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No-fault compensation
systems

In a series of recent articles about no-
fault compensation, CMAJ raised impor-
tant questions regarding the Canadian
medical liability system."* However, the
length of these articles did not permit a
full discussion of the issues, which are
complex. In consequence, readers may
have drawn incorrect conclusions con-
cerning the merits and shortfalls of a no-
fault compensation system and its rela-
tion with patient safety.

In Canada there are 3 system-level
responses to an adverse event, each of
which has its own role and defined
processes. (An adverse event is defined
as an event that results in unintended
harm to the patient and is related to the
care or services provided to the patient
rather than to the patient’s underlying
medical condition.*) The effectiveness
of the system depends, in part, on the
balanced application of these re-
sponses. The patient-safety response in-
volves learning from the event to pre-
vent a similar result in the future, if this
is possible. The professional-accounta-
bility response ensures that physicians
and other health professionals meet the
established standards of care. It is a vi-
tal element in ensuring public confi-
dence in the health care system. The
third response is the provision of com-
pensation to patients injured as a result
of negligent medical care; in Canada,
this is generally achieved through the
tort-based litigation system.

In part 2 of her series on no-fault
compensation, Ann Silversides implies
that removal of the fear of litigation
would improve the safety of medicine
through more open reporting and en-
hanced learning.? This reflects the com-
mon misunderstanding that “no fault”
equals “no blame” and therefore
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involves less stress for patients and
providers. However, the so-called no-
fault medical liability systems studied
by the Canadian Medical Protective
Association all include a significant as-
pect of fault determination, most often
through professional accountability
frameworks.” In Canada, this profes-
sional accountability is the responsibil-
ity of the regulatory authorities. How-
ever, in many no-fault jurisdictions,
fault finding occurs without the proce-
dural process and fairness that charac-
terize the current Canadian model.
There is no evidence to support the
assertion that no-fault systems are more
supportive of patient safety and the de-
termination of the reasons for adverse
events than other liability systems. The
Canadian Medical Protective Associa-
tion believes that the development of a
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just culture of safety in health care that
supports full reporting and discussion
of adverse events is an important con-
tributor to patient safety. Health profes-
sionals should be encouraged to ac-
tively examine what occurred and to
speculate on how an unexpected clini-
cal outcome or adverse event might
have been avoided in a nonthreatening
learning environment. However, such
discussions should be separate from
professional accountability and com-
pensation mechanisms and the informa-
tion provided should be protected from
use within those other domains.

All available evidence suggests the
focus should be on preventing adverse
events by enhancing patient safety. It is
these efforts and not the type of liability
system that make a difference. The
Canadian Medical Protective Associa-
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tion believes those interested in advanc-
ing patient safety would have a greater
impact if they worked to improve ad-
verse-event quality review processes
rather than diverting attention by advo-
cating for no-fault compensation.

Much more can and should be done
to improve patient safety, starting with
ensuring that quality-improvement
processes are in place and adhered to
in all jurisdictions. The Canadian
Medical Protective Association hopes
that discussion of these important is-
sues rather than of no-fault compensa-
tion will occupy the attention of physi-
cians and other care providers.

William S. Tucker, MD
President, Canadian Medical
Protective Association, Ottawa, Ont.
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Accuracy in images

I am concerned about the scary picture on
the cover of the Sept. 9 issue of CMAJ,
which highlights articles about the human
papillomavirus (HPV) vaccine. Although
the articles did a good job of accurately
conveying the low risks associated with
use of the vaccine,” the blue gloves in
the picture gave the reader a sense that
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the vaccine was some type of biohazard.
Gloving is not a routine precaution when
giving intramuscular or subcutaneous in-
jections or immunizations.

Upon further inspection of the pho-
tograph, I noted several other inaccura-
cies. The HPV vaccine is an intramus-
cular vaccine requiring a 1-inch needle,
not the 5/8-inch needle pictured. The
patient has a smallpox vaccination scar
on her arm and thus she would be at
least in her mid-thirties (in Canada we
stopped vaccinating the general popula-
tion against smallpox in 1972), whereas
the current maximum age for vaccina-
tion against HPV is 26 years. Finally,
the HPV vaccine currently available in
Canada is supplied with a spring-
loaded safety syringe that covers the
needle with a plastic sleeve after injec-
tion, which protects the health care
provider from a needle-stick injury.

It is important for us to be as accu-
rate with our pictures in a peer-
reviewed scientific journal as with our
words. Stock photographs will not do,
especially on the front cover.

Albert Schumacher MD
Family physician, Windsor, Ont.
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The Executive Editor responds

Thank you, Dr. Schumacher, for your
astute observations about the image
on our cover of September 9, 2008.
We agree that we need to be accurate
with everything we publish in the
journal. The image we used was a
generic image of a person getting an
injection and not a specific type of in-
jection. We did discuss using an im-
age of a person getting a human papil-
lomavirus vaccine injection but in the
end decided that we should not pic-
ture a branded product.

Rajendra Kale MD
Executive Editor, CMAJ
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Corrections

A picture in the News briefs' section of
the October 21 issue should have been
identified as the Confederation Build-
ing in St. John’s, Newfoundland.
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In a research article' in the Nov. 18 is-
sue, Nimisha Purohit should have been
acknowledged in print for her contribu-
tion as a study coordinator.
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