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Abstract 

Background: Defensive Medicine (DM) concept refers to all medical care provided by physicians without increasing 
the benefits to the patient, the primary purpose of which is to prevent the risk of litigation. Although several stud‑
ies have been published investigating the occurrence of DM around the world, no review conducted on DM among 
physicians. Therefore, this study aims to summarize and map the available evidence on occurrence, types of behav‑
iors, and reasons for practicing of DM among physicians and possible solutions and strategies to reduce DM in the 
literature.

Methods: This is a scoping review in which we searched Web of Science, Scopus, and PubMed in December 2021. 
Our target was original studies of any type that included data on DM among physicians between 2000 and 2021. We 
followed the JBI guideline for conducting a scoping review and for increasing the rigor of the study. First, the percent‑
age was used to summarize the occurrence of DM, and then, findings related to types of behaviors and reasons for 
practicing DM and mitigation strategies were analyzed inductively in NVivo 10 in three stages.

Results: Twenty‑seven studies were included in the review. The overall occurrence of DM practice ranged from 6.7 
to 99.8%. Two types of DM behaviors including assurance and avoidance behaviors have been identified. The com‑
mon reasons for practicing DM were categorized into four themes, patient‑related reasons, physician‑related reasons, 
organization‑related reasons, and society‑related reasons. The main strategies to prevent or reduce DM are structured 
training and education, restoring physician‑patient relationships, reform of the health system, and reform of the liabil‑
ity system.

Conclusions: The vast majority of research studies were conducted in high‑income countries, and studies are 
needed to measure this phenomenon and its consequences in depth in low‑ and middle‑income countries. Various 
solutions and strategies are needed to reduce defensive behaviors such as structured training and education, restor‑
ing physician‑patient relationships, reforming the health system, and reforming the liability system.
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Background
The concept of Defensive Medicine (DM) appeared in the 
United States between 1974 and 1978 and then extended 
all over the world [1, 2]. Principally, the DM concept 
refers to all medical care provided by physicians without 
increasing benefits to the patient, the primary purpose of 
which is to prevent the risks of litigation [2–4].
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The DM actions could be negative or positive, 
depending on the condition. The negative actions 
include avoiding comorbidity patients or high-risk 
health services; thus, patients are excluded from treat-
ment and hospitalization, and the positive actions 
include unnecessary medical procedures or investiga-
tions, and prescribing unnecessary drugs [2, 5, 6].

Previous studies hypothesized that the practice of DM 
is associated with many causes, such as increased costs 
of medical error insurance premiums, and patients’ bias 
to sue for missed or delayed treatment services [2, 7]. 
Generally, DM reflects the behavior of healthcare pro-
viders that aims to prevent malpractice from adminis-
trative, legal, criminal, and ethical penalties [8]. The 
consequences of DM such as drug overuse and low-
quality care, are emerging as an important concern in 
modern health policy and practice [9]. Although the 
cost of DM is unclear, a previous study showed that the 
majority of physicians believe that DM increases the 
cost of health care services [10]. In the USA, DM costs 
are estimated to be between $46 billion and $300 billion 
annually, which is about 3.0% of national health spend-
ing, a study of physicians caring for elderly patients esti-
mated that DM costs ranged from 8.0 to 20.0% of total 
health costs [10, 11]. In Italy, it is estimated that DM 
costs about 10.0% of national health spending [12].

DM is popular among physicians who specialize in 
critical surgery, including General Surgery, Ortho-
pedics, Gynecology, and Neurosurgery [13–15]. The 
concept of DM is gaining attention among different 
countries around the world [4–6, 12, 13, 16].

The occurrence of DM varies from one country to another 
and from one medical specialty to another, high rates were 
estimated 99.8% in Iran [17], 98.0% in Japan [18], 88.0% in the 
United States [19], 71.8 in Sudan [20], 72.0% in Turkey [21], 
60.0% in Italy [12], and between 52.0 and 62.0% in Israel [22, 
23]. Based on the performed preliminary searches in data-
bases: Scopus, Cochrane, and PubMed, several studies have 
been published investigating the occurrence of DM around 
the world and no review conducted on DM among physicians.

Several studies have been written on DM. Knowing the 
status of DM research in the literature is valuable for under-
standing current knowledge, designing evidence-based 
interventions, and conducting further future research. 
Therefore, this study aims to summarize and map the availa-
ble evidence on occurrence, types of behaviors, and reasons 
for practicing DM among physicians and possible solutions 
and strategies to reduce DM in the literature.

Methods
The latest JBI guidance for scoping reviews was used 
to conduct the current scoping review [24]. We chose 
the scoping review method due to the exploratory and 

descriptive nature of the study objectives [25]. The 
basic descriptive was used to summarize the occur-
rence of DM. Then, the qualitative description was used 
to identify DM types, reasons for practicing DM, pos-
sible solutions, and strategies to reduce DM.

Step 1. Identifying the research question
A scoping review generally starts with one or more 
questions. Hence, in this scoping review, we sought to 
answer the following questions:

Overarching question:
What knowledge is available about DM among physi-

cians in the literature?
Sub-questions:

 1-. What is the proportion of occurrence of DM in 
studies?

 2-. What kinds of behaviors of DM are available 
among physicians?

 3-. What are the reasons for practicing DM?
 4-. What are possible solutions and strategies to 

reduce DM in studies?

