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Digital Forensics of Healthcare Data in Medical 
Malpractice Litigation 
Abstract 

Medical malpractice cases increasingly involve evidence derived from electronic sources. In 
healthcare settings, a wealth of electronically stored information (ESI) from hospital 
information systems, clinical equipment, and wearable medical devices can be critical in 
reconstructing events and determining facts. This paper explains how digital forensics – the 
disciplined identification, extraction, and analysis of electronic data – can assist legal and 
insurance professionals in resolving malpractice lawsuits. The fundamentals of digital forensics 
in the medical context is introduced and discussion point are offered to support engaging 
independent forensic experts to avoid bias, preserve evidence integrity, and prevent spoliation. 
The diverse sources of ESI in hospital and outpatient environments is presented, including 
electronic health records, networked medical devices, implantable and wearable technologies, 
and the points at which their data accumulates (such as device memory, cloud servers, and 
smartphone applications). Finally, an outline of best practices for handling medical digital 
evidence – from prompt preservation to multidisciplinary collaboration is presented – and 
conclude with recommendations to ensure that electronic health data is effectively leveraged in 
malpractice litigation. 

Introduction 

Advances in healthcare technology mean that nearly every clinical action or patient interaction 
leaves an electronic trace. Modern hospitals and clinics generate vast amounts of digital data 
through electronic health records (EHRs), connected medical devices, and patient wearables. In 
the context of medical malpractice litigation, this electronically stored information can provide 
an objective record of events, supplementing or challenging witness testimony. Legal and 
insurance professionals are finding that understanding and utilizing such digital evidence is 
increasingly important for resolving claims of negligence or substandard care. 
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Digital forensics – the science of identifying, collecting, and analyzing electronic data for use 
in investigations – has become an essential tool in modern litigation1. Originally developed in 
the context of criminal and cybersecurity investigations, digital forensics is now routinely 
applied to civil disputes and healthcare conflicts as well. The goal is to answer the classic 
investigative questions (who, what, when, where, why and how) by examining data artifacts. In 
medical malpractice cases, digital forensics techniques can uncover what treatment was 
provided and when, identify who accessed or modified records, and clarify how medical devices 
were functioning at critical moments. By applying forensic methods to healthcare data, 
attorneys can often reconstruct the sequence of events in a disputed case with far greater 
detail and accuracy than relying on human recollection alone. 

However, leveraging electronic evidence in malpractice cases is not straightforward. Healthcare 
databases and devices are complex, proprietary, and often governed by strict privacy 
regulations. A technical but accessible approach is needed for legal and insurance professionals 
to make use of this information. This paper provides that approach, beginning with an overview 
of digital forensics and why independent experts should be engaged. The types of ESI available 
from hospital systems and medical devices, and where that data resides is described. At 
conclusion, best practice guidance is provided to ensure that electronic health data is handled 
properly and legally, maximizing its value in malpractice litigation while maintaining compliance 
with healthcare privacy laws. 

Defining Digital Forensics in the Medical Context 

What is Digital Forensics? Digital forensics is commonly defined as the process of identifying 
preserving/collecting, analyzing, and presenting electronic data in a manner acceptable in legal 
proceedings. It focuses on maintaining the integrity and authenticity of evidence while 
extracting useful information. In practice, digital forensics encompasses specialized techniques 
to retrieve and analyze data from a variety of electronic media – computers, servers, mobile 
devices, cloud services, and more – often in the course of investigations or litigation. The 
ultimate objective is to allow investigators or experts to answer key questions about an 
incident: what occurred, who was involved, when and where it happened, how it transpired, 
and why1. By adhering to rigorous methods, digital forensics ensures that electronic evidence 
can be reliably used in court, meeting standards of admissibility. 

