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ABSTRACT 

OBJECTIVES:  To determine the rates and characteris-
tics of physicians with medical malpractice adverse out-
comes in Rhode Island.

METHODS:  A descriptive epidemiologic study of med-
ical malpractice claims from 2008–2018 aggregated by 
the Board of Medical Licensure and Discipline of the 
Rhode Island Department of Health. To examine the de-
mographic characteristics of physician malpractice cases 
we reviewed 10 years of data from Rhode Island medical 
malpractice lawsuits that were resolved, in whole or in 
part, via payment to the plaintiff. 

RESULTS:  Over this 10-year period, there were 460 such 
cases, 88% of which involved a male physician and 48% 
of which involved surgical category specialists. Few cas-
es, 17.6% of payments, were over one million dollars, and 
the mean payment value across all cases was $517,104. 
The rate of paid claims was found to be stable over the 
period studied. 
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INTRODUCTION

The mission of the Rhode Island Board of Medical Licen-
sure and Discipline (BMLD) is to protect the public through 
enforcement of standards for medical licensure and ongoing 
clinical competence.1 Malpractice insurance2 is required for 
every practicing physician in Rhode Island. Physicians must 
be prepared to produce proof of malpractice coverage upon 
request, and every insurer is required to send formal notice 
to the BMLD of all medical malpractice claims as well as 
the settlement of or judgement awarded on all such claims.3

Medical malpractice lawsuits are a relatively common 
occurrence in the United States.4 Forty-two percent of US 
physicians have been sued for malpractice during the course 
of their careers.5 To prevail on a claim of medical malprac-
tice, the plaintiff must establish four legal elements: (1) the 
existence of a physician-patient relationship giving rise to 
a duty; (2) violation of the applicable standard of care; (3) 
injury or damage; and (4) a causal relationship between the 
violation of the standard of care and the alleged harm.4 Other 
factors, unrelated to the legal elements, have been shown to 
impact the risk to practitioners of malpractice claims, such 

as the quality of the patient-physician relationship and the 
practitioner’s specialty, with specialties which perform more 
procedures being higher risk, as well as the performance of 
specific procedures.6,7

A 2021 Medscape survey confirms that malpractice claims 
are more frequently made against surgical specialties, with 
plastic surgery, general surgery, orthopedics, urology, Ob/gyn  
making up the top five survey specialties reporting that they 
have been named in a malpractice suit.8 Malpractice lawsuits 
are an important legal recourse for patients harmed during 
medical treatments/diagnostics/interactions. The conse-
quences of malpractice claims are often devastating to phy-
sicians, as they have immediate financial implications and 
can cause harm to their reputations and adversely impact 
their ability to practice.8 Beyond the professional harm, mal-
practice suits are independently associated with physicians 
reporting increased symptoms of burnout and depression, 
though it is unknown if this association is causal.9 The fear 
of malpractice suits can also lead to defensive medicine 
practices, which include the performance of unnecessary 
and costly diagnostic and non-diagnostic procedures, as well 
as the omission of indicated, but potentially high-risk non- 
diagnostic procedures. The total costs have been estimated 
to contribute billions of dollars per year to total healthcare 
expenditures in the US.10,11 Despite widespread understand-
ing of the legal elements of a malpractice claim, there is a 
great deal of uncertainty among physicians regarding their 
own risks and potential outcomes of malpractice lawsuits.4 
This case-control study reviews the characteristics of physi-
cians with medical malpractice adverse outcomes in Rhode 
Island, to identify physicians with higher risk characteristics 
of adverse outcomes and, thereby, provide an opportunity 
to physicians to mitigate or eliminate perceived risks and 
reduce the likelihood of future lawsuits.

