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From the President

The House of Medicine is called on
to address a critical issue affecting
both physicians and patients in
Maryland: the proposed repeal of
the cap on non-economic damages.
While the current proposal does
not include health care or medical
malpractice cases, the lawyers have
made it clear health care is next.
MedChi is opposing the repeal

of the general cap to protect the
future attacks and because the non-
economic damages health care cap
is so important to stability in the
Maryland market.

v,

MedChi staunchly opposes the repeal of the non-economic
damages cap on health care, as it threatens to destabilize our
health care system, escalate costs, and ultimately compromise
patient care.

Non-economic damages refer to compensation for intangible
losses such as pain, suffering, and emotional distress, distinct
from economic damage that covers quantifiable losses such
as medical bills and lost wages. Currently, Maryland enforces
a cap on these non-economic damages set at $890,000, with
an annual increase of $15,000. This cap serves as a safeguard,
ensuring patients receive fair compensation yet keeping the
awards within reasonable limits.

Eliminating the cap on non-economic damages would have far-
reaching negative consequences:

1. Escalation of Health Care Costs: Without a cap,
malpractice insurance premiums are likely to surge due
to the unpredictability of jury awards. These increased
operational costs could translate into higher health care
expenses for patients.

2. Physician Workforce Challenges: Rising insurance
premiums may compel physicians, especially those in
high-risk specialties like obstetrics and surgery, to relocate
to states with more stable liability environments or to retire
early. This potential exodus would exacerbate the existing
physician shortage in Maryland, limiting patient access to
essential medical services.

3. Impact on Patient Care: The financial strain from
heightened liability risks might force health care providers
to reduce services, particularly in underserved areas.
Consequently, patients could face longer wait times and
diminished access to specialized care.

Maryland Medicine

MedChi remains unwavering in its commitment to preserving
the cap on non-economic damages. We actively engage with
legislators, providing data-driven insights to highlight the
potential repercussions of the cap’s repeal. Our advocacy
efforts are rooted in the belief that a stable medical liability
environment is essential for the sustainability of health care
practices and the well-being of patients.

I urge our members to join us in this advocacy. By presenting a
unified front, we can effectively communicate the importance
of maintaining the current cap to policymakers, ensuring that
Maryland’s health care system remains robust and capable of
delivering high-quality care to all residents.

— Padmini Ranasinghe, MD
MedChi President

What You Need to Know Now

1. Jennifer Christie, MD, head of the Division of
Gastroenterology and Hepatology at the University of
Colorado Department of Medicine will be speaking
with Stephen Rockower, MD, for MedChi’s first
podcast of 2025, which launches later this month!
Tune in to MedCast on Spotify, Apple Podcasts, and
Audible. Previous guests include Senator Clarence
Lam, MD, State Senator District 12; Howard Haft,
Executive Director of the Maryland Primary Care
program; and Corey Feist, Co-Founder of the Dr.
Lorna Breen Heroes’ Foundation.

2. MedChi’s Spring House of Delegates meets virtually
on Sunday, April 27, at 8:00 a.m. For details contact
Jenine at JFeaster@medchi.org.

3. Maryland Assembly’s session continues in Annapolis
through April 7. Please help MedChi amplify your
voice by responding to alerts for action on certain
bills. Locate your legislators through MedChi’s
Legislative Center and send a formatted email
through this system, making it easy to be a grassroots
activist.

4. March is National Colorectal Cancer Awareness
Month. Help us spotlight colorectal cancer and
inspire more people to get checked starting at age
forty-five.


mailto:JFeaster%40medchi.org?subject=
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Maryland’s Cap on Noneconomic Damages: Protecting Maryland Physicians for
Nearly Forty Years

Alexis R. Braun, Esq.

In response to excessive and
disproportionate jury awards,
the General Assembly in
1986 enacted a cap on
noneconomic damages,
imposing reasonable limits
on the amount that can be
awarded in medical liability
and other personal injury
cases. This legislation added
a measure of predictability
and stability to Maryland’s
civil justice system. A review
of the history of Maryland’s cap on noneconomic damages
reminds us that damages caps are just as crucial today as they
were when enacted nearly forty years ago.

Introduction of the Cap

In the 1980s, there was increasing attention focused on the
availability and affordability of liability insurance, including
medical professional liability insurance. Medical professional
liability insurance premiums were rising, with obstetricians,
neurosurgeons, and other higher-risk specialists experiencing
increases ranging from 30 to 350 percent nationally.

According to a 1985 report by the Center for Health Policy
Research at the American Medical Association, “estimates
suggest that costs generated by the current liability system
were responsible for between 14.5 and 17.6 percent of the
$65.4 billion spent on physicians’ services in the United

States in 1984 A 1986 report by a Tort Policy Working
Group established by the U.S. Attorney General noted “the
extraordinary growth over the last decade of the number of tort
lawsuits and the average award per lawsuit”? The report also
noted that the number of medical liability lawsuits “doubled
between 1979 and 1983, and tripled during that period for
obstetricians/gynecologists” and that, “between 1975 and
1985, the average medical liability jury verdict increased from
$220,018 to $1,017,716”

Increasing attention on the issue led to action, and several
task forces in Maryland studied the issue. After two reports in
December 1985 recommended imposing a $250,000 limit on
noneconomic damages, Senate Bill 558 was introduced in the
1986 Session of the Maryland General Assembly.

A hearing on the bill was held on February 11, 1986, in the
Senate Judicial Proceedings Committee. Numerous physicians

testified in the hearing, signed statements of support for the bill,
and sent letters to members of the Senate asking for favorable
passage of the bill. In one letter, an ophthalmologist aptly
framed the issue: “There has been an overwhelming amount

of gross abuse of the legal system as it now stands. We are
concerned not only about the overall cost to the patient, but
even more particularly about the erosion of the doctor-patient
relationship. These days it is very difficult to see a patient
without viewing him as a potential plaintift. Defensive medicine
is adding to the ever increasing costs of health care in this
country”

On March 12, 1986, the Senate passed Senate Bill 558.
Following several amendments, the bill became law, establishing
a $350,000 cap on noneconomic damages in all personal injury
cases, including medical liability cases.

Revisions to the Cap

Following passage of the bill, the General Assembly revised

the noneconomic damages cap. In 1989, the General Assembly
prohibited juries from being informed of the cap and required
courts to reduce a jury award in excess of the cap to the
amount of the cap. In 1994, the General Assembly made

the cap applicable to wrongful death actions, raised the cap
from $350,000 to $500,000, and added an “escalator,” which
automatically increases the cap by $15,000 on October 1 of each
year.

In the 2004 Session, Governor Ehrlich introduced cross-
filed bills (the Maryland Injury Compensation Reform Act)
in response to concerns about the rising costs of medical
professional liability insurance premiums and the impact

of those costs on access to and the quality of health care in
Maryland. After the bills received unfavorable reports in
their respective committees, Senate President Miller formed
the Senate Special Commission on Medical Malpractice
Liability Insurance, which released its report in December
2004. A special session was convened on December 28, 2004,
to address the Special Commission’s recommendations, and
the General Assembly enacted emergency legislation known
as the Maryland Medical Professional Liability Insurance
Rate Stablization Act of 2004, which separated the cap on
noneconomic damages into two discrete caps: one applicable
to medical liability cases and another applicable to general
personal injury or wrongful death cases (e.g., motor vehicle
accidents).

continued on page 14
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You Protect Your Patients...
We Protect You!

Unity Insurance is a full-service independent insurance agency that works in
direct partnership with MedChi offering a complete portfolio of insurance solutions
to meet your needs. With our team, you will have direct access to insurance
professionals who understand healthcare professionals and the risks inherent to
your practices. We can evaluate your current portfolio and help to identify any
gaps in coverage. Contact us today to schedule a no-obligation review.

We offer insurance solutions for: Contact us today to schedule a

no-obligation review.

