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Introduction

Hospitals and medical professionals occupy an important place
in society’s hierarchy of trust. Patients disclose intimate details,
consent to invasive procedures, and submit themselves, often
in their most vulnerable moments, to clinicians whose mission
is to heal. When that trust is shattered by sexual abuse or
molestation (SAM), repercussions cascade across personal,
moral, clinical, legal, and financial dimensions. Survivors
confront lifelong trauma; caregivers experience moral injury;
communities question institutional culture; regulators turn
skeptical; and insurers reassess their appetite for risk.

The magnitude of these consequences is no longer abstract.
Cases like the serial assaults by Robert Hadden on patients at
Columbia University Irving Medical Center and by former
Olympic team doctor Larry Nassar on U.S. athletes have
exposed systemic vulnerabilities and triggered financial
settlements in the nine- and even 10-figure range.

As survivors are becoming more empowered to come forward
and society’s understanding of early warning signs like
grooming and other inappropriate behavior is increasing, SAM
incidents are now more often reported. As a result, claims are
filed more frequently, often years or even decades after an
event. These trends have contributed to an increased
frequency and severity in SAM claims, two terms that will be
discussed in more detail in Milliman’s actuarial perspective.

There are four main types of SAM claims:

=  Those previously reported and settled, which may offer
insights into settlement values and other matters that could
be relevant to similar, unresolved claims

= Currently pending claims

= Incidents that have occurred, or may be ongoing,
but have yet to be reported

=  Claims that have yet to be incurred, where protecting
patients, in addition to preventing and mitigating loss,
must be top of mind
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Insurers covering these perils have responded with sublimits
and exclusions or have withdrawn coverage for hospital SAM
claims. For risk managers and hospital boards, the top priority
must be ensuring patient safety. But they meanwhile must
determine how to protect their institution’s sustainability when
conventional insurance backstops are eroding.

To help understand the SAM risk continuum, this white paper
presents an integrated framework assembled by three
organizations at the forefront of this issue.

= Praesidium, a global leader in abuse-prevention
consulting and accreditation, explains why insurers
are tightening terms and how hospitals can translate
best-practice safeguards into a tangible and sustainable
culture of safety coverage parameters.

= Milliman, a premier actuarial firm, shows how credibility-
based modeling converts low-frequency, high-severity
events into quantitative forecasts that inform retentions,
captive funding levels, and investment in mitigation.

= TransRe, a global reinsurance company with deep
expertise in medical professional liability, providing
capacity and insight to primary insurers, captives,
and self-insured entities worldwide.
In the sections that follow, we explore each perspective in
depth, then synthesize the findings into board-ready guidance.
The goal is not simply for hospitals to avoid becoming the next
headline. It is first and foremost to help protect patients by
embedding a culture of safety. It is also to help ensure the
financial stability of health systems, so they may continue to
care for patients and communities by allocating capital
intelligently and maintaining durable access to risk
transfer markets.
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Explainer: Understanding SAM liability and the need
for insurance

Readers outside the insurance industry may be surprised
to learn that insurance exists that covers sexual abuse
and molestation claims. Obtaining this coverage is not a
substitute for accountability. But it does help ensure that
hospitals can continue their mission of caring for patients
and communities.

SAM claims can create major financial exposure for
hospitals through defense costs, settlements, and jury
verdicts, as well as allegations of institutional failures in
supervision, credentialing, reporting, or patient protection.
Insurance exists in this area for the same reason it exists
elsewhere in liability law: Some risks are too large and too
unpredictable for institutions to absorb entirely on their
own. Coverage is a means of ensuring that claims can be
funded and compensation can be available.

This paper discusses sexual abuse liability from an
insurance and risk-management perspective. That
perspective is incomplete. The underlying issue is harm to
patients and other vulnerable persons, and no discussion
of financing mechanisms should be read to minimize that
reality. The purpose of this paper is narrower: to explain
how healthcare institutions assess, prevent, quantify,

and finance a category of severe legal exposure.

The evolving SAM insurance
landscape and the imperative
of prevention

PRAESIDIUM PERSPECTIVE

For many years, hospitals approached sexual misconduct
coverage as a component of their broader professional liability
programs. But that paradigm no longer holds as risk severity

has turned out to be higher than what was previously assumed.

