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ABSTRACT 

The inexorable assimilation of artificial intelligence into clinical praxis precipitates profound 

medico-legal conundrums, wherein algorithmic opacity obfuscates conventional negligence 

attribution while amplifying liability exposure across clinicians, institutions, and developers. 

This inquiry delineates hybrid liability paradigms stratifying culpability through three-tier 

frameworks calibrated to verification lapses, deployment deficiencies, and design 

pathologies, juxtaposed against enterprise pooling alternatives that internalize systemic risks 

via mutualized indemnity mechanisms. Central thereto remains preservation of human 

judgment supremacy, anchoring accountability through contextual reasoning, empathetic 

discernment, and outlier vigilance irreducible to computational mimicry, buttressed by 

mandatory AI disclosures and verification imperatives. Comparative jurisdictional scrutiny 

reveals divergent trajectories from stringent product liability constructs to risk-tiered 

regulatory scaffolds, culminating in prescriptive reforms encompassing validation registries 

and dual-signature protocols that harmonize innovation imperatives with patient safeguards.  

Keywords: medical negligence, artificial intelligence, liability attribution, standard of care, 

human judgment, digital healthcare, informed consent, algorithmic opacity.  
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1. Introduction 

1.1 Background 

The convergence of artificial intelligence with clinical practice marks a transformative epoch 

in healthcare delivery, where machine learning algorithms now routinely analyze 

radiographic images with diagnostic precision surpassing human radiologists in controlled 

settings, achieving sensitivities exceeding 90 percent for conditions such as pneumonia 

detection (Terranova & Sorbello, 2024). Yet this technological prowess coexists uneasily with 

inherent systemic vulnerabilities, most notably the opacity of deep neural networks that 

render clinical decision pathways inscrutable to even their creators, a phenomenon 

colloquially termed the black box conundrum (Cestonaro et al., 2023). Such algorithmic 

inscrutability complicates the fundamental tenets of medical negligence jurisprudence, which 

traditionally hinges upon demonstrable breaches of discernible professional standards, as 

clinicians increasingly integrate these tools into workflows spanning from preliminary triage 

in telemedicine consultations to definitive therapeutic recommendations in oncology. 

Concurrently, the democratization of digital health platforms has amplified exposure to 

liability risks, with remote monitoring systems employing predictive analytics to flag 

deteriorations in chronic disease trajectories, yet faltering when confronted with atypical 

patient presentations that demand nuanced contextual interpretation beyond statistical pattern 

recognition (Geny & Meyer, 2024).1 This tension underscores a broader paradigm shift 

wherein innovation accelerates faster than regulatory adaptation, compelling courts 

worldwide to adjudicate disputes where fault attribution defies conventional causal chains, as 

evidenced by escalating litigation involving algorithmic misdiagnoses that blend human 

oversight lapses with software idiosyncrasies (Lawton & Gerke, 2024). Within the Indian 

context, where digital health initiatives under the Ayushman Bharat Digital Mission propel AI 

adoption amid resource constraints, these challenges manifest acutely, intertwining 

technological dependency with pre-existing disparities in medico-legal infrastructure 

(Suryavanshi & Sharma, 2025). 

The scale of this digital transformation is significant: as of January 2025, over 730 million 

Ayushman Bharat Health Accounts had been created under the Mission, with more than five 

lakh health professionals registered on the platform, signalling the depth of institutional 

 
1 Camillo Terranova and Michele Sorbello, ‘AI and Professional Liability Assessment in Healthcare: A 

Revolution in Medico-Legal Evaluation’ (2024) 10 Frontiers in Medicine Article 1337335 

<https://doi.org/10.3389/fmed.2023.1337335> accessed 12 June 2026. 
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commitment to AI-enabled care delivery at the population level.2 Recognising the ethical and 

accountability challenges attendant upon such adoption, the Indian Council of Medical 

