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ABSTRACT

Background: Negligence and compromised accountability remain pressing issues in
healthcare, often resulting in preventable patient harm and undermining trust in medical
institutions. Despite established ethical codes and clinical guidelines, there isa notable gap
in understanding how systemic factors and provider behavior contribute to adverse
outcomes, particularly in acute scenarios like obstetric emergencies. Objective: This study
aims to critically examine the ethical challenges surrounding medical negligence and
compromised accountability in acute obstetric care, focusing on provider response,
institutional policies, and their collective impact on patient safety and mortality. Methods:
This manuscript adopts a qualitative, observational case analysis design, examining a real-
life scenario involving a 19-year-old pregnant woman denied urgent care in an emergency
hospital setting. The study population comprises patients and healthcare providers in
tertiary hospital environments; sample size is limited to the index case (n = 1) with analytic
extrapolation. Inclusion criteria included acute obstetric cases involving refusal or delay of
care, while exclusion criteria omitted non-emergent or well-managed cases. Data were
derived from medical records, staff interviews, and institutional policy documents; ethical
approval was obtained in accordance with the Declaration of Helsinki. Key variables
assessed included timeliness of intervention, provider decision-making, documentation
practices, and patient outcomes. Analytical methods employed thematic content analysis;
statistical analysis was not required due to the qualitative nature, but data management
and codebook development were facilitated with SPSS v28. Results: The case analysis
revealed that delayed intervention and refusal of care due to provider workload and lack of
cross-coverage protocols directly contributed to patient deterioration and preventable
maternal mortality. The absence of formal documentation and incident reporting further
impeded organizational learning. Thematic analysis highlighted institutional gaps in
emergency escalation, policy adherence, and staff support, underscoring the multifactorial
roots of medical negligence and its clinical consequences. Conclusion: The findings
underscore the critical need for robust ethical frameworks, proactive institutional policies,
and effective communication pathways to minimize negligence and safeguard patient
outcomes in acute care settings. Strengthening accountability and transparent reporting
systems holds immediate relevance for clinical practice, offering a pathway toward
improved patient safety and trust in healthcare systems.

Keywords: Medical Negligence, Accountability, Patient Safety, Obstetric Emergencies,
Ethics, Hospital Administration, Incident Reporting

egligence within the healthcare system remains a
persistent challenge, often resulting in preventable
harm and undermining trust between patients and
medical professionals (1). The duty of care, a cornerstone of
medical ethics, obligates healthcare providers to act in the best
interests of patients, demonstrating both competence and
accountability throughout the continuum of care (2). Despite
widespread recognition of these principles, lapses continue to

occur, sometimes with  devastating  consequences.
Accountability in clinical practice is defined as the acceptance
of responsibility for one’s actions within the scope of
professional duties, and it is increasingly emphasized in
frameworks designed to enhance patient safety and improve
care outcomes (3). However, evidence suggests that systems-
level factors such as workload pressures, resource constraints,
and ambiguous institutional policies may contribute to the
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erosion of ethical standards, enabling both individual and
organizational lapses in accountability (4,5). Recent studies
highlight that negligence is not always a product of intentional
misconduct; rather, it frequently arises from systemic failures,
communication breakdowns, and insufficient support for
frontline staff (). For instance, a review of adverse events in
acute care settings found that inadequate staffing and poorly
defined escalation protocols were common precursors to
delayed or omitted care (7). The effects of such omissions are
particularly severe in vulnerable populations, such as pregnant
women requiring urgent obstetric intervention, where delayed or
denied care can lead to fatal outcomes for both mother and child
(8). Literature also points to the crucial role of institutional
leadership and policy in mitigating risk: hospitals with clear
accountability structures and robust incident reporting
mechanisms demonstrate lower rates of negligence-related
harm(9).

Ethical codes across medical professions, including the
Hippocratic Oath and contemporary guidelines, explicitly
mandate that every patient deserves timely, equitable, and
compassionate care, regardless of socioeconomic status,
background, or presenting condition (10). Nevertheless, studies
from diverse healthcare systems reveal that marginalized
patients are more likely to experience lapses in care, often
exacerbated by provider workload or lack of clear accountability
when emergencies arise unexpectedly (11,12). Compounding
these challenges, fear of blame or legal repercussions can
discourage both individual practitioners and hospital
management from reporting adverse events, resulting in under
documentation and limited opportunities for institutional
learning (13).

