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Introduction
Medical professional liability (MPL) refers to the legal obligation
of healthcare professionals to adhere to accepted standards of
care and skill within their specialty. For many physicians, MPL is
an inevitable aspect of their clinical careers, with gastroenterol-
ogists among the medical specialties most frequently involved
in litigation in the United States [1, 2, 3]. Procedure-related MPL
complaints represent approximately 25% of all gastrointestinal-
related complaints. Among these, 52% involve colonoscopy,
16% endoscopic retrograde cholangiopancreatography (ERCP),
and 11% esophagogastroduodenoscopy (EGD). Although gen-
erally safe, EGD and colonoscopy involve a risk of rare but po-
tentially serious adverse events (AEs) [4].

In the United Kingdom, although most endoscopy-related
complaints are resolved locally by National Health Service
Trusts, approximately 4% of cases referred to the NHS Litigation
Authority (NHSLA) progress to court. Between 1995 and 2008,
the NHSLA handled 418 endoscopy-related negligence claims,
representing 17% of all NHS claims requiring court settlement.
EGD and colonoscopy were associated with 65% of settled
claims, but ERCP was the procedure most frequently linked to
claims related to a fatal outcome. Factors underlying claims fol-
lowing fatal complications included: inappropriate endoscopic
treatment/direct complication; delay in recognizing complica-
tion and its management; consent issues; and medication is-
sues, including incorrect management of anticoagulation [5].

In the United States, litigation patterns related to colon can-
cer screening and colonoscopy emphasize delays in diagnosis
and treatment as significant grounds for complaints and law-
suits [6, 7]. Such litigation influences clinical decisions, because
physicians with a history of legal cases may adopt more aggres-
sive follow-up strategies in patients with Barrett’s esophagus
[8].

An analysis of 18 malpractice cases in Japan found that 44%
were related to EGD, 22% to colonoscopy, 22% to endoscopic
sphincterotomy, and 11% to ERCP. Of these cases, 94% were
due to complications, whereas 6% involved misdiagnosis. In 10
cases, complications resulted in patient death [9].

The European Society of Gastrointestinal Endoscopy (ESGE)
has responded to these trends with updated guidelines empha-
sizing the importance of informed consent, patient-centered
communication, and comprehensive documentation to en-
hance patient safety and reduce legal risks. These guidelines
advocate for shared decision-making tailored to individual pa-
tient needs and preferences, thereby supporting a high stand-
ard of patient-focused care [10].

Despite growing data from various regions, available infor-
mation on MPL related to gastrointestinal endoscopy from Latin
America is scarce.

This study aimed to evaluate the frequency of complaints
and lawsuits related to digestive endoscopy among gastroin-
testinal endoscopists in Chile and identify factors contributing
to these medicolegal issues, based on data collected from a na-
tional survey of endoscopists.

Methods
An observational study was conducted using an online survey
administered to endoscopists practicing in Chile between Au-
gust and December 2022. The survey was developed by the re-
search team (OC, MF, AE) based on international recommenda-
tions [11, 12, 13, 14, 15, 16, 17], and it covered demographic in-
formation, professional training, management of endoscopy
units, and medicolegal situations. The survey also inquired
about causes of complaints and lawsuits. The questionnaire
was initially reviewed by the Board of the Chilean Association
of Endoscopy (ACHED) of the Chilean Society of Gastroenterol-
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ogy (SCHGE), the Department of Endoscopic Surgery of the
Chilean Society of Surgeons (SOCICH), and a representative
from the Legal Department of the Medical Association of Chile
A.G. (FALMED). The survey is available as Supplementary Mate-
rial. The survey was tested as a pilot study in 10 endoscopists to
review the format, clarity, applicability of the questions, and
platform functionality.

An invitation to participate in the survey was sent to 525
endoscopists registered in the SCHGE and the Department of
Endoscopic Surgery of the SOCICH by email and social media.
The criterion for receiving an invitation was to be a member of
one of these organizations. The sole inclusion criterion in the
study was agreement to the informed consent form. Ethics ap-
proval was obtained from the Ethics Board of the Pontificia Uni-
versidad Católica de Chile (ID 220907002). All participants
provided informed consent before participating in the study.
All responses were anonymous.