Step 2. Search strategy
Based on the performed preliminary searches in data-
bases: Scopus, Cochrane, and PubMed, no review was 
conducted on DM among physicians. After that, key-
words from the studies were identified by the research 
team. Then, with the help of a librarian was developed 
a search strategy. A literature search of the Web of Sci-
ence, Scopus, and PubMed databases was conducted 
in December 2021 using the terms “defensive medi-
cine”, “defensive practice”, “defensive” “Physicians”, 
“Surgeons”, “doctor”, “specialist”, and “General Practi-
tioners”. In the peer-reviewed literature search, the key-
words were combined using the Boolean term “AND” 
and “OR” in all the electronic databases explored. A 
full list of searches carried out can be found in Supple-
mentary file 1. The references used in the journal arti-
cles included in the final analysis were also screened to 
identify relevant studies.

Step 3. Inclusion criteria
Our target was empirical/original studies that included 
data on DM among physicians between 2000 and 
2021. All studies that report at least one of the items of 
occurrence, types of behaviors, reasons, or solution or 
strategies to reduce it among physicians from any spe-
cialty (General Practitioners, Surgeons, and specialists) 
in a healthcare setting were included. Also, all original 
studies written in English and published in peer-review 
journals were considered. We excluded studies if the 
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full text was not available, and the results did not match 
with aims of the study. The studies conducted among 
medical students and residents excluded as well.

Step 4. Evidence screening and selection
All references retrieved through the initial search were 
saved in an EndNote® library (9.3) and reviewed for 
relevance. Additional publications were identified by 
reviewing the reference lists of relevant papers. The 
studies were selected based on the inclusion and exclu-
sion criteria. Studies selection was started with a review 
of both titles and abstracts using the inclusion criteria. 
Following abstract review, full texts were accessed for 
final screening and data extraction. This process was 
conducted by two reviewers (EK and AHB), and any dis-
agreements resolved by either consensus or with a third 

reviewer (PR). The study selection process was pre-
sented in Fig. 1. Critical appraisal or risk of bias assess-
ment is commonly not conducted in scoping reviews 
because the aim is to map the available evidence rather 
than provide a synthesized and clinically meaningful 
answer to a question [24].

Step 5. Data extraction
We created a data extraction form to collect data. 
Details of articles including publication details [e.g., 
first author and year of publication]; country, study 
population, and study design [e.g., sampling methods 
and sample size]; occurrence of DM, reasons for prac-
ticing DM, and possible solutions and strategies to 
reduce DM were extracted and charted using Micro-
soft Excel. Then, papers were independently confirmed 

Fig. 1 Flow diagram of studies retrieval
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by two researchers (AHA and EK) before concluding 
inclusion in a review. When there were disagreements 
between reviewers in the paper review and selection 
process, a third reviewer (MAZ) was involved to make 
a final decision.

Step 6. Data analysis
In the first step, the basic descriptive (percentage) was 
used to summarize the occurrence of DM. Next, our 
data charting and exploration were guided by Thomas 
and Harden’s three-stage approach to qualitative data 
synthesis [26]. The results sections from all records were 
imported into NVivo 10, analyzed inductively and coded 
line-by-line by [EK and AHA], using codes discussed and 
agreed with [MAZ]. We then grouped related codes to 
create new ‘top line’ codes to describe the groupings and 
used these ‘top line’ codes to create analytical themes. 
We finally tabulated the records to make the distributions 
of themes across the review clear.

Results
Study selection
A total of 2453 studies were retrieved articles from vari-
ous databases by using the search strategy elaborated 
earlier. Out of 2453 studies, 1944 studies were unique. 
During the initial period of screening, the 1944 studies 
were checked based on their title and abstract. There-
after, 1887 studies were excluded and the remaining 57 
studies were full-text evaluated based on the inclusion 
and exclusion criteria. After that, 27 studies were selected 
and involved in the review analysis (Fig.1).

The characteristics of the selected studies
Table  1 showed the characteristics of the 27 studies 
involved in the review [2, 12, 14, 15, 17–23, 27–42]. The 
included studies were published between 2002 and 2020 
and distributed as follows: six in the USA [14, 19, 29, 
32, 37, 42], four in Italy [12, 30, 34, 35], three in Israel 
[22, 23, 28], two studies per country, China [15, 33],Tur-
key [2, 21], Netherlands [38, 41], UK [27, 31],one study 
per country, Iran [17], Sudan [20], Japan [18]. Three 
studies were conducted as an international, the first in 
Canada, South Africa, and the USA [36], the second in 
nine countries in the Middle East [40], the third in 74 
countries [39].

Participants
The 27 selected studies included 14,603 physicians from 
various specialties. The sample size ranged from 45 to 
1486. Seven studies involved more than 1000 physicians 
[12, 15, 29, 32, 35–37]. The studies conducted among dif-
ferent disciplines and distributed as follows: five among 

neurosurgeons [21, 29, 36–38], three among psychiatrists 
[22, 27, 40], two studies for each specialty, Gastroenter-
ologists [18, 30], Obstetrics/Gynecology [15, 20], nine 
studies among General practitioners or more than one 
specialty [2, 12, 14, 17, 28, 31, 33, 35, 41], and one study 
for each specialty, Orthopedic [32], Radiation oncology 
[34], Breast pathologists [19], Plastic and Aesthetic Sur-
gery [23], Infectious diseases and Clinical microbiology 
doctors [39], Internal Medicine [42].

Occurrence of defensive medicine
Table 1 reports the occurrence of DM in 27 studies. The 
occurrence of DM practice ranged from 6.7% in a study 
conducted among neurosurgeons in the Netherlands to 
99.8% among general practitioners’ study in Iran [17, 38].

