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Abstract
OBJECTIVE—The shortage of radiologists in breast imaging may be related to heightened
malpractice lawsuit concerns. Our objective was to examine radiologists' reported experiences and
perceptions of future lawsuit risk and explore personal and professional factors that may be
associated with elevated perceptions of risk.

MATERIALS AND METHODS—Radiologists who routinely interpret mammography
examinations in diverse regions of the United States (Washington, Colorado, and New Hampshire)
completed a mailed survey in 2002 and 2006, including questions on demographics, practice
characteristics, and medicolegal experience and perceptions as well as a validated scale measuring
reactions to uncertainty in clinical situations. A survey assessing the radiologists' work facilities
was also completed in 2002.

RESULTS—Participation by eligible radiologists was 77% (139 of 181) in 2002 and 71% (84 of
118) in 2006. The percentage of radiologists reporting malpractice claims related to
mammography in the previous 5 years was 8% on the 2002 survey and 10% on the 2006 survey.
Radiologists' mean estimate of the probability of being sued for malpractice in the next 5 years
(41% in 2002 and 35% in 2006) was markedly higher than the actual reported risk. Radiologists'
age, sex, clinical experience, and workload were not associated with a higher perceived risk of
being sued. Radiologists who reported higher perceived risk of lawsuits were more likely to have
experienced a prior malpractice claim, to report knowing colleagues with prior lawsuits, and to
score higher on a scale measuring anxiety caused by uncertainty in clinical situations. Radiologists
working at facilities that did not use double reading reported higher perceived risk, but the
difference was not statistically significant.
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CONCLUSION—Radiologists working in breast imaging substantially overestimate their risk of
a future malpractice lawsuit. Radiologists with higher risk perceptions show more negative
reactions to uncertainty in a clinical setting. Understanding that their actual risk of malpractice
lawsuits may be substantially lower than anticipated may help reduce radiologists' fears and
alleviate the manpower shortage in mammography. Programs to address the shortage of breast
imagers could be targeted toward radiologists with heightened malpractice lawsuit concerns.
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The interpretation of mammograms has been especially vulnerable to medical malpractice
litigation. Because more than two thirds of radiologists do at least some breast imaging, the
number of radiologists at risk is immense [1]. In 1990, a study by the Physicians Insurers
Association of America (PIAA), a large consortium of physician-owned liability carriers,
indicated that delay in diagnosis of breast cancer was the second most common reason that
physicians were subject to malpractice lawsuits [2]. The PIAA repeated the study in 1995
and 2002, noting that delay in breast cancer diagnosis had become the most common reason
for medical malpractice lawsuits filed in the United States [2, 3]. In the PIAA's 2002 study,
the most commonly named defendant in such lawsuits was the interpreting radiologist.
Although legal cases involving neurologically impaired newborns have the highest
aggregate indemnity awards, payments related to breast cancer are the second highest, with
an average payment of $438,047 in the 2002 report [2].

Concerns about malpractice litigation may have a detrimental effect on health care delivery.
Fear of litigation was among the leading reasons cited by radiologists for their declining
interest in specializing in mammography [4, 5]. This fear has also caused more than one
third of practicing radiologists to consider leaving the field of breast imaging [6]. Over a
recent 3-year period, the number of physicians interpreting mammograms decreased by 5%
despite an increase in the number of women undergoing mammography [7].

In previous work using survey data from 2002, we assessed the relationship between
radiologists' perception of the likelihood they would be sued for medical malpractice and
their interpretive performance in mammography. Although radiologists are understandably
concerned about mammography-related litigation, their perception of the risk of future
lawsuits in the next 5 years was noted to be quite high in the 2002 survey [6]. We surveyed
these same radiologists again in 2006 and thus can now compare their 2002 risk estimates
with actual rates of malpractice suits filed against them. When radiologists' perceived risk of
lawsuits sufficiently exceeds their real risk, an opportunity arises to better educate them
about the medicolegal environment and potentially diminish the worsening manpower
shortage. Such education depends in part on being able to characterize those radiologists
with the highest perceived risk of litigation. For example, emerging research suggests that
radiologists' attitudes about uncertainty in clinical medicine may be associated with their
interpretive performance [8–10]. Yet few studies have explored the connection between
physician characteristics such as sociodemographics or attitudes about malpractice and their
perceived risk of litigation, and none of these prior studies have focused exclusively on
radiologists [11, 12]. In addition, no prior studies, to our knowledge, have explored
longitudinal trends in physicians' malpractice attitudes.