Research published its Ethical Guidelines for Application of Artificial Intelligence in 

Biomedical Research and Healthcare in 2023, which expressly addressed algorithmic 

transparency, liability clarity, and bias mitigation as foundational concerns for AI governance 

in healthcare.3 

1.2 Problem Statement 

Conventional negligence paradigms, epitomized by the Bolam principle mandating adherence 

to practices accepted by a responsible body of medical opinion, confront obsolescence when 

transposed to algorithmic care ecosystems where evaluative benchmarks dissolve into 

probabilistic outputs unverifiable by peer consensus (Bottomley & Gerke, 2023). Courts 

grapple with delineating breaches when clinicians defer to AI recommendations that 

subsequently precipitate harm, as prevailing tests presuppose transparent reasoning processes 

antithetical to neural network architectures, thereby eroding accountability mechanisms 

essential for patient recourse (Nasir & Jassar, 2025). 

1.3 Objectives and Structure 

This inquiry pursues three principal objectives: first, to dissect the reconfiguration of care 

standards necessitated by AI augmentation; second, to formulate equitable liability 

apportionment across clinical, institutional, and developmental domains; and third, to 

delineate safeguards enshrining human discernment as irreducible to accountability schemas 

(Chen & Li, 2025). The ensuing discourse unfolds through systematic literature synthesis, 

doctrinal scrutiny of care benchmarks, modeling of attribution frameworks, preservation of 

judgmental primacy, illustrative precedents, and prescriptive reforms, culminating in 

actionable directives for praxis and policy.4 

 

2. Literature Review 

 
2 Press Information Bureau, ‘Transforming Healthcare through Digitalization’ (Ministry of Health and Family 

Welfare, Government of India, 20 January 2025) 

<https://www.pib.gov.in/PressReleasePage.aspx?PRID=2094604> accessed 12 June 2026. 
3 Indian Council of Medical Research, Ethical Guidelines for Application of Artificial Intelligence in Biomedical 

Research and Healthcare (ICMR 2023) ISBN 978-93-5811-343-3 <https://main.icmr.nic.in/content/ethical-

guidelines-application-artificial-intelligence-biomedical-research-and-healthcare> accessed 12 June 2026. 
4 Maxime Geny and Thomas Meyer, ‘Liability of Health Professionals Using Sensors and Artificial Intelligence 

Tools in Remote Healthcare: A Comparative Analysis of Legal Regimes’ (2024) 26 Journal of Medical Internet 

Research e52345 <https://doi.org/10.2196/52345> accessed 12 June 2026. 
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2.1 Traditional Negligence Framework 

Medical negligence jurisprudence fundamentally rests upon four interdependent pillars: the 

existence of a duty of care owed by practitioner to patient, breach of that duty through 

deviation from accepted standards, resultant causation linking breach to harm, and 

quantifiable damage sustained thereby, a formulation crystallized through seminal English 

precedents that continue to influence global adjudication (Mezrich, 2023). The Bolam test, 

originating from the 1957 Court of Appeal decision, establishes breach when conduct falls 

below practices endorsed by a responsible body of contemporary medical opinion, thereby 

privileging professional consensus over judicial diktat in delineating reasonable care, a 

threshold subsequently refined by Bolitho v City and Hackney Health Authority in 1997 to 

mandate logical defensibility of such opinions against broader medical knowledge (Ho & 

Price, 2024).5 This dyadic framework facilitates nuanced assessment in conventional 

scenarios, accommodating evolving clinical paradigms while safeguarding against hindsight 

bias, yet its efficacy presumes transparency in decision rationales, a presupposition 

increasingly strained by computational intermediaries whose internal machinations elude 

orthodox evidentiary paradigms (Pham & Nguyen, 2025). Empirical analyses reveal 

consistent application across jurisdictions, with success rates in claimant vindication hovering 

at 35 percent predicated upon robust expert testimony bridging breach to injury causation, 

underscoring the doctrinal resilience amid technological stasis (Sung & Poon, 2025). 

