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Introduction: Defensive medicine is defined as medical practices performed by physicians for diagnosing and treating
their patients to protect themselves from the risk of criminal or civil actions. The use of defensive medicine is
frequently discussed all over the world due to consequent judicial processes and accompanying costs. Objective: This
study aimed to evaluate defensive medicine in general surgery, which is considered to be associated with a high risk of
medical malpractice suits. Method: The study was designed as a cross-sectional descriptive study. The universe of the
study comprised faculty members, specialists, and resident physicians working in the Trauma and Emergency Surgery
Outpatient Clinic and General Surgery Department of Istanbul University, School of Medicine. The 'Defensive
Medicine Behavior Scale' (DMBS) developed by Baser et al. was selected as a tool to collect study data[1]. The data
were collected in face-to-face interviews in January 2018. Results: Thirty-nine physicians participated in the study (n:
39). The mean age of the participants was 35.92 + 11.34 years (min: 25, max: 66). Of the participants, 79% were males
and 20.5% were females. The mean DMBS score was 43.30 £ 9.19 (min: 22, max: 66). Of the participants; 76.9%
reported that they heard about the concept of defensive medicine previously, 97.4% reported that defensive medicine
negatively affect the performance of physicians, and 56.4% reported that they were not adequately knowledgeable. A
statistically significant association was found between the knowledge level of surgeons and defensive medicine (p:
0.006). Discussion: It was found out that the participating physicians practiced defensive medicine at moderate levels
and that the knowledge level of physicians; who practiced defensive medicine more commonly, were high. The
concept of defensive medicine is still very new in our country; therefore, we are of the opinion that it should be
discussed more commonly in the academic environment.
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INTRODUCTION

Defensive medicine refers to a collection of
diagnostic tests, treatments, and procedures ordered by
the physician to avoid patient-filed lawsuits rather than
to diagnose and treat patients [2]. To avoid the risk of
being sued; physicians request several tests and perform
a lot of procedures and visits regardless of necessities,
or they reject high-risk patients [3, 4]. Defensive
medicine is categorized under two main headings as
positive defensive medicine and negative defensive
medicine [5]. Positive defensive medicine (assurance
behavior) practices add additional services accepted by
the service standards of the legal system only to avoid
negative consequences and malpractice suits rather than
providing marginal or medical benefits for the patient
[6]. Negative defensive medicine (avoidant behavior) is
performed by physicians to protect themselves against
legal risks. For example; rejecting high-risk procedures
and situations, avoiding invasive procedures, and

removing high-risk patients from operating lists are
such types of negative defensive practices [6].

A study investigating malpractice lawsuit
verdicts reports that general surgery is the third leading
branch of medicine with the third highest number of
malpractice suits at a rate of 11.5%. Similarly, several
other studies in the literature report general surgery
holding either of the first three ranks across other
specialties of medicine with a high number of
malpractice lawsuits filed against general surgeons [7—
17]. It is reported that general surgeons are found at
fault at a 33% rate in civil cases in local courts and that
they are found at 23% fault in criminal cases in local
courts [7]. Those high rates are associated with
intensive workload and communication issues [18-20].

Our study aimed to evaluate the physicians'
opinions about defensive medicine among surgeons
working in the field of general surgery; which is a
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medical specialty at high risk of being sued for
malpractice.

