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resulted from failure to exercise due diligence in 
providing medical services (n = 57; 31.15%). Oth‑
er recorded reasons included diagnostic error in‑
volving failure to establish a correct diagnosis (n = 
34; 18.58%), therapeutic error in using an out‑
dated or inappropriate method of treatment (n = 
31; 16.94%), delay in providing medical services 
(n = 29; 15.85%), and diagnostic error of a mis‑
diagnosis (n = 23; 12.57%).

Of the 183 cases analyzed, 48% (n = 88) were 
discontinued because the court did not find that 
an adverse event had occurred. However, in 95 
cases (51.91%), the court ruled that an adverse 
event had indeed occurred. The most common 
cause of the successfully established adverse 
events that occurred in the course of medical 
treatment was failure to exercise due diligence in 
providing medical services (n = 19; 20%). The sec‑
ond most frequent cause of successfully estab‑
lished adverse events was a hospital ‑acquired in‑
fection (n = 14; 14.73%). Irregularities pertain‑
ing to the very treatment of the infection were far 
less frequent and occurred only in 3.16% (n = 3) 
of the successfully established cases of adverse 
events.

Human error involving surgical intervention/
operation was indicated as the cause of nearly ev‑
ery tenth successfully established adverse event 
(n = 8; 8.42%). A significant number of events 
were caused by delaying the provision of medical 
services (n = 7; 7.36%) and by a diagnostic error 
consisting in failure to perform appropriate di‑
agnostic tests (n = 9; 9.47%). A diagnostic error 
consisting in a misdiagnosis occurred in 4 suc‑
cessfully established adverse events (4.21%). Ir‑
regularities involving the area of patient autono‑
my, as well as duties connected with keeping med‑
ical records, constituted 12 cases (12.63%). Defi‑
ciencies concerning the choice of the method of 
treatment, such as a therapeutic error consist‑
ing in using an outdated or inappropriate meth‑
od of treatment, and failure to implement the ap‑
propriate method of treatment, caused slightly 
more than every twentieth successfully estab‑
lished adverse event (n = 5; 5.26%). The number 

To the Editor Adverse events are an inevitable 
part of the process of providing medical servic‑
es. An analysis of what causes them allows for 
the adoption of preventive measures that avert 
the recurrence of similar incidents in medical 
practice. Court files are a crucial source of infor‑
mation about the occurrence of adverse events. 
The collection of information on adverse events 
in the health care system could have a major im‑
pact on patient safety in the course of providing 
medical services.

The purpose of the analysis was to evaluate 
the occurrence of adverse events in health care 
facilities in Poland on the basis of information 
contained in court files from civil proceedings 
brought by patients against hospitals. The anal‑
ysis was undertaken within the project: “Safe 
Hospital – Safe Patient” (in Polish, “Bezpieczny 
Szpital – Bezpieczny Pacjent”), coordinated by 
the Centre for Monitoring Health Care Quality.

The research used the technique of examining 
files, whereby files from civil cases were analyzed 
in the seats of the courts. The source of the data 
consisted of 183 files pertaining to civil cases, in 
which a final judgment was entered in the years 
2011–2013, brought against hospitals in connec‑
tion with claims for damages, compensation, and 
disability pension for injury suffered in the course 
of medical treatment. The files were examined in 
5 out of the total 45 district courts nationwide, 
which were selected according to a discrete size 
and number of inhabitants and the annual num‑
ber of cases and their type. The 4 ‑year follow‑up 
was selected to obtain an appropriate number of 
cases for conclusive analyses.

In the statements of claim, patients or their 
family members indicated 1 or more reasons 
(therefore, the frequency exceeded 100% in total) 
that in their view caused the adverse event and 
led to filing an action against the medical facili‑
ty. The most common reason for bringing a law‑
suit was attributed to a hospital ‑acquired infec‑
tion (n = 66; 36.07%). More than 1 of 3 lawsuits 
provided surgical errors as the basis for the claims 
(n = 65; 35.52%). The third most frequent claim 
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on health.5 Our own research has revealed a 40% 
confirmation rate for the legitimacy of patient 
claims. The rate is substantially lower than, for 
instance, that in the United States, where similar 
research has demonstrated that legitimate patient 
claims constituted 61% of all cases.6

Research has indicated that hospital ‑acquired 
infection was the most common cause of adverse 
events, which is consistent with the experience of 
the United Kingdom, where hospital ‑acquired in‑
fections were identified as the main adverse event 
suffered by 1 in every 20 hospitalized patients.7

In conclusion, the most common reasons for 
filing an action are hospital ‑acquired infections 
and surgical errors. In 48% of cases, the adverse 
event proceedings were terminated without es‑
tablishing that an adverse event had occurred. 
A successfully established adverse event most 
often resulted from human error and included 
mainly hospital ‑acquired infections and breach‑
es involving patient’s rights. More than half of 
the successfully established adverse events were 
caused by medical malpractice, and its most fre‑
quent consequence was bodily injury suffered 
by the patient.