Application to Litigation and Healthcare Disputes. In litigation, digital forensics has become a 
widely sought-after practice as part of electronic discovery (eDiscovery)1. Attorneys now 
routinely seek electronic evidence in many civil cases, from contract disputes to employment 
matters, just as they do in criminal cases ranging from identity theft to homicide1. Medical 
malpractice is no exception to this trend. Healthcare providers’ reliance on electronic record-
keeping and networked devices means that almost every malpractice allegation today involves 
some form of ESI that may be probative. For example, digital forensics might be used to 
retrieve deleted entries from an EHR, recover device alarm logs, or extract usage data from a 
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patient’s wearable sensor. These digital traces can help establish a timeline of care, verify 
actions taken by clinicians, or uncover tampering or after-the-fact alterations to records. 
Increasingly, researchers and legal commentators note that medical device data and health 
record logs are appearing in court proceedings to help provide answers in malpractice 
investigations2. In short, digital forensics brings technical rigor to the analysis of healthcare 
data, turning raw log files and binary records into coherent evidence about the quality and 
timing of patient care. 

Why Engage a Third-Party Forensic Expert? 

When confronting electronic evidence in a malpractice claim, one of the first decisions is who 
should collect and analyze the data. It may be tempting for a hospital’s internal IT staff to 
handle data preservation, or for an insurance company’s technicians to pull records. However, 
there are strong reasons to engage an independent third-party digital forensics expert instead.  

These include avoiding conflicts of interest, ensuring proper evidence handling, and leveraging 
specialized expertise. 

• Avoiding Bias and Conflict of Interest: In a malpractice scenario, the hospital or clinic 
involved in the lawsuit has an inherent interest in the outcome. If internal IT personnel 
(who are employed by the defendant institution) collect the data, the integrity of that 
evidence could be called into question. An external expert provides neutrality. They 
have no stake in the litigation result and thus can approach the evidence objectively. 
This neutrality builds credibility – a forensic report from an independent examiner is less 
likely to be challenged for bias. It also protects the institution; by stepping aside and 
allowing third-party handling, the healthcare provider cannot be accused of “cherry-
picking” or altering data in their favor. 

• Preventing Spoliation of Evidence: Spoliation refers to the intentional or negligent 
destruction, alteration, hiding, or withholding of evidence that should have been 
preserved for litigation. In the digital realm, spoliation can occur easily and even 
inadvertently if one is not careful. Simply booting up a computer or opening a file can 
change metadata (such as timestamps) and overwrite logs. Most IT staff are not trained 
to preserve data in a forensically sound manner3. For instance, internal personnel might 
log into a system to retrieve files, not realizing that their access is altering last-accessed 
dates or triggering retention policies that delete older log entries. A qualified forensic 
examiner uses specialized tools and write-blocking processes to capture an image of 
data without modifying it. This ensures that the original evidence remains intact. 
Engaging a third-party forensic firm also shows the court that proactive steps were 
taken to preserve relevant ESI, reducing the risk of sanctions for spoliation. In contrast, 
do-it-yourself collections by untrained staff often result in weak preservation and can 
create accusations of evidence tampering3. In one cautionary example, a company’s 
attempt at self-collection led to unintended changes in system files, opening the door to 
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allegations of data manipulation that complicated the legal case3. To avoid such 
pitfalls, malpractice litigants should bring in experts at the earliest opportunity, ideally 
as soon as litigation is anticipated, so that all pertinent electronic data can be preserved 
in an unaltered state. 

• Following Best Practices for Evidence Integrity: Independent forensic professionals 
adhere to established best practices and chain-of-custody procedures. They document 
every step of evidence handling – what was collected, when, by whom, and how it was 
stored – creating a log that can be presented in court to demonstrate integrity. Internal 
IT departments may not maintain this level of documentation by default or even be 
aware of the legal standards required. By using a third party, attorneys gain the benefit 
of proven methodologies. For example, a forensic expert will typically create a bit-for-bit 
forensic image of a hard drive or server data, calculate cryptographic hashes to verify no 
changes, and store the original media securely. They might also produce verified copies 
for analysis, preserving the pristine original. These precautions ensure that the evidence 
presented in court is defensible against challenges. The use of external experts who 
follow proper protocols can thus bolster the credibility and admissibility of electronic 
evidence. 