In Praesidium’s 2024 Insurance Carrier Benchmarking Report,’
13% of surveyed carriers indicated they expect to decline SAM
coverage for healthcare accounts in the foreseeable future.
Several firms went further, declaring an intention to add
exclusions unless insureds satisfy new, more stringent
underwriting standards. The implications are stark: Even a
spotless claim record no longer guarantees coverage,

and the absence of credible prevention evidence is now

a potential deal-breaker at renewal.

1. Praesidium. (February 2025). Insurance carrier benchmarking: Sexual abuse
and molestation liability. Retrieved May 5, 2026, from
https://bit.ly/SMLBenchmarking24.
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Hospital leaders sometimes react to these signals with
disbelief. Two refrains are common: “We’ve never had a claim
like this before,” and “If we had a serial abuser here, we would
know.” Unfortunately, both of those assertions ignore well-
documented realities. Sexual abuse is chronically
underreported, particularly in hierarchical clinical environments
where patients may feel powerless and staff may fear
retaliation.? Underreporting can, in turn, breed a false sense of
security that leaves hidden risk to accumulate until it erupts in
headline-grabbing allegations years or even decades later.

Data illuminate the cost of delayed discovery. In Praesidium’s
2025 case analysis,® as shown in Figure 1, claims filed more
than 10 years after the incident averaged nearly $41 million—
almost four times the average for claims filed sooner. Even
after eliminating settlements above $215 million, clear outliers
in the dataset, historical claims remained almost twice as
costly, at $14 million versus $7.4 million for more recent
matters. The trend is hardly surprising: Older claims suffer from
fading memories, missing records, and cultural outrage at
perceived institutional cover-ups, all of which fuel plaintiff
leverage.

FIGURE 1: AVERAGE PAYOUT BASED ON YEARS BETWEEN INCIDENT
AND FILING DATE

Older cases average
nearly 4x the payout
dollars as cases filed
more quickly

10+ Years $40.8MM

When we remove
outliers (over $215MM),
older cases are still
nearly 2x as costly as
those filed more quickly.

10+ Years

RO $7.4MM

PRAESIDIUM

Source: Praesidium. (2025). 2025 Praesidium report. Retrieved May 5, 2026,
from https://hubs.ly/Q03ghznv0.

2. Mcintosh, T., Walsh, H., Parsons, M., Solomon, E. D., Mozersky, J., & DuBois,
J. M. (2022). Responding to sexual abuse in health care: Development of a
guide for patients. Journal of Patient-Centered Research and Reviews, 9(2),
117-121. Retrieved May 5, 2026, from
https://pmc.ncbi.nim.nih.gov/articles/PMC9022717/.

3. Praesidium. (2025). 2025 Praesidium report. Retrieved May 5, 2026, from
https://hubs.ly/Q03ghznvO0.
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Another misconception among hospital leadership is that
catastrophic losses arise only from class-action lawsuits
involving hundreds of victims. While payouts in multivictim
cases are indeed larger—the median payout is 40% higher
than for cases with a single victim*—these events are not rare
outliers. In the public information Praesidium reviewed, 57% of
SAM cases involved more than one victim, while 43% involved
only one. Furthermore, prior warning signs were strikingly
common, with 58% of healthcare cases containing documented
concerns about the offender or program before any legal claim
surfaced. When such red flags existed, median payouts were
85% higher than those with no earlier concerns. For plaintiffs’
counsel, the narrative of “known and ignored warnings” is the
fuel that ignites the largest verdicts. From a prevention
perspective, these red flags were missed opportunities to
interrupt inappropriate behaviors, identify and solve for
systemic gaps, and potentially avoid the escalation to abuse.

Given this backdrop, carriers are raising the bar on what
constitutes an acceptable hospital SAM prevention
commitment. In the same benchmarking survey from
Praesidium, 71% of insurers anticipated more rigorous
underwriting requirements over the next three years, and
nearly all emphasized that “policies on paper” are no longer
enough. They expect proof—auditable, external, and
continuous—of effective safeguards. Heightened screening of
employees and volunteers, robust monitoring of one-to-one
encounters, documented and consistently enforced chaperone
protocols, and a transparent culture of reporting have emerged
as non-negotiable elements. These prevention best-practice
standards are vital for protecting patients from harm. They also
align with a simple actuarial premise: Lower event probability
and faster incident detection compress ultimate loss costs.

