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Claims for alleged medical negligence are a cause for concern in 
many parts of the world. Whereas a high frequency and escalating 
quantum of claims have typically been associated with developed 
countries such as the USA and Australia,[1] similar patterns of 
claim increases have more recently also been described in less 
developed countries. In Taiwan, there has been a fourfold increase 
in civil claims against doctors between 2004 and 2007.[2] Li et al.[3] 
refer to an ‘unprecedented level’ of disputes between patients and 
doctors in their review of medical malpractice litigation in China 
from 1998 to 2011. In South Africa (SA), contingent liabilities 
for alleged medical negligence by state facilities have increased 
exponentially over recent years, from ~ZAR56.96 billion in 2017 
(D Bass, medicolegal head, Western Cape Department of Health, 
personal communication November 2017) to ZAR98 billion in 
2019.[4] In the private sector, the Medical Protection Society (MPS), 
a UK-based indemnifier of medical professionals, reported an 
increase in claims of 35% between 2011 and 2016 and an increase 
in claim size by >14% on average each year between 2009 and 2015 
across its membership, which includes specialist groups, family 
practitioners, allied healthcare professionals and state employees.[5,6] 

In both sectors, claims in relation to obstetrics have been identified 
as the predominant determinant of financial risk for indemnifiers. 
In 2017, 4 063/7 889 claims (52%) against the state in SA were related 
to obstetrics and gynaecology (O&G). Of these, 3 089 (76%) were 
for cases of cerebral palsy, accounting at ZAR36.633 billion for 94% 
of the demands made in terms of O&G, or 64% of total demands 
(D Bass, medicolegal head, Western Cape Department of Health, 
personal communication November 2017). Whereas claims data are 
unavailable in the private sector, professional indemnity fees have 
risen most steeply for obstetricians and gynaecologists (O&Gs). 
Over a 10-year period, rates for occurrence-based cover charged 
by the MPS have increased almost 10-fold, from ZAR109 240 in 
2009 to ZAR1 150 000 in 2019. This contrasts with premiums for 
practitioners whose practice is limited to gynaecology, including 
antenatal care up to ~24 weeks’ gestation, which have increased 
<4-fold over the same period. Whereas in 2009 O&Gs providing full 
obstetric services paid less than twice the amount of colleagues with 
a more limited practice (C Venter, Director, Healthman, personal 
communication October 2019), by 2019 the difference in these 
premiums was more than 5-fold (data on file).
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and vessels. Laparoscopic procedures were most frequently associated with such intraoperative injuries, followed by vaginal and abdominal 
hysterectomies/oophorectomies and caesarean sections. For O&Gs in private practice for >2 years, 50/458 (11%) accounted for 138/228 
(61%) of demands over a 10-year period.
Conclusions. The higher number of gynaecological demands and settlements in comparison with obstetric cases was unexpected and is 
contrary to international experiences and public sector findings, calling for more research to identify reasons for this finding. Other than 
further exploring surgical outcomes in private sector gynaecological patients, aspects of surgical training and accreditation standards 
in gynaecology may need review. Regarding birth-related injuries, the contribution of system failures needs quantification and further 
interrogation. The high contribution towards the medicolegal burden by a small group of practitioners suggests a need for doctor-focused 
interventions, including strengthening of peer review and regulatory oversight.
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Objectives
While public sector data and trends in professional indemnity 
premiums suggest that claims for cerebral palsy have been driving 
the burgeoning insurance burden of O&Gs in the private sector, there 
are no empirical data to support this hypothesis. Implementation 
of effective controls of runaway litigation costs, including medical 
liability reform policies and quality improvement strategies, are 
furthermore hampered by lack of relevant data.[7,8] To obtain a better 
understanding of the factors that may have contributed to the sharp 
increases in professional indemnity fees for O&Gs in SA’s private 
sector and provide a platform for further research and the design and 
prioritisation of practical solutions, the objective of this study was to 
analyse trends in medicolegal complaints against these practitioners 
and identify risk factors for patient dissatisfaction and medical 
negligence within the group.