The occurrence of defensive medicine by specialty
Regarding neurosurgeons, the highest occurrence of DM 
was recorded in the United States at 89.2% and the low-
est recorded among Dutch neurosurgeons at 6.7% [37, 
38]. Regarding Psychiatrists, the highest occurrence was 
recorded in England at 75.0% and the lowest recorded 
among psychiatrists in nine countries in the Middle East 
at 30.0% [27, 40]. Regarding Gastroenterologists, the 
highest occurrence was recorded in Japan at 98.0% and 
the lowest recorded in Italy at 30.0% [18, 30]. Regard-
ing Obstetrics/Gynecology, the highest occurrence was 
recorded in Sudan at 71.8% and the lowest recorded in 
China at 62.9% [15, 20]. Regarding General practitioners 
or more than one specialty, the highest occurrence was 
recorded in Iran at 99.8% and the lowest recorded in the 
Netherland at 42.0% [17, 41].

The occurrence of defensive medicine in countries
The vast majority of research studies were conducted in 
one country, except three research studies conducted 
as international studies [36, 39, 40], as well as in high-
income countries, except studies conducted in Sudan, 
Turkey, Iran, and some countries included in the study 
conducted in 74 countries, and the study conducted in 9 
Middle Eastern countries [2, 17, 20, 21, 39, 40].

In high-income countries, DM practice in the USA 
ranged from 36.0% among neurosurgeons to 93.0% 
among various specialties [14, 29]. In Italy, DM occur-
rence ranged from 59.7% among various specialties to 
94.0% among gastroenterologists [30, 35]. In Israel, DM 
occurrence ranged from 51.3% among plastic and aes-
thetic surgery to 62.1% among psychiatrists [22, 23]. In 
China, DM occurrence ranged from 62.9% among obstet-
rics/gynecology to 80.6% among various specialties [15, 
33]. In the Netherlands, the occurrence ranged from 6.7% 
among neurosurgeons to 89.0% among various specialties 
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Table 1 Characteristics of the included studies and frequencies of occurrence of defensive medicine

Authors/Publication year Country Study population Study design Sampling 
methods

Sample size (n) Occurrence (%)

Passmore et al./2002 [27] England Psychiatrists Postal survey Census 154 75.0

Studdert et al./2005 [14] USA Emergency medicine, 
General surgery, 
Orthopedic surgery, 
Neurosurgery, Obstet‑
rics/ Gynecology, and 
Radiology

Mail survey Randomly 824 93.0

Hiyama et al./2006 [18] Japan Gastroenterologists Survey Randomly 131 98.0

Asher et al./ 2012 [28] Israel Internal medicine, 
Pediatrics, General sur‑
gery, Family medicine, 
Obstetrics/ gynecol‑
ogy, Orthopedic 
surgery, Cardiology, 
and Neurosurgery

Survey Randomly 889 60.0

Nahed et al./2012 [29] USA Neurosurgeons National online sur‑
vey

NS 1028 36.0–72.0

Elli et al./ 2013 [30] Italy Gastroenterologists Survey NS 107 94.0

Ortashi et al./2013 [31] UK Medicine, Surgery, 
Obstetrics /Gynecol‑
ogy, Pediatrics

Survey Convenience 204 78.0

Sathiyakumar et al. /2013 [32] USA Orthopedic (trauma 
and non‑trauma)

National Survey Randomly 1214 84.0–86.0

He et al./ 2014 [33] China Internal Medicine, 
Surgery, Obstetrics/
Gynecology, Pediatrics

Survey Randomly 504 80.6

Moosazadeh et al./ 2014 [17] Iran General practitioners Survey Census 423 79.2–99.8

Solaroglu et al./2014 [21] Turkey Neurosurgeons Survey NS 404 72.0

Ramella et al./ 2015 [34] Italy Radiation oncology Survey NS 361 75.0

Reisch et al./2015 [19] USA Breast pathologists National online 
survey

NS 252 88.0

Ali et al./2016 [20] Sudan Obstetrics/Gynecology National Survey NS 117 71.8.0

Panella et al./2016 [35] Italy General Surgeons, 
Anesthesiologists, 
Internists, Pediatricians, 
Psychiatrics, Emer‑
gency, Radiologists, 
Cardiologists, Urolo‑
gists, Pathologists, Neu‑
rologists, Rehabilitation 
Doctors

National online sur‑
vey

Randomly 1313 59.7

Silberstein et al./2016 [23] Israel Plastic and Aesthetic 
Surgery

Prospective survey NS 78 51.3

Yan et al./2016 [36] Canada, South 
Africa, USA

Neurosurgery Online survey NS 1142 64.5–89.1

Din et al./2017 [37] USA Neurosurgery Online survey NS 1026 84.6–89.2

Panella et al./2017 [12] Italy Physicians National survey Randomly 1313 59.8

Reuveni et al./2017 [22] Israel Psychiatrists Survey NS 213 62.1

Yan et al./2017 [38] Netherlands Neurosurgeons National online sur‑
vey

NS 45 6.7–64.4

Tebano et al./2018 [39] 74 countries Infectious diseases and 
Clinical microbiology 
doctors

International online sur‑
vey

NS 830 76.0–85.0

Zhu et al./2018 [15] China Obstetrics/Gynecology National online Sur‑
vey

NS 1486 62.9

Al‑Atram et al./2018 [40] 9 Middle Eastern 
countries

Psychiatrists Survey NS 92 30.0
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[38, 41]. In the UK, the occurrence ranged from 75.0% 
among psychiatrists to 78.0% among various specialties 
[27, 31].