In this article, we link the 2002 survey results with results of the follow-up survey of
radiologists performed in 2006. We describe the prevalence in 2002 and 2006 of legal
claims and attitudes about litigation among radiologists working in breast imaging and
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explore radiologists' characteristics and practice patterns associated with elevated
perceptions of malpractice lawsuit risk.

Materials and Methods
Study Design

This community-based, multicenter, observational study involves collaboration among
radiologists in diverse regions in the United States participating in the Breast Cancer
Surveillance Consortium (BCSC) [13]. Data were obtained from radiologists working in
these BCSC registries via a mailed survey and obtained from the BCSC facilities at which
these radiologists interpret mammograms [6, 14].

All radiologists interpreting mammograms at facilities that participate in one of three
mammography registries in Colorado, New Hampshire, and Western Washington were
mailed a survey in 2002 and 2006. The survey included questions on demographic
characteristics (e.g., age, sex), clinical practice (e.g., experience with mammography,
experience with procedures), and perception of and experience with medical malpractice.
Specifically, radiologists were asked to rate the following question on a 100-point scale:
“What do you think is the probability of a medical malpractice lawsuit being filed in the
next 5 years against you if you were to interpret mammograms full time?” Radiologists were
also asked to report medical malpractice lawsuits related to mammography and provide a
date in which the lawsuit was filed.

The radiologist survey in 2002 also included an instrument assessing reactions to uncertainty
in clinical decision making that has been validated among several specialties, including
radiologists [8, 15]. The instrument included 10 questions that characterize physicians'
reactions to the uncertainty associated with clinical care in three areas: reluctance to disclose
mistakes to other physicians, stress from uncertainty in clinical decision making, and
concerns about bad outcomes. The questions were each scored using a Likert scale from 1
(strongly disagree) to 6 (strongly agree). The 10 individual questions were modified to make
them more relevant to the practice of mammography interpretation, and the psychometric
properties remained unchanged [8] (see Appendix 1 for the adapted instrument). The 2006
survey did not contain this instrument on reaction to uncertainty.

After extensive pilot testing, a survey of the BCSC facilities at which the radiologists
interpret mammograms was conducted at the time of the 2002 radiologist survey.
Information regarding mammography practice collected in the facilities survey included use
of double reading by a second radiologist, application of computer-aided detection (CAD)
programs, use of an audit report system providing feedback to individual radiologists
regarding mammography performance, and for-profit status of the facility [16]. A second
facility survey was not conducted in 2006.

Institutional review board (IRB) approval for all surveys was obtained from the University
of Washington School of Medicine, Group Health Center for Health Studies (Washington),
Dartmouth College (New Hampshire), and the Cooper Institute (Colorado). Each registry
and the Statistical Coordinating Center have received IRB approval for either active or
passive consenting processes or a waiver of consent to enroll participants, link data, and
perform analytic studies. All registries and the Statistical Coordinating Center have received
a Federal Certificate of Confidentiality that protects the identities of research subjects.
Federal, state, and local confidentiality and data security protections to safeguard these
research data are described elsewhere [17].
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Statistical Analysis
We calculated Student's t tests and Pearson's correlation coefficients to determine whether
perceived risk of being sued for medical malpractice was associated with radiologists'
characteristics or reactions to uncertainty in clinical decision making using the radiologist
survey data from 2002 and 2006 and the facility survey data from 2002. We used multiple
linear regression to determine the relationship between radiologists' perceived malpractice
risk and different radiologist and facility characteristics while adjusting for BCSC registry.
Predictors included radiologists' age, sex, score on the instrument for assessing reaction to
uncertainty in clinical medicine, and prior medical malpractice claims (self or colleague).
Facility characteristics assessed as predictors included use of double reading, frequency of
audit reports, and use of CAD programs. A regression model was also fit without the
reaction to uncertainty score included as a predictor.

Results
Characteristics of Respondents: 2002 and 2006 Surveys

The response rate to the radiologist surveys in 2002 and 2006 were 77% (139/181) and 71%
(84/118), respectively. The interpretive performance (sensitivity, specificity, and positive
predictive value) of responders in 2002 was the same as the nonresponders. Demographic,
clinical practice, malpractice experience characteristics, and facility-level characteristics are
shown in Table 1. The majority of respondents in 2002 and 2006 were 45 years old or older,
male, had more than 10 years of experience in interpreting mammograms, spent more than
20% of their work time on breast imaging, and were not affiliated with an academic medical
center.