Methods
Study design
This was a retrospective, observational study of current and historical 
medicolegal insurance notifications by O&Gs in SA’s private practice. 
Data were sourced from Constantia Insurance Company, a SA 
provider of medical professional indemnity cover.

Measurements
All medicolegal cases on file were dated and categorised in terms of 
insurance case type and clinical parameters. Incident date referred to 
the year in which an incident relating to a case occurred. Notification 
date was the year a doctor became aware of a medicolegal dispute or 
potential medicolegal dispute in relation to such a case and reported it 
to the insurer. Regarding case type, the most recent and relevant legal 
status of a case was defined, taking into consideration previous insurers’ 
classification, personal updates from the practitioner shared during 
policy application, underwriting and claims management processes at 
Constantia, as well as case-related financial data, where available. Case 
types included summonses with or without paid settlements, letters 
of demand, requests for records, regulatory investigations, subpoenas, 
written complaints, inquests, notifications of circumstance and general 
requests for advice. In terms of clinical parameter coding, the main 
identifiable factor(s) underlying a complaint were defined by the 
clinical researcher using the best available information. These could 
include alleged or actual clinical error, unethical behaviour, clinical 
circumstance and/or suboptimal outcome. Associated procedure type 
was classified, where applicable. All cases were coded to indicate 
whether they were related to pregnancy (obstetrics), including 
antenatal, peripartum and postnatal care, as well as management of 
early miscarriages, ectopic pregnancies and terminations of pregnancy.

Analysis
Python Script, version 3.7.10 (Python Software Foundation, USA) 
was used to calculate annual medicolegal risk exposure on the 
basis of individual doctors’ year of entry into private practice. 
This was used to estimate trends in relation to case incidence over 
time. A practitioner-driven database was furthermore generated 
which included non-identifiable practitioner-related demographic 
information, as well as years of risk exposure and count of cases 
per case type for a 10-year period from 2009 to 2018. This data 
source was used to assess medicolegal risk across practitioners. Only 
practitioners who had been in private practice for >2 years were 
included, to reduce underestimation of case incidence for recent 
entrants into private practice, given the time lag between a clinical 
incident and a subsequent medicolegal enquiry or demand.

To avoid potential duplication of cases and undue linking of irrelevant 
cases, some cases were excluded from the final analysis, for example 
investigations relating to claims against third parties such as the state 
or the Road Accident Fund. Descriptive analyses were generated in 
Excel, Microsoft Office 365 ProPlus (Microsoft, USA).

Ethics approval
Approval to conduct the research was granted by the Research 
Ethics Committee of the University of Cape Town. Confidentiality 
of practitioner-related information was safeguarded throughout the 
study. Only the primary investigator as an employee of Constantia 
Insurance had access to raw data.

Results
Doctor demographic information
Cases of 521 O&Gs were reviewed, with demographic characteristics 
of these practitioners depicted in Table 1. For 2 doctors, demographic 
data were incomplete. Taking into consideration that there are 
an estimated 769 O&Gs in private practice,[9] this constitutes the 
medicolegal case histories of more than two-thirds of practitioners in 
this specialty group in the SA private sector.

Case types
Following removal of duplicate cases, and investigations and 
complaints against third parties such as the state, 1 848 cases were 
considered for inclusion in various analyses. Of these, 1 068 were 
associated with documented patient complaints, ranging from written 
complaints and enquiries by the Health Professions Council of South 
Africa and the Office of Health Standards Compliance to requests 
for records to investigate a potential claim, letters of demands and 
summonses. For the remaining 780, there was no evidence of patient 
dissatisfaction, with the majority being notifications of circumstance 
in the context of claims made as opposed to occurrence-based 
indemnity cover. These notifications are part of the reporting that 
the insurer requires doctors to make in order to secure indemnity 
cover should there be a future claim. While all reported patient 
complaints formed the basis for describing historical trends in terms 