Business Owners - Property & PHONE: 410.539.6642
General Liability FAX: 410.752.5421

E-MAIL: hello@Qunityinsurance.co

Professional Liability

Cyber Liability & Data Breach
www.unityinsurance.co

Workers Compensation

Employee Benefits

Individual Life, Disability, & Long
Term Care

401(k) INSURANCE

Personal Insurance A Medchi Company

Unity Insurance | 1204 Maryland Avenue | Baltimore, MD 21201
Phone: 410.539.6642 | Fax: 410.752.5421 | E-mail: hello@unityinsurance.co | www.unityinsurance.co
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MedChi’s 2025 Legislative Kick Off Party

MedChi members gathered at Acqua Al Due in the heart of Annapolis on January 13, 2025, to celebrate the “kick oft” of the 447th

session of the Maryland General Assembly.
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The Resurgence of Medical Liability: How the AMA Supports Its State Medical

Associations and Specialty Societies
Wes Cleveland, JD, and Allen Hardiman, PhD

After years of relative quiet

— at least in comparison with
the crisis of the early 2000s,
medical liability is becoming an
advocacy priority for many in
organized medicine. One reason
is the dramatic rise of “nuclear”
jury verdicts (verdicts of at least
10 million dollars). According
to the Doctors Company, citing
data from Transre, from 2013 to
2023, nuclear verdicts increased
by 67 percent and in 2023

more than half were over $25
million. In 2023, the average of
the highest 50 medical liability
verdicts grew 50 percent to $48
million each from $32 million
each in 2022." Another major
cause for concern is a renewed
push to eliminate or weaken existing medical liability reforms.

Several factors are contributing to the rise of jury awards and

an environment conducive to legislative attempts to undermine
medical liability protections. One significant factor may be the
erosion of public trust in the U.S. health care system in the wake
of the COVID pandemic. According to a widely cited survey
study involving 443,455 respondents, trust in physicians and
hospitals decreased substantially over the course of the pandemic,
from 71.5 percent in April 2020 to 40.1 percent in January 2024.2
This lack of trust may have lowered the esteem that jurors had
held physicians and thus be less reluctant to find liability.

New plaintiff attorney tactics are also a factor. One example

is the “reptile” strategy. Here the plaintiff’s attorney tries to
trigger a “fight or flight” response that is ingrained in primitive
parts of the human brain (hence the use of “reptile”). The goal
is to obtain an outsized verdict by getting the jury to view the
physician’s alleged conduct not only as affecting an individual
plaintift, but also as a violation of “safety rules” that threatened
the safety of the jurors’ community.

A second strategy are highly speculative “life care plans”

that may come into play in cases involving a patient that has
suffered a disability. Life care plans were intended to help a jury
(assuming the jury finds liability) determine how much the
plaintift needs to be awarded based on the projected costs of the

future, real, medical treatment, rehabilitation, transportation,
modification of his or her residence unless the plaintiff requires
long-term care, activities of daily living, etc. However, in some
cases life care plans are being used in spurious ways that greatly
exaggerate the projected care and support that the plaintiff

will actually require. Even though their projection of future
care may have little connection to reality, they can lead a jury

to award damages that are grossly in excess of the costs for
medical care, etc., that the plaintift will really need in the future.

“Anchoring” is another well-known strategy. When employing
the anchoring tactic, the plaintift’s attorney asks the jury to
render non-economic damages that the attorney knows full well
are far higher than what the jury will award. This is designed

to create “anchor bias” so that, when deciding how much to
award in non-economic damages, the jury make its decision in
reference to that requested by the plaintiff’s attorney, leading to
damage amounts much higher than they might otherwise be if
an honest amount were the standard.

Changes in jurors are also contributing to exaggerated verdicts,
sometimes referred to as “social inflation” The following are
just a few examples. The decline in public perceptions of the
post-Covid health care system is one, as well as the feeling that
corporations have taken over health care. Further, jurors have
grown so accustomed to large numbers, e.g., huge jury verdicts,
salaries of sports figures, media personalities, etc., that they may
think nothing of rendering multi-million-dollar verdicts. Juries
may also award outsized verdicts in an effort to address broader
societal or political issues.

Social inflation helped create a climate conducing invigorated
efforts aimed at eliminating or weakening tort reform laws.
One notable effort is the return of ballot initiatives. In 2022, a
ballot initiative was filed that would have gutted the California’s
Medical Injury Compensation Reform Act (MICRA). MICRA,
enacted in 1975, has been the AM A’ gold standard for medical
liability reform for many years, including a $250,000 cap on
non-economic damages. The California Medical Association
(CMA) and others played a key role in negotiations that
resulted in the ballot initiative’s withdrawal while also updating
and retaining MICRA’s essential components. In 2024, trial
lawyers in Colorado filed two ballot measures that would have
eliminated Colorado’s cap on non-economic damages and peer
review confidentiality protections. Colorado Medical Society

continued on page 18
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we take health personally

Breakthrough treatments that will shape the future of health care will only have impact if
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MedChi Champions Physicians by Defending Tort Protections in Annapolis

Gene Ransom III, CEO, MedChi

For over two centuries, MedChi
has been at the forefront

of protecting Maryland
physicians from harmful

legal changes that threaten

the stability of the medical
profession. By vigorously
opposing legislation aimed

at dismantling contributory
negligence protections, raising
the cap on noneconomic
damages, and weakening expert
witness safeguards, MedChi
continues to fight for a fair legal
environment that allows health care professionals to focus on
patient care.

Protecting Physicians in 2024

During the 2024 Maryland General Assembly Session, MedChi
successfully blocked two major tort bills that posed significant
threats to the legal framework surrounding medical practice.

House Bill 83/Senate Bill 538: Civil Actions - Noneconomic
Damages - Personal Injury and Wrongful Death (Failed)

This bill sought to repeal the cap on noneconomic damages —
pain and suffering — awarded in negligence cases. Although
the legislation did not directly apply to health care claims, its
passage would have set a dangerous precedent and paved the
way for future attacks on the noneconomic cap applicable to
medical malpractice cases.

Following a spirited debate on the Senate floor, the bill passed
with amendments, which would have increased the cap to $1.75
million for personal injury and $2.625 million for wrongful
death involving two or more claimants, with an annual

$20,000 increase. MedChi opposed the bill due to the negative
implications it could have for the medical community. Thanks
to our advocacy, the bill ultimately failed to receive a vote in the
House.

House Bill 1361: Task Force to Study Various Aspects of Changing
Contributory Negligence to Comparative Negligence Act (Failed)
This bill proposed studying a shift from Maryland’s current
contributory negligence standard—which bars plaintiffs from
recovering damages if they bear any responsibility for their
injuries—to a comparative negligence system, which apportions
fault between plaintiffs and defendants. MedChi strongly
supports maintaining the contributory negligence standard.

Jeftrey Chung, MD, a MedChi member and ophthalmologist,
played a pivotal role in defeating this bill. His established
relationship with the bill sponsor enabled him to communicate
MedChi’s concerns effectively. As a result, the legislation was
withdrawn. This defeat is a perfect example of the importance
of personal connections between physicians and legislators.

Past Victories in Defense of Expert Witness Protections

In recent years, MedChi successfully opposed attempts to
dismantle Maryland’s expert witness rules, which protect
against the use of “professional witnesses”

Senate Bill 30/House Bill 1581: Health Care Malpractice
Qualified Expert — Limitation on Testimony in Personal Injury
Claims (Failed)

This bill aimed to repeal the “20% Rule,” which limits
standard of care experts from spending more than 20% of
their professional time testifying as expert witnesses. This rule
is essential for preventing the proliferation of career expert
witnesses whose primary function is to testify in court rather
than practice medicine.

