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H. S. KOHLI

IATROGENIC DEATHS-AN AMERICAN CONCERN
A national furore spread through the USA following a startling
report by the Institute of Medicine, the premier health entity of the
National Academy of Sciences based in Washington, DC. The
report, presented to President Clinton on 7 December 1999,
revealed that medical errors caused 44 000 to 98 000 deaths a
year-more than the number resulting from automobile acci-
dents, cancer or AIDS, and far more than the numbers killed or
injured in plane crashes each year. The National Academy of
Sciences called for a new federal law requiring hospitals to report
all mistakes that cause serious injury or death to patients. The
report also recommended that information on medical errors be
made available to the public. President Clinton instructed federal
health officials to evaluate the proposals and report back by
5 February 2000, after considering which of the Institute of
Medicine's recommendations could be implemented in their
areas.

The error rate publicized by the Institute of Medicine does not
call into question whether the USA has the best health care system
in the world, the President said, but it does question 'whether
we've done everything we can to invest the kind of money in
avoiding errors that other big complex systems have', such as
aviation and occupational safety.

Safety experts have long known that medical errors were a
major cause of death and suffering. Actually, the Harvard Medical
Practice Study and other research in the early 1990s placed the
number of medical errors at 44 000 to 98 000 per year and a flurry
of well-publicized errors in 1995 sparked a number of industry-
wide efforts from leading medical organizations. The Institute of
Medicine's recommendations generated renewed controversy,
resulting in screaming newspaper headlines and considerable
debate on television. And it heightened awareness of the issue,
adding concrete recommendations to a debate that, to date, has
been largely mired in theory.

Reaction was swift. Several prominent legislators immedi-
ately scheduled hearings on the issues. One was quoted as saying,
'the magnitude of the problem so exceeds what anyone under-
stood to be the case that the American people will demand that we
do this, this year'. Plans are under way to discuss a National
Center for Patient Safety, with an annual budget of US$ 35-100
million, that would set national safety goals and serve as a
clearing-house; mandatory reporting on a nationwide basis by
hospital and health care groups to state governments of errors that

caused serious harm and death; voluntary reporting of near-
misses or errors that do not have serious consequences with peer-
review protection of reporting analysed solely to improve safety.
Currently, 20 states require hospitals to report serious mistakes. A
stated objective for these initiatives is to reduce deadly medical
errors by 50% in 5 years.

The Institute of Medicine estimated the cost to the nation at
about US$ 37 billion annually and a tremendous loss of trust by
the public in an industry that is already heavily regulated and
subjected to licensure and accreditation. Causes have been attrib-
uted to budget constraints and many other problems in health care
delivery systems, but mostly on litigation.

Perhaps the old adage of 'doctor knows best' continues to
convey a culture in which the physician leads and others follow.
Quality control experts cite the sea-change that followed the
automobile industry's instituting quality management programmes
that brought together the management and workers. And they
believe that physician arrogance is a major barrier to reducing
errors and improving the quality of health care. Virtually all hos-
pitals already have quality programmes in place. However, the
number of serious injuries and deaths suggest that these pro-
grammes do not work efficiently.

The review of deaths or injuries takes place after the fact and
changes in this facet of inquiry are being advocated. Health care
professionals are so afraid of lawsuits, the report's authors say,
that they hide errors rather than report and find ways to prevent
them. Malpractice attorneys continue to accuse medical profes-
sionals of a conspiracy of silence, where they cover up and protect
each other.

The Institute of Medicine's recommendations include a chal-
lenge to all hospitals to reduce the number of medical mistakes by
half in the next 5 years. Medical organizations are reacting with
suggestions that would move away from the political and funding
issues of a governmental organization. A concept of a public-
private partnership for a centre of research similar to those already
extant in areas where safety is a priority, is gaining some ground.
A medical research firm found that 81% of residents they sur-
veyed want objective information about how their doctors and
hospitals perform. There is a broad national desire to deal with this
important problem as well as a feeling that this can be done in a
way so that an excellent quality of health care is provided while
protecting the public.
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