Table 1. Demographics of obstetricians and gynaecologists 
contributing medicolegal case histories to analyses (N=521)*
Category and variable n (%)
Gender

Male 308 (59)
Female 213 (41)

Age (years)
<45 193 (37)
45 - 54 147 (28)
55 - 64 126 (24)
≥65 54 (10)

Years in private practice
≤ 2 years 63 (12)
>2 - ≤10 177 (34)
>10 281 (54)

Province of practice
Gauteng 215 (41)
Western Cape 123 (24)
KwaZulu-Natal 80 (15)
Other 101 (19)

*For 2 doctors, demographic data were incomplete.
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of the annual incidence of medicolegal cases, as well as clinical 
circumstances relating to settled claims, data subgroups limited to 
cases from 2009 and subsequent years were analysed to estimate the 
contribution of obstetric v. gynaecological cases and the contribution 
of individual O&Gs to the medicolegal case burden among this group 
of specialists in the private sector more recently. The number of cases 
by case type and as included in the various analyses is summarised 
in Table 2.

Annual case incidence trends
There was evidence of a sharp increase in medicolegal investigations 
and complaints against O&Gs providing services in the private sector 
from about 2003 to 2012. Since 2012, these activities have generally 
remained high (Fig. 1). The higher number of requests for records 
relative to demands in 2016 and 2017 compared with previous years 
is likely to reflect a delay in summons following a request for records, 

as well as lag in insurer update in this regard. The rate of increase in 
patient dissatisfaction following professional care rendered appeared 
similar for obstetrics and gynaecology. Fig. 2 represents annual trends 
of all O&G complaints reported to the insurer. Pregnancy status was 
unknown in 24% of cases.

Obstetrics v. gynaecology cases
Whereas doctors were more concerned about the risk posed by 
obstetric cases, more gynaecology cases resulted in actual claims and 
settlements. For cases notified to the insurer during the 10.5-year 
study period between 2009 and 2019 and where associated pregnancy 
status could be identified, 59% were related to obstetrics. This ratio, 
however, switched where only patient demands with or without 
settlements were analysed, with 42% of demands accounted for by 
obstetrics. Most paid claims (76%) were related to gynaecological 
problems. Pregnancy status was unknown for 10 settlements 
(18%), 23 demands (9%), 140 patient complaints associated with 
regulatory and/or legal engagement (19%), 207 of all reported patient 
complaints (22%), and 292 of all notifications (17%). Fig. 3 represents 

Table 2. Number of cases by case type included in the various analyses reported
Case type, n

O&Gs 
contributing 
cases, n

Demands 
with known 
settlements Demands

Cases with evidence of 
legal and/or regulatory 
engagement by the patient

Cases with 
evidence 
of patient 
dissatisfaction

Total study population
All cases (patient complaints) for all O&Gs

86 305 845 1 068 521

Subgroup 1
Cases from 2009 for all O&Gs

55 245 727 935 521

Subgroup 2
�Cases from 2009 for O&Gs in private practice 
>2 years

55 228 665 849 458

O&Gs = obstetricians and gynaecologists.

 

25

20

15

10

5

0

Year case noti�ed

Ca
se

s, 
n/

10
0 

O
&

G
s 

pe
r a

nn
um

1993                   2003                    2013

Demands
Demands/requests for records
Demands/requests for records/HPCSA

Fig. 1. Annual incidence of medicolegal investigations and complaints. 
(O&Gs = obstetricians and gynaecologists; HPCSA = Health Professions 
Council of South Africa.)

12

10

8

6

4

2

0

1993      1998      2003     2008      2013     2018

Co
m

pl
ai

nt
s, 
n/

10
0 

O
&

G
s 

pe
r a

nn
um

Year of noti�cation

Patient dissatisfaction, pregnancy related
Patient dissatisfaction, not pregnancy related

Fig. 2. Annual incidence of pregnancy- v. non-pregnancy-related patient 
complaints. (O&Gs = obstetricians and gynaecologists.)