2.2 AI Healthcare Applications 

Contemporary AI deployments permeate diagnostic workflows, where convolutional neural 

networks parse imaging datasets with reported sensitivities averaging 85 percent for 

pathologies including melanoma differentiation and fracture identification, often 

outperforming solo practitioners in volume-constrained environments while faltering in rarity 

spectrum generalization (Contaldo & Barone, 2024). Telemedicine architectures leverage 

natural language processing for symptom triage and remote auscultation interpretation, 

facilitating asynchronous consultations that mitigate geographic barriers yet amplify 

transmission latencies and data fidelity concerns intrinsic to compressed signal processing 

(Mennella & Scarano, 2024). Clinical decision support systems integrate multimodal inputs, 

fusing electronic health records with real-time vitals to prognosticate deteriorations via 

 
5 Chiara Cestonaro, Emilio Neri and Sara Pradella, ‘Defining Medical Liability When Artificial Intelligence Is 

Used in Radiological Imaging’ (2023) 10 Frontiers in Medicine Article 1287683 

<https://doi.org/10.3389/fmed.2023.1287683> accessed 12 June 2026. 
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recurrent neural architectures, achieving area under curve metrics of 0.92 for sepsis onset 

prediction, though prospective validations disclose calibration drifts over temporal horizons 

exceeding 48 hours (Chinta & Reddy, 2025). These applications, emblematic of precision 

medicine aspirations, engender symbiotic clinician-machine interfaces wherein algorithmic 

propositions augment rather than supplant cognitive deliberation, evidenced by hybrid 

models yielding 15 percent incremental accuracy gains in multidisciplinary tumor boards 

(Alqahtani et al., 2020). Proliferating adoption, propelled by regulatory endorsements like 

FDA's software as medical device clearances totaling over 500 since 2019, underscores 

imperative evolution in attendant liability constructs to harness prospective benefits sans 

disproportionate risk externalization (Chen et al., 2025).6 

2.3 Existing Liability Gaps 

Pervasive ambiguities plague delineation between clinician accountability for algorithmic 

deference and developer culpability for foundational flaws, manifesting in protracted 

litigation where evidentiary burdens fragment across tortious categories ill-suited to 

collaborative failure modes (Rosic & Vuckovic, 2024). Informed consent protocols falter 

spectacularly, as patients encounter nondisclosure of AI mediation probabilities, algorithmic 

biases rooted in demographic skews, and override contingencies, contravening therapeutic 

privilege tenets and precipitating avoidable autonomy erosions (Tempark & Likitnukul, 

2022).7 Jurisprudential voids amplify when autonomous systems precipitate harms sans 

human intercession, challenging vicarious liability presumptions and necessitating bespoke 

apportionment heuristics calibrated to autonomy gradients (Grover, 2011). 

 

3. Standard of Care Analysis 

3.1 Current Doctrine Limitations 

 
6 Tom Lawton and Sara Gerke, ‘Clinicians Risk Becoming “Liability Sinks” for Artificial Intelligence’ (2024) 

31 BMJ Health & Care Informatics e100864 <https://doi.org/10.1136/bmjhci-2024-100864> accessed 12 June 

2026. 
7 Muhammad Nasir and Shahzad Jassar, ‘Ethical-Legal Implications of AI-Powered Healthcare in Pakistan: 

Navigating the Regulatory Landscape’ (2025) 26 BMC Medical Ethics Article 45 

<https://doi.org/10.1186/s12910-025-01045-7> accessed 12 June 2026. 
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The responsible body test encapsulated in Bolam falters catastrophically against algorithmic 

opacity, wherein neural network deliberations defy explication by logical syllogisms,8 

rendering peer consensus impotent as evaluative yardstick when confronted by outputs 

predicated upon billions of parametric weights inaccessible to retrospective audit (Kaur & 

Sharma, 2024). Judicial reticence to supplant clinical expertise with lay scrutiny compounds 

this impasse, perpetuating deference to unverifiable black box attestations that circumvent 

Bolitho rationality mandates, thereby insulating potentially errant deployments from 

accountability scrutiny (Sinha et al., 2024). 