Linkage with the 2002 facility survey revealed that most radiologists worked at a facility
that used double reading (70%), received a performance audit report one or two times a year
(77%), and worked at a for-profit mammography facility (65%). Fourteen percent of
radiologists worked at facilities that used CAD programs. A facility survey was not
performed in 2006.

Malpractice Attitudes and Experiences: 2002 and 2006 Surveys
As previously reported for the 2002 survey [6], the majority (87%) of participants reported
knowing a colleague who had been sued for malpractice, and approximately half (n = 71) of
the radiologists reported having had a malpractice claim filed against them. Fourteen percent
(n = 19) of radiologists reported a prior mammography-specific claim at any point in the
past (data not shown). Eight percent of radiologists (n = 11 of 130 responders to this
question) reported a mammography-specific claim that was initiated in the 5 years before the
initial survey (1997–2001).

Data from our 2006 survey revealed that only eight of 84 responders (approximately 10%)
reported a mammography-specific claim in the previous 5 years (2002–2006), whereas four
did not respond to this question. If the four nonrespondents either all had or all did not have
a mammography-specific claim in the previous 5 years, the mammography malpractice
experience would range from 9% (8/88) to 14% (12/88). Of the 60 responders who
completed both surveys, six radiologists reported a mammography-specific legal claim in
the previous 5 years (2002–2006) and four were missing data on this question.

Radiologists' perception of their risk of malpractice lawsuits related to mammography in the
next 5 years on the 2002 survey ranged from 2.5% to 100% with a mean of 41.3% and a
median of 30% (Fig. 1). One of four radiologists reported a perception of risk of 70% or
higher. Data from our 2006 survey show the mean perceived risk in the future 5 years is
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similar to that estimated by radiologists in our initial survey (mean, 35.2%; median, 25%).
This 2006 survey shows that radiologists continue to have a heightened estimate of medical
malpractice risk, whereas the percentage of radiologists reporting actual lawsuits filed
against them has been stable over the past decade. The Pearson's correlation coefficient
between the 2002 perceived risk and the 2006 perceived risk was 0.1758 (p = 0.1869).

Factors Associated with Radiologists' Malpractice Risk Perceptions
No clear associations were found between risk perception and radiologists' demographic or
clinical characteristics such as age, sex, and clinical experience in either 2002 or 2006
(Table 1). Radiologists who spent more time in breast imaging or who had interpreted a high
volume of mammograms (based on self-report) did not have a significantly higher
perception of the risk of a mammography-related lawsuit. Radiologists who in 2002 reported
a malpractice claim filed against a colleague or themselves reported a significantly higher
perceived future malpractice lawsuit risk than those who did not (p < 0.05 in both cases).
Radiologists in 2006 reporting a prior malpractice claim filed against them did not have a
significantly different perception of malpractice risk compared with radiologists without
malpractice claims. However, the sample size of radiologists responding to this question was
small in 2006 compared with 2002 (n = 84 vs 137). We also did not ask radiologists in 2006
about malpractice claims filed against colleagues, and this was the most significant variable
in 2002 that was associated with malpractice risk estimates. Radiologists working at a
facility that did not use double reading tended to perceive higher risk than those who worked
at a facility using double reading, but the difference was not statistically significant (average
perceived risk of 48.6% and 37.9%, respectively; nonsignificant).

Radiologists' mean score on the validated scale measuring reactions to uncertainty in clinical
decision making was 33.5 (range, 13–53 of 60 total possible points; SD, 8.6), where higher
scores indicate more negative reactions to uncertainty (i.e., more reluctance to disclose
errors, stress from clinical uncertainty, and concern about bad outcomes). In general, the
more uncomfortable radiologists were with uncertainty in clinical decision making, the
higher their perceptions of the risk of being sued (Pearson's correlation coefficient, 0.34; p <
0.001) (Fig. 2). This finding remained stable even when the concern about bad outcomes
subscale (a subscale that included items assessing radiologists' malpractice concerns) was
not included (Pearson's correlation coefficient, 0.29; p < 0.001).

In the multiple linear regression analysis of variables listed in Table 1, age, sex, site, having
colleagues with a claim, and prior claim history were not significant predictors of the
radiologists' perceived risk of malpractice. Double reading and the frequency of receiving
audit data were also not significant predictors. The only significant predictor of a heightened
perception of malpractice lawsuit risk was the score on the reactions to uncertainty scale (p
< 0.001). The average malpractice risk perceptions of those in the lowest and highest
quartile of stress because of clinical uncertainty were 26% and 48%, respectively. When the
reaction to uncertainty score was not included in the regression equation, having a colleague
with a prior malpractice claim was the only significant predictor of a heightened perception
of malpractice risk (p = 0.04).