METHODS
Malpractice suits and settlements/awards were extracted 
from reports submitted to the BMLD by insurance carriers 
and the National Practitioner Data Bank (NPDB). This data 
set does not differentiate settlements from court-awarded 
damages, and only the final amounts of the settlements or 
court awarded damages were collected. This paper refers to 
these collectively as “settlements” or “awards.” Licensing 
information regarding physician age, gender, and specialty 
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was compiled from the Rhode Island Department of Health 
(RIDOH) physician licensing database for the period of  
January 1, 2008, to December 31, 2018. 

Individual specialties were categorized in two broad spe-
cialty groups: medical and surgical. The dollar amounts of 
settlements/awards were categorized into three ranges – low, 
medium, and high– based on the dollar amount of the award; low 
(<$200,000), medium (>$200,000, but <$1,000,000), and high 
(>$1,000,000). These ranges were previously set by the BMLD.

Duplicate settlements/awards in the BMLD and NPDB 
data were merged, but each settlement for a single physician 
was treated as a separate item. 

Comparison of specialty category, gender, and age of phy-
sicians with settlements/awards to the licensed physician 
population in Rhode Island was done using publicly avail-
able and searchable licensee information from (RIDOH). 

To analyze the stability of the rate of malpractice adverse 
outcomes over time we used Statistical Process Control 
(SPC) charts. SPC charts are a tool used to detect nonran-
dom variation in rates measured over time. The SPC chart 
we used is an XmR chart. The analysis used in XmR charts 
make no assumption regarding the distribution of the data. 
Our analysis included standard XmR rules to detect any 
point outside of the control limit, which is set at three stan-
dard deviations from the mean. Additionally, we applied 
The Western Electric (WE) statistical process control chart 
rules, which also detect two out of three successive points 
beyond a 2-sigma limit (two- thirds of the distance between 
the center line and the control line), four out of five succes-
sive points beyond a 1-sigma limit, or eight or more succes-
sive points on one side of the center line. Using an XmR 
chart with this set of rules has been shown to perform well 
at identifying both statistically significant outliers as well as 
trends.12 Rates that fall outside these control limits and rules 
would suggest a special cause variation, meaning a change in 
the process of malpractice.

RESULTS 
Table 1 summarizes our main results, and Table 2 details 
adverse outcomes by specialty. After removing duplicates, 
460 settlements/awards were found between 2008 and 2018. 

Malpractice 
Adverse outcomes  

N (% of total)

Actively Licensed 
Physicians  

N (% of total)

N Surgeons (%) 221 (48%) 936 (17.2%)

N Male (%) 402 (87%) 3,883 (64%)

N Male Surgeons 196 (43%) 644 (11.8%)

Total 460 6,103

Mean settlement/award value        $517,104 

Table 1. Main Findings 
The number of malpractice adverse outcomes by specialty group and 
gender in Rhode Island, as well as the number of actively licensed  
physicians in those categories

Specialty Licensed 
Physicians 
in Rhode 

Island

N 
Physicians 

with 
Malpractice

Mean 
Settlement 

Range

Allergy & Immunology 15 1 low

Anatomic & Clinical 
Pathology

148 6 medium

Anatomic Pathology 54 4 medium

Anesthesiology 168 11 medium

Cardiovascular Disease 
(Internal Med)

43 13 medium

Child & Adolescent Psychiatry 26 1 medium

Colon & Rectal Surgery 3 2 medium

Dermatology 87 5 low

Diagnostic Radiology 272 18 medium

Emergency Medicine 271 20 medium

Family Practice 393 28 medium

Gastroenterology  
(Internal Med)

31 7 medium

Hematology (IM:Path) 20 1 high

Internal Medicine 1064 66 medium

Maternal Fetal Medicine 1 1 high

Neurological Surgery 27 9 medium

Neurology 169 7 medium

Obstetrics & Gynecology 197 51 medium

Occupational Medicine 
(Preventive Med)

10 1 low

Ophthalmology 98 8 medium

Orthopaedic Surgery 102 17 medium

Otolaryngology 35 6 high

Pediatric Emergency Medicine 14 1 medium

Pediatrics 343 7 medium

Physical Medicine & 
Rehabilitation

26 1 medium

Plastic Surgery 24 4 low

Psychiatry 249 8 medium

Pulmonary Disease  
(Internal Med)

