
Surgical adverse events in the US
After all these years, why has patient safety not improved?
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In late 1999, the US Institute of Medicine’s report “To
Err is Human: Building a Safer Health System”
galvanized the nascent patient safety movement into
action with its assertion that as many as 98 000
Americans died annually from medical error.1 That
alarming statistic was derived from the 1991 Harvard
Medical Practice Study, a randomized chart review
undertaken to create an evidence base for the
controversy then raging around litigation against
medical malpractice.2 That study found that 3.7% of
patients in a sample of hospital admissions in New
York state had experienced serious adverse events,
more than one fourth of which the researchers
considered legally compensable. Overall, 48% of the
events were associated with surgical procedures. A
related study in Colorado and Utah a few years later
showed similar percentages of surgical error,whereas
a targeted follow-up study found that surgery
accounted for two thirds of adverse events in
hospitals in the same two states.3 4

In the linked study, Duclos and colleagues
(doi:10.1136/bmj-2024-080480) set out to create an
updated baseline for surgical adverse events in the
US, broadlymodeled on the originalHarvardMedical
Practice Study.5 Data forDuclos andcolleagues’ study
were derived from the 2023 SafeCare study, which
used a “trigger” methodology to analyze a random
sample of electronic inpatient records from 11
hospitals in Massachusetts.6 In the subset of cases
analyzed for Duclos and colleagues’ study, the
authors identified adverse events in 38%
(n=383/1009) of surgical admissions.Nearlyhalfwere
classified as major, and more than two thirds as
preventable.

Since the Colorado-Utah study, research examining
surgical outcomes across specialties has been sparse.
Duclos and colleagues’ study is therefore a valuable
contribution; but its findings are not encouraging.
To date, around a dozen large studies have been
conducted on medical harm in the US and globally,
and almost all used some version of the screening
methodology employed by the Harvard Medical
Practice Study.7 8 Comparison between studies is
complicated by customization and changes in the
triggers used to flag events, but studies in theUShave
nevertheless produced remarkably consistent
findings across the years. In 2010, studies of hospitals
in Colorado and North Carolina found adverse event
rates of 33% and 25%, respectively, with the North
Carolina study showing no major improvement from
2002 to 2007.9 10 Studies of Medicare patients by the
USHealth andHumanServicesOffice of the Inspector
General showed nearly unchanged rates of harm of
27% and 25% between 2008 and 2018, despite the 10
year difference.11 12 Thus, over a period of some 17
years, medical harm may have continuously affected

as many as one in three or one in four patients in US
hospitals. In all these studies, surgery accounted for
around one fourth of adverse events.

Many reasons have been proposed for this failure to
improve, among them a culture of disrespect,
inadequatenurse staffing, ineffective implementation
of proven strategies, and failure to take advantage of
available technology that would allow real time
detection and possibly prevention of adverse
events.13 -16 All undoubtedly have played a part. The
major omission in patient safety, however, is the
patient. Although patient engagement is growing
across other parts of healthcare, little progress has
been made in including patients and families in the
areas where they could contribute the most:
co-creating their own history and unraveling the
causes and effects of errors in their care. Information
in the electronic medical records used to track
adverse events is often incomplete, inaccurate, or
recorded by overworked providers who may have
little real knowledge of the patient’s case.5 Patients
in the US can now view their medical records, a
privilege not available in many countries, but they
cannot comment on them, even when they spot
obvious errors. When an adverse event occurs,
patients and families are seldom interviewed, much
less consulted, even if they are the sole witnesses.
Confidential analysesof root causesand “disclosures”
with confidentiality clauses may do more to hide
problems about patient safety than to address them.
Legal settlements silence entire swaths of peoplewith
non-disclosure agreements, and they prevent
in-depth examination of the causes of harm.

Newly available tools such as large language models
have the potential to transform patient safety by
mining electronic records. But electronic records are
only as good as the information they contain. If we
are truly interested in advancing patient safety,
patients and families need to be empowered to weigh
in on the accuracy of the accounts of their own care
and participate in finding solutions. Studies like the
one by Duclos and colleagues are an important
foundation for meaningful solutions, but those can
only be found in tandem with patients and families.
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