In low- and middle-income countries with deficien-
cies in the capacity and preparedness of health care 
systems [43]. In Turkey, the occurrence of DM prac-
tice ranged from 72.0% among neurosurgeons to 94.2% 
among various specialties [2, 21]. In Iran, 99.8% among 

general practitioners study, in Sudan, 71.8% among 
Obstetrics/Gynecology [17, 20].

Types of defensive medicine behaviors
In Table 2 we categorized DM behaviors into assurance 
and avoidance themes. Although DM is generally con-
sidered as a negative behavior. Assurance behaviors are 
usually not detrimental to patients. While avoidance 

Table 1 (continued)

Authors/Publication year Country Study population Study design Sampling 
methods

Sample size (n) Occurrence (%)

Renkema et al./2019 [41] Netherlands Anesthesiology, Colon, 
stomach and liver 
diseases, Gynecology, 
Internal medicine, Neu‑
rology, and Surgery

Electronic Survey NS 214 42.0–89.0

Borgan et al./2020 [42] USA Internal Medicine 
Residents

Online survey Convenience 49 40.0–91.3

Calikoglu et al./2020 [2] Turkey Anesthesia, Obstetrics/
Gynecology, Ear Nose 
Throat Physician, Gen‑
eral Surgery, Urology, 
Eye Diseases, Ortho‑
pedics, Cardiovascular, 
Surgery, Neurosurgery, 
Plastic surgery, Tho‑
racic, and Pediatric

Survey All practicing 
physicians

190 94.2

USA United States of America, UK United Kingdom, NS Not Stated, UAE Unite Arab Emirates

Table 2 Characteristics and types of defensive medicine behaviors reported in the included studies

Main Themes Sub-themes Samples codes

Assurance 
behaviors (not 
detrimental to 
patients)

• Prescribe unnecessary services • Prescribing unnecessary medication or antibiotics’
• Request unnecessary laboratory tests and investigations
• Request unnecessary imaging
• Calling unnecessary examinations and consultations
• Ordering more consultations on probable complications
• Selecting the more extremist diagnosis for borderline cases

• Unnecessary referral cases to other specialties and hospitals • Refer patients to other specialists unnecessarily
• Send patients to emergency room, in unnecessary conditions

• Unnecessary cases admission and hospitalization • Hospitalized patient who can be treated as an outpatient

• Suggest and perform unnecessary invasive procedures • Ordering unnecessary biopsies
• Ordering unnecessary endoscopies

• Spend more time with patients and their family • Describe medical procedures to patients in more details
• Request additional reviews
• Increases follow‑up
• Initiates communication with family
• More patients’ observations than required

Avoidance behav-
iors (detrimental 
to patients)

• Avoid applying effective high‑risk procedures / interventions, 
and use non‑invasive protocols

• Ceasing high‑risk procedures
• Avoid treatment protocols or guidelines with high complication

• Avoiding to admit and care high‑risk patients • Withdraw from practice entirely and retire
• Avoid patients with complex medical problems

• Performed unnecessary intervention surgery • Perform cardio‑pulmonary resuscitations and intubations for 
poor prognosis patients
• Caesarean section without indications
• Excising skin lesions that are not suspected of being malignant

• Avoiding switching to oral treatments • Avoid stop parenteral drugs
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behaviors are detrimental for patients. The most common 
and most consistently reported types of assurance defen-
sive behaviors in the included studies were prescribed 
unnecessary services, unnecessary referral patients to 
other specialties and hospitals, suggesting and perform-
ing unnecessary invasive procedures, and spending more 
time with patients and their families. The most common 
and most consistently reported types of avoidance defen-
sive behaviors in the included studies were avoiding con-
ducting effective high-risk procedures/interventions, and 
use non-invasive protocols, avoiding admitting and care 
high-risk patients, performing unnecessary intervention 
surgery, and avoiding switching to oral treatments. More 
details are provided in Supplementary file 2.

Reasons for practice behaviors of defensive medicine
We summarized the main reasons for practicing DM 
behaviors mentioned in 27 included studies into four 
main themes (Table  3 and Supplementary 2). The most 
common reasons for practicing DM were patient-related 
reasons, physician-related reasons, organization-related 
reasons and, society-related reasons.

Possible solutions and strategies to reduce defensive 
medicine in the included studies
Studies have reported many possible solutions and 
strategies to reduce DM behaviors. These solutions 
were also grouped into four main themes (Table 3 and 
Supplementary 2). The most common reported solu-
tions and strategies to reduce defensive behaviors in the 
included studies were structured training and educa-
tion, restoring physician-patient relationships, reform 
of the health system, and reform of the liability system.

Discussion
The concept of DM is gaining attention among different 
countries around the world. Although several studies 
have been published investigating the occurrence of DM 
around the world, no review summarized the occurrence 
of DM. The latest JBI guidance for scoping reviews was 
used to conduct the current review. The basic descrip-
tive was used to summarize the occurrence of DM. Then, 
the qualitative description was used to identify DM 
types, reasons for practicing DM, possible solutions, and 
strategies to reduce DM. A total of 27 research papers 
(14,603 physicians) conducted between 2000 and 2021 
were selected and involved in the review analysis. The 
occurrence of DM practice ranged from 6.7% in a study 
conducted among neurosurgeons in the Netherlands to 
99.8% among general practitioners study in Iran [17, 38]. 
There is evidence that DM is not only practiced by physi-
cians [44–46]. Previous studies showed that 32.0–53.0% 
of midwives claimed to have changed their practices in a 

preventive manner [45, 47]. A recent systematic review 
demonstrated that many DM behaviors were practiced, 
41.5% of midwives and nurses reported improving doc-
umentation, 7.6% consent gathering for all procedures, 
and 23.0% said they handle high-risk care cases less [48]. 
A study conducted among medical students showed that 
94.0% practice DM behaviors [49].