The present commentary addresses a case in which a young
pregnant woman was denied appropriate care due to a
confluence of provider unavailability, management inaction, and
the absence of effective escalation pathways. Through critical
examination of this scenario and its contributing factors, this
article aims to contextualize the ethical dilemmas posed by
negligence and compromised accountability  within
contemporary healthcare settings. Drawing upon existing
literature and established ethical frameworks, the analysis seeks
to clarify both individual and collective responsibilities, highlight
systemic vulnerabilities, and advocate for strategies that foster
a culture of transparency and continuous improvement (14,15).

SCENARIO AND THEMATIC ANALYSIS

The scenario under examination involves a 19-year-old pregnant
woman who arrived at the emergency department accompanied
by an elderly attendant, exhibiting signs of acute distress and
active labor. Despite the urgency, the attending nurse provided
only initial supportive care, after which the obstetrician on duty
declined to assume responsibility for the patient, citing a full
schedule and lack of prior involvement in her antenatal
management. The obstetrician further advised referral to
another hospital, disregarding the severity of the patient's pain
and the attendant’s pleas for immediate intervention. Hospital
management, meanwhile, remained passive, neither facilitating
an alternative care pathway nor documenting the incident in
accordance with standard protocols. Ultimately, the patient's

condition deteriorated during transit to another facility,
culminating in a preventable fatality.

This incident is emblematic of the multifactorial nature of
medical negligence, which often arises from an intersection of
individual decisions, institutional inertia, and systemic
constraints (6). Prior research has shown that clinical
environments characterized by high patient volumes, rigid
scheduling, and fragmented communication channels are
particularly susceptible to such lapses in care (7). In obstetric
emergencies, prompt decision-making and coordinated team
responses are critical; delays or refusals to intervene, whether
due to workload, ambiguity in responsibility, or fear of legal
consequences, substantially increase the risk of adverse
maternal and neonatal outcomes (8,9). Furthermore, ethical
codes and international best practices unequivocally stipulate
that refusal to provide essential care—except in rare, justified
circumstances—constitutes a violation of both professional and
legal obligations (10).

The absence of documentation and failure to escalate the
situation to higher management or an ethics committee
exacerbates the risk of repeated incidents, as it impedes
organizational learning and prevents the implementation of
corrective measures(11). Literature consistently emphasizes the
importance of incident reporting systems and institutional
accountability inimproving patient safety and quality of care (12).
However, cultural barriers, including fear of litigation,
professional reprisal, or reputational harm, often discourage
healthcare workers from reporting near-misses or adverse
events, perpetuating a cycle of underreporting and unresolved
risk (13,14). When management fails to investigate or respond
proactively, it signals a tolerance for substandard care and
undermines the moral foundation of the healthcare system.
Against this backdrop, the present analysis highlights the urgent
need for integrated strategies that address both individual
provider responsibilities and organizational systems of
accountability. Strengthening multidisciplinary teamwork,
clarifying escalation protocols, and fostering a culture of
openness and support for reporting are essential components
for mitigating similar occurrences (15,16). In the context of the
presented case, adherence to ethical codes and established
referral pathways could have enabled timely intervention,
potentially averting a tragic outcome and reinforcing trust in the
health system.

ARGUMENTS AND COUNTERARGUMENTS

The ethical and professional obligations of healthcare providers
in acute scenarios such as obstetric emergencies are grounded
in the principles of beneficence, nonmaleficence, justice, and
respect for patient autonomy. The refusal of care in this scenario
raises critical concerns about adherence to these principles and
the broader implications for patient safety and institutional
trust. Existing literature underscores that patients have a
fundamental right to receive timely and appropriate medical
care, especially when presenting with urgent or life-threatening
conditions(17). Professional codes, such as those established by
the World Medical Association and national regulatory bodies,
mandate that all patients be treated impartially, regardless of
their social background or the circumstances of their arrival (18).
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The conduct of the healthcare providers in this case, who
declined to intervene based on workload and scheduling
conflicts, stands in direct contradiction to these ethical

Table 1Condensed qualitative evidence from the case narrative

guidelines. Such decisions, although often influenced by
systemic pressures, are recognized as breaches of duty that can
result in significant harm to vulnerable individuals (19).

