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Error in the Intensive Care Unit (ICU) is a well-documented and frequent problem. This is 

understandable as one looks at the complexities of serious disease along with the number of invasive and 

potentially harmful procedures that are commonly used there. Until recently, allegations of medical malpractice 

resulting from suspected mismanagement in the ICU were unusual, but there has been a rise the last years. 

It is difficult to determine whether the increase in lawsuits is due to a real increase in adverse incidents 

or to a shift in media perception. There is no question that the aggressive cover-up by law companies dealing in 

personal injury lawsuits offering to initiate claims on a contingency fee basis has become more common. The 

Medical Protection Society is experiencing an increasing number of claims generally, and the value of damages 

awarded is skyrocketing. 

This includes the insufficient number of ICU beds in the public sector and the acute lack of appropriate 

nurses in both the public and private sectors. More troubling are the obstacles faced by nurses to apply for 

critical care and the limited number of critical care nurses graduating. Coupled with a high rate of turnover due 

to burn-out and greater work openings in other industries and overseas, this leads to a situation where even 

private ICUs fail to staff their units and retain standards. The mixture of high bed occupancy, chronically ill 

patients and novice nurses provides the ideal atmosphere for errors and incidents that can lead to lawsuits for 

damages.                                       

The condition is not any different on the medical side.                                                                   

The quality of treatment is that critically ill patients should be treated in ICUs by a team of health 

providers headed by critical care practitioners with specialty in Intensive Care. Not only surgeons, internists or 

anesthesiologists without specialization in Intensive Care, which they close holes in the gaps of the health 

system and do not have the proper education. We are all accustomed to thinking in terms of our primary 

specialty but this carries many risks. Intensive care training offers the skill to treat the patient comprehensively 

and systematically, something very important in patients of ICU. Although, we have to mention that there were 

few unexpected variations in malpractice claims occurring in ICU because of specific medical specialty. 

Preventive efforts should concentrate on procedures, regardless of the medical specialty, including: 1) retaining 

procedural skills, 2) well-framing of procedural hazards, and 3) adequately describing post-procedural 

complications. Skills that are either innate or can be developed through ICU specialization training. 
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While critically ill patients in the private sector are frequently handled by separate and not suitable 

always, physicians, these doctors prefer to see the patient at different times of the day, give contradictory orders, 

and make their own private records. There is no team work usually. 

Also under the best of conditions, ICU management often – one would say eventually – results in 

'iatrogenic' disorders. John Marshall pointed out that critical disease is potentially iatrogenic and it only exists in 

people who have survived a life-threatening medical procedure. In addition, the entire structure of serious illness 

is focused on the effects of original resuscitation attempts or the outcomes of procedures that are regularly 

conducted in the ICU. 

It is difficult to determine the limits between cause and effect and between acceptable complications 

and preventable negligence. 

Patients who survive a lengthy stay in the ICU are rarely left with life-long complications as a result. 

Prolonged muscle fatigue, neurological disabilities, and post-traumatic stress disorder involving both the patient 

and the family are usually described. Who can blame the patient for his anger? 

Patients are most frequently admitted to intensive care as a result of an iatrogenic case. Researches 

showing that more than 21 per cent of admissions had a previous iatrogenic case, the most common being 

adverse drug disorders, postoperative illnesses and complications of surgical procedures. Personal injury 

attorneys extend the net extensively and ICU workers may be accused, particularly if the long-term condition is 

not specifically linked to the initial injury. 

How do we defend ourselves from legal action that can be both socially and psychologically crippling, 

not to mention financially catastrophic, if one is not insured? Guidelines and protocols are not always solutions. 

Hospital managers appreciate directives because they transfer the responsibility to either the writer or the person 

who failed to obey. 

The instructions have a position, but are of no value if they are out of date, so impractical that they 

cannot be complied with or agreed by the workers. There will never be a rule for any case, and there can be no 

formula for intensive care. By all means have basic rules, but they must be practical, versatile, approved and 

revised on a regular basis. 

The most critical thing is to uphold high professional expectations. This means ensuring that all 

medical professionals and nurses who treat chronically ill patients are critical care experts. In addition, they 

need to remain up to date with the constantly evolving field of critical care medicine. A multidisciplinary in-

house academic curriculum is a positive start. 

Second, intensive care administration should be focused on a team. The ICU team includes nurses, 

surgeons, dieticians, physiotherapists and others who contribute to patient care on a regular basis. The team 

needs a leader, preferably an intensivist, who supports a 'flat hierarchy' and a transparent and efficient contact 

mechanism. This includes a joint management round where the different practitioners will offer feedback and 

remind, criticize and help each other. 

Even a supreme chief cannot defeat a team when it comes to decision-making. Harmonious teaming 

often ensures that the patient and the family do not get mixed reports about the patient’s success and anticipated 

results. 

Holding good notes is necessary, not only as the most effective defensive tool in the (no doubt 

unlikely) case of a legal problem, but also as part of the contact on patient management. Notes should not only 

document clinical observations and incidents, but also the explanation why decisions have been taken. It is 

advisable to retain a copy of one's own reports and share them with colleagues in the patient's hospital folder. 

Finally, maintaining a positive relationship with the patient's family is incredibly necessary, not only to 

get them navigate emotionally tough times, but also because they are the patient's proxy decision makers. 

Families need details, but the mistake of overwhelming them with medical care should be avoided. It is more 

important to give them time to pose questions. It is not generally possible to build a connection with the patient 

when they are seriously ill, so a follow-up visit after they have left the ICU is an important way to link with 

them at a personal level and at the same time give them an explanation of what has happened and what the 

potential effects are.                                                   

In the case of patients who have died in the ICU, the interpersonal relationship that has developed with 

their relatives throughout their hospitalization. 

We ought to have in our mind that most of malpractice cases are brought not out of malpractice or even 

because of concerns about the quality of medical treatment, but as an indication of frustration about any aspect 

of patient-doctor or doctor-relatives relations and contact. Intensivists who consider and will react adequately to 

the emotional needs of their patients are less likely to be sued. This can also be transformed into a more 

accomplished practice of medicine by those doctors who are most mindful of the importance of a positive 

relationship. 
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