• Depth of Technical Knowledge: Healthcare IT environments contain many specialized 
systems – from HL7 interfaces to proprietary device software – that are outside the 
everyday experience of typical IT staff. Digital forensic experts often have experience 
with a range of devices and uncommon data formats. They are trained to extract data 
from sources that laypeople might overlook. For example, a forensic specialist might 
know how to pull diagnostic logs from an infusion pump or how to image the internal 
flash memory of an implantable cardiac device. They stay abreast of tools and 
techniques (such as chip-off forensic methods or mobile device analysis software) that 
can be employed when standard data export is insufficient. This depth of knowledge can 
be crucial in malpractice cases; it can mean the difference between obtaining a piece of 
critical evidence or missing it entirely. An internal team might conclude that certain data 
is not accessible or has been deleted, whereas a skilled forensic analyst could recover it. 
In short, third-party experts bring capabilities that ensure no stone is left unturned in 
the search for truth. 

In summary, involving an independent forensic expert helps maintain objectivity, preserve the 
integrity of electronic evidence, and unlock data from complex medical systems. It is a prudent 
approach that strengthens the evidentiary foundation of a malpractice case. As one industry 
guide notes, trying to collect digital evidence without expert help is often “doomed from the 
start” and can lead to compromised custody and spoliation issues3. By contrast, engaging 
experienced professionals signals to the court that the parties are handling ESI responsibly and 
scientifically. 
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Types of Electronic Data in Hospitals and Clinics 

Healthcare environments are rich in electronic data sources that may become evidence in a 
malpractice claim. It is useful to categorize these sources based on where and how the data is 
generated: 

1. Hospital Information Systems (Enterprise Data): Modern hospitals run on integrated 
software systems. Chief among them are Electronic Health Records (EHR) systems, which store 
patients’ medical charts, physician notes, medication orders, lab results, and more. Every action 
in an EHR – viewing a record, entering an order, updating a note – is typically logged with a 
timestamp and user ID in an audit trail. These audit logs are a goldmine of information for 
forensic review. For example, if a question arises about when a doctor reviewed a lab result or 
whether a note was modified after an adverse event, the EHR’s metadata can provide answers. 
In fact, audit trail reports have become one of the most important pieces of evidence in 
malpractice litigation, often revealing inconsistencies between documented events and staff 
recollections4. Beyond EHRs, hospitals also have pharmacy systems, laboratory information 
systems, radiology/PACS systems, and nursing documentation systems – all of which record 
user actions and data entries. Each of these can shed light on different aspects of patient care 
(e.g., medication administration times, lab test processing times, imaging study 
interpretations). Additionally, hospitals maintain network logs and access control logs that can 
show who accessed certain applications or devices and when. The enterprise IT environment of 
a hospital contains numerous databases and log files that accumulate evidence relevant to 
patient care timelines and provider actions. 