Discussion
A shortage of qualified radiologists in breast imaging in the United States could diminish the
ability to provide women with their recommended regular screening mammograms. Fears of
the medicolegal risks of breast imaging may be an important influence on whether
radiologists decide to interpret mammograms [6, 14]. Our study found that radiologists'
perceptions of the risk of malpractice lawsuits related to breast imaging were significantly
higher than their actual reported experience of being sued, and these perceptions remained
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high over a 5-year period. Interestingly, those radiologists who found uncertainty in clinical
medicine more troubling reported higher estimates for their likelihood of being sued.

Our data show that the average perceived risk for a lawsuit related to mammography is
about four times higher than the reported rate of malpractice claims: 41% average perceived
risk from the first survey for the time period from 2001 to 2005 versus 10% actual risk
reported from the follow-up survey in 2006. This overestimation is higher than that shown in
a study by Lawthers et al. [11] in which high-risk specialists, including neurosurgeons and
general surgeons, only overestimated their risk of being sued by a factor of 1.6, whereas
low-risk specialists such as internists overestimated their risk by a factor of 1.3. However,
the data were gathered by Lawthers et al. more than 15 years ago, which may explain the
lower perceived risk in their study.

The radiologists' 5-year estimates for the likelihood of being sued varied enormously, with
19% estimating their risk at 10% or lower and 25% estimating their risk at 70% or higher.
This variation suggests a considerable need for education to help radiologists better
understand their actual risk of being sued. Radiologists responding to the 2002 survey with
the highest estimates for the likelihood of being sued were those who had previously been
sued or knew colleagues who had been sued. Although physicians with prior claims may
have an increased likelihood of experiencing a future claim [18], there is no known
relationship between knowing a colleague who has been sued and actually being sued. Yet
seeing a colleague experience the trauma of being sued may lead radiologists to mistakenly
conclude that their own risk of being sued is higher by association, as might be anticipated.
In addition, physicians are generally advised by risk managers not to discuss malpractice
lawsuits that have been filed against them with colleagues because of concern that the
colleague could be subpoenaed to testify in the case [19]. Thus, the information physicians
may learn about lawsuits against colleagues may be incomplete or inaccurate, leading
physicians to mistakenly inflate their chances of being sued.

Radiologists' malpractice risk perceptions remained high over the 5 years between the two
surveys despite the fact that only 10% were actually sued during this time period, suggesting
that understanding the sources of radiologists' malpractice risk perceptions will be important
in bridging the gap between these risk perceptions and reality. For example, radiologists
whose survey responses showed greater discomfort with uncertainty in clinical settings also
perceived that the risk of being sued was higher—an association that persisted when
adjusted for clinical and sociodemographic characteristics. Being sued for malpractice is
fraught with uncertainty, including which clinical events will initially lead to lawsuits,
whether a lawsuit will proceed to trial, and the outcome of that trial [20, 21].

In a malpractice situation, this uncertainty is deeply unsettling for physicians—a successful
lawsuit can dramatically increase insurance premiums or, occasionally, render a physician
uninsurable [22]. One study of Swiss physicians has shown that stress due to clinical
uncertainty is associated with lower work-related satisfaction; this is an especially important
issue in breast imaging, given the workforce strain in mammography [23]. Radiologists'
discomfort with clinical uncertainty is also associated with higher recall rates, lower
specificity, and lower positive predictive value when interpreting diagnostic mammograms
[9]. Thus, developing interventions to reduce radiologists' discomfort with uncertainty could
reduce their fears of malpractice and enhance the quality of mammographic interpretations.

Many other sources likely contribute to physicians' elevated perception of the risk of
litigation. The mass media actively report errors in medicine and often emphasize breast
cancer cases [24, 25], potentially heightening radiologists' awareness and anxiety regarding
malpractice issues. Many medical societies and other physician interest groups have
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vigorously publicized the challenges in the current malpractice environment in hopes of
encouraging tort reform [26]. The medical community should strive to help physicians better
understand their actual risk of litigation by providing malpractice education that is accurate
and balanced. Radiologists may also be less anxious about malpractice if they know that
many lawsuits are dropped or never go to trial and that plaintiffs prevail in only a small
fraction of cases that do proceed to trial [27–31].

