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Commentaire

studies in developing countries is notable. Barriers include
complex ethical challenges, such as those revealed by the
randomized HIV-1 perinatal transmission trials in devel-
oping countries in the early 1990s,” skepticism of Western
regulatory agencies of drugs and devices tested outside of
high-income countries and limited research capacity in
developing countries. But these barriers are not insur-
mountable. Making any serious improvement in mortality
and disability among the global poor will require much
more research, some of it employing randomized designs,
into the few major diseases that explain much of the gap
between rich and poor countries. Priorities include accel-
erating declines in childhood and maternal mortality, get-
ting adult smokers worldwide to quit' and, most notably,
curbing the growth of HIV-1.%
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Health care as a risk factor

Peter Davis
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he article by Baker and associates in this issue (see

page 1678) adds to the growing body of evidence

that health care, though undoubtedly beneficial,
also has potentially harmful effects on patients.! According
to the estimates published here, nearly 70 000 annual hos-
pital admissions in Canada are associated with an adverse
event (AE) that was preventable. Most are relatively minor,
but a good proportion (20.8%) result in death. The impact
on an already overtaxed system is not to be underestimated:
patients experiencing AEs require a longer stay in hospital
and may need more intensive care. What are we to make of
these results? Are they sound? If so, what can be done
about them? Or, are they a risk that we must accept in a
world of increasingly complex and powerful therapeutic in-
terventions with patients who are ever more frail?

Baker and associates followed a swath of investigations
with similar methodologies published in the United
States, Australia, the United Kingdom, Denmark and
New Zealand.”" This is one of the study’s strengths. Sci-
ence establishes fact by replicating results under different
conditions. Indeed, in some respects, this investigation
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pushes the boundaries in the field. It is probably the first
study of AEs that can safely claim to be nationally repre-
sentative, since the investigators selected hospitals of dif-
ferent sizes from 5 of Canada’s most populous provinces.
Furthermore, electronic data collection instruments may
well have improved accuracy.

In scientific terms, the study results are reassuringly ro-
bust and familiar. There are some variations, of course.
The overall AE rate (7.5% of all hospital admissions) is
closer to European than to American findings. The propor-
tion of AEs associated with death seems high when com-
pared with that of other studies, and the proportion of AEs
attributable to system-related events (just over 3.0%) is
lower. But in other respects, including the distinctive distri-
bution of AEs across hospital services (higher in surgery)
and patient ages (higher among elderly patients), as well as
a variety of other factors, the results are comparable with
those of other studies.

One conclusion we can draw from this study is that, al-
though the populations of Western societies might enjoy
all the benefits of affluence and modern medical care, they



also run a significant risk as patients. The hazard of AEs is
contextual in nature and seems to be relatively uniform re-
gardless of medicolegal culture, sociocultural setting and
type of health care system. In New Zealand we have quan-
tified what is in effect a newly discovered public health risk.
Of the top 20 risk factors that account for nearly three-
quarters of all deaths annually, adverse in-hospital health
care events come in at number 11, above air pollution, al-
cohol and drugs, violence and road traffic injury, among
others." Indeed, at 1500 deaths annually, this equals a third
of the 5000 deaths attributed to tobacco each year.

The painful paradox is that, by lavishing ever more care
on our patients, we may also be exposing them to a poten-
tial hazard. This is underlined by Baker and associates’ find-
ing that the AE rate was higher in teaching hospitals. Are
these really more dangerous places than humbler institu-
tions? The fact that the preventable AE rate was no higher
in teaching hospitals suggests that quality was not the cru-
cial factor. Rather, it may be that in a hospital-oriented re-
ferral system, the unchallenged therapeutic imperative of
modern medicine to move patients to a higher level of in-
tervention than they can — or even should — sustain needs
to be re-examined. Other options may exist, particularly for
older patients, who bear a disproportionate share of the ia-
trogenic burden.

At one level, treatment injury is a public health issue. It
is a significant risk factor, associated with demonstrable
variables, and there are clear opportunities for prevention.
Although the results of this study do not bring this out, in-
fection is likely an important source of harm, and it is one
for which there are well-established control strategies.
Other major areas where established procedures can be
enhanced are the prescription and administration of med-
ications. Indeed, a combination of evidence-based practice
supported by information technology would go a long way
to reducing the AE rate. Within the complexity of the
modern hospital environment, we need to address issues of
coordination, competence and communication. Stable
team structures, openness to cross-professional exchange
and sturdy peer-review mechanisms are vital factors in
work organization, the lack of which contribute to the po-
tential for AEs.

At another level, treatment injury is also a matter of hu-
man rights. Patients need to be made more aware of the
level of risk involved in a particular course of treatment.
When things go wrong, they must be informed. Their con-
cerns — yes, even their complaints — must guide the sys-
tem. And, if injured, they deserve rehabilitation, explana-
tion and even compensation. Just as employees harmed at
work might expect redress for the unwanted and possibly
unanticipated risk to which they have been exposed, so pa-
tients harmed at a hospital — and their caregivers — might
welcome an environment in which their claims can be
heard. In New Zealand, for example, treatment injury is
dealt with as a special case of accidental harm. Patients and
their relatives do not have to litigate to receive compensa-
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tion for AEs that result in injury or permanent harm or
death. Instead, they approach the Accident Compensation
Corporation, which administers a tax-based fund.” Fur-
thermore, in order to secure accountability for harm —
whether it be an apology, remedial training or discipline —
patients do not have to risk the courts either; they work
through a semi-judicial complaints system headed by a
health and disability commissioner."

As with any matter of public policy, responding to AEs
requires a mixture of sound empirical evidence, balanced
scientific assessment and solid ethical grounding. The great
contribution of studies such as Baker and associates’ is that,
for the first time, we have indisputable facts of a represen-
tative character. Those facts must be assessed against a bal-
anced set of scientific criteria. What interventions are cost-
effective? Which are most easily implemented and likely to
have the greatest effect? Finally, we need an ethical debate
on the purpose of medicine, placing the requirements of
the patient at its core.
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