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Medical Verdicts
NOTABLE JUDGMENTS AND SETTLEMENTS

Umbilical cord  
damaged at delivery:  
$1.5M settlement
A MOTHER AT FULL TERM presented to 
the hospital in labor. During deliv-
ery, the umbilical cord was severed 
during maneuvers to address shoul-
der dystocia. The fetus was stillborn. 

}PARENTS’ CLAIM: The patient told the 
nurses that shoulder dystocia had 
been encountered during a previous 
delivery. Shoulder dystocia maneu-
vers were not performed correctly. 
Cesarean delivery was never offered. 
}HOSPITAL’S DEFENSE: The nurses 
called the certified nurse midwife 
who was managing labor and deliv-
ery to alert her of the patient’s his-
tory. The midwife denied receiving 
such a call. The case was settled  
during trial.
}VERDICT: A $1.5 million Illinois set-
tlement was reached.

What caused sepsis 
after oophorectomy?
A WOMAN HAD A CYST on her left 
ovary. The ObGyn began surgery lap-
aroscopically but converted to open 
salpingo-oophorectomy because of 
extensive adhesions. Four days after 
surgery, the patient received a diag-
nosis of peritonitis and sepsis due to 
spillage from the sigmoid colon. She 
required a second surgery to repair 
the damage, followed by a long 
recovery.

}PATIENT’S CLAIM: The ObGyn should 
not have attempted laparoscopic 
surgery; he knew of her extensive 
surgical history and should have 
anticipated the presence of adhe-
sions. If the laparoscopic entry site 
had been examined properly intra-
operatively, the injury could have 
been repaired immediately. 
}PHYSICIAN’S DEFENSE: The ObGyn 

had no reason to believe the patient 
would have adhesions in the umbili-
cal area; prior surgeries occurred in 
the upper abdomen. Laparoscopic 
surgery with Veress needle access is 
an accepted method used by obstet-
ric surgeons. The ObGyn carefully 
irrigated and inspected the abdo-
men before closing. Injury to the sig-
moid colon is a known complication 
of left oophorectomy. 

At the time of surgery, the 
patient was likely suffering from 
diverticulosis, a long-term condition 
that can lead to a leak in the large 
colon. The weakness in the patient’s 
colon caused a postsurgical leak; 
signs and symptoms did not appear 
until 4 days after surgery. 
}VERDICT: A California defense ver-
dict was returned.

Ectopic pregnancy 
misdiagnosed
A 39-YEAR-OLD WOMAN reported 
abdominal pain to her ObGyn. After 
ultrasonography (US), she was given 
a diagnosis of ectopic pregnancy. 
The ObGyn administered metho-
trexate to terminate the pregnancy. 
Five days later, repeat US showed a 
viable uterine pregnancy. Based on 
the risks posed by methotrexate, the 
patient terminated the pregnancy.

}PATIENT’S CLAIM: The ObGyn misdi-
agnosed the pregnancy as ectopic. 
}HOSPITAL’S DEFENSE: The case was 
settled during trial.
}VERDICT: A $625,000 Illinois settle-
ment was reached. 

Preeclampsia test cancelled: 
$5M settlement

A 35-YEAR-OLD WOMAN was pregnant with her first 
child. Prior to and during her pregnancy, she took 
medication for chronic hypertension. Although 
another ObGyn had ordered a 24-hour urinalysis 
to test for preeclampsia, the ObGyn who saw the 

mother in early May for a third trimester visit cancelled the test. 
The mother delivered the child by cesarean delivery when the fetal 

heart-rate monitor indicated fetal distress. After birth, the child received 
a diagnosis of cerebral palsy, spastic quadriplegia, and dystonia. 

}PARENTS’ CLAIM: The decision by the second ObGyn to cancel the 24-hour 
urinalysis eliminated the opportunity to diagnose preeclampsia super-
imposed on chronic hypertension. Over time, preeclampsia impaired 
blood flow to the placenta and fetus. If the mother had been assessed in 
early May, the injury could have been prevented. 
}DEFENDANTS’ DEFENSE: The case was settled during trial.
}VERDICT: A $5,000,000 Illinois settlement was reached through media-
tion with the hospital physicians’ group and 2 ObGyns. 
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These cases were selected by the editors of  
OBG Management from Medical Malpractice Ver-
dicts, Settlements, & Experts, with permission of the 
editor, Lewis Laska (www.verdictslaska.com). The 
information available to the editors about the cases 
presented here is sometimes incomplete. Moreover, 
the cases may or may not have merit. Nevertheless, 
these cases represent the types of clinical situations 
that typically result in litigation and are meant to 
illustrate nationwide variation in jury verdicts  
and awards.
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Infant dies. Was it  
fetal hydrops?