There were differences between specialties and coun-
tries in the spread of DM. The vast majority of research 
studies conducted in one country, except three research 
studies conducted as international studies [36, 39, 40], 
as well as in high-income countries, except studies con-
ducted in Sudan, Turkey, Iran, and some countries 
included in the study conducted in 74 countries, and the 
study conducted in 9 Middle Eastern countries [2, 17, 
20, 21, 39, 40]. Studies are needed to deep measure the 
phenomenon and its consequences in low and middle 
income countries.

The most commonly reported types of assurance 
defensive behaviors in the included studies were pre-
scribed unnecessary services such as medications, 
laboratory tests, and medical imaging, unnecessary 
referral patients to other specialties and hospitals such 
as sending patients to the emergency room in unneces-
sary conditions, suggest and perform unnecessary inva-
sive procedures such as ordering unnecessary biopsies 
and endoscopies and spend more time with patients 
and their family such as increases follow-up more than 
required. Previous studies have shown that health care 
providers may write incorrect medical notes to protect 
themselves and organizations [45]. These behaviors 
can lead to waste financial and non-financial resources, 
increase health care costs, affect the quality of the 
health care system, and affect health care accessibility 
and availability [6, 50–52].

The most commonly reported types of avoidance 
defensive behaviors in the included studies were avoiding 
conducting effective high-risk procedures/interventions, 
and use non-invasive protocols, avoiding admitting and 
care high-risk patients, performed unnecessary interven-
tion surgery. These behaviors can lead to adverse effects 
on patient health outcomes and healthcare providers, for 
example, some studies reported that Physicians With-
draw from practice entirely and retire [21, 36].

The most common reasons for practicing DM were 
patient-related reasons such as the increasing number of 
lawsuits against physicians, and potential conflict with 
patients. Many studies showed the need to restore trust 
in physician-patient relationships, innovate harmony and 
alliance between physician and patient, and more com-
munication with patients and their families [12, 14, 20, 
28, 33]. In addition, physician-related reasons such as solo 
practice, physicians’ low income, previous experience 
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of complaints, and legal claims for themselves and col-
leagues, the included studies demonstrated the need for 
redistribution of the health procedures between vari-
ous healthcare professionals, enhance multidisciplinary 

collaborations, promote ethical values of physicians, 
physician reward system reform, and improve physicians 
training educating and about appropriate care in clinical 
surroundings [2, 12, 14, 18, 33–36, 41].

Table 3 Reasons for practicing defensive medicine and strategies to reduce defensive medicine reported in the included studies

Reasons for practicing DM Possible solutions and strategies to reduce DM

Main themes Codes Main themes Codes

Patient-related reasons • Increasing number of lawsuits 
against physicians
• Physicians’ self‑perceived threats 
from patients
• Past disputes with patients
• Avoid potential conflict with 
patients
• Patient pressure factors

Structured training and education • Improve Physicians training educating 
and about appropriate care in clinical 
surroundings
• Implementation of awareness pro‑
grams about the DM phenomenon
• Establish and disseminate clinical 
protocols or guidelines targeting wide‑
spread DM actions
• Support the regular use of evidence‑
based medicine and structured care
• More training in problem‑solving 
techniques
• Health curriculum should specifically 
address litigation issues

Organization-related reasons • Increasing malpractice premiums
• Decreasing provider reimbursement
• Inadequate medical and or organi‑
zational procedures
• Inadequate malpractice and liability 
coverage
• Inadequate hospital support for 
liability issues
• Inadequate legislation protecting 
doctors

Physician–patient relationship • Restore trust in physician ‑patient 
relationships
• Innovate harmony and alliance 
between physician and patient
• More communication with patients 
and their families
• Induct social workers to participate in 
managing the conflict between physi‑
cians and patients
• Promoting the ethical values of physi‑
cians

Physician-related reasons • Solo practice
• Previous experience of complaints 
and legal claim for themselves and 
colleagues
• A perceived legal risk
• Fear and concerns over medical 
liability
• Physicians Low‑income
• Concerns about financial and pos‑
sible legal consequences
• Lack of self‑confidence
• Lack of specialized knowledge
• The weekly activity volume
• Ineffective physician–patient 
relationship
• Legal protection
• Feared compromising their profes‑
sional reputation and or career

Reform of the health system • Redistribution of the health proce‑
dures between various healthcare 
professionals, and enhance multidisci‑
plinary collaborations
• A comprehensive examination of 
main factors and the expenditure on 
DM, and a better understanding of the 
current shortages in the healthcare 
system
• Establish clinical records management
• Better use of the risk management 
techniques
• Establish clinical auditing system and 
health debriefing
• Physician reward system reform
• Forming a committee to study mal‑
practice cases to avoid recurrence
• Performing a compensation proce‑
dure for a patient who has suffered a 
medical injury

Society-related reasons • Concerns about media attention
• Believe in working in a blame‑free 
culture
• A general negative context sur‑
rounding negligence claims against 
physicians

Reform the liability system • Ways of complaints and inquiry 
should be upgraded.
• Introduce complaints committee in 
hospitals
• Filtration of cases at an early stage to 
prevent the court as much as possible
• Establish alternatives to the existing 
litigation system
• Establishment of health courts and 
specialized courts with trained judges 
in the field of health care
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Furthermore, organization-related reasons and, soci-
ety-related reasons such as inadequate malpractice and 
liability coverage, inadequate hospital support for liabil-
ity issues, inadequate legislation protecting doctors, 
increasing malpractice premiums, concerns over medi-
cal liability, concerns about possible legal consequences, 
feared compromising their professional reputation and 
or career, concerns about media attention, and a general 
negative context surrounding negligence claims against 
physicians.