MATERIALS AND METHODS

The study was designed as a cross-sectional
descriptive study. The universe of the study comprised
faculty members, specialists, and resident physicians
working in the Trauma and Emergency Surgery
Outpatient Clinic and General Surgery Department of
Istanbul  University, School of Medicine. The
'Defensive  Medicine Behavior Scale’ (DMBS)
developed by Baser et al. was used for collecting study
data by using one of the most often used methods, the
face-to-face  interview technique. DMBS  was
administered in January 2018 to the faculty members,
specialists, and resident physicians working in the
General Surgery Department and the Department of
Trauma and Emergency Surgery [1]. The scale was
developed to grade and evaluate defensive medicine,
consisting of questions about socio-demographic data
and positive and negative defensive medicine. The
Likert scale was used for scoring the responses given to
questions about attitudes [1, 21, 22]. Positive negative
medicine practices were scored across 14 questions and
the potential responses to these questions included 'l
completely agree', ' | agree very much', 'l agree
moderately', 'l agree a little', and 'l do not agree at all’;
each answer representing 20% of the respondents. The
scores attributed to those answers were as follows: 'l
completely agree with these statements'=5 points, 'l
agree very much'=4 points, 'l agree moderately'=3
points, 'l agree a little'=2 points and 'l do not agree at
all'=1 point. A total score was found for each physician.
Aiming to grade physicians' attitude levels about
defensive medicine, the total scores obtained from the
scale were categorized as follows: very high levels: 70-
56 points, high levels: 55-42 points, moderate levels:
41-28 points, and low levels: 27-14 points. The
questions 15, 16, 17, and 18 scaled the level of
knowledge with yes or no answers, each representing
50% of the respondents [1,4].

Descriptive statistics were used in the
statistical analysis. Priorities were calculated and
tabulated based on percentage distributions. The
responses; 'l agree a little' and 'l do not agree at all' were
assigned to a 'no' answer; whereas the remaining ones
were assigned to the 'yes' category. The chi-square test
was used for testing the categorical data. The t-test was
used for the comparison of DMBS scores. A p-value of
<0.05 was considered statistically significant.

RESULTS

Thirty-nine surgeons working in the Trauma
and Emergency Outpatient Clinic and General Surgery
Department of Istanbul University's Istanbul School of

Medicine participated in the study. Of the participating
surgeons; 21 (53.8%) were resident physicians, 6
(15.4%) were professors, 6 (15.4%) were associate
professors, and 6 were specialists. Since participating in
the study was on a voluntary basis, a consent form was
obtained from the participants. Of the participating
surgeons, 31 (79.5%) were males and 8 (20.5%) were
females. While the mean age of the study participants
was 35.92 + 11.34 years, the mean age was 28.62 *
5.79 years in the resident physicians and 44.44 + 10.28
years in the group of specialists and faculty members.
The distribution of the participants' responses to the
DMBS questions is presented in Table 1.

It was observed that; compared to the
specialists and faculty members, resident physicians
ordered extra tests and provided their patients with as
many prescriptions as possible within the limits of
indication in order to protect themselves from liabilities
(p <0.05). Female surgeons more often ordered extra
tests and avoided patients with a high likelihood of
filing lawsuits compared to their male colleagues (p
0.05). No statistically significant differences were
observed in the positive and negative defensive
medicine behaviors between the specialists and faculty
members, males and females, and between the surgeons
experienced in a patient-physician relationship for
longer than 10 years compared to those with an
experience of shorter than 10 years.

While the residents in general surgery had
never been sued for malpractice cases, 33.3% of the
general surgeons and faculty members in general
surgery had been sued at least once due to medical
malpractice during their careers.

Defensive medicine practice behavior levels of
general surgeons are presented in Table 2. While
defensive medicine was moderately practiced by
general surgeons (specialists) and faculty members, it
was practiced at high levels by the resident general
surgeons. The distribution of the defensive medicine
practice attitude levels of the general surgeons by their
academic titles is presented in Table 3.

The majority of general surgeons practiced
defensive medicine at moderate and high levels. The
practice level of negative and positive defensive
medicine was not significantly different across resident
general surgeons, specialists, and faculty members (p>
0.05).

A statistically significant association was
found between the knowledge level of surgeons and
defensive medicine (p: 0.006).
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Table-1: Distribution of participant responses to DMSB questions

Questions about the level of positive | agree | agree very | agree | agree a I do not agree
defensive medicine behaviors completely much moderately little at all

1. In order to protect myself from legal risks, | 7 5 12 9 6

order tests for my patients other than what | (17.9%) (12.8%) (30.8%) (23.1%) (15.4%)
consider necessary.

2. In order to protect myself from legal risks, | 3 7 13 10 6
prescribe as much medicine as possible to my (7.7%) (17.9%) (33.3%) (25.6%) (15.4%)

patients as long as they are indicated.