Despite initial passage in the Senate, the bill faced significant
hurdles in the House, where amendments addressed concerns
about experts becoming disqualified due to retirement, illness,
or changes in practice. The Senate rejected these amendments,
and a conference committee ultimately recommended reverting
to the bill’s original form—a full repeal of the 20% Rule.

MedChi mounted an intense lobbying campaign, and although
the bill narrowly passed in the Senate by just one vote, it was
defeated in the House by a resounding 41-89 vote. This victory
underscored MedChi’s critical role in protecting the integrity of
Maryland’s medical liability system.

The Importance of Physician Advocacy

These successes are a testament to the power of organized
advocacy and the importance of strong relationships between
physicians and lawmakers. MedChi’s continued efforts

to safeguard tort protections are crucial for ensuring that
Maryland remains a state where physicians are able to practice
without the constant threat of legal jeopardy.

We encourage all physicians to engage with MedChi and their
local legislators to strengthen these vital relationships. Together,
we can continue to defend the medical profession and promote
a fair and just legal environment for health care providers and
patients alike.

Gene Random III is CEO of MedChi, The Maryland State
Medical Society.
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MedChi Joins Medical Mutual in Filing Amicus Brief in Robinson Case Before the

Supreme Court of Maryland
Gene Ransom III, CEO, MedChi

MedChi, The Maryland State Medical Society, in collaboration
with Medical Mutual, has submitted an amicus curiae brief

in the case Canton Harbor Healthcare Center, Inc. v. Robinson
before the Supreme Court of Maryland. MedChi files two to
three amicus briefs each year as a friend of the court to protect
physicians and advocate for the interests of its members. These
legal interventions help ensure that court decisions support
the integrity of medical practice and uphold fair standards for
expert testimony.

The Robinson case centers on allegations of medical
malpractice involving pressure ulcer injuries at a nursing
home facility. One of the key legal questions before the court

is whether a registered nurse may serve as a qualified expert

to offer opinions on medical standards of care, specifically
regarding the development of pressure ulcers. The case also
raises questions about whether federal regulations governing
Medicare and Medicaid funding for nursing facilities should
influence the qualifications of health care professionals to
provide expert testimony. The potential departure from current
law reserving medical diagnoses to physicians raises significant
questions about the role and authority of registered nurses in
current and future health care litigation.

The case further exemplifies how lawyers often use the courts to
test and potentially change existing laws. By bringing cases like
Robinson, attorneys seek judicial decisions that could reshape
scope of practice rules and redefine professional boundaries

in health care. This tactic has long been a strategy for legal
advocates aiming to drive policy changes through judicial
precedents rather than legislative action.

MedChi’s decision to join the amicus brief underscores MedChi’s
concern about the broader implications this case may have for
both medical malpractice jurisprudence and scope of practice
boundaries within Maryland. Allowing registered nurses to opine
on medical standards of care risks blurring the professional roles
that are carefully defined to protect patient care standards.

By joining Medical Mutual in this legal effort, MedChi
continues its longstanding advocacy for maintaining the
integrity of medical practice and ensuring that expert testimony
in health care-elated cases remains within the appropriate
professional scope.

For additional information, please refer to the MedChi amicus brief
filed with the Supreme Court of Maryland on Dec. 4, 2024.

Why Medical Malpractice Insurance Is Essential

Greg Viccica

Medical malpractice insurance protects health care providers
from the financial and professional consequences of
malpractice claims. Without this coverage, legal fees, court
costs, settlements, and judgments — often reaching hundreds of
thousands or even millions of dollars — would have to be paid
out-of-pocket, potentially leading to financial ruin.

Beyond financial protection, malpractice insurance helps
safeguard a provider’s reputation. A single lawsuit, even

if unfounded, can damage the trust and credibility built
with patients and the community. Proper coverage ensures
that providers can defend themselves against claims while
maintaining their ability to deliver care.

By defending claims and deterring frivolous lawsuits, strong
medical malpractice insurance provides stability for healthcare
practices and the system. When plaintiffs know a carrier

will fight, they are less likely to pursue baseless claims. This
protection ensures that providers can focus on patient care
without the threat of litigation disrupting their practice.

Medical malpractice insurance provides coverage for a wide
range of potential claims, including misdiagnoses (a patient
may claim their condition was incorrectly diagnosed, leading

to delayed or improper treatment); treatment errors; and poor
medical advice (patients may allege that incorrect guidance
contributed to worsening health conditions). In each of these
situations, a comprehensive malpractice insurance policy covers
legal defense costs, settlements, or judgments, preventing
devastating financial losses.

There are two main types of medical malpractice insurance:
claims-made and occurrence-based. Claims-made policies cover
claims filed while the policy is active, requiring tail coverage
when switching insurers or retiring. Occurrence-based policies
cover incidents that happen during the policy period, regardless
of when claims are filed, eliminating the need for tail coverage.
Claims-made policies are more common and initially cheaper,
while occurrence policies have higher but steady premiums.

continued on page 16
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2004 “Pass Tort Reform Now” Rallying Cry Unifies Physicians & Patients

Mark Seigel, MD

It was twenty years

ago, January 24, 2004,
that Maryland doctors

‘ were faced with a
malpractice insurance

| crisis. The rising

‘ cost of malpractice

.

J insurance and third-
L BRES

party insurance
payments led many
physicians to leave the
state to practice elsewhere, giving up high-risk specialties, such
as obstetrics, or retiring early.

Faced with this problem affecting all types of physicians here
and across the country, organized medicine in the form of
MedChi, component medical societies, and the AMA took
action against this
worsening crisis by
holding a rally in
Annapolis to ask
legislators for their
support.

We told our Maryland
legislators that unless
state lawmakers

cap jury awards,
malpractice would be
unaffordable. We asked
them to enact limits on
jury awards and lawyer
fees. I was fortunate to
be in the right place at
the right time, and as
President of MedChi,
the Maryland State
Medical Society, we
pushed for a rally to make our voices heard in Annapolis.

My insurance as an obstetrician had increased to $40,000 per
year, and costs were still rising. The MedChi Board supported
having a day in Annapolis, with doctors leaving their offices to
travel to Annapolis to protest the rising costs of insurance and
ask their legislators for support.

As the television headlines reported “Doctors Walk Out,” more
than 2,000 physicians and supporters from across the state

taking busses from hospitals early in the morning to travel

to the state capital as a united group to call for tort reform.
The weather was cold, but the excitement warmed us up.

The dramatic demonstration with thousands of doctors and
coverage by television news helicopters, with many interviews
by reporters of doctors all conveyed the same message: “Pass
Tort Reform Now!”

Doctors spoke to reporters and legislators to fix the crisis so
physicians could continue to practice. Physicians spoke about
the malpractice insurance “boondoggle,” that is, an activity
that is wasteful or pointless but gives the appearance of having
value” The current system was akin to a lottery whose winners
reap great sums of money for themselves and their lawyers.

This united protest and testimony resulted in a favorable
response from government officials, including Governor Robert
Ehrlich, who addressed the rally and said, “In spirit, in practice,
and in philosophy we
are with you” Despite

a counter protest
organized by trial
attorneys, Maryland
State legislators passed
strong tort reform

with a cap on pain

and suffering and
limitations in who
could provide expert
witness court testimony.

It was heartwarming
to see the tangible
results when organized
medicine all got
together to promote a

5: ist 29._?' r
FOX-

e

o solution to a crisis that
hurts all physicians
and their patients in

NMEWS

Maryland.

Today the crisis is slowly returning as costs of practicing
medicine continue to rise while insurance payments do not.
Being an active member of your component and state medical
society is a solution I recommend so that you will have partners
you can count on when you most need the help.

Mark Seigel, MD, a practicing obstetrician-gynecologist in
Rockville, was president of MedChi in 2004. He was instrumental
in leading MedChi to effectively advocate for tort reform.
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Maryland’s Cap..., continued from pg. 3

Where the Cap Stands Now

As of January 1, 2025, the cap on noneconomic damages in
medical liability cases is $905,000 for personal injury and
$1,131,250 for wrongful death involving two or more claimants
or beneficiaries.