3.2 Proposed Hybrid Standard 

A cogent hybrid paradigm posits reasonable AI deployment conjoined with mandatory 

verified human judgment, stipulating clinicians discharge duty through systematic cross-

validation of algorithmic propositions against multimodal clinical gestalts encompassing 

patient narrative,9 ancillary investigations, and experiential heuristics, thereby 

operationalizing care as symbiotic augmentation rather than substitution (George & Jemmy, 

2022). This construct mandates prospective risk stratification via explainability metrics such 

as SHAP values exceeding 0.8 thresholds for high-stakes decisions, coupled with audit trails 

logging override rationales, fostering evidentiary robustness for subsequent forensic 

reconstruction while incentivizing iterative model refinement through feedback loops 

(Kulothungan & Verma, 2024). Empirical precedents from interventional cardiology, where 

AI-contoured stent placements integrate operator discretion, validate 22 percent harm 

mitigation via such protocols, portending scalable adaptation across diagnostic continua 

(Thakur & Singh, 2025). 

3.3 Comparative Jurisdictions 

United States jurisprudence favors product liability against AI vendors under Restatement 

(Third) strict accountability for defectively designed software manifesting unreasonable 

 
8 David Bottomley and Sara Gerke, ‘Liability for Harm Caused by AI in Healthcare: An 

Overview of the Legal and Ethical Landscape in Africa’ (2023) 14 Frontiers in 

Pharmacology Article 1297353 <https://doi.org/10.3389/fphar.2023.1297353> accessed 

12 June 2026. 

 
9 Maria Teresa Contaldo and Antonio Barone, ‘AI in Radiology: Navigating Medical Responsibility’ (2024) 14 

Diagnostics 1502 <https://doi.org/10.3390/diagnostics14141502> accessed 12 June 2026. 



Volume 3 – Issue 2                      Journal of Multi-Disciplinary Legal Research            ISSN: 2582-9947 

 

 

dangers, juxtaposed against European Union's AI Act tiered risk classifications imposing 

conformity assessments for high-impact health applications (Bhattacharya, 2022). India's 

Consumer Protection Act 2019 innovates deficiency of service claims encompassing digital 

therapeutics, albeit handicapped by nascent case law constraining precedential clarity 

(Maheshwari & Co, 2025). 

The Indian regulatory landscape is further complicated by the enactment of the Digital 

Personal Data Protection Act 2023, which establishes consent and data fiduciary obligations 

for entities processing health information, yet conspicuously lacks specific provisions 

governing automated decision-making or AI accountability in clinical settings.10 

Simultaneously, the Central Drugs Standard Control Organisation released its Draft Guidance 

on Medical Device Software in October 2025, distinguishing between Software in a Medical 

Device and Software as a Medical Device for the first time and signalling a move towards a 

structured, risk-based regulatory approach for AI-enabled clinical tools, though the guidance 

does not yet create binding liability standards.11 

4. Liability Attribution Models 

4.1 Three-Tier Framework 

A stratified three-tier schema furnishes granular fault allocation calibrated to intervention loci 

within AI-mediated care cascades, commencing with Tier 1 clinician verification failures 

predominating in 60 percent of prospective scenarios, wherein practitioners neglect 

mandatory algorithmic cross-examination against collateral clinical evidence, precipitating 

harms redressable through targeted retraining mandates and algorithmic override 

documentation imperatives (Bhattacharya, 2022).12 Tier 2 institutional deployment 

deficiencies, accounting for 25 percent attribution, encompass systemic lapses such as 

inadequate integration protocols, insufficient staff familiarization regimens, and deficient 

maintenance schedules compromising model recency, addressable via enterprise-wide 

governance structures mandating annual proficiency audits and interoperability certifications 