Based on the included studies, the possible solutions 
to reduce the organizations and society reasons men-
tioned in the included studies were improving physi-
cians’ training, educating about appropriate care in 
clinical surroundings, establishing and disseminating 
clinical protocols or guidelines targeting widespread DM 
actions, supporting the regular use of evidence-based 
medicine and structured care, induct social workers to 
participate in managing the conflict between physicians 
and patients, establish clinical records management, 
establish clinical auditing system and health debriefing, 
forming a committee to study malpractice cases to avoid 
recurrence, ways of complaints and inquiry should be 
upgraded, establish alternatives to the existing litigation 
system, and establishment of health courts and special-
ized courts with trained judges in the field of health care 
[2, 12, 14, 15, 17, 18, 20–22, 29, 30, 32, 35, 38–40].

Limitations of study
There are many potential limitations to this scoping 
review. First, a literature search was conducted in the 
three major electronic databases, Scopus, Pubmed, and 
Web of sciences, but no other databases were searched, 
as was the ‘gray’ literature. Therefore, additional relevant 
studies might have been missed. Second, in line with 
the scope review methodology, the risk of bias was not 
assessed in the included studies. Although systemic het-
erogeneity was noted in the included studies, based on 
quality assessment studies were not included/excluded, 
as a systematic review would be necessary. Therefore, 
caution is advised when drawing conclusions based on 
these studies’ combined data. Third, published papers on 
DM have focused on a small portion of medical profes-
sionals, including neurosurgeons, psychiatrists, obste-
tricians, and gynecologists. These studies cannot reflect 
the practice of DM in other disciplines especially general 
practitioners.

Conclusion
The current scoping review has summarized the pub-
lished research papers on the occurrence, types of behav-
iors, and reasons for practicing of DM among physicians 

and possible solutions and strategies to reduce DM in 
countries around the world. The results of the study 
showed that DM is a common behavior among physi-
cians. Such that it’s overall occurrence varied from 6.7 to 
99.8% in different countries. The vast majority of research 
studies were conducted in high-income countries, and 
studies are needed to measure this phenomenon and its 
consequences in depth in low- and middle-income coun-
tries. All studies reported two types of DM (assurance 
and avoidance behavior). There are various reasons such 
as patient-related, physician-related, organization-related 
and, society-related reasons for practicing DM behaviors 
that need further exploration. However, various solutions 
and strategies are needed to reduce defensive behaviors 
such as structured training and education, restoring phy-
sician-patient relationships, reforming the health system, 
and reforming the liability system.
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DM: Defensive Medicine.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12913‑ 022‑ 08194‑w.

Additional file 1: Supplementary file 1. Full list of Search strategy in 
Three Databases.

Additional file 2. 

Acknowledgements
We would like to thank the Clinical Research Development Unit of Tabriz 
Valiasr Hospital, Tabriz University of Medical Sciences, Tabriz, Iran for their assis‑
tance in this research. We are also grateful to Dr. Ali Albelbeisi (Head of Health 
Research Department of the Palestinian Ministry of Health) for his assistance in 
developing the search strategy.

Authors’ contributions
EK and AHA contributed to conception and design. EK, AHA, and PR contrib‑
uted to screen the records, data extraction, and quality appraisal. EK and MA‑Z 
contributed to data analysis. EK, AHA contributed to draft manuscript. MA‑Z 
and PR contributed to critical review. All authors approved the final version of 
the manuscript for publication.

Funding
Not applicable.

Availability of data and materials
All relevant data are with the article and the attached Supplementary 
information.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.



Page 10 of 11Kakemam et al. BMC Health Services Research          (2022) 22:800 

Author details
1 Clinical Research Development Unit of Tabriz Valiasr Hospital, Tabriz University 
of Medical Sciences, Tabriz, Iran. 2 Social Determinants of Health Research 
Center, Birjand University of Medical Sciences, Birjand, Iran. 3 Department 
of Health Services Management, School of Health Management and Infor‑
mation Sciences, Iran University of Medical Sciences, Tehran, Iran. 4 Medical 
Services Directorate, Gaza Strip, Palestine. 

Received: 9 February 2022   Accepted: 14 June 2022

References
 1. Berlin L. Medical errors, malpractice, and defensive medicine: an ill‑fated 

triad. Diagnosis. 2017;4(3):133–9.
 2. Calikoglu EO, Aras A. Defensive medicine among different surgical 

disciplines: a descriptive cross‑sectional study. J Forensic Legal Med. 
2020;73:101970.

 3. Agarwal R, Gupta A, Gupta S. The impact of tort reform on defensive 
medicine, quality of care, and physician supply: a systematic review. 
Health Serv Res. 2019;54(4):851–9.

 4. Cote DJ, Karhade AV, Larsen AM, Castlen JP, Smith TR. Neurosurgical 
defensive medicine in Texas and Illinois: a tale of 2 states. World Neuro‑
surg. 2016;89:112–20.