Since 1994, the Maryland General Assembly has considered
numerous bills seeking to modify the noneconomic damages
caps for medical liability and general liability cases, including
attempts to raise or alter the caps or repeal the caps entirely.

In the current session of the General Assembly, House Bill 113
and Senate Bill 584 have been introduced to repeal the cap on
noneconomic damages in general liability cases. Although these
bills do not directly affect the cap on noneconomic damages in
medical liability cases, a repeal of the noneconomic damages
cap in general liability cases will likely open the floodgates to
judicial challenges that seek to invalidate the noneconomic
damages cap applicable to medical liability cases.

A plaintiff who has proven negligence to a jury is entitled

to compensation. However, pain and suffering and other
noneconomic damages are inherently subjective and
unquantifiable. Well aware of that reality, Maryland’s lawmakers
nearly 40 years ago enacted caps on noneconomic damages.

In cases of medical liability, the noneconomic damages cap
recognizes the need for plaintiffs to be fairly compensated for
their loss while also recognizing the need to protect physicians
from the risk of unlimited damage awards. The cap allows
Maryland Physicians to deliver quality care and avoid seeing
each of their patients as a “potential plaintift”

So much has changed since 1986, but the reasons for keeping
the current caps in place have not. Medical Mutual stands with
MedChi and all Maryland Physicians in opposing any attempts
to repeal or weaken the noneconomic damages caps.

Alexis R. Braun, Esq., is an Assistant Vice President and Associate
General Counsel for Medical Mutual Liability Insurance Society
of Maryland

Liability laws vary from state to state. Scan the codes below
to learn about medical liability laws in your state and across
the country.
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Medical Malpractice Insurance, continued from pg. 11

Medical malpractice laws vary significantly from state to state.
Unlike other states, Maryland does not mandate physicians to
carry malpractice insurance. However, those without coverage
must notify new patients in writing — a disclosure that could

influence a patient’s decision when choosing a doctor.

Many physicians mistakenly believe that malpractice insurance
is prohibitively expensive, but premiums are primarily
determined by factors such as specialty, experience, and claim
history. One of the biggest cost factors is the state in which the
physician practices. According to Chris Harrop of MGMA,
nearly 70 percent of medical groups nationwide have seen
increases in malpractice premiums. Thankfully in Maryland
most providers have not faced significant rate hikes in recent
years. To manage these costs, many individual providers are
joining larger practices that offer coverage — often at the cost of
some autonomy in practice management.

Another complex law that varies from state to state is the
misconception that offering an apology to a patient could
prevent a lawsuit. In Maryland, physicians are allowed to express
sympathy to patients or their families, but any admission of fault
is not protected under the law. Navigating these nuances is vital
for maintaining patient relationships and legal protection.

While no one can predict the future, having malpractice
insurance does provide peace of mind. Legal battles are costly,
even if a claim is ultimately dismissed. Defense expenses

can escalate quickly, especially given the lengthy nature

of malpractice litigation. Without insurance, independent
practitioners and smaller practices may struggle to absorb these
costs. Malpractice insurance is a worthwhile investment in your
career, your practice, and your peace of mind.

Greg Viccica is the Marketing Operations Specialist at Unity
Insurance and may be reached at Greg@unityinsurance.co.

Have you followed us on Social Media?

Connect with us on social media for relevant content, important
MedChi updates, networking opportunities, and more.
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Malpractice Premium Costs Creep Up as Medical Practices Work to Curb Expenses
Chris Harrop

Medical groups are feeling
the pinch of rising expenses
in many areas, including the
costs of medical malpractice
insurance for physicians.

An August 6, 2024, MGMA
Stat poll found that nearly
seven in ten (68 percent)
medical groups reported an
increase in their doctors’
malpractice premiums since
2022, while 31 percent noted these costs stayed the same over
the past two years. Only 1 percent of respondents noted they
saw malpractice premiums decrease over that period. Among
medical groups with increased premiums, there was an average
11 percent increase since 2022.

The poll had 311 applicable responses. The poll results show an
even greater share of medical groups facing higher premiums
compared to what respondents reported in a June 28, 2022,
MGMA Stat poll in which 62 percent of practices reported that
premiums had increased for their physicians since 2020.!
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Liability coverage changes as industry shifts

Amid rapid consolidation and increased levels of employed

physicians, the ways in which doctors are covered for

professional liability has changed, too. According to Medscape’s

2023 malpractice report:

«  About 88 percent of employed physicians don’t cover their
own premiums.

e Only 7 percent of employed physicians pay for their
malpractice premiums in full, and another 6 percent only
pay part of the premiums.?

Just like most other sectors, the insurance industry has quickly
adopted artificial intelligence (AI) to assist in developing new
actuarial models based on large datasets to “establish a more
comprehensive understanding of risk factors” that enable
“better and more specific underwriting decisions,” according to
Risk Management.’

Additionally, so-called “mega verdicts” have made headlines,

as data from reinsurance group TransRe points to increasing
numbers of large monetary amounts ordered in malpractice
verdicts, as reported by Medscape: "2023 blew away every
record previously set among high medical malpractice verdicts,"
said Richard Henderson, senior vice president for TransRe. "If
we look at the 50 largest verdicts in 2023 and average them out,
we have a higher monetary amount than any other year

Get your money’s worth

Malpractice insurers often provide a variety of training
programs for physicians to reduce the risk of medical errors and
improve patient care. These programs are designed to mitigate
potential claims and enhance the overall quality of health care.

Typical types of training offered by malpractice insurers include
risk management training and legal and ethical training,
sometimes with the potential to earn continuing medical
education (CME) credits. This might be a helpful way to
address topics such as communication, patient safety, informed
consent, confidentiality and handling difficult conversations.

Tips to avoid lawsuits

A dual focus on quality and risk management in medical
practices is a valuable driver of positive care outcomes and
mitigating the potential for adverse events that lead to lawsuits.
Cristy Good, MPH, MBA, CPC, CMPE, senior advisor,
MGMA, offered these tips for reducing the chance of a lawsuit:

o Beware of disruptive providers in your practice who drive
up malpractice claims.

o Beware of disruptive patients and terminate physician-
patient relationship according to your state’s laws.

o Encourage communication between providers and patients.

o Perform regular self-audits to ensure compliance.

o Perform root cause analysis (RCA) with aid of counsel to
cover it under attorney-client privilege.

«  Encourage operational improvement.’

Chris Harrop is senior editorial manager, MGMA. He can be
reached at charrop@mgma.com. For note sources, please email
Chris Harrop at charrop@mgma.com.

Volume 26, Issue 1

15


mailto:charrop%40mgma.com?subject=
mailto:charrop%40mgma.com?subject=

16

Cover Story

Medical Liability, continued from pg. 7

(CMS) and allies were successful in reaching a compromise that
maintains liability caps and preserves peer review. Reaching
these compromises also helped CMA and CMS to avoid costly
ballot fights. It would not be surprising if other states saw
similar ballot initiatives.

There is an upward trend in legislative efforts to weaken
wrongful death laws by increasing caps and/or expanding the
types of individuals who can sue a for wrongful death. For
example, in late December 2024, New York Governor Hochul
vetoed for the third-year legislation that would have increased
physicians’ and others’ liability exposure under the state’s
wrongful death statute. Governor Hochul vetoed the legislation
in part because it “would increase already high insurance
burdens on families and small businesses and further strain
already-distressed healthcare workers and institutions” which
would be “particularly challenging for struggling hospitals in
underserved communities” Other states have seen wrongful
death activity—since 2023, New Hampshire, Maine, New Jersey,
and Rhode Island have raised their cap on non-economic
damages or expanded the class of individuals who may bring

a wrongful death lawsuit. Other trends include prejudgment
interest on judgments, statutes of limitation, collateral source,
and attempts to deal with “phantom damages” While little

if any medical liability legislation has yet to be enacted, rest
assured that the AMA very closely monitors any legislative
medical liability proposals that impact physicians and is always
ready to help organized medicine.