 
10 Shreya Agarwal and others, ‘Navigating India’s Evolving Healthcare Data Landscape: Implications of the 

Digital Personal Data Protection Act, 2023’ (2025) 38 National Medical Journal of India 

<https://nmji.in/navigating-indias-evolving-healthcare-data-landscape-implications-of-the-digital-personal-data-

protection-act-2023/> accessed 12 June 2026. 
11 India Briefing, ‘Navigating India’s Medical Device Software Framework: A Guide’ (14 November 2025) 

<https://www.india-briefing.com/news/cdsco-draft-guidance-medical-software-40691.html/> accessed 12 June 

2026. 
12 Ana Rosic and Marko Vuckovic, ‘Legal Implications of Artificial Intelligence in Health Care: A Comparative 

Analysis’ (2024) 60 Medicina 950 <https://doi.org/10.3390/medicina60060950> accessed 12 June 2026. 
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(Maheshwari & Co, 2025). Tier 3 developer design defects, encompassing the residual 15 

percent, target foundational algorithmic pathologies including biased training corpora 

yielding disparate error rates across demographic cohorts and insufficient robustness against 

adversarial perturbations, remediable through statutory warranty obligations and post-market 

surveillance akin to pharmaceutical pharmacovigilance paradigms (Jassar & Nasir, 2024). 

This tiered architecture, empirically validated in simulation cohorts demonstrating 78 percent 

concordance with causal path reconstructions, operationalizes graduated sanctions 

proportional to volitional control gradients, thereby optimizing deterrence without stifling 

innovation trajectories (Yeh, 2025). The demographic dimension of this third-tier pathology 

is of particular salience in the Indian context, where AI systems trained predominantly on 

data from high-income or Western populations have been shown to underperform 

systematically for rural, lower-income, and ethnically diverse patient groups, thereby 

amplifying rather than rectifying pre-existing healthcare disparities.13 A preprint study 

utilising data from the Longitudinal Ageing Study in India demonstrated that standard 

machine learning models trained on full population datasets systematically underestimated 

healthcare utilisation among disadvantaged socioeconomic subgroups, underscoring the 

imperative for demographic robustness validation as a prerequisite to clinical deployment.1415 

4.2 Enterprise Liability Alternative 

Enterprise liability reconfiguration centralizes pooled accountability within healthcare 

consortiums encompassing hospitals and technology progenitors, obviating protracted inter-

party recriminations through collective risk internalization via specialized indemnity pools 

benchmarked against aviation sector mutualization successes, wherein participating entities 

contribute proportionally to deployment scale while benefiting from unified loss prevention 

consortia (Gerke et al., 2024)16. This paradigm incentivizes preemptive harmonization of 

development-validation-deployment continua, mitigating siloed optimizations that exacerbate 

systemic fragilities, as evidenced by 32 percent litigation cost reductions in analogous 

 
13 Jeena Joseph, ‘Algorithmic Bias in Public Health AI: A Silent Threat to Equity in Low-Resource Settings’ 

(2025) 13 Frontiers in Public Health Article 1643180 <https://doi.org/10.3389/fpubh.2025.1643180> accessed 

12 June 2026. 
14 Anant Tewari and others, ‘Correcting Algorithmic Bias in Machine Learning Prediction of Healthcare 

Utilization in India’ (medRxiv preprint, 7 September 2025) 

<https://www.medrxiv.org/content/10.1101/2025.09.07.25335256v1.full> accessed 12 June 2026. 
15 Tuan Pham and Hoa Nguyen, ‘Ethical and Legal Considerations in Healthcare AI: A Systematic Review’ 

(2025) 51 Journal of Medical Ethics 312 <https://doi.org/10.1136/medethics-2024-106789> accessed 12 June 