664       July 2021, Vol. 111, No. 7

RESEARCH

the proportion of different medicolegal case 
types reported during the study between 
2009 and 2019 that relate to obstetric as 
opposed to gynaecological care.

Case aetiology
Of 50 gynaecological cases settled, 46 (92%) 
were procedure-related, of which 41% were 
a result of injuries to internal organs and 

vessels during surgery. Further injuries may 
have been included in the more generic 
category of postoperative complications that 
included postoperative haemorrhage, fistula 
formation and sepsis. Failed sterilisations 
accounted for 12% of all settlements.

Of the 19 obstetric cases settled, almost 
all emanated from the intrapartum and 
immediate postpartum period. About half 

were for birth-related neonatal neurological 
injury. In terms of clinical outcome, 
6/69  cases (9%) were related to maternal 
death or death of a gynaecological patient. 
No known settlements were associated with 
neonatal deaths. For 17 paid settlements 
(20% of cases), there was insufficient clinical 
information to make a reasonable assessment 
of clinical circumstances that led to a claim. 
Full details are shown in Tables 3 and 4.

To gain further insights into the dominant 
drivers of claim burden as determined by case 
frequency, regulatory and legal investigations 
and demands over a ~10.5-year period 
starting in 2009 were interrogated.

Intraoperative injuries to internal 
organs and vessels
Given that at least 29% of settled cases 
related to major intraoperative injuries, all 
demands in this regard notified during the 
study period from 2009 to 2019 were further 
analysed in terms of associated procedure 
and injury types. Where surgical approach 
was listed, laparoscopy was identified in 
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Fig. 3. Obstetrics- and gynaecology-related cases, 2009 - 2019.

Table 3. Aetiological factors associated with gynaecology-related paid claims
Case aetiology Cases, n
Procedure-related complications

Procedure-related injury, internal organs/vessels 19
Postoperative complications, including haemorrhage, sepsis and fistula formation 7
Failed and/or inadequate procedure 6
Retained surgical products/swabs 4
Surgical burns 3
Multifactorial/unknown 3
Mesh- and slings-related complication 2
Inadequate consent 1
Cosmetic dissatisfaction 1

Non-surgical complaints
Delayed and/or incorrect diagnosis 2
Incorrect prescriptions 2

Total 50

Table 4. Aetiological factors associated with obstetrics-related paid claims
Pregnancy period and case type Cases, n
Antenatal

Missed fetal abnormality 2
Cervical cerclage removal 1

Peri- and postpartum
Birth hypoxia/severe neurological injury of the newborn 9
Suturing of third-degree perineal tear 1
Caesarean section, ureteric injury 1
Caesarean section, maternal death due to sepsis 1
Caesarean section, retained swab 1
Postpartum haemorrhage/retained products of conception with hysterectomy 2
Maternal death due to fibroid degeneration 1

Total 19
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association with these injuries more frequently than open procedures. 
Bowel injury was the most common site of injury in cases litigated. 
Full details are shown in Table 5.

Birth trauma resulting in severe neonatal neurological 
injury
As the number of demands for birth-related trauma resulting in 
severe neurological injury of the newborn was low in absolute terms, 
requests for records were included in a subanalysis to identify claim 
trends in terms of this adverse outcome. Whereas no obvious trends 
of medicolegal activity over a 10-year period could be identified, 2017 
was associated with an increased incidence of requests for records 
compared with previous years (Fig. 4). Late enquiries into births may 
have contributed to this finding (with one event notified as a result of a 
request for records 14 years and another 17 years previously). Whereas 
details regarding circumstances leading to alleged birth-related trauma 
were only available for a limited number of cases, the contribution of 
alleged hospital errors such as failure to monitor patients during labour, 
failure to report adverse cardiotocography readings to the responsible 
obstetrician, and/or failure to facilitate theatre access for the purposes 
of emergency caesarean section was evident in multiple cases. Other 
than hospital failures, problems with availability of anaesthetists during 
emergencies were cited in two recent cases.