Chaperone programs demonstrate how a typically routine
operational policy can turn into a decisive underwriting factor.
Doctor-patient interactions, especially in sensitive
environments like obstetrics-gynecology, pediatrics, and
behavioral health, combine privacy, vulnerability, and an
inherent power imbalance. Carriers equate inadequate
chaperoning with elevated loss frequency, and Praesidium’s
on-site assessments reveal that many programs that appear
compliant on paper fall short in practice. Some designate other
necessary third parties like a phlebotomist who would be
appropriately focused on blood draws, or even a clinician’s
spouse, as a fellow staff member, as the observer—individuals
whose attention and objectivity are inherently compromised.
Others apply the rule during office hours but overlook
afterhours or second-exam scenarios in which abuse may also
occur. Simply having a policy will have no meaningful impact
on preventing SAM events if hospitals do not implement true
culture change, including training chaperones, empowering
them to stop an exam, documenting their presence,

and auditing compliance. Until these steps are in place, carriers
are likely to limit coverage or set higher premiums.

4. For more details, see the 2025 Praesidium report at https://hubs.ly/Q03ghznv0.
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External validation, however, may positively influence hospitals’
access to SAM coverage. Increasingly, carriers have indicated
they value accreditation by abuse-prevention experts. In
Praesidium’s SAM benchmarking survey, 94% of responding
carriers indicated that third-party accreditation could positively
influence an organization’s insurability. An independent or
third-party review not only reinforces a health system’s internal
accountability but also signals to underwriters that the
organization’s commitment to reducing SAM is measurable,
consistent, and verifiable.5

Measuring the unseen: Actuarial
modeling as the decision engine

MILLIMAN PERSPECTIVE

A hospital’s financial statements regularly account for
malpractice reserves, workers’ compensation accruals,

and property-damage deductibles. By contrast, costs related to
incidents of sexual abuse often appear only indirectly, perhaps
as a line item under “professional liability other” or not at all.
That omission reflects not the absence of exposure but the
difficulty of quantification, combined perhaps with the desire to
downplay this issue. Events are infrequent, data are sparse,
and settlements can land in the nine-figure range.
Paradoxically, such characteristics make the exposure more—
not less—deserving of rigorous actuarial treatment.

Actuaries translate uncertain events into statistical distributions
that describe both how often claims might occur and how
severe they might become. In the language of modeling,

the two cornerstones are frequency and severity. Frequency
measures the probability and number of events per policy
period. Severity captures the financial cost when an event
occurs. For SAM, frequency is generally low, as most hospitals
record zero reported incidents in most years. Severity,
however, is highly skewed: A single claim can involve multiple
victims, generate tens of millions in settlements, and cascade
into reputational fallout that further inflates damage awards.

Building a frequency model for SAM begins with exposure
metrics. Patient encounters, bed-days, and employed clinicians
all serve as proxies for situations in which abuse might arise.
Certain lines of service amplify exposure—pediatrics,
behavioral health, obstetrics—because they involve especially
vulnerable populations. Each variable enters a statistical
distribution—often a Poisson or negative binomial model—that
produces a range of expected claim counts over a one-year or
multiyear horizon.

5. Praesidium. (2025). The power of fresh eyes: How third-party assessments
strengthen your commitment to safety. Retrieved May 5, 2026, from
https://hubs.ly/Q03tcmgx0.
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Severity modeling is more nuanced because hospital-specific
data are scarce. If an institution has experienced no SAM
claims, historical facts provide little guidance. Actuaries
address this data desert by combining whatever internal
information exists with external sources, including data from
other clients and data partners, publicly disclosed court records
and settlement amounts, and other unstructured data sources,
such as news accounts. The resulting distribution typically
assumes a lognormal or Pareto shape, reflecting a large
number of small or moderate claims tapering into a “heavy tail”
of potential mega losses.

A crucial step is credibility weighting, a statistical method that
balances an institution’s own experience against broader
industry statistics. Small or zero internal claim counts are given
limited weight, while the larger industry sample stabilizes the
overall estimate. The data earn increasing credibility within the
model as the hospital accrues more experience, such as
internal incident logs or near-miss reports (these may be
anonymous tips about suspicious behavior, which can lead to
increased vigilance that prevents a situation from escalating
into a SAM event).

The output is more than an academic exercise. Hospital
leaders and finance committees can view probability curves
that express, for example, a 5% chance that aggregate SAM
losses exceed $1 million in a given year or a 1% chance of
surpassing $500 million over five years. These curves become
actionable when integrated into insurance purchasing
decisions. If the hospital carries a $10 million self-insured
retention and a $50 million limit but tail risk stretches beyond
that limit, executives must decide whether to buy additional
excess, establish a captive, or retain the risk while earmarking
capital.