Definitions

Basic therapeutic endoscopy practice was defined as perform-
ing polypectomy, hemostasis, foreign body extraction, and per-
cutaneous endoscopic gastrostomy placement. Advanced ther-
apeutic endoscopy included ERCP, endosonography, stent
placement in any segment, deep enteroscopy, endoscopic mu-
cosal resection, endoscopic submucosal dissection, and per-
oral endoscopic myotomy (POEM).

Chilean legislation establishes various rights and duties for
patients [18]. According to Chile’s Patients’ Rights and Duties
Law, if a patient believes that a healthcare provider has violated
their rights, they may file a direct written complaint with the
provider, seeking either compensation or corrective action. If
the patient’s request is not satisfactorily addressed, they may
escalate the issue to health authorities, such as the Superinten-
dency of Health or the Regional Health Authorities, which have
the power to investigate and impose administrative sanctions,
as well as invite the parties to mediation; however, they do not
have the authority to order financial compensation.

In contrast, a medical malpractice lawsuit is a civil case filed
in court to seek compensation for harm caused by negligence.
In Chile, before filing a medical malpractice lawsuit, the law
mandates mediation. Mediation is intended to foster a mutually
acceptable resolution without resorting directly to court pro-
ceedings. If mediation fails, the patient may proceed to file a
lawsuit in a civil court.

Finally, in Chile, MPL insurance for medical practitioners is a
type of insurance designed to cover civil liability of healthcare
professionals for damages caused to third parties in the course
of their professional duties. This insurance protects the medical
professional, as well as other healthcare workers, against com-
pensation arising from acts or omissions that have caused harm
to patients, whether due to negligence, errors, or failures in
medical care.

Statistical analysis

The following independent variables were proposed as factors
related to self-reported complaints and self-reported malprac-
tice lawsuits: age, medical specialty, years of endoscopic prac-
tice, advanced endoscopic practice, hospital or outpatient unit,
university clinical training field, unit funding, existence of a re-
cording system for an AEs, follow-up after polypectomy, follow-
up after occurrence of an AE, personnel responsible for the in-
formed consent process, and type of informed consent.

Categorical variables were expressed as relative frequencies
and percentages, and continuous variables as means, standard
deviations (SD), medians, and ranges as specified in the text.
The Chi-square test or Fisher's exact test was used to assess
the association between categorical variables, depending on
the number of observations. Two-sample mean difference test
was used to compare mean age according to self-report of
complaints or malpractice lawsuits. Statistical analyses were
conducted using the R statistical software (version 4.3.1, R
Foundation for Statistical Computing, Vienna, Austria). Statisti-
cal significance was set at P < 0.05.

Results
Survey participation and demographics

One hundred and forty responses were obtained with a partici-
pation percentage of 26.7%. Mean age of respondent was 48.8
years old and 70.7% of participants were male. Most respon-
dents reported gastroenterology as their specialty (68.6%),
had completed a formal training program (94.3%), and had
more than 10 years of practice (57.9%). In addition, 31.2% held
a leadership role in their endoscopy unit and 31.4% performed
advanced endoscopic therapy.

Self-reporting of complaints

▶Table 1 shows the association between general characteris-
tics of participants and self-reports of complaints. Of the parti-
cipants, 55.0% have faced a complaint associated with endo-
scopic practice. Among those who have faced complaints (n =
77), the mean number per year was 1.51 (1.21) (range 1–8
complaints/year). The most frequent causes were procedure
costs (35.5%), occurrence of an AE (35.5%), sedation issues
(34.2%), communication problems (28.9%), and administrative
issues (27.6%) such as appointment cancellations or delays
(▶Fig. 1). Procedures associated with complaints were colonos-
copy (63.2%), EGD (36.8%), and ERCP (23.7%) (▶Fig. 2). The
most reported AEs leading to complaints were perforation
(48.7%), bleeding (23.7%), pancreatitis (21.1%), and death
(13.2%). Years of endoscopic practice (P =0.047), type of endo-
scopic procedures performed (P < 0.001), and measurement of
patient experience and/or satisfaction at the endoscopy center
(P =0.048) were the only work unit variables associated with
self-report of malpractice complaints (▶Table1).
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▶Table 1 Association between general characteristics of participants
and self-reported complaints.