The increase in the size of jury verdicts and attempts to roll
back liability protections may be a reason why we appear

to be entering a “hard market” with respect to medical

liability insurance premiums. A 2023 AMA Policy Research
Perspectives found, for the fourth year in a row, a prevalence
of medical liability insurance premium increases that has not
been seen since 2000s.3 The AMA plans to publish an update
to this Policy Research Perspectives in 2025. The AMA will also
be updating the 2024 version of “Medical Liability Reform -
Now!™

While organized medicine is facing new medical liability
challenges, both legal and non-legal, e.g., social inflation,
organized medicine can defeat or mitigate legislative challenges
as well as promote its own initiatives. The AMA has many
resources that can help organized medicine, e.g., model

bills, fifty-state surveys, etc. An exciting new resource is the
“Your Care is at Our Core” campaign, which is intended to
strengthen the bond between physicians and patients. This
campaign is a collaborative advocacy effort involving the AMA
and select state medical societies, and sometimes, medical

Maryland Medicine

liability insurers, and MedChi is one of the first state medical
associations participating in the campaign.® The AMA and
MedChi stand together in advocating for physicians, whether
the issue is medical liability or other organized medicine’s
advocacy priorities..

As expected, bills addressing the gamut of medical liability
reforms have been introduced in state legislatures and the AMA
tracks these bills very closely and is available to work with its
partners in organized medicine wanting to engage in medical
liability advocacy.

Wes Cleveland is the Senior Attorney for the American Medical
Association (AMA). Allen Hardiman, PhD, is a Senior
Economist at the AMA.
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Senator Clarence Lam, MD, Named Chair
of Executive Nominations Committee

An exciting milestone
has been reached in
the 447th session of
the Maryland General

| Assembly. Senate
President Bill Ferguson
announced that
MedChi member and
State Senator Clarence
Lam, MD (District 12,
Anne Arundel County
& Howard County),
has been appointed as chair of the Executive Nominations
Committee. This appointment recognizes Senator Lam’s
longstanding leadership in legislative oversight and marks an
historic first, as he becomes the first Asian American to chair a
standing committee in the Maryland Senate.

Senator Lam, who has been a dedicated member of the
Executive Nominations Committee, will now play a pivotal
role in holding the Governor’s cabinet and other senior officials
accountable. His experience includes four years as chair of the
Joint Audit and Evaluation Committee, where he led efforts

to identify and address inefficiencies, waste, and fraud in
government operations.

“I am honored to serve in this leadership position, which
will allow me to work even more effectively for our district,”
Senator Lam stated. “Oversight is a crucial responsibility of
the legislature, ensuring that the Executive Branch acts in
accordance with the state’s laws and regulations.”

As he steps into this new role, Senator Lam invites his
constituents to share their priorities for the legislative session
through a feedback form, underscoring his commitment to
collaboration and public input.

MedChi congratulates Senator Lam on this well-deserved
advancement and looks forward to his continued leadership in
the Maryland General Assembly.

MedChi & Component News

MCMS Sets Direction for the Future

Susan G. D’Antoni, FAAMSE

Last fall, the Executive
Board of MCMS initiated a
strategic planning process
to determine the direction
of the medical society. With
the significant changes in =
medicine in Maryland and | ‘hd
throughout the country, I
medical associations must .
be committed to assessing their relevance and value.

A

The Executive Board formed five workgroups: (1) Relevance &
Value; (2) Public Health Priorities; (3) Leadership Development;
(4) Stakeholder Relations; and (5) Operational and Financial
Sustainability. Member participation was invited in all of the
workgroups to ensure various perspectives. Each workgroup
met three times in the fall and presented their goals, strategies,
priorities, and tactics to the Executive Board at the January
meeting. Since then, the leaders and staff have been evaluating
the resources required to achieve the many high priorities. At
the March 12 Executive Board meeting, the leadership will
consider the final plan and appropriate the budget needed to
remain relevant and to provide value to MCMS members. The
Society will then share the outcomes of the planning process
with its current and future members to promote the Society’s
renewed relevance and value to today’s practicing physician.

In addition to the demands of the planning process, MCMS
continues to be active in legislative affairs and networking
events for their members. MCMS assisted MedChi in planning
annual Capitol Hill visits in February in conjunction with the
American Medical Association’s National Advocacy Conference.
MCMS also coordinated its annual Physician House Call on
Annapolis on Feb. 19, meeting with more than fifteen senators
and delegates about tort reform, scope of practice, insurance
coverage challenges, and the AHEAD model. On Feb. 20,

more than forty women physician members convened for the
Society’s annual Red Dress Event at the lovely home of Irfana
Ali, MD. The theme was Empowerment and featured Ilse Levin,
DO, MCMS Member and AMA Board of Trustees member,
who noted how she became involved in organized medicine.
Physician members were encouraged to share how they define
empowerment in their communities, their families, and in

their profession. Practice development through networking is a
critical component of MCMS’ value to its members.

Susan G. DAntoni is CEO of Montgomery County Medical Society
and can be reached at sdantoni@montgomerymedicine.org.
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Inaugural Jensen Advocacy Award
Presented By BC(MS

Allan D. Jensen, MD (pictured right), former president
of Baltimore City Medical Society and MedChi, has long
championed the need for advocacy efforts to benefit the
profession of medicine and patient care.

In recognition of Dr. Jensen’s ongoing commitment to local and
state advocacy efforts, BCMS board of directors established the
Allan D. Jensen, MD, Advocacy Award. The inaugural Award
was presented to Lynda Dee, JD, co-founder of AIDS Action
Network in Baltimore.

Maryland Medicine

#FIXMEDICARENOW: Maryland
Physicians Lobby the Hill

Despite the snowfall on the afternoon of February 11, more
than twenty Maryland physicians headed to Capitol Hill

to lobby all ten members of the Maryland Congressional
delegation to talk with them about senior patients” access
issues. The Hill visits were coordinated by MCMS’ CEO Susan
D’Antoni on behalf of MedChi and in conjunction with the
AMAS’ National Advocacy Conference, which was attended by
physician advocates from every state.

Of greatest importance was requesting co-sponsorship of HR
879, the Medicare Patient Access and Practice Stablization
Act, which is a bipartisan effort to address the 2.83 percent
Medicare cut and provide a 2 percent update before mid-
March when the budget for the year is approved. This
legislation would prospectively cancel the physician payment

cut that took effect January 1, and would take effect on April

1. The measure has already gathered sixty-three bipartisan co-

Sponsors.

During Maryland physicians’ visits, most of Maryland’s elected
officials were supportive of this legislation, and three new co-
sponsors were enlisted, including Rep. Steny Hoyer, Rep. Glenn
Ivey, and Rep. Johnny Olszewski. Representative Andy Harris,
MD, was already a co-sponsor.
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Torts, Tortes, Tarts, and Tortugas
Barton Gershen, MDYt

Classic Word Rounds

This article originally appeared in the Spring, 2005 issue of Maryland Medicine

The subject of tort reform is on President Bush’s political agenda,
as it has been on medicine’s for many years. A tort is an injurious
or wrongful act involving liability, for which a civil suit may

be instituted. The term derives from Latin torquere: “to twist,”
the past participle of which is tortum. It suggests that the tables
have been turned (twisted) on the defendant, and the court

will provide a redress for the plaintiff’s grievances. The term
torque, a measure of a force’s tendency to produce torsion, also
derives from torquere. Torsion may also be used for purposes of
torture, as when arms are twisted beyond their normal limits of
supination or pronation. (The infamous Tomas de Torquemado
[1420-1498], the first Grand Inquisitor of Spain, tortured and
burned at the stake thousands of Spanish Jews and Muslims
who, though having nominally converted to Christianity, were
still secretly practicing their own religions. Although “torque”

is present in his name, it does not derive from the Latin “to
twist” His surname stems from his birthplace: Torquemado, a
small town near the city of Valladolid in northern Spain. The
name Torquemado derives from the Latin turris cremata: “burnt
tower;” a historic landmark within his native village.)