Modeling is equally powerful in evaluating prevention initiatives.
While chaperone programs help embed the safety culture
discussed earlier, understanding their financial impact can help
validate the decision to allocate resources to this effort. For
example, suppose risk mitigation benchmarking reveals that an
effective chaperone program reduces incident frequency by
30%. The actuaries can run side-by-side analyses, with one set
reflecting the current environment and another reflecting
expected improvements. The difference in expected losses is a
financial proxy for the benefit of the chaperone program.
Management can then compare that benefit to the cost of
hiring, training, and supervising qualified chaperones. By
translating these investments into dollar-denominated returns,
modeling fosters rational budget allocation and avoids the
pitfall of under- or overspending on risk mitigation.

Stress testing adds another layer of insight by quantifying the
maximum foreseeable loss from a single SAM event. The
model arrives at that number by simulating thousands of
random claim outcomes and flagging the top percentile. If the
99th percentile shows a potential loss of $500 million from one
worst-case scenario, a hospital board gains a concrete figure
for capital planning.
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Moreover, scenario testing can incorporate legal changes, such
as revival windows for time-barred claims or social-inflation
trends in jury verdicts. The result is an adaptive model that
evolves alongside external risk drivers.

The culmination of an actuarial engagement is a set of
recommendations that weave together expected loss, volatility,
risk transfer, and capital sufficiency. Those recommendations
typically present the total cost of risk under alternative
insurance structures, from high-deductible commercial policies
to layered programs with captives and excess reinsurance.
The board is then equipped to choose the configuration that
aligns best with risk tolerance and overall enterprise objectives.

Complexities unique to SAM claims
in healthcare

TRANSRE PERSPECTIVE

Compared to traditional malpractice exposures and single-
plaintiff scenarios, SAM claims involving medical professionals
and healthcare organizations present multiple distinct
challenges that create increased risk for uncertainty and
volatility in claim outcomes. We will break down the top five
unique aspects of SAM claims in this section.

1. Increased challenges surrounding claim valuation

A traditional medical malpractice claim with a single plaintiff
and catastrophic damage typically involves tangible criteria with
which to assess claim valuation. This can include life care
plans and past or future economic damages, along with an
oftentimes corresponding noneconomic valuation. In contrast,
SAM claims are almost always heavily weighted toward
noneconomic exposure, including pain and suffering, emotional
trauma, and other more intangible variables. Further, unlike the
overwhelming majority of medical malpractice claims, SAM
claims typically include claims for punitive damages that can
serve to multiply an underlying award. In addition, many SAM
claims involve dozens, if not hundreds, of underlying plaintiffs.

When assessing claim valuation, it is often instructive to look at
verdict outcomes on comparable claims. While perhaps only
5% of medical malpractice claims are tried to verdict, these
verdicts are still meaningful in assessing how an actual jury
may respond. In contrast, far fewer SAM claims are presented
to a jury, often because of the nature of the allegations and
because defendants have strong incentives to settle due to the
enormity of downside risk potential if pursued to verdict. For
those claims that have been tried, there can be an
extraordinarily wide variation in verdict outcomes.

This begs the question of whether historical verdicts can be
predictive of future outcomes. As we have seen when
analyzing TransRe’s overall medical malpractice claim verdict
data, there has been a notable increase in the number of
verdicts exceeding $10 million since 2022, when courts
reopened in earnest after the COVID-19 trial disruptions.
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Further, and perhaps particularly noteworthy, as these claims
tried to adverse verdicts are resolving, in the aggregate the
average that is ultimately paid as a percentage of the gross
verdict has also increased noticeably. In other words, across
the entirety of the claims, both gross verdict value and the final
settlement on those same claims following appeal have been
increasing. Various theories for why this is happening have
been put forth, with one common position being an increased
distrust of medical professionals and institutions.

SAM involving medical professionals and health system
employees has unfortunately existed for many years. But in the
past 15 years—and particularly over the past decade—scrutiny
of potential SAM behavior has increased, along with claims
frequency and severity. This may be due to several factors,
including heightened public awareness of the scope of sexual
abuse, both more broadly within and outside the medical
professional space, which has prompted more victims to come
forward, even years or decades later. This, in turn, has led to
“reviver” legislation in many states, which has served to create
a mechanism allowing such claims to be brought, whereas
before they would have been barred. However, while SAM
matters are now more likely to come to light closer to the time
of an event, there is still a latency in claims that are only now
being reported for allegations that occurred years ago. Health
systems and insurers are left wondering how many more
incurred SAM incidents remain unreported, as this presents a
significant potential exposure that is particularly pronounced by
billion-dollar settlements.