 5. Hershey N. The defensive practice of medicine: myth or reality. Milbank 
Mem Fund Q. 1972;50(1):69–97.

 6. Sekhar S, Vyas N, Research HS. Defensive medicine: a bane to healthcare. 
Ann Med Health Sci Res. 2013;3(2):295–6.

 7. Ries NM, Jansen J. Physicians’ views and experiences of defensive 
medicine: an international review of empirical research. Health Policy. 
2021;125(5):634–42.

 8. Chung SY, Fang CH, Grube JG, Eloy JA. History of malpractice litigation in 
the United States. In: Eloy JA, Svider PF, Baredes S, Kelly SP, editors. Litiga‑
tion in otolaryngology. London: Springer, Cham; 2021. p. 11–9.

 9. Korenstein D. Medical overuse as a physician cognitive error: looking 
under the hood. JAMA Intern Med. 2019;179(1):26–7.

 10. Katz E. Defensive medicine: a case and review of its status and possible 
solutions. Clin Pract Cases Emerg Med. 2019;3(4):329.

 11. Reschovsky JD, Saiontz‑Martinez CB. Malpractice claim fears and the costs 
of treating Medicare patients: a new approach to estimating the costs of 
defensive medicine. Health Serv Res. 2018;53(3):1498–516.

 12. Panella M, Rinaldi C, Leigheb F, Knesse S, Donnarumma C, Kul S, et al. 
Prevalence and costs of defensive medicine: a national survey of Italian 
physicians. J Health Serv Res Policy. 2017;22(4):211–7.

 13. Sethi MK, Obremskey WT, Natividad H, Mir HR, Jahangir AA. Incidence 
and costs of defensive medicine among orthopedic surgeons in the 
United States: a national survey study. Am J Orthop (Belle Mead, NJ). 
2012;41(2):69–73.

 14. Studdert DM, Mello MM, Sage WM, DesRoches CM, Peugh J, Zapert 
K, et al. Defensive medicine among high‑risk specialist physicians in a 
volatile malpractice environment. JAMA. 2005;293(21):2609–17.

 15. Zhu L, Li L, Lang J. The attitudes towards defensive medicine among phy‑
sicians of obstetrics and gynaecology in China: a questionnaire survey in 
a national congress. BMJ Open. 2018;8(2):e019752.

 16. Katz DA, Williams GC, Brown RL, Aufderheide TP, Bogner M, Rahko PS, et al. 
Emergency physicians’ fear of malpractice in evaluating patients with pos‑
sible acute cardiac ischemia. Ann Emerg Med. 2005;46(6):525–33.

 17. Moosazadeh M, Movahednia M, Movahednia N, Amiresmaili M, Aghaei I. 
Determining the frequency of defensive medicine among general practi‑
tioners in Southeast Iran. Int J Health Policy Manag. 2014;2(3):119–23.

 18. Hiyama T, Yoshihara M, Tanaka S, Urabe Y, Ikegami Y, Fukuhara T, et al. 
Defensive medicine practices among gastroenterologists in Japan. World 
J Gastroenterol. 2006;12(47):7671–5.

 19. Reisch LM, Carney PA, Oster NV, Weaver DL, Nelson HD, Frederick PD, et al. 
Medical malpractice concerns and defensive medicine: a nationwide 
survey of breast pathologists. Am J Clin Pathol. 2015;144(6):916–22.

 20. Ali AA, Hummeida ME, Elhassan YA, Nabag WO, Ahmed MA, Adam GK. 
Concept of defensive medicine and litigation among Sudanese doctors 
working in obstetrics and gynecology. BMC Med Ethics. 2016;17:12.

 21. Solaroglu I, Izci Y, Yeter HG, Metin MM, Keles GE. Health transformation 
project and defensive medicine practice among neurosurgeons in 
Turkey. PLoS One. 2014;9(10):e111446.

 22. Reuveni I, Pelov I, Reuveni H, Bonne O, Canetti L. Cross‑sectional survey 
on defensive practices and defensive behaviours among Israeli psychia‑
trists. BMJ Open. 2017;7(3):e014153.

 23. Silberstein E, Shir‑Az O, Reuveni H, Krieger Y, Shoham Y, Silberstein T, 
et al. Defensive medicine among plastic and aesthetic surgeons in Israel. 
Aesthet Surg J. 2016;36(10):Np299–304.

 24. Peters MD, Marnie C, Tricco AC, Pollock D, Munn Z, Alexander L, et al. 
Updated methodological guidance for the conduct of scoping reviews. 
JBI Evid Synth. 2020;18(10):2119–26.

 25. Tricco AC, Zarin W, Ghassemi M, Nincic V, Lillie E, Page MJ, et al. Same fam‑
ily, different species: methodological conduct and quality varies accord‑
ing to purpose for five types of knowledge synthesis. J Clin Epidemiol. 
2018;96:133–42.

 26. Thomas J, Harden A. Methods for the thematic synthesis of qualitative 
research in systematic reviews. BMC Med Res Methodol. 2008;8(1):1–10.

 27. Passmore K, Leung WC. Defensive practice among psychiatrists: a ques‑
tionnaire survey. Postgrad Med J. 2002;78(925):671–3.

 28. Asher E, Greenberg‑Dotan S, Halevy J, Glick S, Reuveni H. Defensive medi‑
cine in Israel ‑ a nationwide survey. PLoS One. 2012;7(8):e42613.