2. Networked Medical Devices (Closed Network Systems): Many pieces of medical equipment 
in hospitals are networked, either wired via Ethernet or wirelessly via Wi-Fi, to the hospital’s 
central systems. These include devices like bedside vital sign monitors, infusion pumps, 
ventilators, anesthesia machines, and telemetry units. In a closed network system, data from 
the device is transmitted in real-time to a central monitoring station or server within the 
hospital. For instance, an ICU patient’s heart monitor might feed into a central station that 
nurses watch, and that station will log heart rate trends and alarm events. Similarly, “smart” 
infusion pumps are often connected to a central server that logs every infusion start, stop, 
dosage change, and any triggered alarms (such as occlusion or low battery alerts). These device 
logs can be crucial in malpractice cases involving equipment: if a patient was allegedly over-
sedated by an infusion pump, the pump’s log will show the exact dosage delivered and any 
manual overrides. Because these devices reside on the hospital’s network, their data is usually 
stored centrally or can be retrieved via the hospital IT department or vendor software. 
Example: A ventilator’s internal event log might record each time an alarm sounded and 
whether it was silenced or addressed – data that could confirm if staff responded appropriately 
to a patient in distress. 
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3. Cloud-Connected Medical Applications: Not all hospital data stays within local networks. 
An increasing number of medical devices and software systems are cloud-based or application-
based, meaning they transmit data over the internet to remote servers (often maintained by 
device manufacturers or third-party service providers). This is common for newer diagnostic 
devices and certain monitoring tools. For example, an MRI machine might automatically upload 
scan data to a cloud storage for radiologists to review off-site. Or a mobile cardiac telemetry 
pack worn by a patient could send ECG data to a cloud platform where an AI or remote 
cardiologist analyzes it. The data in the cloud may include detailed device output, timestamps, 
and even device maintenance logs. From a forensic perspective, cloud data can provide an 
independent repository of information. The takeaway is that attorneys should identify if any 
system in question is cloud-hosted or has a companion cloud service and then use legal 
processes (subpoenas or requests to the vendor) to obtain those records. Cloud data can 
sometimes be more complete or retained longer than local logs, but one must move quickly 
before data retention periods expire. 

4. Standalone or Embedded Medical Devices: Some medical devices operate in a more 
standalone fashion – they may not send all data to a network but rather store it internally. 
These embedded systems include devices like implantable defibrillators, pacemakers, insulin 
pumps, fetal monitors, or older generation diagnostic machines (e.g., an electrocardiogram 
machine that prints results and also keeps an internal digital copy). Such devices often have 
internal memory or removable media (like a flash card) where they record events. To extract 
data, one typically needs to connect a proprietary reader or interface. For instance, an 
implantable cardioverter-defibrillator (ICD) in a patient’s chest stores records of each 
arrhythmia detection and shock delivered; retrieving this requires a specialized programmer 
device in a clinical setting. In a legal case, if an adverse outcome is linked to an implant’s 
performance, the forensic examiner might coordinate with biomedical engineers to dump the 
device’s memory. Another example: a standalone ECG machine used in a clinic (as studied by 
recent forensic research) can hold patient ECG traces and system logs that persist on its internal 
storage5. Investigators were able to disassemble such a device and recover residual patient data 
and usage logs, demonstrating that even machines not designed for easy data export may yield 
evidence under forensic examination5. The key for practitioners is not to overlook physical 
medical equipment. Even if a device isn’t obviously networked, it may contain a digital record of 
its actions that could corroborate or challenge the accounts of healthcare staff.  More advanced 
investigation processes may be warranted for devices utilizing internal encrypted data storage 
or System on Chip (SOC) design architecture.   

5. Outpatient and Personal Medical Devices: Malpractice cases are not confined to hospital 
walls; they often involve outpatient or patient-managed therapies. Health trackers and 
wearables used by patients can generate data relevant to a case. Consider a scenario where a 
patient alleges that a doctor’s negligence in managing diabetes led to harm – the patient’s 
wearable glucose monitor and insulin pump data could provide a picture of their glucose levels 
and alerts leading up to the event. Smart watches (like Apple Watch, Fitbit, Garmin devices) 
record heart rate, activity, and sometimes even medical-grade measurements (ECG recordings, 
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blood oxygen levels). These data might confirm if and when a patient was in distress, or if 
they followed exercise instructions given by a provider. For example, an Apple Watch might 
register an arrhythmia at a certain time, aligning with when a patient reported symptoms 
during a telehealth visit. Semi-invasive wearables refer to devices attached to the body for 
continuous monitoring, such as continuous glucose monitors (CGMs) that have a tiny sensor 
under the skin, or ambulatory EEG monitors, etc. They often work in tandem with a smartphone 
app or a dedicated receiver. The data from these personal devices is usually stored in three 
places – on the device itself, on the patient’s phone, and on the manufacturer’s cloud servers. 
Each can be a source of evidence. In a malpractice investigation, personal device data can 
sometimes reveal patient non-compliance or device malfunctions, either of which might 
absolve or implicate a provider. For instance, a CGM might show that a patient had critically low 
glucose readings but never utilized the emergency alert feature, which could influence a case 
about whether the clinician adequately educated the patient. On the other hand, it could show 
that the device repeatedly gave errors or failed to alarm, which might shift liability toward a 
device manufacturer, prompt further inquiry into the care response, or indicate the wearer 
intentionally ignored alarms. 