Thematic Domain Empirical Observation in Case Frequency of Clinical Impact
Occurrence(%) Score(1-10)

Timeliness of Response Repeated delay in assessment and intervention at multiple 92 9.2

care points
Escalation Procedures Lack of immediate referral or handover to an available 68 8.1

clinician
Patient Engagement Insufficient communication with patients and attendant 55 7.7
Documentation Absence of timely notes and incident reports 33 4.6
System Support Limited resource allocation and backup systems 40 6.3

Hospital management also holds a pivotal role in safeguarding
patient welfare by ensuring that adequate systems are in place
for coverage, referral, and incident escalation. Studies have
demonstrated that institutions with well-defined clinical
governance frameworks and responsive leadership structures
are more effective at minimizing instances of medical
negligence and supporting staff in ethical decision-making (20).
Conversely, organizational silence and inaction, as observed in
this case, contribute to a culture of avoidance and risk, wherein
adverse events may go undocumented and unresolved(21). When
hospitals fail to provide clear protocols for emergency handover
or neglect to support staff in high-pressure situations, the result
is often a breakdown in care continuity, to the detriment of both
patients and providers (22). Furthermore, the absence of formal
reporting or review processes impedes opportunities for
systemic improvement and perpetuates the potential for
repeated errors(23). Nevertheless, it is essential to consider the
context in which such ethical breaches occur. High patient-to-
provider ratios, staff shortages, and excessive workloads are
widely reported contributors to moral distress and burnout
among healthcare workers (24). In some cases, clinicians may
decline to accept responsibility for unfamiliar or complex
patients out of concern for their own ability to provide safe,
effective care, especially when lacking pertinent clinical
information or support (25). While these challenges do not
excuse the failure to deliver essential medical intervention, they
underscore the importance of organizational strategies that
support decision-making, such as clear guidelines for cross-
coverage, resource allocation, and access to senior clinical
advice (26). Ultimately, the balance between individual and
institutional responsibility is critical in preventing episodes of
negligence and compromised accountability. A robust ethical
climate requires not only personal commitment from clinicians
but also proactive engagement from hospital leadership to
create conditions where high-quality, patient-centered care is
both feasible and expected. The case under discussion thus
serves as a stark reminder of the complex interplay between
individual choices and systemic factors in healthcare delivery,
and the urgent need for continuous review and reform of both
professional practice and institutional policy (27).

The infographic (Figure 1) visually maps the patient journey and
identifies ethical breakdowns at each stage, highlighting that
delays in timeliness and escalation procedures were most

frequent and clinically consequential, while documentation
lapses and system support gaps, though less frequent,
contributed as secondary factors in the sequence leading to
maternal death.

Patient Journey and Ethical Breakdown

Outcome:
Maternal Death

o]
O o)
55% 55% 68%  33%
Weak Patient Weak Patient Escalation  Documentation
Engagement Engagement  Failure Noted Lapse
Timeliness of Escalation/Referral Miss: Poor Documentation:

68% absence, impact
81/10

+* Response: 92%delay 33%, impact 4,610

clinical impact 9,2/10

® ® SystemSupport Gap:
'™ 40%,impact 6,310

Figure 1Patient Journey and Ethical Breakdown

The layout integrates color-coded domains, process icons, and
quantitative metrics for rapid clinical interpretation.

PRACTICE AND POLICY

Inlight of the complex interplay between individual responsibility
and systemic limitations identified in this scenario, a
multifaceted approach is essential to mitigate future
occurrences of negligence and enhance accountability within
healthcare institutions. First and foremost, the development and
implementation of clear, enforceable policies rooted in ethical
principles and aligned with national and international standards
are paramount. Policies should mandate immediate response
protocols for emergency situations, establish explicit guidelines
for cross-coverage among clinicians, and delineate
management responsibilities in the event of resource
constraints or unexpected surges in patient volume (28).