3. In order to protect myself from legal risks, | 7 14 11 4 3
request extra consultations for my patients for (17.9%) (35.9%) (28.2%) (10.3%) (7.7%)
potential complications.

4. In order to protect myself from legal risks, | 3 9 5 12 10
hospitalize patients for reasons other than (7.7%) (23.1%) (12.8%) (30.8%) (25.6%)

indications (e.g. social admission).

5. In order to protect myself from legal risks, | 9 12 8 8 2
order imaging tests more often than | would do (23.1%) (30.8%) (20.5%) (20.5%) (5.1%)
normally do.

6. In order to protect myself from legal risks, | 11 15 9 2 2
explain medical practices in extra detailed (28.2%) (38.5%) (23.1%) (5.1%) (5.1%)
ways to my patients.

7. In order to protect myself from legal risks, | 5 7 19 7 1
allocate extra time for my patients. (12.8%) (17.9%) (48.7%) (17.9%) (2.6%)
8. In order to protect myself from legal risks, | 8 14 9 8 0
keep extra-detailed patient records. (20.5%) (35.9%) (23.1%) (20.5%) (0%)
9. In order to protect myself from legal risks, | 14 15 7 3 0
exercise extra care in informed consent (35.9%) (38.5%) (17.9%) (7.7%) (0%)
procedures.

Questions about the level of negative I agree | agree very I agree I agree a I do not agree
defensive medicine behaviors completely much moderately little at all
10. In order to protect myself from legal risks, | 6 3 14 12 4
avoid admitting patients likely to pose risks for (15.4%) (7.7%) (35.9%) (30.8%) (10.3%)
lawsuits.

11. In order to protect myself from legal risks, | 3 5 8 18 5
avoid patients with complex medical problems. (7.7%) (12.8%) (20.5%) (46.2%) (12.8%)
12. In order to protect myself from legal risks, | 1 4 11 15 8
avoid treatment protocols associated with high (2.6%) (10.3%) (28.2%) (38.5%) (20.5%)
complication rates.

13. In order to protect myself from legal risks, | 1 2 8 17 11
tend to prefer non-invasive treatment protocols (2.6%) (5.1%) (20.5%) (43.6%) (28.2%)

rather than invasive ones.

14. | feel uneasy in my medical practice as 9 15 8 5 2
malpractice issues gain considerable media (23.1%) (38.5%) (20.5%) (12.8%) (5.1%)
coverage.
Questions about the level of knowledge Yes No
15. Have you ever been sued for medical malpractice during your career? 6 33
(15.4%) (84.6%)
16. Do you think that medical malpractice suits will affect your medical performance as a physician? 38 1
(97.4%) (2.6%)
17. Have you ever heard of the concept of defensive medicine? 30 9
(76.9%) (23.1%)
18. Are you knowledgeable enough about the concept of defensive medicine? 17 22
(43.6%) (56.4%)
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Table-2: Defensive medicine practice behavior levels of general surgeons

Defensive medicine practice behavior level Number | Mean | + | Std. Std. Error
(n) Deviation

Negative defensive medicine behavior | Resident surgeons 21 1361 | £ | 3.04 0.66

level Specialists and faculty 18 13.38 | £ | 5.58 1.31
members

Positive defensive medicine behavior | Resident surgeons 21 3152 | + | 5.59 1.22

levels Specialists and faculty 18 27.77 | £ | 6.91 1.63
members

Defensive medicine behavior levels Resident surgeons 21 4514 | £ | 7.22 1.57
Specialists and faculty 18 41.16 | + | 10.89 2.56
members

Defensive medicine behavior levels General surgeons 39 43.30 | + | 9.19

Table-3: Distribution of defensive medicine practice attitude levels of general surgeons by their academic titles
Behavior level Specialist + Faculty Member Resident surgeons Total
n (number) | % (Percentage) | n (number) | % (Percentage) | n (humber) | % (Percentage)
Very high (56-70) 2 11.1 2 9.5 4 10.3
High (42-55) 7 38.9 12 57.1 19 48.7
Moderate (28-41) 7 38.9 7 33.3 14 35.9
Low (14-27) 2 11.1 - - 2 5.1
DISCUSSION was the third leading specialty at an 11.5% rate of

Medical malpractice lawsuits have become a
common practice today. A study evaluating medical
malpractice lawsuit decisions of the General Assembly
of the Istanbul Forensic Medicine Institute reported that
33.3% of 330 cases were found at fault for "medical
malpractice [23]".