Distribution of medicolegal risk among O&Gs
To understand the contribution of individual practitioners to case 
burden, the average annual case rate over a 10-year period for all 
practitioners who had been in practice for >2 years was calculated. 
Cases were defined as demands, regulatory investigations and requests 
for records. Where a demand was associated with a paid settlement, 
it was double counted. The average case rate per practitioner was 
estimated by dividing the weighted number of claims for a 10-year 
period from 2009 by years of risk exposure as a specialist in private 
practice. Results are depicted in Fig. 5. Furthermore, 203/458 O&Gs 
(44%) had no cases reported. Of these, 149 had been in practice for 
at least 5 years and 89 for the full 10-year period of the study. At the 
other end of the spectrum, 9 doctors were identified who reported at 
least one case per annum; 7 of these practitioners had been in practice 
for ≥8 years. Another 2 had just started out in practice. During the 
study period, 50/458 (11%) of O&Gs accounted for 138/228 (61%) 
of demands.

Discussion
The financial impact of medicolegal developments in SA is 
threatening the progressive realisation of universal health coverage. 
While government is looking to mobilise additional funds and 
human resources as part of its National Health Insurance scheme, 
burgeoning claims of medical negligence in the public sector are 
ironically usurping healthcare budgets earmarked for service delivery. 
In the private sector, exponential increases in professional indemnity 
fees are threatening the viability of professions such as O&G. To 
stabilise the healthcare industry, diverse solutions ranging from 
reform of the medical malpractice litigation system and regulatory 
framework to clinical quality improvement programmes and new 
indemnity models need consideration.

The focus of this study was to support improvements in healthcare 
delivery as a basis for controlling litigation costs. Other than seeking 
compensation for actual losses, pain and suffering or the provision of 
future care, one of the reasons patients litigate is to prevent similar 
events in future.[10] The legal system is therefore seen as a vehicle to 
hold the healthcare system accountable and in check. In the USA, 
where medical liability reform has been on the national agenda for 
an extended period, the debate regarding liability cost control has 
shifted to include patient safety improvement. Not only can medical 
liability reform impact on clinical practice and with that the quality 
and cost of care delivered to patients, but perceived errors in the 
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Table 5. Analysis of intraoperative injuries associated with claims from 2009 to 2019
Procedure Known injury to internal organs and vessels (site of injury), n
Laparoscopic gynaecological procedure 23 (12 bowel, 6 ureter, 2 bladder, 2 blood vessel, 1 unknown)
Abdominal/vaginal hysterectomies/oophorectomies 15 (4 bowel, 6 bladder, 4 ureter, 1 unknown)
Hysterectomies/oophorectomies* 16 (4 bowel, 6 bladder, 5 ureter, 1 urethra)
Caesarean section 11 (6 bowel, 2 bladder, 2 ureter, 1 other) 
Sterilisation (known laparoscopic excluded) 1 (unknown)
Sterilisation, laparoscopic 1 (bowel)
D&C/ToP 1 (bowel)
Endometrial ablation 1 (bowel)
Hysteroscopy 2 (bowel)
Contraception 1 (uterine and bowel perforation due to hormonal intrauterine device)
Unspecified/other procedures* 2 (1 bowel, 1 ureter)
Total 74

