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Abstract 

The practice of medicine is becoming increasingly more complex. Physicians and other healthcare 
providers face increasing administrative and legal challenges. Malpractice Claim puts physician's 
finances, reputation, professional advancement, personal relationships and health at risk. In 
Egypt, medical malpractice problem has been magnified during the last few years. The roles and 
position of the medico-legal expert in the medical malpractice cases becomes more complex at 
the same time with overcoming the national barriers, situation which imposes the adjustment of 
the juridical environment to such extremely multifaceted situations. In the modern era, along 
with development of individual rights, it becomes more and more obvious that the responsibility 
level of the patient should not be undervalued in connection with the failure of the therapeutical-
ly act . Therefore medico-legal expertise involving technical difficulties must be standardized ac-
cording to the last generation or even to experimental surgical techniques cases. Good medical 
practice and a good physician-patient relationship are still the best ways to minimize lawsuits and 
their repercussions. 
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The duties of a physician in his professional 
work and in care of his patients occasional-
ly the object of an action at law(1). Medical 
responsibility is a case of a doctor who is 
committed and requires legal culpability. 
Physician who commits a medical mistake 
exposed to criminal responsibility, civil lia-
bility and punitive responsibility "together 
or individual"(2). 

Pillars of medical responsibility are: an 
error that is a result of an action (error), a 
physical act which is to kill or wound (dam-
age), and the existence of a causal link be-
tween the fault and the reason (causal)(3). 
The status of a physician confers upon him 
certain rights and some commitments. The 
physician's rights are often expressed in 

statutes which allow him to use drugs for-
bidden to ordinary citizens and giving 
powers to issue certificates. Improper use 
of these rights may leads to legal action(2). 
The physician is also an expert in the art of 
medicine and is expected to practice a de-
gree of care in the treatment of his pa-
tients that is greater than expected from 
someone less qualified(4).  

The duty to exercise due attention in the 
treatment of a patient does not arise from 
the physician-patient relationship. Any doc-
tor who undertakes the treatment of a pa-
tient must practice proper care and must 
possess the skill necessary to implement 
the treatment carry out(5). The medical er-
ror is considered as the default in the be-
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havior of the doctor, it may be negative, 
which include negligence and lack of atten-
tion, such as the operation complications; 
or positive, which include Frivolity as lack 
of experience. 

Lack of reservists and guard against 
such as the use of defective equipment 
/surgery or the presence of deficit in the 
hand of the doctor and error violating regu-
lations: Such as doctor who practices med-
icine without legal permission and this is 
considered crime alone even if there is no 
harm to the patient(6). 

Malpractice:  

Medical malpractice is a global problem, 
which can have considerable financial and 
legal consequences for the community and 
personal consequences for those involved. 
“Medical malpractice” was defined at the 
World Medical Association’s 44th General 
Conference in 1992 as “injury that occurs 
when a physician does not give standard 
treatment in medical care, has a skill deficit, 
or does not treat a patient” (7). Few issues 
in the field of health care irritate a lot of 
and angst as medical-malpractice litigation. 
Physicians damned malpractice claims as 
unexplained random events that visit un-
necessary account and emotional pain 
practicing relevant and hardworking practi-
tioners(6). 

Medical malpractice claim, especially 
when it concerns a prominent member of 
the profession, having a degree of publicity 
and affects the reputation of the defend-
ant to an extent which is often out of the 
margin of error that is claimed. Medical 
malpractice must be under three headings; 
Criminal, ethical and civil malpractices(8). 
Egypt has emerged spared from the global 
trend towards escalation rapidly growing 
litigation on medical mal-practice. Recent 
data, however, indicate that the country 
may be on the verge of a medical malprac-
tice litigation ‘storm’, as the number and 

size of claims seems to be growing fast. 
This is happens in both the public and the 
private sectors. Doctors are sued less often 
in Europe than in the USA, though the 
problem has been more serious in recent 
years. The costs of malpractice insurance 
and lawsuits are very high in both the US 
and in Europe. In Japan, unexpected 
deaths in hospitals have been increasingly 
suspected of resulting from malpractice(3). 
What can the physician do to bypass mal-
practice litigation? Much can be done and, 
indeed, should be done. 

There is a great deal of sense contained 
in this statement because the most effec-
tive site of preventing anything is at its 
source and the source of malpractice litiga-
tion is at the physician-patient level. There-
fore, if the physician is aware of what he 
must or must not do in the course of prac-
tice, what duties he must take into ac-
count, what pitfalls he should avoid, he will 
be well armored against the possibility not 
only to sue but also of negligence. For the 
most part, the "do's and don'ts" not only 
the basics of good medical practice but 
they are easily ignore or taken for grant-
ed(9). 