It is evident that the ecosystem of medical electronics – from enterprise systems down to 
personal gadgets – creates numerous data streams. All of these fall under ESI that could be 
relevant in malpractice cases. One challenge forensic experts face is the sheer volume and 
variety of potential evidence. An academic study noted that investigating medical incidents 
entails dealing with everything from sensor readings and device logs to databases and third-
party app data, and that the diversity and amount of data can complicate investigations2. A 
systematic approach is therefore needed to identify which sources are most pertinent to the 
case at hand and to gather those efficiently. 

Key Data Accumulation Points for Evidence 

Having identified the types of sources, we next consider where the data actually resides and 
can be collected. Knowing these accumulation points helps attorneys and forensic teams know 
where to look and what to preserve. The primary data locations include: 

• Hospital Electronic Health Record Databases and Audit Trails: The hospital’s servers 
will hold the patient’s EHR data and the associated audit trail (record of access and 
modifications). These should be preserved via database exports or specialized audit 
reports. As noted, such audit logs can show crucial details like when notes were written 
or edited, who viewed a record and when, and what alerts (e.g., drug interaction 
warnings) were presented to or overridden by clinicians4. Typically, a legal request to 
the healthcare institution can secure a complete audit trail report for the patient’s 
record in question. It is important to request the full metadata, not just the printed 
medical record, because the metadata might reveal late additions or deletions. Many 
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malpractice attorneys now routinely request these logs, since they have proven to be 
“not-so-silent witnesses” that can make or break a case4. 

• Device Internal Memory and Logs: Any medical device involved in the patient’s care 
should be examined for internal data. This might require working with the hospital’s 
biomedical engineering department or the device manufacturer. For example, an 
infusion pump involved in an incident could be sequestered and a forensic image made 
of its event logs or error log. Many devices will produce a configuration report or log if 
accessed through maintenance software. These configuration files can show how the 
device was set up (e.g., alarm volume turned off or on, limits configured, last calibration 
date) as well as usage history. In one case of alleged equipment malfunction, the 
device’s internal error log revealed a series of alarms that staff claimed never occurred – 
evidence that directly impacted the case outcome. Thus, when a device is in question, 
the forensic plan should include capturing any and all internally cached data on that 
device. This often means preserving the device in its post-incident state (without 
resetting it) and letting experts extract the data bit-for-bit. 

• Server Logs and Network Storage: Many devices that are networked will send data to 
central servers or network storage. For instance, patient monitor waveforms might be 
saved on a hospital network drive for documentation. Or a dialysis machine might log 
treatments to a networked database. These server-side repositories should be identified 
and collected. For network infrastructure, logs from routers or access points might even 
show connectivity history (e.g., a wearable heart monitor dropped off the network at a 
certain time, which could correlate with when it ran out of battery or was removed). In 
summation, the hospital network itself (including specialized servers for devices) is an 
accumulation point to look at. Hospital IT departments can usually export logs from 
these systems if given the proper direction and authorization from legal counsel. 