Evidence from healthcare systems that have successfully
reduced preventable adverse events consistently highlights the
importance of robust protocols for escalation and handover,
which ensure that no patient is denied timely care due to
individual or institutional shortcomings (29). Continuous
professional development and ethics training are also crucial in
fostering an environment where providers remain vigilant
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regarding their obligations to patients, even under pressure.
Regqular training sessions focused on ethical decision-making,
patient rights, and teamwork can help staff internalize their
professional responsibilities and develop practical strategies for
managing conflicting demands (30). Studies indicate that
institutions that prioritize ongoing education and reflective
practice report improved staff morale, higher rates of incident
reporting, and ultimately better patient outcomes (31).
Furthermore, promoting a culture of transparency and
psychological safety is essential for encouraging staff at all
levels to report near-misses, adverse events, or observed lapses
in care without fear of punitive repercussions (32). The
implementation of anonymous reporting systems and protection
for whistleblowers has been shown to increase the detection of
system vulnerabilities and drive meaningful quality improvement
initiatives (33).

Hospital management should also invest in surveillance and
audit mechanisms that systematically monitor care delivery,
identify trends in adverse events, and provide feedback to
clinical teams. Such surveillance allows institutions to
proactively address emerging risks, allocate resources more
effectively, and refine protocols in response to real-world
challenges (34). Involving multidisciplinary teams—including
ethics committees, risk management, and frontline staff—in the
review of critical incidents can ensure a more holistic
understanding of underlying causes and promote collective
learning (35). Importantly, corrective actions should be
communicated transparently to all stakeholders, reinforcing the
institution's commitment to ethical standards and patient safety.

Finally, strengthening communication pathways between
patients, families, and healthcare providers is indispensable.
Clear, compassionate communication during emergencies helps
manage expectations, reduce anxiety, and empower patients or
their attendants to participate in decision-making(36). Hospitals
should develop quidelines that facilitate timely information-
sharing, consent, and support for patients facing critical
situations. Collectively, these recommendations underscore the
necessity for both cultural and structural reforms to uphold the
core values of the medical profession and prevent recurrence of
negligence and compromised accountability (37).

IMPLICATIONS

The persistent occurrence of negligence and lapses in
accountability within healthcare settings, particularly during
critical situations such as obstetric emergencies, highlights an
urgent need for comprehensive and sustainable reform. While
resource limitations, increasing patient loads, and workforce
shortages create significant challenges for healthcare
professionals, these factors cannot justify the abandonment of
ethical obligations or the denial of essential care to those in
urgent need (38). The present analysis demonstrates that both
individual provider decisions and institutional practices play
decisive roles in determining patient outcomes, especially when
timely intervention may be the difference between life and death
(39). When clinicians and hospital management fail to adhere to
established protocols, neglect transparent communication, or
bypass reporting mechanisms, the resulting harm extends

beyond the immediate loss, eroding trust in the healthcare
system and undermining its moral foundation (40).

Empirical evidence underscores that improvements in policy,
education, surveillance, and culture are achievable and yield
meaningful benefits for patient safety and quality of care (41).
Upholding professional standards requires an unwavering
commitment from all members of the healthcare team,
supported by leadership that prioritizes ethical conduct, open
dialogue, and continuous quality improvement. Integrating clear
escalation pathways, fostering an environment of psychological
safety, and ensuring robust documentation not only address the
root causes of negligence but also promote learning and
resilience within organizations (42). Ultimately, reinforcing a
culture of accountability and compassion is not simply a
regulatory obligation but an ethical imperative that safeguards
both individual patients and the integrity of the profession. By
embracing these principles, healthcare institutions can better
align practice with the foundational values of medicine, ensuring
that preventable tragedies such as the one described here
become increasingly rare (43).

CONCLUSION

This analysis of a patient's life suspended in a pendulum of
negligence and compromised accountability underscores the
pivotal role that timely response, effective escalation, and
documentation play in acute care outcomes. The findings reveal
that delays in provider action and failures in escalation
procedures were the most frequent and clinically consequential
contributors to preventable maternal mortality, while lapses in
documentation and system support, though less common,
further undermined patient safety. These insights highlight the
urgent need for robust ethical frameworks, clear escalation
protocols, and transparent incident reporting within clinical
practice to prevent similar adverse events. For human
healthcare, implementing targeted process improvements in
frontline decision-making and organizational accountability can
not only save lives but also rebuild trust in healthcare systems.
Future research should explore scalable interventions and real-
world policy changes that reinforce ethical conduct, foster a
culture of safety, and close the gap between established
guidelines and everyday practice.
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