57 4 medium

Radiation Oncology 25 1 low

Radiology 45 5 medium

Surgery 156 43 medium

Thoracic Surgery 9 6 medium

Urology 37 12 medium

Table 2. Adverse outcomes by specialty 
All specialties with malpractice settlements, the number of physicians 
licensed, and the number with malpractice settlements, as well as the 
mean settlement range of that specialty. 
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Actual verdicts were rare, at <5, because of RIDOH’s small 
numbers policy, the specific number is not reported. There 
were 402 (88%) adverse outcomes against male physicians; 
221 (48%) adverse outcomes were against physicians in 
surgical specialties. The overall mean settlement/award 
amount was $517,104. The mean settlement/award amount 
against men was $519,599, compared to $499,814 against 
women. Against physicians in surgical specialties, the mean 
amount was $544,685, compared to $491,601 against phy-
sicians in medical specialties. It is not known in this study 
how many malpractice claims were made, only the final 
number of adverse outcomes (including both settlements 
and awards) are available. 

Age was categorized by decile, and the mode age for adverse 
outcomes was the 5th decade of life for all physicians. Figure 
1 shows gender distribution by age decile, which shows that 
the mode for female physicians was the 4th decade of life, 
and for male physicians was the 5th decade of life. 

Figure 2 shows the settlement/award range by specialty 
category, and Figure 3 breaks down settlement/award range 
by gender.

Figure 4 shows a SPC X chart14 of the annual rate of mal-
practice adverse outcomes. There were no points or trends 
that fell outside the control limits, or rules, meaning there 

was no special cause variation, and that this is a process in 
statistical control.  Future rates would be predicted to fall 
within the control limits, with a lower limit of 22.7 and an 
upper limit of 61 settlements/awards per year. 

In 2017, there were a total of 6,103 actively licensed phy-
sicians in Rhode Island, 5,126 of whom self-reported their 
specialty to the BMLD. Of that number, 794 physicians were 
categorized in the surgical specialty category (15% of phy-
sicians who reported their specialty). Of the 6,103 licensed 
physicians, 3,883 were male (64%). Using a chi squared test 
of proportion, there were statistically significant greater 
proportions of surgeons and males with settlements/awards 
compared to the general licensee population with a p<0.0001. 

DISCUSSION

It has been previously noted that medical malpractice claims 
in the United States are relatively common,4 with just 
roughly 4 in 10 US physicians having claims made against 
them for malpractice during the course of their careers.5 In 

Figure 1. Malpractice adverse outcomes by age decile and gender.

Figure 2. The number of malpractice adverse outcomes by settlement 

range and specialty group.

Figure 3. The number of malpractive adverse outcomes by settlement 

range and gender.

Figure 4. The X chart from an XmR chart, which shows the rate of 

malpractice adverse outcomes per year. The statistical detection rules 

applied for this chart are enumerated in the methods section, and are 

intended to detect significant outliers as well as trends.
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our Rhode Island data set, over a 10-year period, there were 
460 malpractice cases with monetary settlements/awards, 
or approximately 46 per year. The rate of malpractice settle-
ments/awards per licensed physician is approximately 0.9% 
of actively licensed physicians per year. This rate is com-
parable to national rates of malpractice from between 2009 
to 2014, which was 0.89% of licensed physicians per year 
during that period (8.9 per 1000 physician-years).15

We have previously published data on disciplinary actions 
in Rhode Island across a similar period (2012–2017). We 
showed that the rate of disciplinary actions by the BMLD 
was 34.5 per year or 0.6% of licensed physicians per year.15,16 
It should be noted that while there is some overlap between 
disciplinary cases and malpractice cases, the basis for estab-
lishing professional discipline is different from those for 
establishing malpractice, and external forces, such as cost 
of litigation and induced settlement of malpractice cases 
may influence the outcome of a malpractice claim. While 
similar behaviors might eventually justify both a success-
ful malpractice claim and disciplinary action, it is perhaps 
surprising that disciplinary actions are less frequent than 
successful malpractice claims. The framework used by the 
BMLD for disciplinary actions is currently based on a Just 
Culture and was codified in 2019.17