Complaints

No
(n =63)

Yes
(n =77)

P value

Age

▪ Mean (SD) 47.8 (11.8) 49.7 (10.7) 0.321

▪ Median [Min,
Max]

45.0 [31.0,
75.0]

47.0 [34.0,
76.0]

▪ Missing 0 (0%) 4 (5.2%)

Gender

▪ Female 24 (38.1%) 17 (22.1%) 0.0594

▪ Male 39 (61.9%) 60 (77.9%)

Medical specialty

▪ Surgery 15 (23.8%) 18 (23.4%) 0.938

▪ Gastroenterolo-
gy

44 (69.8%) 52 (67.5%)

▪ Other 2 (3.2%) 4 (5.2%)

▪ Pediatrics 2 (3.2%) 3 (3.9%)

Nationality

▪ Chilean 60 (95.2%) 70 (90.9%) 0.538

▪ Ecuadorian 1 (1.6%) 0 (0%)

▪ Venezuelan 2 (3.2%) 4 (5.2%)

▪ Bolivian 0 (0%) 1 (1.3%)

▪ Colombian 0 (0%) 1 (1.3%)

▪ Hungarian 0 (0%) 1 (1.3%)

Years of practice

▪ Between 5 to 10
years

21 (33.3%) 20 (26.0%) 0.0467

▪ More than 10
years

30 (47.6%) 51 (66.2%)

▪ Less than 5 years 12 (19.0%) 6 (7.8%)

Have you completed a formal training program in digestive endoscopy?

▪ No 3 (4.8%) 5 (6.5%) 0.942

▪ Yes 60 (95.2%) 72 (93.5%)

Your role in the endoscopy unit: Select all the alternatives that
correspond to your duties in the endoscopy unit

▪ Diagnostic 14 (22.2%) 4 (5.2%) < 0.001

▪ Advanced thera-
peutics

11 (17.5%) 33 (42.9%)

▪ Basic therapeu-
tics

38 (60.3%) 40 (51.9%)

▶Table 1 (Continuation)

Complaints

Endoscopy unit

▪ Outpatient 7 (11.1%) 8 (10.4%) 0.942

▪ Hospital 4 (6.3%) 6 (7.8%)

▪ Mixed 52 (82.5%) 63 (81.8%)

Is your unit a university unit and/or is it an endoscopy training center?

▪ No 39 (61.9%) 47 (61.0%) 1.000

▪ Yes 24 (38.1%) 30 (39.0%)

Type of funding of your endoscopy unit

▪ Mostly private 30 (47.6%) 50 (64.9%) 0.059

▪ Mostly public or
governmental

33 (52.4%) 27 (35.1%)

Do you apply surveys or other instruments to measure user experience
and/or satisfaction in your endoscopy unit?

▪ No 37 (58.7%) 40 (51.9%) 0.0482

▪ I do not know 13 (20.6%) 8 (10.4%)

▪ Yes 13 (20.6%) 29 (37.7%)

Do you have a support team or professional responsible for the
continuous improvement in your endoscopy unit or institution?

▪ No 30 (47.6%) 34 (44.2%) 0.28

▪ I do not know 14 (22.2%) 11 (14.3%)

▪ Yes 19 (30.2%) 32 (41.6%)

Are patients contacted before procedures to solve questions? (e. g. by
phone calls, mobile applications, email or other)

▪ No 20 (31.7%) 20 (26.0%) 0.366

▪ I do not know 4 (6.3%) 2 (2.6%)

▪ Yes 39 (61.9%) 55 (71.4%)

Do you have local or standardized protocols for sedation and/or an-
algesia for endoscopic procedures?