General surgery is considered a high-risk field
of medicine for medical practice. Several studies in the
literature report that it is one of the leading specialties
of medicine facing malpractice suits and/or complaints
[6-9,11-13,15,17,24]. Distribution of malpractice suits
and filed claims by the specialty areas in medicine
reveals that surgeons are more often sued compared to
other specialists, providing evidence that surgical
interventions pose a considerably high risk for
malpractice cases [23,25,26].

Gurbeden et al. reported that general surgery
held the fourth rank with a medical suit rate of 8.3%.
Can et al. [25]study evaluated 30 Supreme Court
decisions on malpractice cases issued in the years from
1978 to 2006 and reported that general surgery was the
leading specialty with a 31% rate across other areas of
medicine with physicians being sued most commonly
[12]. 1t was reported that malpractice cases filed against
general surgeons accounted for 25.4% of all dossiers
submitted to the Supreme Council of Health in the years
between 1995 and 2000. When the frequency of
malpractice cases was analyzed by the institutions,
where the general surgeons worked, it was observed
that general surgeons were found at fault at a 72% rate
due to the interventions they performed in public
hospitals [14]. A study, evaluating the Supreme Court
decisions about faulty medical practices in the years
between 2010 and 2017, reported that general surgery

malpractice cases filed against surgeons. The same
study also reported that local courts found general
surgeons at fault in 10 (33%) out of 30 civil cases and
in 5 (23%) out of 22 criminal cases. Can et al. [7]
evaluated the distribution of the causes of malpractice
across high judicial body decisions. They reported that
general surgeons were the specialists, who were found
at fault for malpractice most commonly (29%) and that
medical negligence was found most commonly (33%)
in general surgeons. Wanzel et al.[12] investigated the
complications in general surgery and found errors in
treatment and diagnoses in 72% and 28% of the
malpractice cases, respectively [27].

An analysis of the malpractice compensation
claims by the medical specialty in the database of the
Third Specialty Council of the Forensic Medicine
Institute (a total of 1280 claims and 707 confirmed
faulty medical practices in 2009) revealed that general
surgery was the second leading field of medicine in
terms of the highest number of lawsuits (n=22) [28].

Based on those study results reported in the
literature, we included general surgeons in our study as
general surgery is one of the leading medical specialties
facing a high risk for malpractice claims.

The mean age of the general surgeons
participating in our study was 35.92 + 11.34 years and
the mean age of the resident physicians (n: 21) was
28.62 + 5.79. A similar study from our country,
conducted on resident and specialist surgeons in
gynecology and obstetrics, reported that the mean age
was 36.61+8.87 years. Another study reported the mean
age in female and male physicians as 38.9 and 42.1
years, respectively. A study investigating the age
distribution of physicians from Konya reported that; of
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the participants, 15.6% were 29 years old or younger,
36.4% were in the age range from 20 to 39 years, 37.6%
were between the ages of 40 and 49 years, and 10.4%
were 50 years old or older [3,29,30]. The medical
specialty thesis study by Selcuk et al. reported that the
mean age of the participating physicians was 38.6955
years. The mean age of our study population is parallel
to the mean age values reported by previous studies
from our country[31-33].

The studies about defensive medicine
applications report male and female frequencies as
70.5% and 29.5%, respectively. The medical specialty
thesis study by Selguk reported that; of the study
participants, 55% were males. Another study reported
that 64.4% of the participants were males [6, 31, 32,
34]. Similarly, other studies in the literature report a
male predominance in gender distribution [3, 6, 29, 30,
33, 35, 36]. In our study; of the participating general
surgeons, 79.5% were males and 20.5% were females.
The gender distribution in our study is parallel to those
reported by previous studies about defensive medicine
in our country.