Several words emanate from torquere (“to twist”) and its past
participle tortum; words such as retort (a remark that is “twisted
back” at an antagonist), contort and distort (methods of
deforming or altering oneself, a speech, or a conversation), and
extort (twisting something out of someone else’s possession).

A tornado (from Spanish tornar: “to turn,” which is derived,

in turn, from Latin torquere) is literally a “twister;” and a torch
was originally a light produced by twisting flammable material
around the end of a stick and setting it on fire.

In ancient Rome flour was kneaded, rolled, and baked into a
twisted bread called a torta, from which term we derive the
torte—in this case, a rich cake made with many eggs and chopped
nuts. Also from that Latin term torta, a baked disk of unleavened
bread is known as a tortilla in Mexico. Furthermore, with but

a slight alteration in spelling, the torte becomes a tart: “a small
open pie with a sweet filling”” (This definition should also clarify
the word’s slangy meaning for “prostitute’”)

A spasmodic contraction of the neck muscles, causing the head
to be drawn to one side and the chin tilted to the opposite, is
known as “wry neck” or torticollis (from Latin tortus: “twisted”
and collum: “neck”). The Latin collum is evident in words such
as collar and accolade (“an expression of approval”), the latter
term deriving from the medieval knighthood ceremony in
which the king taps the recipient on the neck with his sword
and kisses his cheek.

South and west of Key West, Florida there is a long chain of coral
islands extending into the Gulf of Mexico. They were discovered
by the Spanish explorer Juan Ponce de Leon in 1513, who named
the entire chain after the large tortoises that inhabited the tiny
islands. In Spanish, turtles were known as tortugas, and since
these islands were principally arid, sandy beaches, they have
been called the Dry Tortugas. Tortoises were initially named
from the Latin tartarucha: “arising in the underworld,” a vestige
of an ancient Roman legend that attempted to explain the origin
of these remarkable creatures. Tartarucha was subsequently
modified by the Latin torquere, owing to the twisted shape

of the animal’s feet. This ultimately established the Spanish

term tortugas (“turtle”) and its English counterpart, tortoise.
(Another Spanish word for tortoise is galapagos, a title bestowed
on the volcanic islands located west of Ecuador, renowned for
their giant tortoises, finches, flightless cormorants, and marine
iguanas. The islands were made famous by Charles Darwin
during his voyage on the Beagle in 1835.)

Small, low islands composed of coral or sand, such as those
encompassing much of southern Florida, are also known in
Spanish as quays—from which our anglicized term (Florida)
Keys is derived. The outermost seven islands of the Dry
Tortugas are largely uninhabited. Fort Jefferson National
Monument, located on Garden Key within the Tortugas, is
the largest all-masonry fort in the western hemisphere. It
once served as a Union prison during and after the Civil War,
and housed several of the alleged conspirators in the Lincoln
assassination, including Dr. Samuel Mudd.

It was Dr. Mudd, you may recall, who admitted two men to his
home near Bryantown, Maryland, at 4:00 A.M. on April 15,
1865. One of the men had a fractured left fibula. Dr. Mudd, an
1856 graduate of the University of Maryland School of Medicine
and a general practitioner, set the traveler’s leg and ordered his
handyman John Best to fashion a pair of crutches for the patient.
The two strangers remained at Mudd’s home for another 12
hours, then departed on horseback for southern Virginia. Early
in the morning of April 26, federal authorities trapped the two
men in a barn at Garrett’s farm near Port Royal, Virginia. One
of them surrendered, the other, the man with the fractured

leg, refused to yield and was shot dead by a Sergeant Boston
Corbett. The dead man was John Wilkes Booth who, two weeks
previously, at 10:15 PM. on the night of April 14, 1865, had shot
president Abraham Lincoln in the back of the head.

continued on page 20
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Classic Word Rounds, continued from pg. 19

Seven people were subsequently tried by a military tribunal,
charged with conspiracy in the assassination of President
Lincoln and the attempted assassinations of Vice-president
Andrew Johnson and Secretary of State William Seward. Four
of them were hanged on July 7, 1865. The other three, including
Dr. Samuel Mudd, were sentenced to life imprisonment at Fort
Jefterson Federal Prison in the Dry Tortugas.

In the summer of 1867, an epidemic of yellow fever erupted
within the prison. Dr. Mudd, himself ill with the viral disease,
labored throughout the outbreak to treat his fellow prisoners.
As a consequence of this action, in 1869 President Johnson
pardoned Mudd, who returned to his family and ultimately
to his general practice. Historians remain divided to this day
regarding Mudd’s innocence in the Lincoln killing, and it is
unlikely that we will ever be certain.

One final note on the verbal progeny of the Latin torquere:

“to twist” It has been recognized that patients with a long

Q-T interval on their electrocardiogram may be prone to a
specific and dramatic form of ventricular tachycardia. The ECG
morphology of the ventricular complexes during such events
varies from upright to inverted within the same lead—described
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by some as a “twisting or turning of the QRS on its axis” This
form of ventricular tachycardia has been labeled torsade de
pointes (French torsade derived from Latin torquere: “a turning
or twisting” and French pointes: “points,” referring to the
sharp-angled R and S waves of the ventricular QRS complex).
Prolongation of the Q-T interval observed during normal
sinus rhythm may be congenital (the Jervell and Lange-Nielsen
Syndrome or the Romano-Ward Syndrome), may be acquired
as a result of hypokalemia, hypomagnesemia, or through the
use of such drugs as quinidine, procainamide, phenothiazines,
some macrolide antibiotics, certain antidepressants, etc.

Failure to recognize the specific nature of ventricular
tachycardia due to torsade de pointes might result in ineffective
or even harmful forms of therapy.

And, thus, the entire incident could end as a tort.

tBarton Gershen, MD, former Editor Emeritus of Maryland
Medicine, passed away in 2021. He authored many Word
Rounds for Maryland Medicine and published two books,
one of which is still available for purchase on Amazon (Word
Rounds: A History of Words (Both Medical and Non-Medical)
and Their Relationship to One Another).




MedChi’s Newest Physician Members

Member News

MedChi welcomes the following new members, who joined between January 1, 2025, and February 18, 2025.