▪ No 27 (42.9%) 32 (41.6%) 0.77

▪ I do not know 4 (6.3%) 3 (3.9%)

▪ Yes 32 (50.8%) 42 (54.5%)

Regarding anesthesia assistance during endoscopic procedures

▪ We have medi-
cal anesthesia
equipment

46 (73.0%) 64 (83.1%) 0.214

▪ We do not have
medical anes-
thesia equip-
ment

17 (27.0%) 13 (16.9%)
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Medical malpractice lawsuits

▶Table 2 shows the association between general characteris-
tics of participants and self-report medical malpractice law-
suits. Of the participants, 14.5% reported at least one lawsuit
related to an endoscopic procedure. Age (P =0.005), gender (P
=0.003), Chilean nationality (P =0.026), and type of endo-
scopic procedure performed (P =0.004) were associated with
the report of medical malpractice lawsuit.

In addition, patient experience and/or satisfaction at the
endoscopy center (P =0.002) was the only work unit variable
associated with this outcome (▶Table 2).

Medical professional liability insurance

▶Table 3 shows the association between general characteris-
tics of participants and self-reports of malpractice insurance.
Of participants, 95% reported at least one MPL insurance, with
no differences by gender. Insurance status was not associated
with report of complaints or malpractice lawsuits. Only the
role in the endoscopy unit was associated with MPL insurance
status (P =0.048).

Discussion
To the best of our knowledge, this is the first study exploring
the medicolegal experience of endoscopists in Latin America.
Complaints and malpractice lawsuits are an increasing reality
across modern medical practice [1, 19, 20]. This scenario im-
pacts patient care including deterioration of the physician-pa-
tient relationship and influencing clinical decisions, which in
turn leads to increased healthcare usage [2].

The results of our study revealed that 55.1% of participants
surveyed reported at least one complaint, with an average of
1.5 complaints per year. In addition, 14.5% of survey respon-
dents reported at least one endoscopic procedure that resulted
in a lawsuit alleging malpractice.

Our study highlights that colonoscopy was the most fre-
quent procedure associated with complaints and lawsuits. This
finding is not surprising because colonoscopy is a more fre-
quent procedure than other procedures (e. g. ERCP), and it is
consistent with findings reported by U.S. publications [6, 7,
21]. However, professionals performing advanced therapeutic
endoscopy report more complaints and lawsuits compared
with those who do not perform such procedures. This may be
explained by a higher risk of AEs associated with advanced ther-
apeutic endoscopy, particularly ERCP [22].

▶Table 1 (Continuation)

Complaints

Does your endoscopy unit get in contact with all patients who
underwent polypectomy within 1 week after the endoscopic procedure
to resolve questions and/or to detect complications?

▪ No 39 (61.9%) 62 (80.5%) 0.0052

▪ I do not know 15 (23.8%) 4 (5.2%)

▪ Yes 9 (14.3%) 11 (14.3%)

Does your endoscopy unit get in contact or follow up with patients who
have an adverse event during an endoscopic procedure?

▪ No 17 (27.0%) 21 (27.3%) 0.444

▪ I do not know 15 (23.8%) 12 (15.6%)

▪ Yes 31 (49.2%) 44 (57.1%)

Who performs the informed consent procedure before an endoscopic
procedure?

▪ Medical doctor 44 (69.8%) 57 (74.0%) 0.719

▪ Other health
professional

19 (30.2%) 20 (26.0%)

Does your endoscopic unit report most adverse events by a recording
system?

▪ No 5 (7.9%) 11 (14.3%) 0.431

▪ I do not know 9 (14.3%) 8 (10.4%)

▪ Yes 49 (77.8%) 58 (75.3%)

Regarding existing medical liability insurance and/or legal advice,
which one do you have?

▪ None 3 (4.8%) 4 (5.2%) 1.00

▪ FALMED insur-
ance or other

60 (95.2%) 73 (94.8%)

0 10 20
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30 40
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▶ Fig. 1 Most frequent causes of complaints identified by partici-
pants in the study.
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▶ Fig. 2 Most frequent procedures associated with complaints identified by participants in the study.

▶Table 2 Association between general characteristics of participants
and self-reported malpractice lawsuit.