The general surgeons participating in our study
had a patient-physician relationship experience of 11.76
years. In the medical specialty thesis study by Kolcu,
the length of the patient-physician relationship
experience was reported to be 9.94 years. Another study
reported that the length of physicians' careers was less
than 9 years in 48%, in the range from 10 to 19 years in
36.4%, and 20 years or longer in 15.6% of the
participants. Selcuk reported in the medical specialty
thesis study that 50% of the participants had 1 to 10
years of experience, 20.5% had 11 to 20 years of
experience, 19.1% had 21 to 30 years of experience,
and 10.5% had longer than 31 years of experience
[3,22].

In Japan, a 10-fold increase was observed in
the number of malpractice suits in the years between
1960 and 2003. The number of malpractice suits
increased from 102 to 1019 cases. Although the number
of medical malpractice litigations in Japan is relatively
small compared to that in the United States (US), the
figures in Japan appear to approach those of the US
gradually [37]. A questionnaire study from the UK on
204 specialist physicians reported that; of the
participants, 91% were of the opinion that the number
of malpractice suits was on the rise, 14% were
previously sued at least once, and 90% had indemnity
insurance against malpractice compensation claims. In a
survey study on 809 physicians working in specialties
of internal medicine and surgery in Taiwan, Chen et al.
observed that; of the participants, 56.5% experienced
malpractice issues and 15.9% were sued [38]. A study
on 877 physicians in Israel reported that 25% of the
physicians were sued for malpractice at least once
during their careers [39]. It is reported that the rate of
being named in a malpractice lawsuit was 2.9% across

resident physicians in Dokuz Eylul University. Selcuk
and Gogen reported that physicians were sued for
malpractice at a rate of 10.5%. In another study, Baser
reported the frequency of malpractice suits as 7.4%. It
has been reported that surgeons are sued 4.6 times more
frequently compared to non-surgical specialties
[31,32,35]. The medical specialty thesis study by
Aynaci from Konya in 2008 reported that the rate of
malpractice suits against physicians was 12.34%. In
2016, Ozata et al. reported that the rate of malpractice
investigations/litigations was 24.3% [30,40]. Another
study was carried out in the same province 8 years later
and determined an increase in the rate of medical
malpractice lawsuits and complaints. Parallel to the
information in the literature, our study revealed that the
residents in general surgery had never been sued for
malpractice but 33.3% of the specialists and faculty
members in general surgery had been sued at least once
due to medical malpractice during their careers. It was
found out that malpractice claims were filed against
15.4% of the surgeons participating in our study.

Defensive medicine is defined as ‘'medical
practices performed by physicians for diagnosis and
treatment to protect themselves from the risk of
criminal or civil actions'. To avoid the risk of being
sued; physicians request several tests and perform a lot
of procedures and visits regardless of necessities, or
they reject high-risk patients [3]. Defensive medicine
(DMP) constitutes a subject of debate globally. Several
studies report that such practices are commonly
performed by physicians. DMP have been reported to
be performed by physicians in a range from 60 to 98%
in the literature 6,30,32,34,37,39,41-45. A study from
the UK reported that 78% of physicians performed
several types of DMP; however, only 37% of
physicians older than 40 years old were engaged in such
practices. The same study reported that the most
common defensive medicine practice was to request
extra tests with a rate of 59.3%. Other DMP were
reported as extra consultations at a rate of 54.3%,
carrying out extra procedures at a rate of 27.5%,
prescription of extra medicine at a rate of 23%, and
refusing high-risk patients at a rate of 9.3% [42]. While
the mean DMP score of resident physicians at Dokuz
Eylil University was 46 + 5.85, Gdcen et al. reported
that this figure was 49.9 + 10.9 in resident physicians of
surgical specialties. In our study, the mean DMP score
was 45.14 + 7.22 and the rate of performing such
practices was low compared to the literature. A similar
study in 2016 reported that the mean DMP score was
47.13+8.09 across the participating surgical and non-
surgical specialty physicians and general practitioners.
The same study reported that the mean DMP scores
were 44.16 + 10.31 and 48.22 + 10.24 for gynecology
and obstetrics specialists. In our study, the mean DMP
score of general surgeons was 43.3 £ 9.19 and this
figure was lower than those reported in the literature
previously *°. Our study demonstrates that resident
surgeons tend to engage in defensive medicine
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behaviors more commonly compared to specialists and
faculty members, indicating the importance of raised
knowledge level of resident surgeons. We think that the
differences between the figures obtained in our study
and in studies reported in the literature occurred due to
the different characteristics of the distribution of
participating physicians by their specialties in medicine
and their academic titles. Examination of the DMP
scores obtained in our study demonstrated that 10.3% (n
= 4) of physicians performed DMP at very high levels,
48.7% (n = 19) performed DMP at high levels, 35.9%
(n = 14) performed DMP at moderate levels, and 5.1%
(n= 2) performed DMP at low levels. Based on our
study results, it was concluded that surgeons were
engaged in DMP at lower levels compared to the
figures reported in the literature[3,33,35].