Annual surveys of physicians suggest that Rhode Island is 
not among the top 10 states for malpractice lawsuits against 
physicians.8 While our study does not compare damages to 
other states, during the period of our study, there were only 
81 payments (17.6%) over one million dollars out of 460 set-
tlements/awards. Settlements/awards over one million dol-
lars were relatively uncommon among surgical specialties 
– 37 out of 221 (16.7%), among medical specialties, 44 out of 
239 (18.4%), among men, 70 out of 402 (17.4%), and among 
women, 11 out of 58 (19.0%). These differences were not 
found to be statistically significant.

A similar number of physicians in each specialty category 
had malpractice adverse outcomes against them, and the 
amounts of the settlement/award were also similar. Con-
sidering the smaller number of licensed surgeons, however, 
there was a statistically significant increased proportion of 
surgeons with settlements/awards against them. This is con-
sistent with previously published data,18 as surgeons would 
be expected to perform more procedures, which places 
them at greater risk for malpractice claims relative to their  
medical colleagues.19

Less intuitively, though consistent with previously pub-
lished Rhode Island data16, male physicians were more likely 
than their female colleagues to have medical malpractice 
settlement/awards against them.

Our study shows that, across the period of the study, the 
number of settlements/awards is stable, that there is no spe-
cial cause variation, and that this is a process that is in sta-
tistical control. That said, the annual rate in Figure 4 appears 
to show a trend towards increasing numbers of malpractice 

settlements/awards. Prior studies that have looked at a lon-
ger time frame have shown an increase in the number of 
malpractice settlements/awards over time, and it is possible 
that with a longer period of study the data in Rhode Island 
would confirm this.15

LIMITATIONS
Our study does not directly compare rates of settlements/
awards to other states, but Rhode Island’s rate is consistent 
with nationally published data.15

While all the BMLD’s data relative to successful malprac-
tice claims were treated equally, as only the number of set-
tlements and judge or jury awarded amounts were available, 
the total number of malpractice claims is unknown. Not 
knowing how many claims were made, we cannot calcu-
late whether gender or specialty category are more likely to  
be sued.

In previously published data, Rhode Island has been found 
to have a higher rate of settlements compared to court-
awarded damages than other states.20 With respect to the 
data under study, here, because of rules pertaining to data 
privacy, it is only known that less than 1% of cases went to 
verdict, with the majority having been settled out of court. 

While our study looks at specialty and demographic risk 
factors for malpractice, other studies have shown that there 
are elements to the therapeutic relationship and behavioral 
elements that may increase the risk of malpractice. Our 
study was not intended to look at those elements of the ther-
apeutic relationship or their independence from the charac-
teristics examined in our study.

For the purposes of our analysis, the number of licensed 
physicians is assumed to remain stable over the course of 
the period of analysis. However, based on annual reporting, 
over the decade, the number of licensed physicians increased 
by 4%.21 

CONCLUSION
Our study confirms that the rate of malpractice settlements/
awards in Rhode Island is 0.9% of licensed physicians per 
year. Compared to the general population of licensed phy-
sicians, we found certain populations of physicians with 
higher incidence of settlements/awards who are, therefore, 
at higher risk for medical malpractice claims. Surgeons and 
male physicians were found to be more likely to have set-
tlements/awards against them. Prior studies have suggested 
that performing certain procedures may place surgeons at 
risk for malpractice, but that does not explain why males 
are at higher risk. Further study would be helpful to under-
stand underlying behaviors or elements of the therapeutic 
relationship that may contribute to these risks. 
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