2. Allegations of underlying criminal activity

While insurability of criminal acts in and of themselves is
outside the scope of indemnification, a common question
arises as to whether the accused is still owed a civil defense in
the underlying negligence claim if they maintain their
innocence in a co-occurring criminal proceeding. We have
seen several instances where the insurer extends a defense for
the associated allegations of negligence until there is a criminal
adjudication or other acknowledgment of criminal guilt. That
said, in some instances, the final criminal adjudication may not
occur until many months, if not years, later if there is appellate
activity. Indeed, the sexual abuse perpetrated by Dr. James
Heaps came to light in 2018, the resulting claims were largely
settled for approximately $750 million by 2022, and he
ultimately pled guilty to several counts in 2026.

Our data have identified more than 20 instances in just the past
several years where a medical professional or employee is now
serving a prison sentence of at least 20 years; we have also
seen numerous other high-profile SAM matters that are still
awaiting a final adjudication of the criminal case. While the
perpetrator may absorb the criminal punishment, these
settlements rarely indemnify the plaintiff(s); instead, that
responsibility has traditionally passed to others who knew or
should have known of the underlying activity—that is, the
hospital and its insurance carrier or organizations assumed to
have the means to pay for verdicts or settlements.
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3. Unique coverage issues and insurer response

While significant coverage issues are rare in traditional medical
malpractice claims, they are quite common with SAM claims.
As noted, criminal acts themselves are invariably not
indemnifiable. But as SAM claims have increased in frequency
and severity, hospitals and those funding these risks have
heightened their efforts to address this exposure. Their
approaches have taken many forms, such as (1) an expressed
exclusion for any claim where there are allegations of SAM,
including claims involving others who may be otherwise
covered under the policy; (2) a sublimit, often cost-inclusive;
(3) accepting coverage/remaining silent but pricing for the
exposure; and (4) adjusting placement on an excess coverage
tower with an eye toward reducing exposure in all but the most
significant claims. (A coverage tower consists of stacked layers
of insurance coverage—primary plus successive excess
policies—that together provide higher limits of coverage to
protect the system against large or catastrophic claims.)

We have also seen more recent examples within hospital
towers where coverage for SAM above a certain attachment
point is not afforded.

Coverage litigation is not uncommon and can yield varied
outcomes, even if the insurer is confident in its coverage
position or intent. Such litigation can often take years to
resolve, at significant costs.

4. The impact of video

Another unique exposure with SAM claims involves the
placement of hidden cameras. In one recent high-profile
example, a doctor may have recorded more than 8,000
individuals, leading to a settlement of more than $140 million,
with some claims still outstanding.® In another pending claim,
13,000 or more individuals may have been involved in a
hidden-camera scenario at a sleep center.” And a claim
involving an obstetrician-gynecologist who secretly recorded
thousands of patient exams was resolved for $190 million.®

As technological advances lead to ever-more sophisticated
recording options, it will become increasingly challenging to
identify such risks.

Beyond the matter of hidden cameras, another extremely
troubling factor is that many sexual predators tape the actual
assaults. While this not only compounds the victims’ suffering,
from a liability perspective, the footage leaves no doubt about
the events and adds inflammatory value to the claim, which can
increase the magnitude of a settlement or verdict.

6. Erickson, E. (November 5, 2025). Oakland County doctor sexual abuse case
settlement finalized, millions to be paid out. ClickOnDetroit. Retrieved May 5,
2026, from https://www.clickondetroit.com/news/local/2025/11/05/oakland-
county-doctor-sexual-abuse-case-settlement-finalized-millions-to-be-paid-out/.

7. Zanger, J., & Gusoff, C. (November 20, 2025). Long Island sleep center worker
who secretly filmed people in the bathroom sentenced to 6 months. CBS News.
Retrieved May 5, 2026, from https://www.cbsnews.com/newyork/news/long-
island-northwell-health-sleep-center-secret-video-sentencing/.