Malpractice lawsuit

No
(n =119)

Yes
(n =21)

P value

Age

▪ Mean (SD) 47.6 (10.9) 55.5 (10.9) 0.0047

▪ Median [min,
max]

44.0 [31.0,
76.0]

55.0 [40.0,
75.0]

▪ Missing 4 (3.4%) 0 (0%)

Gender

▪ Female 41 (34.5%) 0 (0%) 0.0033

▪ Male 78 (65.5%) 21 (100%)

Medical specialty

▪ Surgery 26 (21.8%) 7 (33.3%) 0.269

▪ Gastroenterolo-
gy

84 (70.6%) 12 (57.1%)

▪ Other 4 (3.4%) 2 (9.5%)

▪ Pediatrics 5 (4.2%) 0 (0%)

Nationality

▪ Chilean 111 (93.3%) 19 (90.5%) 0.0257

▪ Ecuadorian 1 (0.8%) 0 (0%)

▪ Venezuelan 1 (0.8%) 0 (0%)

▪ Bolivian 6 (5.0%) 0 (0%)

▪ Colombian 0 (0%) 1 (4.8%)

▪ Hungarian 0 (0%) 1 (4.8%)

Years of practice

▪ Between 5 to 10
years

38 (31.9%) 3 (14.3%) 0.066

▪ More than 10
years

64 (53.8%) 17 (81.0%)

▪ Less than 5 years 17 (14.3%) 1 (4.8%)

▶Table 2 (Continuation)

Malpractice lawsuit

Have you completed a formal training program in digestive endoscopy?

▪ No 7 (5.9%) 1 (4.8%) 1.00

▪ Yes 112 (94.1%) 20 (95.2%)

Your role in the endoscopy unit: Select all the alternatives that corre-
spond to your duties in the endoscopy unit

▪ Diagnostic 17 (14.3%) 1 (4.8%) 0.004

▪ Advanced thera-
peutics

31 (26.1%) 13 (61.9%)

▪ Basic therapeu-
tics

71 (59.7%) 7 (33.3%)

Endoscopy unit

▪ Outpatient 14 (11.8%) 1 (4.8%) 0.543

▪ Hospital 9 (7.6%) 1 (4.8%)

▪ Mixed 96 (80.7%) 19 (90.5%)

Is your unit a university unit and/or is it an endoscopy training center?

▪ No 75 (63.0%) 11 (52.4%) 0.496

▪ Yes 44 (37.0%) 10 (47.6%)

Type of funding of your endoscopy unit

▪ Mostly private 66 (55.5%) 14 (66.7%) 0.473

▪ Mostly Public or
Governmental

53 (44.5%) 7 (33.3%)

Do you apply surveys or other instruments to measure user experience
and/or satisfaction in your endoscopy unit?

▪ No 70 (58.8%) 7 (33.3%) 0.002

▪ I do not know 20 (16.8%) 1 (4.8%)

▪ Yes 29 (24.4%) 13 (61.9%)

Do you have a support team or professional responsible for the contin-
uous improvement in your endoscopy unit or institution?

▪ No 57 (47.9%) 7 (33.3%) 0.255

▪ I do not know 22 (18.5%) 3 (14.3%)

▪ Yes 40 (33.6%) 11 (52.4%)
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Also, our study emphasizes that AEs and sedation are key
clinical aspects that frequently lead to complaints. On one
hand, AEs are preventable but cannot be eliminated, they are
more frequent and severe during therapeutic procedures, and
they do not necessarily imply negligence or malpractice. Risk
of AEs has changed with development of new techniques and
devices, which has expanded the list of indications and safety
of endoscopic procedures. Perforation, bleeding, pancreatitis,
and death were the most frequently reported causes of com-
plaints in our study. Therefore, it is crucial that endoscopist
training curricula include diagnosis and management of AEs,
as recommended by international guidelines [23, 24, 25, 26,
27].

