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Decisions, outcomes, and learning from what 
didn’t go wrong
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We learn from outcomes, yet outcomes are unreliable 
teachers. In critical care, decisions are made with in-
complete information, under time pressure, within sys-
tems that normalize workarounds, and where causality 
is opaque [1]. The feedback we receive later, whether a 
patient survives or dies or the extent of their recovery, 
reflects more than the decision itself. Physiology, sys-
tem redundancies, timely intervention by a colleague, 
stochastic variance: all shape outcomes independently 
of our reasoning [2]. If we treat outcomes as verdicts on 
decision quality, we will systematically mislearn.

When outcomes are bad, the reflex is often to exter-
nalize causality [3]. Sometimes this is accurate. Patients 
arrive in extremis. Pathophysiology is unforgiving. But 
“nothing could have been done” closes the learning 
loop prematurely. Even when the final outcome was 
not modifiable, the care surrounding it often was: how 
quickly we recognized a change in trajectory, how often 
our interventions added burden without benefit, and 
how clearly we communicated prognosis to the fam-
ily. These remain within our control and merit exami-
nation. The question that moves teams forward is not 
“What would you have done differently?” but “What 
will you do differently for the next patient?” The for-
mer invites untestable counterfactuals and can become 
recriminatory; the latter directs attention toward ac-
tionable change. The risk, of course, is that reflection 
becomes self-punishment, which impairs future care 
rather than improving it [4].

The less-examined problem is good outcomes. We 
rarely interrogate what succeeded [5]. The patient sur-
vived, the team moves on, and whatever errors occurred 
remain invisible, not because they didn’t happen, but 
because they didn’t declare themselves in harm. Learn-
ing from success requires asking what went right, what 

conditions made it possible, and whether those con-
ditions were skill or circumstance [6]. This interroga-
tion is harder than it sounds, which is precisely why it 
doesn’t happen.

Decision quality and outcome quality are not the 
same thing, but we routinely conflate them [7]. A 
sound decision can lead to a bad outcome; an unsound 
decision can lead to a good one. The dangerous case is 
the latter. When a questionable choice works out, noth-
ing prompts us to examine it. The delay that the patient 
tolerated, the finding we missed that didn’t matter, the 
shortcut that succeeded. These build false confidence 
and embed risk into normal practice [8]. They deserve 
examination precisely because nothing signals that 
they need it.

Critical care will always be practiced under uncer-
tainty. Outcomes will remain noisy, and we cannot 
change that. What we can change is our interpreta-
tion of them. Bad outcomes should prompt reflection 
without collapsing into blame. Good outcomes should 
prompt the same reflection, but nothing forces us to do 
it. That asymmetry is the problem. We examine deci-
sions only when harm makes examination unavoid-
able. The discipline is to examine decisions even when 
nothing forces us to.

��Author’s contributions
RA: Conceptualization, Writing - Original Draft, Writ-
ing – Review & Editing

��Conflict of interest
None to declare.

DOI: 10.2478/jccm-2026-0019

mailto:Razvan@pennmedicine.upenn.edu


4 • The Journal of Critical Care Medicine 2026;12(1) Available online at: www.jccm.ro

��References
1.	 Ramaswamy T, Sparling JL, Chang MG, Bittner EA. Ten 

misconceptions regarding decision-making in critical care. 
World J Crit Care Med. 2024;13(2):89644; doi://10.5492/
wjccm.v13.i2.89644.

2.	 Ohki S, Otani M, Tomioka S, Komiya K, Kawamura H, Nakada T-a, 
et al. Association between hospital case volume and mortality 
in pediatric sepsis: A retrospective observational study using a 
Japanese nationwide inpatient database. The Journal of Critical 
Care Medicine. 2025;11(1):87–94; doi: 10.2478/jccm-2025-
0006.

3.	 Okamoto N, Taylor M, Kubo T, Ishii S, De Martino B, Cortese 
A. Blaming luck, claiming skill: Self-attribution bias in error 
assignment. PLoS Comput Biol. 2025;21(12):e1013787; 
doi://10.1371/journal.pcbi.1013787.

4.	 Naya K, Aikawa G, Ouchi A, Ikeda M, Fukushima A, Yamada 
S, et al. Second victim syndrome in intensive care unit 
healthcare workers: A systematic review and meta-analysis on 

types, prevalence, risk factors, and recovery time. PLoS One. 
2023;18(10):e0292108; doi://10.1371/journal.pone.0292108.

5.	 Bentley SK, McNamara S, Meguerdichian M, Walker K, 
Patterson M, Bajaj K. Debrief it all: a tool for inclusion of Safety-
II. Advances in Simulation. 2021;6(1):9; doi://10.1186/s41077-
021-00163-3.

6.	 Verhagen MJ, de Vos MS, Sujan M, Hamming JF. The problem 
with making Safety-II work in healthcare. BMJ Quality &amp; 
Safety. 2022;31(5):402–8; doi://10.1136/bmjqs-2021-014396.

7.	 Baron J, Hershey JC. Outcome bias in decision evaluation. J 
Pers Soc Psychol. 1988;54(4):569–79; doi://10.1037//0022-
3514.54.4.569.

8.	 Popayán AME, Ramírez II, Zúñiga JF, Gutierrez-Arias R, Pérez 
MAJ, Parada-Gereda HM, et al. Ability to identify patient-
ventilator asynchronies in intensive care unit professionals: 
A multicenter cross-sectional analytical study. The Journal of 
Critical Care Medicine. 2025;11(2):157-63; doi: 10.2478/jccm-
2025-0017.