8. CBS News. (September 26, 2014). Victims speak out on doc who preyed on
patients. Retrieved May 5, 2026, from https://www.cbsnews.com/news/johns-
hopkins-gynecologists-victims-speak-out-on-dr-nikita-levy/.
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Again, since the perpetrator in such instances is not in a
position to indemnify their victims, the financial exposure often
transfers to the employer on the basis of negligent hiring,
supervision, or credentialling, as well as the potential failure to
more quickly identify the perpetrator’s behavior.

5. Aggregation risk for reinsurers

While an individual insurer may have only one placement on a
coverage tower, it is not uncommon for a reinsurer to be
assuming exposure from multiple underlying ceding companies
in the same claim. As the value of SAM losses can easily erode
most or all of even a nine-figure coverage tower, including
upper segments of a tower that yield comparatively less
premium, this can lead to a disproportionate exposure for
reinsurers.

It is also not uncommon for SAM allegations to be intentionally
broad in an effort to trigger multiple coverage parts. This
financial exposure is further exacerbated by the increased
potential for the use of national “specialty” counsel, in some
instances, by multiple ceding companies on the same
underlying claim. In addition, friction can develop between
ceding companies and the underlying insured, as well as
between individual ceding companies, all of which can lead to
lengthy and costly coverage or declaratory judgment actions,
with reinsurers also absorbing the associated cost of such
actions for multiple ceding companies. In such examples, the
reinsurer could find itself in the unique position of reinsuring
multiple sides of a coverage or litigation debate involving a
single underlying claim. Add to this the potential that other
coverages (general liability, employment practices liability, etc.)
could be implicated, and the reinsurer exposure can be even
further multiplied.

Final thoughts on SAM from the reinsurer’s perspective

While most large SAM claims are identified through patient
complaints, it is not uncommon for it to later be revealed that
staff members or coworkers previously harbored suspicions
about the alleged perpetrator’s inappropriate behavior. Often,
these suspicions continue for months or years before more
extensive complaints are registered.

In recent years, progress has been made to ensure the more
timely reporting of suspicions of SAM in the medical
professional setting. However, we continue to see numerous
claims that have only recently been presented that involve
previously unreported SAM incidents going back many years.
This will continue to present an ongoing challenge for insurers
and organizations tasked with defending these claims.

While we have yet to see a high volume of SAM claims in the
area of sexual trafficking, this is another potential exposure that
cannot be ignored. It is suspected that a significant number of
trafficking victims at one time, or perhaps multiple times,
receive care from medical professionals, whether in an urgent
care facility, medical office, or even hospital setting. Similar to
scenarios in which a medical professional must be attentive to
signs of potential child abuse, this is an area where tight risk-
management controls must be implemented.
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Lastly, the frequency and severity of such incidents, along with
the corresponding media attention, can tarnish a juror’s
perspective on medical organizations in general. As we see
increasingly large verdicts, including from jurisdictions that
generally have not yielded such verdicts, one must wonder
whether such adverse publicity on the SAM front is part of the
explanation for such outcomes.

Conclusion

Beyond the lifelong harm caused to victims, sexual abuse and
molestation in a clinical setting is one of the most volatile and
morally urgent threats that a healthcare organization may face.
As the expanded analyses in this paper demonstrate, SAM
claims differ categorically from other malpractice exposures by
involving criminal investigations, damaging to a hospital’s
reputation, imposing difficult pricing and reserving, and causing
(re)insurers to limit their risk.

To both safeguard patients and sustain their mission, hospitals
must act on three mutually reinforcing fronts:

=  Prevention: Embed rigorous personnel screening,
enforceable chaperone protocols, active bystander
training, and independent accreditation.

= Quantification: Implement exposure-based models to
illuminate tail risk, support capital planning, and
demonstrate the measurable impact of mitigation.

= Collaboration: Engage transparently with insurers and
reinsurers, who face intricate layers of criminal-civil
overlap and technological evolutions, such as hidden-
camera evidence.

Where these elements coalesce, hospitals and other provider
organizations secure more than insurance renewals; they
establish cultures that spot warning signs, respond decisively
to survivor reports, and continually refine controls through data
feedback. The investment is substantial, but the payoff is
equally profound—Ilives protected, reputations preserved,

and financial resilience fortified against a class of claims that
can otherwise upend the most sophisticated coverage tower.

In an era of revived statutes, social-media amplification, and
shrinking insurer appetite, complacency carries existential
costs. The way forward demands intentional governance,
analytics-anchored decision making, and a relentless
commitment to patient safety—values that lie at the heart of
every hospital’'s mission and that, when activated, form the
strongest possible shield against the uniquely devastating risks
of SAM.
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