Other strategies for improvement are ongoing measure-
ment of multiple quality indicators and fostering a culture of
constructive feedback among physicians aimed at learning
within an endoscopy unit [28, 29]. Standardized record systems
are necessary because detecting areas of improvement and
changes in protocols afterwards are probably the best preven-
tion strategies. In our study, assessment of the user experience
and/or satisfaction was associated with a higher risk of com-
plaints and lawsuits. This may be explained by reverse causality,
that is, endoscopy units performing more complex procedures
and with a higher risk of AEs are the ones that have established
better monitoring and recording systems.

In contrast, sedation presents a complex challenge: Al-
though minimal sedation in procedures such as EGD and colo-
noscopy may be safer from a cardiorespiratory perspective, it is
not necessarily so from a medicolegal standpoint due to in-
creasing patient expectations regarding pain management
and the overall procedure experience. This underscores the
need to develop personalized local sedation protocols that bal-
ance safety and patient satisfaction [30].

It was expected that physicians with more years of endo-
scopic practice would face more complaints and lawsuits, be-
cause they have been performing endoscopic procedures long-
er, as described by Adams et al. (2019) [2]. However, this exten-
ded experience may also act as a protective factor, enabling
timely detection and appropriate treatment of AEs. Similarly,
the higher percentage of self-reported complaints and lawsuits
among male and Chilean physicians could be attributed to their
greater representation within the sample. Nonetheless, sex-
based differences observed in surgical practice underscore the
need for further studies specifically designed to explore this is-
sue in endoscopy [31].

Approximately 30% of respondents indicated that communi-
cation between physicians and patients was one of the causes
of complaints. Providing precise, empathetic, and timely infor-
mation to patients and/or families can prevent subsequent
conflicts and should be understood as a key component of pro-
fessional practice of endoscopists. In recent years, patient ex-
perience and satisfaction during medical procedures have
gained interest [12].

▶Table 2 (Continuation)

Malpractice lawsuit

Are patients contacted before procedures to solve questions? (e. g. by
phone calls, mobile applications, email or other)

▪ No 37 (31.1%) 3 (14.3%) 0.129

▪ I do not know 6 (5.0%) 0 (0%)

▪ Yes 76 (63.9%) 18 (85.7%)

Do you have local or standardized protocols for sedation and/or
analgesia for endoscopic procedures?

▪ No 52 (43.7%) 7 (33.3%) 0.275

▪ I do not know 7 (5.9%) 0 (0%)

▪ Yes 60 (50.4%) 14 (66.7%)

Regarding anesthesia assistance during endoscopic procedures

▪ We have medi-
cal anesthesia
equipment

90 (75.6%) 20 (95.2%) 0.0835

▪ We do not have
medical anes-
thesia equip-
ment

29 (24.4%) 1 (4.8%)

Does your endoscopy unit get in contact with all patients who under-
went polypectomy within 1 week after the endoscopic procedure to
resolve questions and/or to detect complications?

▪ No 86 (72.3%) 15 (71.4%) 0.707

▪ I do not know 17 (14.3%) 2 (9.5%)

▪ Yes 16 (13.4%) 4 (19.0%)

Does your endoscopy unit get in contact or follow up with patients who
have an adverse event during an endoscopic procedure?

▪ No 33 (27.7%) 5 (23.8%) 0.118

▪ I do not know 26 (21.8%) 1 (4.8%)

▪ Yes 60 (50.4%) 15 (71.4%)

Who performs the informed consent procedure before an endoscopic
procedure?

▪ Medical doctor 86 (72.3%) 15 (71.4%) 1.00

▪ Other health
professional

33 (27.7%) 6 (28.6%)

Does your endoscopic unit report most adverse events by a recording
system?

▪ No 14 (11.8%) 2 (9.5%) 0.156

▪ I do not know 17 (14.3%) 0 (0%)

▪ Yes 88 (73.9%) 19 (90.5%)

Regarding existing medical liability insurance and/or legal advice,
which one do you have?

▪ None 6 (5.0%) 1 (4.8%) 1.00

▪ FALMED insur-
ance or other

113 (95.0%) 20 (95.2%)
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▶Table 3 Association between general characteristics of participants
and self-reporting of medical liability insurance.