It was observed in our study that; compared to
the specialists and faculty members, resident physicians
ordered extra tests and provided their patients with as
many prescriptions as possible within the limits of
indication in order to protect themselves from liabilities
(p <0.05). Also, ordering extra tests and refusing
patients posing a high risk of being sued for malpractice
were more commonly observed in female surgeons
compared to their male colleagues (p<0.05). When the
responses to the remaining questions were examined
regarding the positive and negative defensive medicine;
no statistically significant differences were observed
between the resident surgeons and faculty members,
between male and female surgeons, and between the
surgeons with a patient relationship experience of
longer and shorter than 10 years.

Resident physicians are more engaged in DMP
compared to specialists based on both our study results
and the results of studies reported in the literature. It has
been reported that they practice DMP more commonly
to avoid any malpractice litigations because their levels
of knowledge and skills are low in their first years of
career [45,46]. Similar to the reports in the literature, it
was observed that male surgeons had a higher mean
DMP score compared to their female colleagues in our
study [3,4].

In our study, 61.5% of the participating
surgeons responded that they agreed moderately or at
higher levels with the expression that they ordered extra
tests for their patients to protect themselves from
litigations. The rates in the literature range from 48.9%
to 75% [31,33,34,42,47].

Prescribing as much indicated medicine as
possible to the patients in order to be protected from
legal problems was agreed at moderate and higher
levels by the participating surgeons in our study at a
rate of 58.9%. The figures in the literature vary from 40
to 85% [4,29,31-35,47]. Our study findings are parallel
to the results reported in the literature.

In our study, 82.0% of the participating
surgeons agreed at moderate and higher levels with the
expression that they requested extra consultations to be
protected from litigations, which might potentially be
filed against them for potential complications. This rate
varied in the literature from 61.7% to 90% [4,31-
35,47].

In our study, 43.6% of the participants agreed
at moderate and higher levels with the expression that;
in order to be protected from legal problems, they
hospitalized patients for extra causes other than
indications. In the literature, this rate ranged from
34.8% to 90% [3,29,31-34,48]. These results are
compatible with the reports in the literature.

Ordering extra diagnostic tests for patients in
order to be protected from legal problems was agreed at
moderate and higher levels by the participating
surgeons in our study at a rate of 74.4%. The studies in
the literature reported rates ranging from 40.3% to
100% (100% for general surgeons) [3,22,31-34]. These
results are in parallel to the results reported in the
literature.

In our study, 89.8% of participating surgeons
agreed at moderate or higher levels with the expression
that they provided extra-detailed explanations to
patients in order to be protected from legal problems.
This figure is parallel to the figures reported in the
range from 80.6% to 94.7% in the literature
[3,22,29,32,33,35,48].

In our study, 79.4% of participating surgeons
agreed at moderate or higher levels with the expression
that they allocated extra time to their patients in order to
protect themselves from legal problems. In the
literature, this figure was reported to be varying from
56.5% to 85.6% for physicians from several specialty
areas in medicine [3,32,33,35]. The figure obtained in
our study is compatible with the reports in the literature.

