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REVIEWER Helen Hogan 
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REVIEW RETURNED 06-Feb-2015 

 

GENERAL COMMENTS This paper sets out to compare the number and type of adverse 
events that occur in patients who die compared to those who are 
discharged alive to test whether undertaking mortality reviews is a 
more efficient approach to identifying harm. The findings are an 
amalgamation of two sequential RCRR studies conducted by the 
team in 2004 and 2008. The two stage retrospective case record 
review (RCRR) process involved nurse screening to identify high risk 
cases followed by in-depth review of screen positive case records by 
a range of trained specialists using a structured approach. The 
authors acknowledge that the review method changed between the 
study years with respect to the use of single or double physician 
reviews but judged these changes as unlikely to have introduced 
bias.  
 
The study finds that patients who die have proportionately more 
adverse events and preventable adverse events. The spectrum of 
harm events is similar between those that die and those that do not 
but the proportions of some adverse events are different. Whilst 
there are significantly more diagnosis-related problems in cases that 
die, the relative reduction in number of adverse events related to the 
surgical process is a reflection of the smaller number of deaths 
amongst surgical patients.  
This study demonstrates the value of death reviews for identifying 
the scope of serious harm events and the authors rightly assert this 
is of value when fed into local quality improvement initiatives. They 
also make clear that reviewing deaths alone is unlikely to reveal the 
full picture of harm events that occur within hospitals as the sample 
would not include patients from low mortality specialties. 
Triangulation with findings from other safety measures is suggested 
as one approach to ensuring the full range of adverse events is 
revealed.  
 
Overall I think this paper is of interest to the journal’s audience and 
should be accepted, both for a clear presentation of the similarities 
and differences in distribution of AEs between the subsets of case 
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records and the important finding of a higher yield of harm events 
amongst patients that die. This would suggest that fewer records 
would need to be reviewed to identify key quality and safety 
problems if conducted in patients who die, a real advantage, given 
that RCRR is a time-consuming approach. The large numbers of 
reviews, particularly of deaths, strengthens the validity of these 
findings.  
 
A few suggestions for improvement  
1. I note that the authors have added clarifications and improved the 
language and flow of this paper since I last reviewed it but a few 
further relatively minor changes could be made.  
In the Abstract and the Discussion, the authors mention that 
studying patient deaths is “effective” in identifying adverse events. I 
would argue that studying patients who are discharged alive is also 
“effective”. I think it is best to stick to the fact that mortality reviews 
are more “efficient” in picking up harm because fewer records 
require review.  
 
The last paragraph of the Introduction is repetitive and seems to 
repeat the same thing in more than one way. This section could be 
condensed. The same applies to the Conclusion  
 
Typo on page 12 line 45 “surgical sight infections” should read 
“surgical site infections” 

 

REVIEWER Ross Baker 
University of Toronto, Canada 

REVIEW RETURNED 02-Mar-2015 

 

GENERAL COMMENTS The authors address an important issue with relevance to both 
research and policy. They clearly identify the challenges of using 
large scale adverse events (AE) chart reviews as a way of 
identifying areas where improvements are needed and take 
advantage of the particular nature of the design of the Netherlands 
AE study to assess the experience of patients who died in hospital 
as a more focused way of assessing patient safety issues.. Their 
analysis of the differences between the nature of adverse events 
that are experienced by patients who later die and those where 
patients survive and are later discharged demonstrates useful 
differences in these populations, although a number of these 
difference are not surprising. Nevertheless, this is an important issue 
because of the current interest in doing more extensive mortality 
reviews. However, I feel that the paper would benefit from a clearer 
discussion on a number of issues. The authors first need to explain 
how they weighed the two samples (those who died and those 
discharged alive) to establish the overall AE rate. While the analysis 
of the differences between the two subgroups is an important finding 
for those who wish to focus on reviews of hospital deaths, the 
authors could add more details on if and how the AEs identified in 
those who died were assessed as contributing to these deaths. In 
some situations patients may have experienced an AE which did not 
have a clear connection to their death, this issue influences the 
value of the chart reviews to reductions in preventable mortality. 
Further discussion about possible hindsight bias that might influence 
the determination about preventability and contribution of AEs to 
death in the mortality subgroup is needed in the discussion. I found 
the discussion about the contribution of structured review of patients 
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deaths on the top of page 17 difficult to follow and the paper would 
benefit overall from a tighter and more cogent presentation of the 
results and discussion. Overall, I believe that the results of the paper 
are important to share given the ongoing need for patient safety 
information that can inform improvements in care.  
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VERSION 1 – AUTHOR RESPONSE 