Interventions, such as the use of CAD programs, did not influence physicians' perceptions of
the risk of being sued. The practice of having a second set of human eyes looking at each
examination may provide more reassurance that cancers are less likely to be missed.
Radiologists may not have the same sense of trust in the second reading by a CAD program
[32]. Considerable legal uncertainty exists regarding the impact of new technologies, such as
CAD, on malpractice litigation. In one recent lawsuit, an appellate court upheld negative
CAD results as reliable supportive evidence in the radiologist's defense [10]. It is also
possible that CAD markings on a lesion that radiologists decided not to recall could be used
to assist a plaintiff. However, positive CAD marks may be less helpful to plaintiffs in light
of the low reliability of a CAD mark given the large number of false-positive findings [33].
Thus, the actual impact of these technologies on radiologists' risks of being sued for
malpractice and the outcomes of these lawsuits remain uncertain.

This study addresses an urgent topic given that delay in breast cancer diagnosis remains the
leading reason for medical malpractice claims in the United States and an important factor
for declining interest in specializing in the field of breast imaging. The strength of this study
is inclusion of community radiologists from three regions across the country. The
participating radiologists from the state of Colorado might have lower perceptions of
malpractice risk compared with other U.S. radiologists because these physicians are self-
insured, and there are caps on malpractice lawsuits in Colorado. Limitations of this study
include the reliance on self-reported data about malpractice litigation and experience. It is
not known if these data are relevant to fields other than breast imaging. Radiologists who
work part time and full time were asked to provide risk estimates for full-time practice in
mammography; the risk estimates were similar for those whose practice at the time of the
survey was part-time compared with the full-time radiologists. Although we had an
unusually high response rate to mailed surveys for physicians (> 70%), we do not know if
there was a bias induced by the type of radiologists who responded to our survey. The
interpretive performance of responders to the 2002 survey was similar to that of the
nonresponders, which is reassuring [34].

Recruiting and maintaining radiologists in breast imaging has become problematic due in
part to malpractice litigation threats and resulting fear of litigation [4, 5]. Our study is the
first to evaluate trends over a 5-year period in malpractice lawsuit experience and perception
of risk among radiologists who interpret breast imaging. Our study is different from prior
studies in that we compared perception of malpractice lawsuit risk not only to physician
demographics and experience but also to practice characteristics (such as double reading and
use of CAD) and physicians' reactions to uncertainty in clinical situations. Our data allow
radiologists to review their peers' experience with malpractice litigation in breast imaging.
Developing an accurate perception of malpractice lawsuit risk and understanding the
characteristics of individual radiologists that are associated with an increased concern may
help to lessen anxiety. Ultimately, radiologists who can put malpractice lawsuit risks in a
realistic context may be more likely to choose the field of breast imaging and maintain their
interest in remaining in the field. Given potential manpower shortages in breast imaging,
maintaining radiologists in this field is an essential goal.
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APPENDIX 1: Reaction to Uncertainty Domain and Individual Survey Items

Modified instrument to assess reactions to uncertainty in medical decision making, adapted from the instrument
developed by Gerrity and White [15] and validated in other physician populations. The original order has been modified
to highlight the content of the three sub-scales.

Domain 1: Reluctance to Disclose Mistakes to Physicians

 I never tell other physicians about mammographic interpretation errors I have made.

 I almost never tell other physicians about cancer diagnoses I have missed.

Domain 2: Stress Due to Uncertainty

 Uncertainty in mammography makes me uneasy.

 I am quite comfortable with the uncertainty in mammography practice.

 I find the uncertainty involved in mammography disconcerting.

 I usually feel anxious when I am not sure of a mammographic interpretation.

 The uncertainty in mammography often troubles me.

Domain 3: Concerns About Bad Outcomes

 I worry about malpractice when I am not sure of a mammographic interpretation.

 When I am uncertain of a mammographic interpretation, I imagine all sorts of bad scenarios—patient dies, patient
sues, etc.

 I fear being held accountable for the limits of my knowledge.