Ahmed Abu-Haniyeh, MD — Tidal Health - EMPLOYED
Physicians
Sara Acosta, MD — Mid-Atlantic Permanente Medical Group
Mavis Agyeiwaah, MD — Mid-Atlantic Permanente Medical
Group
Arfa Ahmad, MD — Tidal Health - EMPLOYED Physicians
Ashish Ahuja, MD — Mid-Atlantic Permanente Medical Group
Jason Alan Smith, DO — Chesapeake Urology
Sunu Alexander, MD — Mid-Atlantic Permanente Medical Group
Nicole Alu, DO — Tidal Health - EMPLOYED Physicians
Neil Anjan Basumallik, MD — Tidal Health - EMPLOYED
Physicians
John A. Appiott, DO — Tidal Health - EMPLOYED Physicians
Sabaina Arshad, MD — Mid-Atlantic Permanente Medical Group
Yaa Asante, MD — Mid-Atlantic Permanente Medical Group
Aaron Dominic Ates, MD — Tidal Health - EMPLOYED
Physicians
Michael R. Atkins, MD — Tidal Health - EMPLOYED Physicians
Raheel Awan, MD — Mid-Atlantic Permanente Medical Group
Sandar Aye, MD — Tidal Health - EMPLOYED Physicians
Sandeep Bagla, MD — Chesapeake Urology
Zachary Baker, MD — Tidal Health - EMPLOYED Physicians
Rhondee Baldi, MD — Mid-Atlantic Permanente Medical Group
Letitia Banks, DO — Tidal Health - EMPLOYED Physicians
Tiffany Bell, MD — Mid-Atlantic Permanente Medical Group
Julie A. Berry, MD — Tidal Health - EMPLOYED Physicians
Salman Z. Bhat, MD — Tidal Health - EMPLOYED Physicians
William Bryan Bishop, III, DO — Emergency Service Associates,
PA
Jerrold S. Canakis, MD — Tidal Health - EMPLOYED Physicians
Monica Chan, MD — Mid-Atlantic Permanente Medical Group
Lan Chang, MD — Mid-Atlantic Permanente Medical Group
Halim Charbel, MD — Tidal Health - EMPLOYED Physicians
Karan Chawdhary, MD — Mid-Atlantic Permanente Medical
Group
Alexander Choi, MD — Mid-Atlantic Permanente Medical Group
Victoria Clark, MD — Mid-Atlantic Permanente Medical Group
Steven Cocciardi, MD — Mid-Atlantic Permanente Medical Group
Nicholas E. Colazzo, MD — Emergency Service Associates, P.A.
Salima Conteh, MD — Mid-Atlantic Permanente Medical Group
David Da Rocha-Afodu, MD — Mid-Atlantic Permanente Medical

Group

Dalgis Dunker Del Rosario, MD — Mid-Atlantic Permanente
Medical Group

Melissa Claire DeVito, MD — Tidal Health - EMPLOYED
Physicians

Rajat Dhand, MD — Tidal Health - EMPLOYED Physicians

Max R. Drescher, MD — Chesapeake Urology

Sajid Ehsan, MD — Tidal Health - EMPLOYED Physicians

Eric R. Eidelman, MD — Chesapeake Urology

Simona C. Eng, DO — Tidal Health - EMPLOYED Physicians

Olabimpe Fashanu, MD — Evicore Healthcare

Elizabeth Fasika, MD — Tidal Health - EMPLOYED Physicians

Debebe Fikremariam, MD — Tidal Health - EMPLOYED
Physicians

Cecily FitzGerald, MD — Mid-Atlantic Permanente Medical
Group

Jacqueline Fleuriscar, MD — Mid-Atlantic Permanente Medical
Group

Timothy Frazier, MD — Premier Orthopedics, P.A.

Liam Gaugh, MD — Mid- Atlantic Permanente Medical Group

Rewina Gebrechristos, MD — Mid-Atlantic Permanente Medical
Group

Martha Getachew, MD — Mid-Atlantic Permanente Medical
Group

Asma Ghafoor, MD — Mid-Atlantic Permanente Medical Group

Biswajit Ghosh, MD — Tidal Health - EMPLOYED Physicians

Steven L. Gibson, MD — Tidal Health - EMPLOYED Physicians

Frederick Goodwin Jr.,, MD — Mid-Atlantic Permanente Medical
Group

Kwame Gyasi, MD — Patient First

Nicole Ha, DO — Mid-Atlantic Permanente Medical Group

Sarah Hall, MD — Mid-Atlantic Permanente Medical Group

Trudy R. Hall, MD — Tidal Health - EMPLOYED Physicians

Max Clayton Hamaker, MD — Chesapeake Ortho & Sports
Medicine

Usaid Hasan, MD — Tidal Health - EMPLOYED Physicians

James Hatten, MD — Mid-Atlantic Permanente Medical Group

Pamela J. Howard, MD — Neurology Center

Tania L. Hudson, MD — Tidal Health - EMPLOYED Physicians

Miranda Hunter, MD — Mid-Atlantic Permanente Medical Group

Qamar Igbal, MD — Tidal Health - EMPLOYED Physicians

Andrew Jacobs, MD — Tidal Health - EMPLOYED Physicians

Geetanjali Johri, MD — Tidal Health - EMPLOYED Physicians

Aser Kandil, MD — Tidal Health - EMPLOYED Physicians

Vijay Kumar Karumbunathan, MD — Tidal Health - EMPLOYED
Physicians

Scott Kaufman, DO — Tidal Health - EMPLOYED Physicians

Rajwinder Kaur, MD — Mid-Atlantic Permanente Medical Group

Navneet Khaira, MD — Tidal Health - EMPLOYED Physicians

Ovais Khalid, MD — Tidal Health - EMPLOYED Physicians

Ahmad Khawaja, DO — Mid-Atlantic Permanente Medical Group

Arsalan Khawaja, MD — Mid-Atlantic Permanente Medical Group

Pankaj Kheterpal, MD — Charm City Healthcare LLC

Eric Daniel Klotz, DO — Emergency Service Associates, P.A.

Christopher Knaus, MD — Mid-Atlantic Permanente Medical
Group

Gopal C. Kowdley, MD — Tidal Health - EMPLOYED Physicians

Matthew William Kramp, DO — Patient First

Justin Ryan Kucinski, DO — Tidal Health - EMPLOYED
Physicians

Katherine L. Layton, MD — Tidal Health - EMPLOYED Physicians

Jeftrey Laczek, MD — Mid-Atlantic Permanente Medical Group

Thomas J. Lang, MD, PhD — Arthritis Care Specialists of
Maryland

Alicia Lee, MD — Mid- Atlantic Permanente Medical Group

Ju Young Lee, MD — Mid-Atlantic Permanente Medical Group

Phung Levin, DO — Emergency Service Associates, P.A.

Sarah Lichenstein, MD — Mid-Atlantic Permanente Medical
Group
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Kavya Lingappan, MD — Mid-Atlantic Permanente Medical
Group