Reviewer Name   Ross Baker   

> The authors address an important issue with relevance to both 
research and policy. They clearly identify the challenges of using 
large scale adverse events (AE) chart reviews as a way of 
identifying areas where improvements are needed and take 
advantage of the particular nature of the design of the Netherlands 
AE study to assess the experience  of patients who died in hospital 
as a more focused way of assessing patient safety issues.  Their 
analysis of the differences between the nature of adverse events 
that are experienced by patients who later die and those where 
patients survive and are later discharged demonstrates useful 
differences in these populations, although a number of these 
difference are not surprising. Nevertheless, this is an important 
issue because of the current interest in doing more extensive 
mortality reviews.  - 

However, I feel that the paper would benefit from a clearer 
discussion on a number of issues. The authors first need to explain 
how they weighed the two samples (those who died and those 
discharged alive) to establish the overall AE rate.  

As we state in the methods section: All proportions were weighted for the 
overrepresentation of university hospitals in the sample frame. After weighting, the 
estimates were representative of the total Dutch population of hospitalised patients, either 
discharged alive or inpatient deaths. The sample weight was the inverse of the probability 
of being included in the sample due to the sample design.  
Thus, both samples were weighted in the same manner and were weighted for the 
different proportions of types of hospitals (university, tertiary teaching or general) in the 
sample in comparison to the total hospital population in our country. 
We have added some further explanation to the manuscript in the methods section and 
hope this is sufficient.  
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While the analysis of the differences between the two subgroups is 
an important finding for those who wish to focus on reviews of 
hospital deaths, the authors could add more details on if and how 
the AEs identified in those who died were assessed as contributing 
to these deaths. In some situations patients may have experienced 
an AE which did not have a clear connection to their death, this 
issue influences the value of the chart reviews to reductions in 
preventable mortality.  

Thank you for this comment. Apparently we have not made this point clear enough in our 
manuscript. In table 1 these details are visible. Of all inpatient deaths, 12.5% experienced 
an AE, 5.8% a preventable AE (these are both preventable AEs contributing to the death 
of a patient as well as preventable AEs not contributing to the death of a patient, and 
4.5% were potentially preventable deaths. This last group is the specific group of patients 
where the preventable AE had also contributed to the death of a patient. We use 
'potentially' because of the multifactorial nature of hospital deaths and the retrospective 
assessment of the causality. During the review the physicians first assessed if an adverse 
event had taken place, subsequently if this adverse event was preventable (on a six point 
scale), and finally in the group of deceased patients if the preventable adverse event had 
contributed to the death of that patient. 
We have added some information to the manuscript in the discussion and the results  
section.  

Further discussion about possible hindsight bias that might 
influence the  determination about  preventability and contribution 
of AEs to death in the mortality subgroup is needed in the 
discussion. 

We have made some adjustments and additions in the discussion on this subject. We 
hope this is sufficient.  

 I found the discussion about the contribution of structured review 
of patients deaths on the top of page 17 difficult to follow and the 
paper would benefit overall from a tighter and more cogent 
presentation of the results and discussion.  Thank you for this comment, we have tried to improve the presentation of the discussion.  

Overall, I believe that the results of the paper are important to 
share given the ongoing need for patient safety information that 
can inform improvements in care. Thank you for your kind words. 
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