Acknowledgments The project “Safe Hospital – 
Safe Patient” was cofinanced by the European 
Union within the European Social Fund.

Author names and affiliations Marcin Mikos, Jo‑
lanta Budzowska, Grzegorz Juszczyk, Aleksandra 
Czerw, Tomasz Banaś, Monika Urbaniak (MM: 
Polish Association for Medical Law, Kraków, Po‑
land; JB: Budzowska, Fiutowski and Partners – 
Legal Counselling, Kraków, Poland; GJ, AC: De‑
partment of Public Health, Medical University 
of Warsaw, Warsaw, Poland; TB: Department of 
Gynecology, Jagiellonian University Medical Col‑
lege, Kraków, Poland; MU: Department Organiza‑
tion and Management of Health Care and Med‑
ical Law, Poznan University of Medical Sciences, 
Poznań, Poland)

Corresponding author Marcin Mikos, Polskie To‑
warzystwo Prawa Medycznego, Krupnicza 11a, 
Kraków, Poland, phone: +48 12 619 17 20, e ‑mail: 
mikos@ziz.com.pl

Conflict of interest The authors declare no con‑
flict of interest.

How to cite Mikos M, Budzowska J, Juszczyk G, 
et al. Conclusions from the analysis of adverse 
events in the Polish health care system in judicial 
decisions of civil courts between 2011 and 2013. 
Pol Arch Intern Med. 2017; 127 (7‑8): 564‑566. 
doi:10.20452/pamw.4081

REFERENCES

1 Kryst L. [Adverse events and medical errors in health care]. 
Bezpieczeństwo pracy – Nauka i Praktyka. 2011; 11: 22. Polish.

of organizational errors precipitated by misman‑
agement of the hospital amounted to 3 (3.16% 
of the causes of the successfully established ad‑
verse events).

The  single most common untoward conse‑
quence of medical treatment was bodily injury, 
which occurred in 25 cases (26.32%). The untow‑
ard consequence in the form of the patient’s death 
was declared in 3 cases (3.16%). Successfully es‑
tablished adverse events impacted the hospital‑
ization process associated with the primary con‑
dition in 15 cases (15.78%).

The majority of successfully established adverse 
events resulted from human error, while organi‑
zational errors were found just in a few cases of 
adverse events. Over half of the successfully es‑
tablished adverse events were attributed to physi‑
cians and less than 15%—to nurses. Even though 
in a number of cases organizational errors pro‑
vided the basis for the judgment on an adverse 
event, in neither case the management was found 
to be explicitly at fault.

An adverse event is often considered equiv‑
alent to “medical error,” “medical malpractice,” 
and “treatment failure.” However, the term “ad‑
verse event” encompasses not only medical errors, 
but also treatment failure not directly caused by 
a health care provider, which instead is the re‑
sult of recommended procedures, the  equip‑
ment, or the functioning of a health care entity 
in the health care system.1 For example, recom‑
mendations for good nursing practice by the na‑
tional consultant in the field of nursing on risk 
management for adverse events define an adverse 
event as “damage inflicted during or as a result of 
medical treatment not associated with the natural 
course of the disease or patient’s overall health.”2 
Current literature on the subject distinguishes 
2 types of adverse events, namely, preventable 
and nonpreventable adverse events.3 A nonpre‑
ventable adverse event comprises situations out 
of medical control, such as the patient committing 
suicide in the hospital or leaving the hospital on 
their own initiative. It should be noted that appli‑
cable law does not provide for setting up a central 
register of adverse events. As part of the accredi‑
tation standards, accredited hospitals collect in‑
formation on adverse drug and blood product re‑
actions, but this obligation arises from the accred‑
itation criteria for providing health care services 
and the functioning of hospitals. Relevant liter‑
ature points to the need for creating respective 
registers on a national scale. Said registers could 
be used as a tool for eliminating the causes of ad‑
verse events in the future. Also worth mention‑
ing is the legislative work currently underway on 
a bill on quality in health protection and patient 
safety. In accordance with the bill, adverse event 
reporting and analysis will become mandatory 
tools in managing health care entities in Poland.

Adverse events occur in 8% to 12% of all hospi‑
talizations in European countries.4 They are a se‑
rious economic burden for medical systems, rang‑
ing from 9.5% to 20% of all annual expenditures 
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