Stephan Maman, MD — Mid- Atlantic Permanente Medical Group

Geoffrey V. Martin, MD — Chesapeake Urology

Pardeep Masuta, MD — Tidal Health - EMPLOYED Physicians

Nimmy Mathew, MD — Tidal Health - EMPLOYED Physicians

Lauren M. McGovern, MD — Tidal Health - EMPLOYED
Physicians

John McKnight, MD — Tidal Health - EMPLOYED Physicians

Elizabeth Melton-Mendoza, MD — Mid-Atlantic Permanente
Medical Group

Richard Michael Smith, MD — OrthoMaryland

Samuel Milbin, MD — Mid-Atlantic Permanente Medical Group

Kyle Miller, MD — Mid-Atlantic Permanente Medical Group

Milad Mirmomen, MD — Mid-Atlantic Permanente Medical
Group

Joseph Monye, MD — Mid-Atlantic Permanente Medical Group

Amrita Mukherjee, DO — Comprehensive Primary Care, LLC

Mirrah Mumtaz, MD — Mid- Atlantic Permanente Medical Group

Eric Munoz, MD — Tidal Health - EMPLOYED Physicians

Patrick Narcisse, MD — Mid-Atlantic Permanente Medical Group

Iliana Neumann, MD — Comprehensive Primary Care, LLC

Khanh Kim Nguyen, MD — Comprehensive Primary Care, LLC

Waroot Nimjareansuk, MD — Mid-Atlantic Permanente Medical
Group

Meena Noori, MD — Mid-Atlantic Permanente Medical Group

Veronica C. Obodo-Eckblad, MD — Patient First

Amy O’Boyle, MD — Mid-Atlantic Permanente Medical Group

John O’Boyle, MD — Mid-Atlantic Permanente Medical Group

Tolulope Odedokun, MD — Mid-Atlantic Permanente Medical
Group

Kim Ohaegbulam, MD — Mid-Atlantic Permanente Medical
Group

Mariam Olujide, MD — Mid-Atlantic Permanente Medical Group

Ahmed Omar, MD — Tidal Health - EMPLOYED Physicians

Akhil Parashar, MD — Tidal Health - EMPLOYED Physicians

Christina Park, MD — Mid-Atlantic Permanente Medical Group

Robert Paschall, DO — Tidal Health - EMPLOYED Physicians

Arsheya A. Patel, MD — Rosenstein, Khan, Forman & Walters,
MD

Krishna Patel, MD — Mid-Atlantic Permanente Medical Group

Andy H. Pierre, MD — Tidal Health - EMPLOYED Physicians

Aneesh Krishna Pirlamarla, MD — Associates in Radiation
Medicine

Tamika Queen, MD — Mid-Atlantic Permanente Medical Group

Karthik Ramireddy, MD — Tidal Health - EMPLOYED Physicians

Jessica Rea, MD — Mid-Atlantic Permanente Medical Group

Jessica Reddy, MD — Mid-Atlantic Permanente Medical Group

John P. Reilly, MD — Tidal Health - EMPLOYED Physicians

Jessica Rhee, MD — Mid-Atlantic Permanente Medical Group

Ramon Riojas, MD — Tidal Health - EMPLOYED Physicians

Jacqueline Ryaboy, MD — Mid-Atlantic Permanente Medical
Group

Mohammad Saad, MD — Tidal Health - EMPLOYED Physicians

Manjyot Saini, MD — Tidal Health - EMPLOYED Physicians

Maryland Medicine

Yashvir S. Sangwan, MD — Tidal Health - EMPLOYED Physicians

Yekaterina Schultz, MD — Mid-Atlantic Permanente Medical
Group

David L. Sechler, MD — Tidal Health - EMPLOYED Physicians

Faisal Shabbir, MD — Mid- Atlantic Permanente Medical Group

Shideh Shadan, MD — Mid-Atlantic Permanente Medical Group

Rahul K. Shah, MD, MBA — American Academy of
Otolaryngology

Sophia F. Shakur, MD — Tidal Health - EMPLOYED Physicians

Sonia Sharma, MD — Mid-Atlantic Permanente Medical Group

Fatima Shekhani, MD — Mid-Atlantic Permanente Medical Group

Makondo Shimukowa, MD — Tidal Health - EMPLOYED
Physicians

Maninder Singh, MD — Tidal Health - EMPLOYED Physicians

John M. Snowden, MD — Tidal Health - EMPLOYED Physicians

Vikram S. Sodhi, MD — Patient First

Shahabuddin Soherwardi, MD — Tidal Health - EMPLOYED
Physicians

Bharati Srivastava, MD — Mid-Atlantic Permanente Medical
Group

Ann E. Starchman, MD — Pediatric Assoc. of Montgomery Cnty,
PA.

Heather Suss, MD

Yordanos Teferra, MD — Mid-Atlantic Permanente Medical Group

Rhea Thompson-Sitney, MD — Mid-Atlantic Permanente Medical
Group

Iddrisu Tia, MD — Mid- Atlantic Permanente Medical Group

Ashish Toila, MD — Patient First

Arooge Towheed , MD — Tidal Health - EMPLOYED Physicians

Danny Bao Hoang Tran, DO — Comprehensive Primary Care,
LLC

Eda Turgut, MD — Mid-Atlantic Permanente Medical Group

Jason Valladares, MD — Mid-Atlantic Permanente Medical Group

Natalia L. Arias Villela, MD — Chesapeake Urology

Christopher Wagner, MD — Spring Grove Hospital Center

Gillian Walcott, MD — Mid-Atlantic Permanente Medical Group

Katherine A. Walker, MD — Chesapeake Urology

Eric Wallace, MD — Mid-Atlantic Permanente Medical Group

Yujuan Wang, MD — Patient First

Luisa Watts, MD — Elliott & Wargotz Pathologists, LLC

Kurt E. Wehberg, MD — Tidal Health - EMPLOYED Physicians

Mark Weisman, MD — Tidal Health - EMPLOYED Physicians

Sariah Wesley, MD — Mid-Atlantic Permanente Medical Group

Venuka Wick, MD — Comprehensive Primary Care, LLC

Jocelyn B. Wood, MD — Patient First

Andrew Yancone, MD — Mid-Atlantic Permanente Medical Group

Boyana Yankulova, MD — Mid-Atlantic Permanente Medical
Group

Emnet Yibeltal, MD — Patient First

Stephen Yoon, MD — Mid-Atlantic Permanente Medical Group

Adnan Younus, MD — Tidal Health - EMPLOYED Physicians

Amy Zerden, MD — Mid-Atlantic Permanente Medical Group

Dou Zhang, MD — Mid-Atlantic Permanente Medical Group

Bin Zhao, MD, PhD — Elliott & Wargotz Pathologists, LLC



MedChi History

Malpractice in the Early Days of Maryland Medicine

The first mention of malpractice in Maryland was in 1655. Peter Sharp,

chirurgeon (b. 1623, d.1672), sued Peter Godson, MD, for malpractice
in killing a patient by “taking too much blood.” The case was referred
to men of skill and ability to “judge the action”

From its earliest days, working against quackery and pretenders to the
medical arts has always been MedChi’s goal. “Few physicians among
us are eminent for their skill. Quacks abound like locusts in Egypt. The
profession is under no kind of regulation. We have no law to protect
the lives of the King’s subjects from the malpractice of pretenders. Any
man at his pleasure sets up for physician apothecary and chirurgeon.
No candidates are either examined or licensed or even sworn to fair
practice” These words, from the Medical Annals of Maryland, are
printed in the first section of the book, explaining why the Medical &
Chirurgical Faculty of Maryland was originally founded. “Physicians”
were practicing with no training and no regulation, and no recourse
existed for patients who had been harmed.
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Pictured above is a handwritten “lecture ticket.” In the
early years of medical school, students purchased tickets
to lectures on medicine, eventually garnering enough to
become certified physicians.

Until 1765, there were no medical schools in America. Most educated physicians at the time studied at one of the medical
schools in Europe. In 1765, the College of Medicine in Philadelphia began graduating students including John Archer, the
first person to graduate from medical school in America, and one of MedChi’s founders. Other physicians studied medicine
under the system of preceptorship, where a more experienced physician worked with a student to develop clinical skills,

competence, and confidence.

Once MedChi established an examination system for physicians, and the number of physicians trained in medical schools

increased, citizens became more confident in their medical care.

Meg Fairfax Fielding is the Director of the History of Maryland Medicine. She can be reached at mfielding@medchi.org.

MedChi Calendar of Events

A complete list of MedChi and component events can be found at: http://www.medchi.org/Calendar-of-Events.

MARCH

18: MedChi Opioid Pain & Addiction Committee
Meeting
19: Baltimore City Medical Society “What Would You

23: Baltimore County Medical Association Board of
Governors’ Meeting & HOD Caucus

27: MedChi Spring House of Delegates Meeting

30: Charles County Medical Society Membership

Do?” Series Meeting

20: MedChi Board of Trustees Meeting MAY

26: Baltimore County Medical Association CME Event . ) . .

27: Maryland Sleep Society Board Meeting 1: Montgomery County Medical Society Installation of
Officers

APRIL 1: Maryland Sleep Society Spring Business Meeting

1: Washington County Medical Society Membership 7: Washington County Medical Society Membership

Meeting Meeting

10: Baltimore City Medical Society Board of Trustees
Meeting

7: Baltimore County Medical Association CME Event
8: Baltimore City Medical Society Board of Trustees

Meeting
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Maryland Behavioral Health Integration

in Pediatric Primary Care (BHIPP)

BHIPP Webinars

BHIPP provides monthly live webinars for
primary care, emergency medicine, and
behavioral health providers that focus on
pediatric behavioral health topics and skills. -
Free CME and CEU credit is available for
participation. Scan the QR code below for
more information and to register for
vpcoming BHIPP webinars
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