A WOMAN WAS ADMITTED to the hospi-
tal in full-term labor. She was cared 
for by a team of residents and nurses 
supervised by an attending ObGyn. 
During labor, the staff documented 
late, variable decelerations with peri-
ods of minimal or undetectable vari-
ability on the fetal heart-rate monitor. 
The fetal heart rate, however, was 
reported as being reassuring overall. 

After 90 minutes, fetal heart-rate 
tracings became non-reassuring. 
Because the baby’s head was crown-
ing, the ObGyn used vacuum extrac-
tion for delivery. The infant was 
without signs of life. A neonatologist 
thought the infant appeared hydropic 
born with generalized edema, ascites, 
and pleural effusion. Efforts at resus-
citation were unsuccessful until the 
neonatologist performed thoracente-
sis. The infant died several hours later. 
Cause of death has charted as hypoxic 
ischemic encephalopathy and multi-
system organ failure. 

}ESTATE’S CLAIM: The hospital staff 
deviated from the standard of care 
by failing to appropriately com-
municate, failing to recognize fetal 
distress, and failing to perform a 
cesarean delivery when tracings 
were nonreassuring. An expert neo-
natologist claimed that failure to 
react to fetal distress caused the 
fetus to develop severe intrauterine 
hypoxic ischemia causing death. 
}DEFENDANTS’ DEFENSE: Overall, the 
fetal heart-rate tracings were reas-
suring. The team communicated 
appropriately and kept the attending 
ObGyn alerted to the status. Delivery 
was expedited when fetal distress 
was evident. 

Fetal hydrops was the end result 
of a serious problem in utero that 

could not have developed during the 
hours of labor and delivery; it most 
likely arose days to weeks before 
delivery. Nothing that occurred 
during labor and delivery caused 
hypoxic ischemic encephalopathy.
}VERDICT: An Illinois defense verdict 
was returned.

Child has permanent 
shoulder injury:  
$1M verdict

A MOTHER WAS ADMITTED to a hospi-
tal in full-term labor. During deliv-
ery, anterior shoulder dystocia was 
encountered. 

The child received a diagnosis of 
a left brachial plexus injury and extra-
cranial and intracranial bleeding. She 
underwent 3 surgeries to reattach 
nerve roots and move muscles and 
tendons in her shoulder and forearm 
in an effort to improve function in 
her left arm, wrist, and hand. She has 
undergone extensive physical and 
occupational therapy. Her left arm is 
smaller than her right arm and she 
has minimal strength, dexterity, and 
only 20% functionality of her left arm. 

}PARENTS’ CLAIM: The ObGyn exerted 
excessive traction when delivering 
the child. Alternate methods should 
have been used to manage shoulder 
dystocia. The hospital nurses should 
not have used fundal pressure.
}DEFENDANTS’ DEFENSE: The suit was 
brought against the ObGyn, his prac-
tice, and the hospital. The ObGyn 
claimed that he used several maneu-
vers to manage shoulder dystocia. 
The child’s injuries were a result of the 
maternal forces of labor and were not 
caused by negligence on the part of the 
ObGyn or nurses. The nurses denied 
using fundal pressure; they were 
trained to use suprapubic pressure. 
}VERDICT: A $1,012,00 Illinois verdict 

was returned, finding the ObGyn’s 
practice 100% liable. 

Parvovirus exposure: 
fetal death

WHEN A WOMAN FIRST SAW AN OBGYN, 
ultrasonography (US) indicated that 
her fetus was at 8 to 9 weeks’ ges-
tation. One month later, she told 
the same ObGyn that she had been 
exposed to Fifth disease. Because 
blood work was positive for par-
vovirus B19, the ObGyn ordered 
the patient to undergo US every  
2 weeks for the next 10 weeks.  
Two weeks later, the patient saw a 
second ObGyn at the same clinic. 
Although the first ObGyn had ordered 
US, none was performed; the patient’s 
next appointment was scheduled in  
4 weeks. At that time, the patient saw 
a third ObGyn, who ordered US. He 
noted in her chart that the fetus had 
a nuchal fold, indicating Down syn-
drome. He told the patient to return in 
2 weeks for a follow-up US. The results 
of that US showed that the fetus had 
died. Fetal cord blood tested positive 
for parvovirus B19.

}PARENT’S CLAIM: All 3 ObGyns failed 
to react properly to indications of 
parvovirus infection. Regular US 
should have been performed, as 
suggested by the first ObGyn. The 
mother should have been referred 
to a perinatologist or other mater-
nal-fetal specialist when blood work 
was positive for parvovirus B19. A 
specialist could have provided treat-
ment for the virus. 
}PHYSICIANS’ DEFENSE: The ObGyns 
denied any breach in the standard of 
care. They claimed that results would 
have been the same if they had 
referred the patient to a specialist. 
}VERDICT: An Alabama defense ver-
dict was returned. 
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