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To the Editor,
Ey et al. [1] provide a thoughtful and methodologically rigorous 
analysis of non-technical errors identified in the Australian and 
New Zealand Audit of Surgical Mortality (ANZASM). The use 
of the validated System for Identification and Categorization of 
Non-technical Error in Surgical Settings (SICNESS) tool [2] and 
dual independent review strengthens the confidence in the iden-
tification of non-technical contributors to surgical care mortal-
ity. This work represents an important contribution to national 
perioperative safety efforts.

Several features of the ANZASM dataset, however, warrant con-
sideration when interpreting specialty-level patterns. ANZASM 
by default assigns each mortality report to the admitting surgical 
specialty regardless of whether surgery occurred, whether deterio-
ration was surgical in origin or which teams made the key clinical 
decisions. As described in the foundational analysis of ANZASM 
and its sub-registries, many clinical issues arise from system-level 
or cross-team processes rather than the admitting specialty [3–5]. 
In addition, SICNESS identifies non-technical errors wherever 
they appear in the documented care pathway but cannot attribute 
provenance to a specific team or phase of care [2].

Because retrospective documentation also preferentially cap-
tures some domains (e.g., decision-making) more readily than 
others (e.g., communication or teamwork), domain frequencies 
may reflect detection patterns rather than true distribution. 
Together, these constraints mean that observed differences 
between specialties should not be interpreted as indicators of 

relative performance. Instead, the findings are most appropri-
ately viewed as system-wide safety signals, reflecting patient 
cohort and care pathways rather than the performance of indi-
vidual surgical specialties, reinforcing the authors' conclusion 
that broad-based improvement strategies are required.

I congratulate the authors on their valuable contribution and 
suggest that future analysis include explicit discussion of attribu-
tion and system-level context to support accurate interpretation.
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