None

(n =7)

FALMED

insurance or

other

(n =133)

P value

Age

▪ Mean (SD) 52.7 (14.3) 48.6 (11.1) 0.480

▪ Median [min,
max]

49.0 [35.0,
74.0]

45.0 [31.0,
76.0]

▪ Missing 0 (0%) 4 (3.0%)

Gender

▪ Female 2 (28.6%) 39 (29.3%) 1.00

▪ Male 5 (71.4%) 94 (70.7%)

Medical specialty

▪ Surgery 3 (42.9%) 30 (22.6%) 0.277

▪ Gastroenterolo-
gy

3 (42.9%) 93 (69.9%)

▪ Other 1 (14.3%) 5 (3.8%)

▪ Pediatrics 0 (0%) 5 (3.8%)

Nationality

▪ Chilean 7 (100%) 123 (92.5%) 0.989

▪ Ecuadorian 0 (0%) 1 (0.8%)

▪ Venezuelan 0 (0%) 1 (0.8%)

▪ Bolivian 0 (0%) 1 (0.8%)

▪ Colombian 0 (0%) 1 (0.8%)

▪ Hungarian 0 (0%) 6 (4.5%)

Years of practice

▪ Between 5 to 10
years

2 (28.6%) 39 (29.3%) 0.427

▪ More than 10
years

3 (42.9%) 78 (58.6%)

▪ Less than 5
years

2 (28.6%) 16 (12.0%)

Have you completed a formal training program in digestive endoscopy?

▪ No 1 (14.3%) 7 (5.3%) 0.867

▪ Yes 6 (85.7%) 126 (94.7%)

Your role in the endoscopy unit: Select all the alternatives that corre-
spond to your duties in the endoscopy unit

▪ Diagnostic 3 (42.9%) 15 (11.3%) 0.048

▪ Advanced ther-
apeutics

1 (14.3%) 43 (32.3%)

▪ Basic therapeu-
tics

3 (42.9%) 75 (56.4%)

▶Table 3 (Continuation)

None

(n =7)

FALMED

insurance or

other

(n =133)

P value

Endoscopy unit

▪ Outpatient 2 (28.6%) 13 (9.8%) 0.244

▪ Hospital 5 (71.4%) 110 (82.7%)

▪ Mixed 0 (0%) 10 (7.5%)

Is your unit a university unit and/or is it an endoscopy training center?

▪ No 6 (85.7%) 80 (60.2%) 0.339

▪ Yes 1 (14.3%) 53 (39.8%)

Type of funding of your endoscopy unit

▪ Mostly private 3 (42.9%) 77 (57.9%) 0.695

▪ Mostly Public or
Governmental

4 (57.1%) 56 (42.1%)

Do you apply surveys or other instruments to measure user experience
and/or satisfaction in your endoscopy unit?

▪ No 6 (85.7%) 71 (53.4%) 0.226

▪ I do not know 1 (14.3%) 41 (30.8%)

▪ Yes 0 (0%) 21 (15.8%)

Do you have a support team or professional responsible for the contin-
uous improvement in your endoscopy unit or institution?

▪ No 2 (28.6%) 62 (46.6%) 0.498

▪ I do not know 1 (14.3%) 24 (18.0%)

▪ Yes 4 (57.1%) 47 (35.3%)

Are patients contacted before procedures to solve questions? (e. g. by
phone calls, mobile applications, email or other)

▪ No 1 (14.3%) 39 (29.3%) 0.543

▪ I do not know 6 (85.7%) 88 (66.2%)

▪ Yes 0 (0%) 6 (4.5%)

Do you have local or standardized protocols for sedation and/or
analgesia for endoscopic procedures?

▪ No 4 (57.1%) 55 (41.4%) 0.637

▪ I do not know 3 (42.9%) 71 (53.4%)

▪ Yes 0 (0%) 7 (5.3%)

Regarding anesthesia assistance during endoscopic procedures

▪ We have medi-
cal anesthesia
equipment

6 (85.7%) 104 (78.2%) 1.00

▪ We do not have
medical anes-
thesia equip-
ment

1 (14.3%) 29 (21.8%)
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The informed consent process is essential because it is the
cornerstone of ethical medical practice, procedures, and treat-
ments [32, 33]. Informed consent is a medical responsibility;
however, our study revealed that in almost 25% of the endos-
copy units, the informed consent process was performed by
other professionals. It would be ideal to use specific informed
consent documents for endoscopic procedures containing pre-
cise and updated information detailing the benefits and risks of
the procedures.