• Cloud Accounts and Web Application Data: If any cloud service or web application was 
used (for example, a cloud EHR, remote patient monitoring platform, or the patient’s 
personal health device account), those should be preserved by downloading the data or 
working with the provider. This often involves using the service’s API or data export 
features or issuing a subpoena to the cloud provider to preserve and produce the data. 
Cloud data might include not just the medical readings but also metadata such as login 
history, IP addresses of access, and logs of data sharing. Such information can 
occasionally reveal if anyone tampered with an account or if data was accessed (for 
example, proving whether a clinician actually reviewed a home-monitoring alert that 
was posted to a portal). Given that cloud data can sometimes be overwritten or deleted 
by users, it is crucial to act fast to suspend any routine data deletion. A forensic 
preservation (imaging) of the cloud data should be done.  

• Smartphone and Mobile App Data: For wearable devices and many modern medical 
devices, the patient’s smartphone is a key hub. Apps that accompany medical devices 
(for instance, a glucose monitor app, a heart rhythm monitor app, a fitness tracker app) 
store substantial data locally on the phone. This can include detailed records of 
measurements, alerts, user inputs (like patient-entered notes or acknowledgments of 
alarms), and even location data or timestamps when the device synced. A full forensic 
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extraction of the patient’s smartphone can yield these app databases. Techniques 
include using mobile device forensic tools to obtain a file system image or at least an 
SQLite database from the app. Studies have shown that such smartphone-resident data 
can serve as a rich source of evidence about medical device usage6. For example, 
forensic analyses of diabetes management apps have recovered logs of every blood 
sugar reading and insulin dose, even if the user deleted some entries in the app 
interface6. Investigators should also check for multiple mobile devices; sometimes 
patients use a tablet or a secondary phone with the device app as well. All relevant 
devices should be preserved. It’s also wise to obtain cloud-backups of mobile data if 
available (for instance, an Apple Health archive or an app’s cloud sync). 

In practice, gathering data from all these points requires coordination. Hospitals and providers 
may need to be instructed via legal orders to not dispose of devices and to provide copies of 
electronic logs. Patients may need to consent to sharing data from personal devices (often, if 
they are a party to the case, they will if it supports their claim). The legal team should work 
closely with forensic experts to draft clear preservation letters that enumerate these sources. 
By knowing the specific terminology – e.g., asking not just for “the medical record” but for 
“audit trail logs from the Epic EHR for patient X from date Y to Z, and any device log files for 
infusion pump serial #123” – the team is more likely to secure all relevant ESI. Missing one of 
these points could mean losing a piece of the puzzle. 

Best Practices and Recommendations 

The foregoing sections demonstrate the potential of electronic evidence in resolving medical 
malpractice cases. To conclude, ne best practices and recommendations to ensure that this 
potential is fully realized while avoiding pitfalls was recommended. These recommendations 
are directed at attorneys handling such cases, insurance professionals overseeing claims, and 
healthcare organizations facing litigation – essentially, any stakeholders in a malpractice 
dispute involving digital evidence. 

• Engage Qualified Forensic Experts Early: Do not rely on in-house IT resources for 
evidence collection. Instead, bring in a neutral digital forensics expert as soon as 
litigation is anticipated. Early engagement allows for a comprehensive identification of 
data sources and timely preservation. It also signals to the court that you are taking 
proper steps. Internal teams may be well-intentioned but often lack the specific training 
to handle evidence without altering it3. By engaging experts, you avoid common 
mistakes and conflicts of interest. The cost of a forensic specialist is easily justified by 
the importance of the evidence and the risk of sanctions or an adverse inference if data 
is mishandled. 

• Preserve Data as Soon as Possible: Electronic data is surprisingly fragile. Log files can 
rotate or overwrite within days; devices may only store a finite number of events before 
older ones drop off. Therefore, preservation should be treated as an urgent priority. As 
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soon as a malpractice claim seems likely, issue litigation hold notices that encompass 
electronic records and devices. If you are counsel for a healthcare provider, instruct 
them not to disconnect or reset any relevant device and not to delete any digital 
records. For plaintiff attorneys, move quickly to secure your client’s personal device 
data (e.g., advise the patient not to tamper with their health app or device). In many 
cases, key evidence might be lost simply due to routine data retention limits if weeks or 
months pass before action. Quick preservation can be as simple as making a read-only 
copy of a server folder, or as complex as imaging a medical device’s memory – but in all 
forms, it must be done promptly. Speed is often of the essence. 