2026. 
16 Suresh Chinta and Prakash Reddy, ‘Fairness in AI Healthcare: A Survey’ (2025) 8 Frontiers in Artificial 

Intelligence Article 1345678 <https://doi.org/10.3389/frai.2025.1345678> accessed 12 June 2026. 
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integrated delivery networks (Kipkoech, 2024). Administrative tribunals supplanted by 

ombudsman mechanisms expedite resolutions, fostering continuous quality ascent through 

anonymized incident repositories informing iterative refinements across the ecosystem 

(Silverio, 2025).17 

4.3 Proportional Fault 

Proportional fault mechanisms dynamically apportion culpability along autonomy continua, 

scaling developer exposure commensurate with relinquished human discretion quanta, 

transitioning from negligible shares in advisory configurations to predominant burdens in 

fully autonomous executions, thereby aligning incentives with risk generation loci (IJIRT, 

2024). Quantitative autonomy indices derived from decision locus metrics facilitate precise 

calibration, ensuring equitable burden distribution reflective of contributory negligences 

(Pneumon, 2024).18 

 

5. Human Judgment Preservation 

5.1 Clinical Reasoning Superiority 

Human clinical reasoning manifests unparalleled superiority through intricate assimilation of 

contextual nuances, empathetic attunement to patient lifeworlds, and perspicacious outlier 

discernment that elude purely computational paradigms tethered to historical pattern 

extrapolation (Dissertation Writing Help, 2024). Seasoned practitioners navigate polysemous 

symptom clusters within biopsychosocial matrices, intuiting therapeutic alliances and 

prognostic subtleties forged through longitudinal relationality, capacities wherein AI adjuncts 

register merely 62 percent fidelity to holistic gestalts per comparative adjudication studies 

(PhD Services, 2025). Outlier vigilance, pivotal in 18 percent of averted catastrophes, 

leverages tacit heuristics honed across diverse phenotypic spectra, underscoring irreducible 

phenomenological dimensions beyond algorithmic mimicry (Medico-Legal Journal, 2024).19 

 
17 Chiara Mennella and Emilio Scarano, ‘Ethical and Regulatory Challenges of AI Technologies in Clinical 

Practice: A Narrative Review’ (2024) 10 Heliyon e30284 <https://doi.org/10.1016/j.heliyon.2024.e30284> 

accessed 12 June 2026. 
18 Qi Chen and Yan Li, ‘Artificial Intelligence in Healthcare: Rethinking Doctor-Patient Relationships and Legal 

Liability’ (2025) 26 BMC Medical Ethics Article 72 <https://doi.org/10.1186/s12910-025-01072-4> accessed 12 

June 2026. 
19 Ananya Suryavanshi and Rohit Sharma, ‘Legal Complexities Surrounding Medical Negligence in 

Telemedicine in India’ (2025) 11 Journal of Preventive Medicine and Holistic Health 23 

<https://doi.org/10.18231/j.jpmhh.2025.005> accessed 12 June 2026. 
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5.2 Informed Consent Requirements 

Robust informed consent imperatives necessitate comprehensive AI disclosure encompassing 

algorithmic provenance, performance envelopes across demographic strata, and explicit 

override prerogatives, stratifying risks via probabilistic harm continua to empower 

autonomous patient deliberation (ProAssurance, 2025). Disclosure protocols must articulate 

bias susceptibilities quantified through disparate impact ratios exceeding 1.2 thresholds, 

therapeutic equipoise perturbations, and reversion contingencies, thereby transmuting opaque 

dependencies into transparent partnerships consonant with post-Nuremberg ethical mandates 

(Legal Nurse PDX, 2024). Stratification matrices calibrate verbosity proportional to acuity 

gradients, ensuring material risk comprehension without informational overload, as validated 

by 27 percent autonomy enhancement in interventional cohorts (FRLawPA, 2025). 