The doctor should care for every patient 
with careful attention to the requirements 
of good medical practice. This means that 
he must have a degree of skill sufficient to 
satisfy the legal standards. He must to 
maintain and improve this skill(10). The fail-
ure of the physician to determine his legal 
duty is a one of the main reasons of mal-
practice litigation. It is necessary for the 
doctors to be aware of the basic law that 
govern their activities(11). The physician 
should provide insurance tirelessly written 
consent for treatment and operations. 
Consent to operate or perform any proce-
dure upon a patient inextricably bound up 
with the question of malpractice because 
in the absence of consent the physician has 
no legal right to perform and if he does so 
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he is guilty of assault. The only exception to 
the necessity for consent is in the case of 
an emergency where prompt action must 
be taken for the benefit of the patient's life 
or health in conditions where it is not prac-
ticable to obtain consent(2). 
The physician should refrain from excessive 
optimism prognoses and should avoid 
speculation and promising too much to the 
patient(9). This is an important reproach, 
which is, in fact the exercise of tact. It is 
reasonable to say that a patient who is giv-
en to expect more than he is likely to re-
ceive susceptible to resentment and there-
fore litigation. 

The physician should carefully supervise 
assistants, staff and employees and exer-
cise great care in the delegation of obliga-
tions to them(7). The physician must know 
that under certain circumstances the law 
may hold him vicariously responsible for 
the negligent acts or omissions of his aides 
and staff. This responsibility is part of the 
general law of negligence whereby the 
master is held responsible for the negli-
gence of his servants that occur during the 
performance of their work. Therefore, 
while the doctor may delegate responsibili-
ties that do not require professional judg-
ment, he should do so with care and he 
should supervise his delegates(5). The phy-
sician should avoid subversive and unethi-
cal criticism of the work of other physi-
cians. A significant factor in the pathogen-
esis of malpractice suits. In fact, at least 
25% of the cases of those suits are said to 
originate in criticism of doctors by doctors, 
and estimates range even higher than 
this(12). Perfect medical records must be 
kept in every case: records that would be 
presentable when presented in court; rec-
ords that clearly show what happened and 
when it was done; records that indicate 
that nothing was neglected and that the 
care provided completely met the stand-
ards requirement by the law(13). If the pa-

tient stopped treatment before he must, or 
fails to follow instructions, the record must 
show it; a good method is to file a carbon 
copy of the letter which advises the patient 
against the path of wisdom(11). 

The doctor must be careful to avoid 
making any statement which constitutes or 
which might be interpreted as an ac-
ceptance of fault on his part(14). Such an 
acceptance, which is usable against the 
doctor, may be made to a third party as 
well as to the patient at any time before 
the prosecution. An employee of the doc-
tor might make such an acceptance during 
and within the course of his work. It is es-
sential to instruct employees to add no 
statements(8). The doctor should exercise 
tact as well as professionalism in dealing 
with patients. An intact professional man-
ner and a proper attitude should be pre-
serving at all times both to the patient and 
to the patient's family(15). 

Frequent use of courteous and bounte-
ous of tact appears to be the very basis of 
malpractice prevention because it goes to 
the root of the physician-patient relation-
ship. Commentators lament the “lawsuit 
lottery,” which provides windfalls for some 
patients, but no compensation for the vast 
majority of patients injured by medical 
care. There are three social objectives of 
malpractice litigation: To deter unsafe 
practices, to compensate wounded indi-
viduals due to negligence, and to exact cor-
rective justice(16). 

Summary 

While this directory does not prove that 
medical malpractice insurance crises may 
lead to greater improvements in the field 
of patient safety than would have occurred 
otherwise, it provides some support for 
that conclusion. At a minimum, this evi-
dence justifies targeted research to assess 
the relationship between investments in 
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injury prevention and insurance crises. In 
addition, it indicates that the efforts to 
control the insurance cycle may have unde-
sirable unintended consequences. 

Therefore, efforts to reduce medical 
malpractice insurance underwriting cycle 
should be combined with programs to 
support injury prevention. Even if the un-
derwriting cycle provides less incentive to 
injury prevention than this evidence sug-
gests, the low rate of medical malpractice 
implementation means that there is very 
little risk that a new injury prevention “car-
rot” would combine with the malpractice 
“stick” for the production an excessive in-
vestment in medical injury prevention. 
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