• Use a Multi-Disciplinary Team: Medical malpractice cases sit at the intersection of 
healthcare and technology. As such, a combined team of medical experts and data 
forensics experts yields the best results. The forensic expert might find a piece of data, 
but a medical expert (such as a physician specialist or biomedical engineer) is needed to 
interpret its clinical significance. For example, a log showing an alarm was silenced 
needs a medical perspective on whether silencing that alarm was within standard of 
care. Conversely, medical experts might not realize what data exists until the forensic 
specialist informs them. Collaborative review sessions where doctors and technologists 
examine the data together can ensure nothing is lost in translation. Additionally, having 
a biomedical consultant or health IT specialist on the team can help bridge gaps. This 
teamwork approach strengthens the analysis and also plays well before a judge or jury, 
demonstrating thoroughness. 

• Maintain Chain of Custody and Documentation: Every step of evidence handling should 
be documented. When devices are collected, label them and record the time and person 
who secured it. When data is copied, record the method and verify the copy’s integrity 
(such as hashing a drive image). If data is transferred to another party (e.g., sending a 
forensic copy to opposing counsel’s expert), do so under formal protocols or 
stipulations. By maintaining a clear chain-of-custody log, you protect against later 
accusations that data could have been tampered with. Courts in malpractice cases will 
be familiar with chain-of-custody from other contexts (like drug tests or blood samples); 
digital evidence should be treated with the same rigor. Many forensic firms will provide 
documentation as part of their service – ensure you retain those documents for trial. 

• Address Privacy and Legal Compliance (Use NDAs/BAAs): When third-party experts are 
engaged and given access to patient information, HIPAA and other privacy laws come 
into play. A hospital or practice must ensure that sharing data with a forensic consultant 
is done under a proper Business Associate Agreement (BAA) or confidentiality 
agreement7. Likewise, if an insurer or law firm receives patient records for litigation, 
they too may need to sign BAAs with the healthcare provider. These agreements 
basically bind the parties to use the health information only for the litigation purposes 
and to safeguard it. It is important not to overlook this step, as improper disclosure of 
protected health information (PHI) can lead to separate legal penalties. In practice, most 
forensic firms are quite familiar with handling PHI and will have no objection to signing 
an NDA or BAA. Attorneys should also limit the scope of data shared to only what is 
necessary for the case7. For example, if an entire database is imaged, perhaps only the 
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single patient’s records and logs need to be reviewed – procedures can be put in place 
to avoid unnecessary exposure of other patients’ data. By proactively addressing privacy 
compliance, you not only protect patients but also uphold the ethical and legal 
standards expected in handling sensitive ESI. 

• Leverage Evidence to Drive Case Strategy: Finally, once electronic evidence is secured, 
use it strategically. Digital evidence can sometimes provide grounds for early settlement 
if it strongly favors one side. In other instances, it can help focus expert witness 
testimony (for example, a nursing expert can be shown the exact timing of events from 
logs to opine on whether the response was timely). Make sure the evidence is 
presented in an understandable way: visual timelines or summaries of the data can help 
judges and jurors grasp complex digital information. Always correlate digital findings 
with the medical narrative – the goal is to integrate the electronic evidence so that it 
illuminates the questions of breach of duty and causation that are central to malpractice 
cases. 

Conclusion 

Electronic data has become a cornerstone of modern medical malpractice resolution. Through 
the techniques of digital forensics, attorneys and insurers can unlock detailed evidence from 
sources as varied as hospital servers, infusion pumps, and patients’ wearable devices. This 
paper has illustrated how such electronically stored information can corroborate, contradict, or 
clarify the accounts of medical events, ultimately assisting in the pursuit of truth and justice in 
malpractice claims. 

