** 4.9 4.8 5.2 4.7 .073 

Note. * Managed care plans include both health maintenance organizations (HMOs) and preferred provider organizations (PPOs). ** Respondents could choose 
from a list of six changes: hired additional profession staff (e.g., Registered Nurse), hired additional office staff (e.g., billing staff), purchased new computer 
systems/software, changed referral patterns, changed prescribing patterns, other specified change. *** Respondents could choose from a list of five sources 
including insurance company, American Medical/Osteopathic Association, specialty society, consultants, Michigan State Medical Society/Michigan Osteopathic 
Association, or specify other sources. **** Respondents could choose from a list of eight documentation items including discussions with patient about presenting 
complaint, test results, proposed treatment, referrals, and unplanned events, patient’s understanding of proposed treatment, discussions with a referring physician, 
and communications with a managed care plan. ***** Respondents could choose from a list of four informed consent practices including existence of a policy 
requiring documentation of an “informed consent” discussion with the patient, a system/procedure for notifying appropriate personnel of a misdiagnosis, a process 
for identifying adverse events, and a procedure for evaluating an incident that results in serious injury or death. ****** Respondents could choose from a list of nine 
patient information protection practices including existence of a written policy for releasing medical records, a procedure for educating office staff regarding the 
importance of patient confidentiality, a policy for when staff may take a telephone call from a patient and when the physician must take it, a policy or written 
guidelines for any staff involved in providing telephone advice, a procedure to address telephone follow-up, location of fax machine handling patient information 
(out of sight of patients and visitors), e-mail communication with patients, existence of special informed consent policies for e-mail, and a procedure to address 
e-mail follow-up. 

Findings about the effects of control variables on medical
liability risk are generally consistent in both regressions. The
ones shown to be statistically significant at the 0.05 level
are gender, location of medical school, medical specialty
and medical degree. Specifically, female as opposed to male
physicians are less likely to have had more claims made

against them in the past two years. International medical
graduates as opposed to Michigan graduates are more likely
to have claims, and physicians with a specialty other than
surgery and obstetrics/gynecology are less likely than family
medicine/general practice physicians to have claims. Finally,
DO’s are more likely than MD’s to have malpractice claims.
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Table 3. Results from multivariable regression analysis (binary probit model)
 

 

Variables 

One/More Claim versus 
No Claim 

 
Two/More Claims versus 
No/One Claim 

Coefficient Std. Err. Coefficient Std. Err. 

Percentage of managed care patients 0.0181** 0.0050 0.0096 0.0051 

Changes in office systems -0.1800* 0.0810 -0.1211 0.0778 

Time spent on risk management -0.0178** 0.0062 0.0104 0.0063 

Time spent on risk management × Managed care patients -0.0007** 0.0002 -0.0007** 0.0002 

Time spent on risk management × Changes in office systems  0.0130** 0.0033 0.0087** 0.0032 

Risk management information sources 0.0083 0.0719 0.0104 0.0652 

Documentation 0.1942** 0.0482 -0.0108 0.0472 

Patient informed consent -0.0682 0.0594 -0.0106 0.0606 

Patient information protection -0.0017 0.0525 -0.0973 0.0522 

Female -0.9772** 0.2565 -0.3572 0.2598 

Year of graduation from medical school < 1970 0.0406 0.1639 0.6382** 0.1683 

U.S. states other than Michigan (vs. Michigan) 0.0618 0.1818 0.4734* 0.1807 

Other country (vs. Michigan) 1.1829** 0.2095 0.3202 0.2151 

Surgical specialty (vs. Family/General practice) -0.4376 0.2382 0.3440 0.2200 

Obstetrics/gynecology specialty (vs. Family/General practice) -0.1471 0.4315 0.3709 0.3546 

Other Specialty (vs. Family/General practice) -0.6094** 0.1790 -0.5098** 0.1847 

Not board certified  0.0490 0.2499 0.1753 0.2650 

Solo practice  0.3067 0.1705 -0.1844 0.1819 

DO degree (vs. MD degree) 0.5752** 0.2243 0.8561** 0.1941 

Percentage of time spent on direct patient care 0.0052 0.0032 0.0039 0.0035 

Constant 0.2161 0.4310 -0.8410 0.4487 

Pseudo R2 0.2067 0.1843 

Sample size 340 340 

Note. Statistical significance: * p < .5, ** p < .01 

4. DISCUSSION

As the market share of managed care keeps growing and the
medical liability costs remain a concern, examining the inter-
action among managed care, the office systems in response
to managed care arrangements and the physician’s ensuing
medical liability risk can provide important implications for
addressing the potential advent of another liability crisis.[15]

Using survey data collected in one state, the present study
investigates the subtle relationship among the three. The re-
sults suggest that managed care patient share, office systems
and risk management efforts are all significant factors for
medical liability risk. Physicians with a higher percentage
of managed care patients in their practice are more likely to
have malpractice claims filed against them; yet implementing
changes in office systems in response to managed care can
help offset such risks.