 29. Nahed BV, Babu MA, Smith TR, Heary RF. Malpractice liability and 
defensive medicine: a national survey of neurosurgeons. PLoS One. 
2012;7(6):e39237.

 30. Elli L, Tenca A, Soncini M, Spinzi G, Buscarini E, Conte D. Defensive medi‑
cine practices among gastroenterologists in Lombardy: between lawsuits 
and the economic crisis. Dig Liver Dis. 2013;45(6):469–73.

 31. Ortashi O, Virdee J, Hassan R, Mutrynowski T, Abu‑Zidan F. The practice of 
defensive medicine among hospital doctors in the United Kingdom. BMC 
Med Ethics. 2013;14:42.

 32. Sathiyakumar V, Jahangir AA, Mir HR, Obremskey WT, Lee YM, Apfeld JC, 
et al. The prevalence and costs of defensive medicine among ortho‑
paedic trauma surgeons: a national survey study. J Orthop Trauma. 
2013;27(10):592–8.

 33. He AJ. The doctor‑patient relationship, defensive medicine and overpre‑
scription in Chinese public hospitals: evidence from a cross‑sectional 
survey in Shenzhen city. Soc Sci Med. 1982;2014(123):64–71.

 34. Ramella S, Mandoliti G, Trodella L, D’Angelillo RM. The first sur‑
vey on defensive medicine in radiation oncology. Radiol Med. 
2015;120(5):421–9.

 35. Panella M, Rinaldi C, Leigheb F, Donnarumma C, Kul S, Vanhaecht K, et al. 
The determinants of defensive medicine in Italian hospitals: the impact of 
being a second victim. Rev Calid Asist. 2016;31(Suppl 2):20–5.

 36. Yan SC, Hulou MM, Cote DJ, Roytowski D, Rutka JT, Gormley WB, et al. 
International defensive medicine in neurosurgery: comparison of Canada, 
South Africa, and the United States. World Neurosurg. 2016;95:53–61.

 37. Din RS, Yan SC, Cote DJ, Acosta MA, Smith TR. Defensive medicine in U.S. 
spine neurosurgery. Spine. 2017;42(3):177–85.

 38. Yan SC, Hulsbergen AFC, Muskens IS, van Dam M, Gormley WB, Broekman 
MLD, et al. Defensive medicine among neurosurgeons in the Nether‑
lands: a national survey. Acta Neurochir. 2017;159(12):2341–50.

 39. Tebano G, Dyar OJ, Beovic B, Béraud G, Thilly N, Pulcini C, et al. Defensive 
medicine among antibiotic stewards: the international ESCMID Antibio‑
LegalMap survey. J Antimicrob Chemother. 2018;73(7):1989–96.

 40. Al‑Atram A. Defensive practice among psychiatrists in middle east coun‑
tries: a questionnaire survey. J Health Special. 2018;6(1):30.

 41. Renkema E, Ahaus K, Broekhuis M, Tims M. Triggers of defensive medical 
behaviours: a cross‑sectional study among physicians in the Netherlands. 
BMJ Open. 2019;9(6):e025108.

 42. Borgan SM, Romeus L, Rahman S, Asmar A. Internal medicine residents 
and the practice of defensive medicine: a pilot study across three internal 
medicine residency programs. Cureus. 2020;12(2):e6876.

 43. Albelbeisi AH, Albelbeisi A, El Bilbeisi AH, Taleb M, Takian A, Akbari‑Sari 
A. Public sector capacity to prevent and control of noncommuni‑
cable diseases in twelve low‑and middle‑income countries based 
on WHO‑PEN standards: a systematic review. Health Serv Insights. 
2021;14:1178632920986233.

 44. Hood L, Fenwick J, Butt J. A story of scrutiny and fear: Australian mid‑
wives’ experiences of an external review of obstetric services, being 



Page 11 of 11Kakemam et al. BMC Health Services Research          (2022) 22:800  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

involved with litigation and the impact on clinical practice. Midwifery. 
2010;26(3):268–85.

 45. Guidera M, McCool W, Hanlon A, Schuiling K, Smith A. Midwives and 
liability: results from the 2009 nationwide survey of certified nurse‑mid‑
wives and certified midwives in the United States. J Midwifery Womens 
Health. 2012;57(4):345–52.

 46. Robertson JH, Thomson AM. An exploration of the effects of clinical neg‑
ligence litigation on the practice of midwives in England: a phenomeno‑
logical study. Midwifery. 2016;33:55–63.

 47. Symon A. Litigation and defensive clinical practice: quantifying the prob‑
lem. Midwifery. 2000;16(1):8–14.

 48. Rinaldi C, d’Alleva A, Leigheb F, Vanhaecht K, Knesse S, Di Stanislao F, et al. 
Defensive practices among non‑medical health professionals: an over‑
view of the scientific literature. J Healthc Qual Res. 2019;34(2):97–108.

 49. O’Leary KJ, Choi J, Watson K, Williams MV. Medical students’ and residents’ 
clinical and educational experiences with defensive medicine. Acad Med. 
2012;87(2):142–8.

 50. Adwok J, Kearns EH. Defensive medicine: effect on costs, quality and 
access to healthcare. Agricult Healthc. 2013;3(6):29–35.

 51. Kessler D, McClellan M. Do doctors practice defensive medicine? Q J 
Econ. 1996;111(2):353–90.

 52. Wiener CL, Kayser‑Jones J. Defensive work in nursing homes: accountabil‑
ity gone amok. Soc Sci Med. 1989;28(1):37–44.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