D&C = dilatation and curettage; ToP = termination of pregnancy.
*Laparoscopic status unknown.
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delivery of healthcare are at the core of the 
medicolegal challenge.[11] Furthermore, cases 
that are litigated are said to make up ‘the tip 
of the iceberg’ of clinical errors. Based on 
studies in the USA, it has been estimated 
that only 2 - 3% of patients injured by 
negligence file claims. The need for a sound 
understanding of ‘where things go wrong’ in 
the healthcare delivery system is therefore 
important for the purposes of designing and 
prioritising effective interventions aimed 
at the primary prevention of litigation. 
Whereas wrong actions by individuals 
such as ‘slips, lapses, fumbles, mistakes 
and procedural violations’ underpin errors, 
prevention of future incidents of a similar 
nature necessitates an understanding of 
weaknesses in the system that provoked or 
failed to prevent such incidents, together 
with the implementation of corrective 
measures.[12] As maintained by Reason,[12] 
the majority of adverse events involve a 
combination of ‘active failures’ and ‘latent 
conditions’. Latent conditions, also referred 
to as ‘resident pathogens’ within the system, 
reflect decisions made by policymakers and 
top-level management that define the context 
within which healthcare practitioners offer 
their services. In terms of errors on the 
ground, Kravitz et al.[13] differentiate between 
patient management problems, technical 
performance inadequacies and failures of 
teamwork as a result of poor communication 
between members of the medical and 
nursing teams. Medicolegal data are being 
harnessed in various parts of the world to 
assist with the identification of medicolegal 
risks and associated opportunities for risk 
interventions.[14-19]

Following this first empirical research 
investigating claims against O&Gs in SA’s 
private sector, the relatively high number of 
demands and settlements for gynaecology- v. 
obstetrics-related care was unexpected. 

Contrary to experiences reported from 
other countries, gynaecological rather than 
obstetric care appears to have been driving 
the claim burden from the perspective of 
claim frequency. In Saudi Arabia, 80.7% 
of claims were related to obstetrics, with 
higher ruling in favour of the plaintiff 
in 61% of cases, as opposed to 18% in 
gynaecology.[17] In Spain, 61.9% of O&G 
claims involved obstetrics.[18] Twice as many 
claims were received for obstetric as opposed 
to gynaecological care by the National 
Health Service in the UK in 2016/2017 
(10%  v. 5% of all claims received).[20] A 
review of medical malpractice cases on file in 
the Forensic Association in Turkey indicated 
that 96% of O&G claims were in the context 
of obstetrics v. 4% for gynaecology.[21] In SA’s 
public system, at least 76% of O&G claims 
are related to obstetrics. Whereas direct 
comparison of obstetrics v. gynaecology risk 
across countries is difficult owing to lack of a 
common definition, gynaecology cases in this 
study were classified in their narrowest sense. 
For example, therapeutic abortions were 
classified in the obstetric category.[13,21] We 
may therefore have slightly underestimated 
the proportion of gynaecological claims, 
suggesting that the divergence in our findings 
v. other countries may be more pronounced 
than described here.

Cerebral palsy is a dominant driver 
of medicolegal costs in many healthcare 
systems.[18,20] Other than being associated 
with high quanta of demands, severe 
neurological deficit as a result of alleged 
neonatal birth injury was also the most 
frequent context of settled obstetrics-related 
claims in this study. While the contribution 
of system failures could not be quantified 
adequately, clear problems in this regard were 
documented, including failure to monitor 
fetal wellbeing during labour, failure to report 
fetal distress to the attending obstetrician, 

and lack of availability of theatre staff and/or 
anaesthetist. Based on a recent analysis of 200 
SA public sector claims where intrapartum 
care was deemed to be substandard, failure 
to monitor fetal distress was evident as the 
main aetiological factor in 43% of cases 
and failure to respond to fetal distress in 
another 26% (Buchmann E, ‘Normal labour’, 
presented at a 2019 symposium on ‘Medical 
litigation and cerebral palsy – understanding 
the medical complexities’, Janilite Pty Ltd 
and Norton Rose Fulbright). Errors with 
fetal heart monitoring were also recognised 
as the dominant theme among cerebral palsy 
claims abroad.[20,22]