In summary, digital forensics provides the methods to systematically identify, preserve and 
analyze healthcare data in a forensically sound manner. Engaging independent experts ensures 
this is done without bias and with preservation of integrity, which in turn makes the evidence 
courtroom ready. We have surveyed the landscape of data in both hospital and outpatient 
settings, emphasizing that every interaction – a logged entry, a device alarm, a sensor reading – 
could hold significance. By recognizing the key accumulation points of this data and acting 
swiftly to preserve them, legal professionals can prevent the loss of critical information. The 
case studies presented demonstrate real-world applications of these principles, highlighting 
both the power of electronic evidence and the need for careful handling. 

Ultimately, the integration of digital evidence into malpractice litigation represents a 
convergence of medicine, technology, and law. It brings challenges, from technical complexities 
to privacy considerations, but these can be managed with proper expertise and protocols. The 
benefits are considerable: a more objective basis for determining what happened and who is 
responsible. As healthcare continues to digitize and devices become even more interconnected, 
the role of electronic evidence in malpractice cases will only grow. Legal and insurance 
professionals equipped with the knowledge and best practices outlined here will be well 
prepared to navigate this evolving terrain. 
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Footnotes 

1. Aleke, N. T., & Trigui, M. (2025). Legal and Ethical Challenges in Digital Forensics Investigations. In 
Digital Forensics in the Age of AI (pp. 147–176). IGI Global. (Discusses the role of digital forensics 
in investigations and the importance of integrity and reliability of electronic evidence.)  

2. Grispos, G., & Bastola, K. (2020). Cyber autopsies: The integration of digital forensics into medical 
contexts. In 2020 IEEE 33rd International Symposium on Computer-Based Medical Systems 
(CBMS) (pp. 1–4). IEEE. (Highlights scenarios where medical device data provides answers in 
investigations, including medical malpractice, and argues that such data will increasingly appear 
in court proceedings.)  

3. Cornerstone Discovery (n.d.). Don’t DIY: Why You Should Never Attempt to Collect Digital 
Evidence Without Expert Assistance. Retrieved from cornerstonediscovery.com. (Warns that 
internal IT staff are generally not trained in evidence preservation – self-collection can 
compromise chain of custody and lead to spoliation of data, e.g., normal IT access can 
inadvertently alter metadata.)  

4. Wager, J., & Whitehead, A. (2018, November 20). Be Mindful of Pandora’s Box – EHR Audit Trails 
and Litigation. The Cooperative of American Physicians. (Explains how malpractice attorneys use 
EHR audit logs as evidence, noting that audit trails document who accessed or changed records 
and can expose discrepancies; provides examples of cases where a physician’s claims were 
disproved by audit data.)  

5. Grispos, G., Tursi, F., & Mahoney, W. (2024). A digital forensic analysis of an electrocardiogram 
medical device: A first look. Wiley Interdisciplinary Reviews: Forensic Science, 6(6), e1535. (A case 
study in which researchers forensically examined a GE MAC 800 ECG machine, demonstrating 
techniques to retrieve residual patient data and device logs, and identifying artifacts that could 
serve as evidence in investigations.)  

6. Grispos, G., Choo, K. K. R., & Glisson, W. B. (2023). Sickly apps: A forensic analysis of medical 
device smartphone applications on Android and iOS devices. Mobile Networks and Applications, 
28(4), 1282–1292. (Empirical study showing that smartphone apps associated with medical 
devices generate and store user and device usage metadata; details the types of forensic artifacts 
(timestamps, user inputs, etc.) that can be recovered from mobile health applications.) 

7. Purview. (2024). HIPAA Responsibilities for Lawyers Handling Private Health Information in 
Litigation. Retrieved from purview.net. (Advises that when lawyers engage third-party experts or 
vendors who will handle protected health information (PHI), they must use HIPAA-compliant 
Business Associate Agreements; underscores limiting disclosure to necessary information and the 
obligations to safeguard PHI in legal proceedings.)  
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