Although prosecution of medical malpractice contributes to
protect patient rights and improve quality of medical care, it
may lead physicians to recommend unnecessary examinations
and procedures to protect themselves from potential lawsuits,
a practice known as “defensive medicine” [4, 34, 35]. It may
also lead physicians to avoid essential but high-risk procedures
from a MPL point of view.

Our results also indicate that costs and administrative situa-
tions are also leading causes of complaints. Clear communica-
tion of costs to patients before endoscopic procedures and ad-
herence to schedules are opportunities for improvement for
endoscopy unit organization. Furthermore, adequate person-
nel are essential to ensure patient safety, quality of the endo-
scopic procedure, and user satisfaction.

Based on the results of our study, we propose a conceptual
model of the determinants of complaints and lawsuits. This
model permits identification of areas for action (▶Fig. 3). Al-
though the origin of medicolegal situations can be traced to a
distal level of the healthcare system and existing local legisla-
tion, our study focuses on the nearest and potentially modifi-
able factors by endoscopists.

This study presents several limitations. The design and the
sensitive nature of the research topic may have introduced
memory and information biases, respectively. In addition, this
survey did not distinguish whether lawsuits were civil or crimin-
al. Furthermore, we did not explore the emotional impact of
complaints and lawsuits on endoscopists, which could poten-
tially discourage them from performing high-risk procedures,
such as therapeutic endoscopy. Finally, only Chilean-based
endoscopists participated. However, similar results are expect-
ed from other Latin American countries because our healthcare
systems share similar organizational and financial challenges.

Conclusions
In conclusion, gastrointestinal endoscopists are frequently ex-
posed to complaints and lawsuits. Key factors include proce-
dure costs, AEs, sedation practices, years of experience, type
of endoscopic procedure, and communication. To minimize
medicolegal risks, healthcare professionals must critically eval-
uate and enhance their practices, emphasizing adherence to a
well-defined lex artis. This should encompass appropriate med-
ical indications, clear and empathetic communication, thor-
ough informed consent processes, and meticulous documenta-
tion.

▶Table 3 (Continuation)

None

(n =7)

FALMED

insurance or

other

(n =133)

P value

Does your endoscopy unit get in contact with all patients who under-
went polypectomy within 1 week after the endoscopic procedure to re-
solve questions and/or to detect complications?

▪ No 6 (85.7%) 95 (71.4%) 0.537

▪ I do not know 1 (14.3%) 18 (13.5%)

▪ Yes 0 (0%) 20 (15.0%)

Does your endoscopy unit get in contact or follow up with patients
who have an adverse event during an endoscopic procedure?

▪ No 4 (57.1%) 34 (25.6%) 0.134

▪ I do not know 3 (42.9%) 72 (54.1%)

▪ Yes 0 (0%) 27 (20.3%)

Who performs the informed consent procedure before an endoscopic
procedure?

▪ Medical doctor 3 (42.9%) 98 (73.7%) 0.180

▪ Other health
professional

4 (57.1%) 35 (26.3%)

Does your endoscopic unit report most adverse events by a recording
system?

▪ No 2 (28.6%) 14 (10.5%) 0.320

▪ I do not know 1 (14.3%) 16 (12.0%)

▪ Yes 4 (57.1%) 103 (77.4%)

Have you received complaints from patients and/or family members
during your endoscopic practice?

▪ No 3 (42.9%) 60 (45.1%) 1.00

▪ Yes 4 (57.1%) 73 (54.9%)
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Such measures not only reduce the likelihood of litigation
but also safeguard against defensive medical practices motiva-
ted by fear of legal consequences. Ultimately, the most effec-
tive legal protection for physicians lies in upholding the princi-
ples of evidence-based, patient-centered care within a robust
lex artis framework.
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