Note—Reprinted with permission from Springer [15].
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Fig. 1.
Graph shows individual radiologists' estimates on 2002 survey of their own 5-year
malpractice risk (mean perceived risk, 41.3%; median, 30%). Actual risk noted on follow-up
survey 5 years later in 2006 was ~10%.
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Fig. 2.
Graph shows radiologists' estimate of mammography-related medical malpractice lawsuit in
the next 5 years and total score on an instrument measuring reactions to uncertainty in
clinical situations. Reaction scale can range from 10 to 60. Higher score on reaction to
uncertainty scale indicates radiologist is not comfortable with ambiguity in clinical
situations [15]. Results are from 2002 survey.
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TABLE 1

Radiologists' Estimation of Risk of Mammography-Related Medical Malpractice Lawsuit Within Next 5 Years

Radiologist and Facility Characteristics

2002 Survey 2006 Survey

No. (%) of
Radiologists

Mean (SD) of
Radiologists'

Perceived Risk of
Future Malpractice

Lawsuita

No. (%) of
Radiologists

Mean (SD) of
Radiologists'

Perceived Risk of
Future

Malpractice
Lawsuita

Demographic characteristics

 Age (y)

  34–44 44 (32) 37.4 (26.8) 17 (20) 27.7 (32.0)

  45–54 51 (37) 46.4 (30.4) 34 (40) 38.0 (24.0)

  ≥ 55 44 (32) 39.3 (30.7) 33 (39) 36.1 (26.4)

 Sex

  M 107 (78) 41.6 (29.8) 59 (70) 33.0 (26.4)

  F 31 (22) 38.2 (27.1) 25 (30) 40.3 (27.1)

Clinical experience of radiologists

 Mammogram interpretation experience (y)

  < 5 13 (9) 41.6 (26.9) 3 (4) 30.0 (20.0)

  5–9 20 (15) 34.4 (24.9) 11 (13) 40.0 (39.5)

  10–19 61 (45) 47.6 (30.9) 31 (37) 34.0 (24.0)

  ≥ 20 43 (31) 36.4 (29.2) 39 (46) 35.1 (25.6)

 Clinical time spent on breast imaging (%)

  < 20 63 (46) 38.9 (27.6) 18 (24) 28.7 (27.7)

  20–39 57 (42) 45.6 (31.4) 19 (26) 30.7 (24.4)

  ≥ 40 16 (12) 39.6 (29.5) 37 (50) 43.1 (28.1)

 Total annual mammograms interpreted

  < 1,000 36 (26) 38.0 (25.5) 13 (17) 34.6 (27.2)

  1,001–2,000 53 (39) 43.0 (31.6) 26 (33) 30.3 (26.3)

  > 2,000 48 (35) 41.9 (29.9) 39 (50) 37.8 (25.0)

 Affiliated with academic medical center

  Yes (primary/adjunct) 23 (17) 45.9 (31.1) 12 (14) 37.0 (32.8)

  No 116 (83) 40.3 (29.2) 72 (86) 34.9 (25.7)

 Malpractice experience

 Any malpractice claim filed against self?

  Yes 71 (52) 47.1 (32.2) 45 (54) 35.1 (24.5)

  No 66 (48) 35.0 (25.0)c 39 (46) 35.3 (29.2)

 Malpractice claim filed against colleague?b

  Yes 119 (87) 43.7 (30.0)

  No 18 (13) 23.2 (17.5)d

Facility-level characteristics e
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Radiologist and Facility Characteristics

2002 Survey 2006 Survey

No. (%) of
Radiologists

Mean (SD) of
Radiologists'

Perceived Risk of
Future Malpractice

Lawsuita

No. (%) of
Radiologists

Mean (SD) of
Radiologists'

Perceived Risk of
Future

Malpractice
Lawsuita

 Works at a facility that uses double reading?

  Yes 80 (70) 37.9 (30.3)f

  No 35 (30) 48.6 (27.6)f

 No. of times per year performance data are
received

  1 or 2 88 (77) 39.1 (30.5)

  4 26 (23) 48.9 (26.6)

 Works at a for-profit mammography facility?

  Yes 75 (65) 39.1 (28.4)

  No 40 (35) 44.8 (32.2)

 Ever read a screen at a facility that uses computer-
aided detection?

  Yes 16 (14) 52.3 (28.8)

  No 99 (86) 39.4 (29.7)

Note—Percentages do not add up to 100 because of rounding.

a
Total number of responses was 135; four radiologists did not have response data for risk estimates.

b
Results from the 2002 radiologist survey are linked with the 2002 facility survey. No facility survey was performed in 2006, and the radiologists

were not asked about malpractice claims filed against colleagues.

c
p < 0.05.

d
p < 0.01.

e
Total number of responses was 115 for all facility-level questions with the exception of number of times per year performance data are received

(n= 114).

f
p = 0.08.
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