In terms of gynaecological care, the high 
proportion of claims and settlements relating 
to gynaecological surgery, especially injury 
to internal organs during laparoscopic 
procedures, but also during open surgery, 
raises questions. Concerns relating to this 
finding are particularly relevant taking 
into consideration a recent report by the 
South African Society of Surgeons in 
Training (SASSiT) that many registrars 
feel ill-prepared for independent practice, 
particularly in the field of minimally 
invasive surgery.[23] The need for training to 
be reviewed in the context of laparoscopic 
surgery has also been identified in other 
parts of the world.[24,25] One of the key 
recommendations in this regard has been 
the integration of simulator training and 
standardised assessments prior to real-time 
operating-room experience into national 
curricula and board certification processes. 
Whereas technical dexterity is important 
for any surgeon, specific psychomotor 
skills are required for the safe and effective 
performance of laparoscopically guided 
procedures. Remote handling of instruments 
without tactile feedback, two-dimensional 
depth perception and fine motor skills 
in relation to the use of long instruments 
and the fulcrum effect – which refers to 
tool endpoints moving in the opposite 
direction to the surgeon’s hands – are skills 
that make these procedures particularly 
challenging. Only those whose skills have 
been validated in vitro should be able to 
proceed with operations on patients and 
qualify for certification. In a study analysing 
133  laparoscopy-related gynaecology claims 
over a 20-year period, visceral and vascular 
injuries accounted for 82% of these. More 
than three-quarters (77%) related to 
basic rather than advanced laparoscopic 
procedures such as diagnostic laparoscopy, 
tubal ligations and salpingo-oophorectomies, 
supporting the need for a basic skill set even 
for the simpler procedures.[26]
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The unequal distribution of medicolegal risk among practitioners has 
been described by others.[27-29] Based on the findings of this study, any 
O&G in private practice who on average has one or more requests for 
records, regulatory complaints or claims in any 2-year period should 
reflect on and address potential contributing factors that may include 
ways of communication, accessibility, technical standards of work and 
attitude to patient complaints, as well as environmental influencers. 
Contrary to some practitioners’ beliefs, not only paid but also unpaid 
claims have predictive value in terms of future demands.[30]

Study limitations
While the study was based on real-life data, every effort was made to 
correct inadvertent data inaccuracies and gaps by correlating previous 
insurers’ case histories with self-reported incidents by doctors. 
With case types not categorised in a standardised manner across 
the industry, some cases had to be reclassified using best available 
evidence. In addition, information on incident dates was limited, 
so analyses had to rely on notification dates. Potential differences 
in time intervals between adverse incidents and subsequent claims 
against the practitioner for gynaecology- v. obstetrics-related care – 
with obstetric claims more commonly delayed beyond 3 years 
following an adverse event – may have slightly skewed the results of 
some of the time-based analyses. Where year of entry into private 
practice by practitioners was unknown, an assumption was made 
that it had occurred the year after registration as a specialist, leading 
to potential over-estimation of a practitioner’s number of years in 
private practice. Overall, the potential limitations are unlikely to have 
influenced the validity of key findings in a meaningful way.

Conclusions
In contrast to other countries that have experienced steep increases in 
medicolegal demands, empirical data depicting private sector O&G 
medicolegal trends and analysing these to guide and lobby solutions 
have been scarce in SA to date. Whereas multidimensional reform that 
spans across the healthcare, litigation and insurance systems is required 
to address the impact of medicolegal trends on obstetricians, this 
study was aimed specifically at understanding factors within clinical 
practice itself that may be predisposing to claims against practitioners, 
as a basis for defining and prioritising quality improvement solutions. 
Taking into consideration relative increases in professional indemnity 
fees for O&G over recent years, as well as international experiences, the 
high frequency of settled claims relating to gynaecological procedures 
was unexpected. Reasons for this should be explored and should 
include an analysis of surgical complications for main procedure 
types in the private sector. Review of aspects of surgical training and 
accreditation standards in O&G may also be called for, together with the 
consideration for surgical mentorship programmes. In terms of claims 
relating to severe birth trauma, more research is required to understand 
and quantify system failures that may be contributing to medicolegal 
risks in this regard in the private sector and the impact of these on 
obstetric practice. The high concentration of medicolegal complaints 
among a small group of practitioners furthermore highlights the need 
for doctor-focused solutions, including strengthening of peer review 
and regulatory oversight.
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