In general, our results provide evidence consistent with the
concern that proliferation of managed care may expose physi-
cians to higher risk of medical liability. Managed care plans
frequently select or exclude physicians based on a num-

ber of criteria, including compliance with administrative
requests.[4, 16] While physicians try to balance administrative
and patient care demands by modifying office systems, the
administrative burden has undoubtedly limited the amount
of time physicians may spend on patient care. The various
arrangement of managed care, such as gatekeeping and au-
thorization for specialty referrals, also jeopardize physician-
patient relationship.[16] One study found that having more
managed care patients in a physician’s panel is associated
with lower patient satisfaction with the provider.[17] With
the quantity and quality of physician-patient communication
being reported as a possible predictor of medical liability
claims,[18–20] it is possible that physicians with higher man-
aged care involvement are more vulnerable to malpractice
claims.

Nonetheless, the results of this study should not be inter-
preted such that physicians should drop or cease taking care
of patients from managed care plans. Though liability risk
may be an important component of a medical practice, it is
neither the only nor the most important component. More-
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over, as shown in this study, some of the office systems
adopted in response to managed care demands can help lower
the likelihood of having claims. The amount of protection
produced by one additional office system change is equiv-
alent to the incremental risk associated with 10% higher
managed care patient share. Note that these office system
changes are adopted to respond to managed care demands,
rather than directly for the purpose of risk management. To
the extent that physicians are considering office systems to
handle managed care arrangements, the risk management
functions are a side-effect that may weigh in marginal de-
cisions. Encouragingly, our survey data show that a fair
proportion of physicians are already using office systems to
address the risk.

The observed beneficial impact of risk management efforts
on reducing liability risk provides additional opportunities
for physicians. Investing more time in risk management ac-
tivities can partially offset the increased risk associated with
having more managed care patients. Therefore, by devel-
oping effective office systems and implementing appropri-
ate risk management practices, physicians would be able to
lower their risk level even when they cannot reduce contracts
with managed care. Unfortunately, this study was unable
to provide direction on the most effective office systems or
risk management techniques. There are many guidelines and
suggestions for office systems and techniques. No individ-
ual system or technique was associated with a statistically
significant relationship with claims.

One result that gives pause in presentation and interpreta-
tion is the negative results related to documentation. It is
difficult to see how increased documentation would be as-
sociated with increased liability. Most recommendations in
the area of liability control include documentation.[9, 21] Pos-
sibly, the causal ordering is that physicians who have had
liability claims made against them engage in more documen-
tation. This alludes to one limitation of the present study:
the outcome variable and office practices are measured over
the same time period. Hence an altered causation for some
of the variables is a possibility. Future research capable of
disentangling these factors is recommended.

There are a host of other limitations of the study should be
acknowledged. First, our outcome variable is a crude mea-
sure of medical liability risk. It does not reflect the true
outcomes of the claims, which may end up being dropped or
the physician may win the lawsuit. There is a long lag time
between the incidents that may give rise to claims.[22] Only
claims filed in the past two years are measured here. Claims
here are also measured as all claims, without reference to
whether they were associated with managed care patients,

fee-for-service patients, patient covered by Medicare, Medi-
caid or commercial insurance. Each group of patients may
have different needs, and policies associated with treatment
and these needs and policies can change frequently and over
time. Hence the relationship measured in this study may not
precisely characterize the impact of managed care and office
systems on liability risk in today’s marketplace.

Second, some factors that could possibly affect liability risk
are not considered or not measured in depth. For instance, we
do not consider all types of systems and styles employed in
physician offices in response to managed care arrangement.
Rather, respondents were asked to choose from a limited list
of practices. In addition, other personal and professional
characteristics of physicians that may be related to medi-
cal legal claims are not fully elucidated in this study. For
example, the most popular physicians, based on various per-
sonal characteristics and professional expertise, may be less
likely to accept managed care arrangements. Similarly, physi-
cians that are unable to attract fee-for-service clients may
be more likely to accept lower compensated managed care
reimbursement. While these physician characteristics may
be directly related to medical-legal risk, we did not systemat-
ically evaluate these issues. Finally, similar to other survey
studies, our findings are based on physician self-reported
data and their memories and perceptions of how they spend
their time. Their actual practices regarding office systems
and risk management may differ from what they report in the
survey.

Third, there are many factors which continue to evolve that
affect office systems that are unrelated to managed care and
relate to all patients. To the extent that office practices have
increased in size associated with more patients alone or for-
mation of groups of physicians and their patients, there may
be increases in office staffing. Health Insurance Portability
and Accountability Act (HIPAA) provisions increased the
documentation, consent and security of patient data, which
is particularly important and potentially cumbersome for
managed care patients whose contracts require much data
sharing. American Recovery and Reinvestment Act (ARRA)
provisions provide for meaningful use of electronic medical
records that substantially contributed to investments in of-
fice systems. Many states have engaged in tort reform, and
physicians have moved away from markets with unfavorable
liability regulations.[23] The associations between changes
in practice sizes, HIPAA provisions, ARRA provisions, tort
reform, and the relationships between office systems and
medical liability risks are open questions that merit separate
investigation. This study is also narrowly focused on practice
in the United States and applications for other health systems
is unclear. Readers in other health systems may benefit from
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a review of managed care terms.[24]

Overall, this study suggests that the relationship among man-
aged care, office systems and medical liability risk is subtle.
Though higher managed care caseloads increases physicians’
likelihood of having claims, time and resources devoted to
office systems, including risk management systems, in re-
sponse to managed care contracting may help mitigate such
risks. Further exploration of this conceptual model and the
interaction among factors is recommended.
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