In our study, 79.5% of the participating
surgeons agreed at moderate and higher levels with the
expression that they kept extra-detailed patient records
in order to be protected from legal problems. In the
literature, this ratio was reported to be varying in the
range from 85.9 to 93.8% in physicians from different
specialty areas in medicine [3,29,31-35]. The figures
obtained in our study are lower compared to the figures
reported in the literature.

In our study, 92.3% of the participating
surgeons agreed at moderate and higher levels with the
expression that they exercised extra care in informed
consent procedures in order to be protected from legal
problems. Exercising extra care in informed consent
procedures was reported in the literature at rates from
87.1 to 92.5% 3,29,31-33. Therefore, the figure
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obtained in our study is parallel to the reports in the
literature.

A study conducted on family physicians in
England reported that 90.3% of the participants spent
more time than usual while creating medical records
and 86.6% provided much more detailed information to
their patients while explaining the treatment plan to be
provided in order to avoid possible medical malpractice
cases 22.

In our study; 59.0% of the participants agreed
at moderate and higher levels with the expression that
they avoided patients, who were likely to raise
malpractice claims, in order to be protected from
litigations. This was reported to be at variable rates
from 55.5% to 67.9% by the studies in the literature
3,29,32,33,35. The figure obtained in our study is
compatible with the reports in the literature.

In our study, 41.0% of the participants agreed
at moderate and higher levels with the expression that
they avoided patients with complex medical problems
in order to be protected from litigations. This ratio was
found to be 44.4-64.6% in the literature [29]. The figure
found in our study is lower compared to the rates
reported in the literature [3,31-35].

In our study, 41.1% of the participants agreed
at moderate and higher levels with the expression that
they avoided treatment protocols with high
complication rates. This rate was reported to be 54.6-
73.6% in the literature [29]. The figure found in our
study is lower compared to the rates reported in the
literature [31-35].

In our study, 28.2% of the participants agreed
at moderate or higher levels with the expression that
they tended to prefer non-invasive treatment protocols
rather than invasive ones in order to protect them from
legal problems. This figure was reported to be between
54.5% and 74.1% in the literature. The figure found in
our study is lower compared to the rates reported in the
literature [4,31-33, 35].

In our study, 82.1% of the participants agreed
at moderate or higher levels with the expression that
they felt uneasy in medical practice as malpractice
issues gain considerable media coverage. This rate was
in the range from 81.5% to 91.4% in the literature
[3,30,32,33,35]. Our study findings are compatible with
the reports in the literature.

Hiyama et al. study on 131 gastroenterologists
in Japan reported that defensive medicine was practiced
by 98% of the participating physicians [37]. Avoidant
behaviors were common in 96% of the physicians,
including avoiding certain procedures or interventions
or refusing to see high-risk patients. Of the participants,
75% reported that they avoided certain procedures or

interventions. However, experienced gastroenterologists
(who served for more than 20 vyears) practiced
avoidance behavior less frequently than those who
served for less than 10 years [37].

In our study, 81% of general surgery residents
and 72.2% of specialists and faculty members reported
that they had heard about the concept of defensive
medicine before. However, it has been reported in the
literature that 60.9% to 96.7% of physicians are aware
of the concept of DMP 3,30,31,42. Of the participants
in our study, 47.6% of the resident surgeons and 38.6%
of the specialists and faculty members evaluated their
level of knowledge about DMP as adequate. However;
in the literature, it is reported that 16.1- 41.9% of
physicians evaluated their level of knowledge about
DMP as adequate 4,30,31,33,35. Of the general
surgeons participating in our study, 97.4% reported that
malpractice claim litigations would affect their
performance in medical practice.

In conclusion; improved patient satisfaction,
enhanced quality of healthcare services, and provision
of detailed information to patients can be listed as
examples for positive DMP. The disadvantages may
include increasing rates of follow-up activities, high
levels of monitoring efforts, and prescription of extra
medicine. However, ordering a high number of
diagnostic tests can be considered a defensive practice
by a physician but it may be considered a good practice
example by another physician.
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