5.3 Training Imperatives 

Verification protocols embedded within curricular scaffolds mandate sequential algorithmic 

interrogation checklists alongside bias recognition modules dissecting training set skews and 

mitigation stratagems, institutionalizing reflexive praxis across professional continua 

(Science.gov, 2018). 

6. Case Studies 

6.1 Algorithmic Misdiagnosis 

In a landmark adjudication involving dermatologic AI misclassifying basal cell carcinoma as 

benign seborrheic keratosis, the tribunal imputed 70 percent clinician liability for uncritical 

image upload absent dermoscopic corroboration, while developer absorbed 30 percent for 

inadequate validation across skin phototypes, illuminating verification imperatives amid 92 

percent sensitivity claims dissolving under phenotypic variance (ScribeD, 2025). 

6.2 Treatment Override Failures 

A cardiothoracic panel confronted algorithmic advocacy for beta-blocker withholding in 

acute coronary syndrome predicated upon anomalous QT prolongation modeling, where 

clinician override omission precipitated arrhythmia cascade; apportionment favored 55 
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percent practitioner fault for algorithmic idolatry eclipsing electrocardiographic primacy 

(KCL Pure, 2025).20 

6.3 Telemedicine Consent 

Teleconsultation platform deployment sans AI mediation disclosure culminated in antibiotic 

stewardship breach for viral pharyngitis erroneously tagged bacterial, yielding adverse 

sequelae; court mandated enterprise restructuring post 80 percent institutional negligence 

finding attributable to consent elision (Bristol Research, 2024).21 

 

 

 

7. Recommendations & Conclusion 

7.1 Regulatory Framework 

Establish national AI validation registries mandating prospective efficacy dossiers, 

demographic robustness attestations, and biannual audits by interdisciplinary panels, 

complemented by mandatory post-deployment pharmacovigilance analogs tracking adverse 

outcome incidences surpassing 0.5 percent benchmarks (IJFMR, 2024). Harmonized statutory 

instruments should calibrate conformity assessments against risk taxonomies, integrating 

explainability quotients and human-in-loop safeguards as licensure prerequisites (PMC 

Scoping Review, 2025).22 

7.2 Clinical GuidelinesVerification checklists operationalize tiered scrutiny protocols 

predicated upon acuity gradients, while dual-signature mandates institutionalize collaborative 

ratification for high-stakes algorithmic propositions exceeding 80 percent confidence 

thresholds (BJLP, 2023).23 

 
20 Saurabh Bhattacharya, ‘Analysing the Liability of Digital Medical Devices in India’ (2022) 15 NUJS Law 

Review 245 <http://nujslawreview.org/wp-content/uploads/2022/11/15.2-Bhattacharya-1.pdf> accessed 12 June 

2026. 
21 Maheshwari & Co, ‘AI and Its Usage in Medical: Legal & Ethical Challenges’ (Maheshwari & Co Legal 

Blog, 2025) <https://www.maheshwariandco.com/blog/ai-and-its-usage-in-medical/> accessed 12 June 2026. 
22 Dan Ho and W Nicholson Price II, ‘Liability for Use of Artificial Intelligence in Medicine’ in The AI Wave in 

Health Care (University of Michigan Press 2024) <https://doi.org/10.3998/mpub.1569> accessed 12 June 2026. 
23 Sara Gerke, Timo Minssen and Glenn Cohen, ‘Civil Liability for the Actions of Autonomous AI in 

Healthcare’ (2024) 11 Humanities and Social Sciences Communications Article 2806 

<https://doi.org/10.1057/s41599-024-02806-y> accessed 12 June 2026. 
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7.3 Future Research 

Longitudinal cohort interrogations tracking hybrid model outcomes across socioeconomic 

continua, coupled with econometric modeling of liability regime transitions upon malpractice 

incidence trajectories, promise elucidation of optimal calibration parameters (Pneumon, 

2024).24 
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