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Ethics of Medical Error Disclosure 

Abstract 

The writer of this conceptual paper, a candidate for Master of Leadership Development 

(MLD)-Organizational Leadership focus has experienced the disclosure of medical 

errors to patients and/or families in recent years as a Senior Leader for an area hospital. 

Although difficult, it seems to be the best moral course of action. This writer sets out 

through secondary research to discuss the issues with medical error disclosure and that 

it is the moral and ethical thing to do. Also explored is how a disclosure program that is 

beneficial to all parties involved: the patient, family and health care system can be 

developed. This candidate also incorporated concepts from courses taken through the 

MLD program. 
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Ethics of Medical Error Disclosure 

Introduction 

“First do no harm”-a well known quote of Hippocrates, who wrote the Hippocratic Oath, 

has been considered a sacred document to physicians throughout history. This 

commandment of sorts put modern medicine to the test approximately 13 years ago 

when the Institute of Medicine (“lOM”) released its landmark study “To Err Is Human” in 

1999. In this report the IOM concluded that in U.S. hospitals, 44,000 to 98,000 persons 

die annually as the result of a medical error. These numbers have been said to equate 

to more deaths than that caused by breast cancer, HIV/AIDS and traffic accidents 

combined. (Kumar, 2008). It is said to also be a ‘silent epidemic’ as error has been 

shrouded in secrecy due to the nature of the training of physicians and nurses- 

perfection is expected. This study is said to have launched the modern patient safety 

movement. By 2001, The Joint Commission (“TJC”), formerly The Joint Commission on 

Accreditation of Healthcare Organizations (“‘JCAHO”), released a standard called 

‘Disclosure of Unanticipated Outcomes’ in which it was expected that a medical error 

causing harm would be disclosed to the patient and/or family involved. This caused 

concern for the medical community as historically it was felt that patients and families 

were being protected by not disclosing news that could be very disturbing, such as 

when a medical error (and not the progression of a disease process) caused harm or 

death. Past research can go as far back as decades, but for purposes of this 

conceptual paper, the focus will go back as far as approximately 15 years into the 

research of this topic, secondary research for this writer and from some varied, but key 

perspectives.  
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Problem Statement(s)/Background/Context/Hypothesis/Research Methodology 

Problem Statement(s) 

Since the Joint Commission standard’s release, the topic of disclosure has been 

controversial and it can be viewed from different perspectives. First of all, the definition 

of “medical error” has varied-including the differing thoughts of the medical community 

vs. the community-at-large. This will be explored and then defined for purposes of this 

conceptual paper, based upon the secondary research methodology conducted. 

The myriad ways in which medical error has been disclosed is also a topic of this 

subject at hand. The methods employed will be explored as well, but particularly the 

ethical considerations that support the disclosure of medical error-that it affects the 

image of the medical community to the community-at-large! 

Background 

As described within the introduction, the medical community has historically prided itself 

on perfection, but studies within the past decade or so give surprising revelations that 

many medical errors occur! The numbers previously mentioned have been compared to 

the crash of a large commercial jet airliner with approximately 270 passengers “each 

day, every day of the year or about 11 preventable fatalities every hour of any given 

day” (Kumar, 2008)! Of note is that in today’s complex modern healthcare system, most 

errors can be attributed to process issues (rather than practitioner competence issues),  
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but this doesn’t diminish the devastating consequences to patients and families. It has 

helped the patient safety movement however to make strides in the right direction and 

these will also be explored a bit as well. Lucian Leape, who is known in medical circles 

as a world renowned expert in patient safety, was quoted as saying “fear arises from the 

belief that errors and mishaps are caused by carelessness for which the responsible 

individual should be punished. Doctors and nurses have been taught to believe this, so 

they fear both making a mistake and being caught’(JAAPA, 2010). With this historical 

backdrop, it is clearer why disclosing medical errors is so concerning to the medical 

community. 

The issue of potential litigation alone is a big deterrent to medical error disclosure as 

well. This conundrum will also be examined during the conceptual paper. What is of 

interest to note in numerous studies however is that disclosure is believed to actually 

lessen litigation! This will also be explored within the conceptual paper and helps to 

strengthen this writer's proposition that the disclosure of medical errors is the moral and 

ethical thing to do! 

Context 

The definition of a “medical error” for purposes of the conceptual paper will follow that of 

the Institute of Medicine (“IOM”) report “To Err Is Human”. In this report it states that an 

error is defined as the failure of a planned action to be completed as intended or the  
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use of a wrong plan to achieve an aim” (Kohn, et al 1999). The report also describes the 

further definitions from a noted expert James Reason. He states that errors come from 

two kinds of failures: "either the correct action does not proceed as intended (an 

error of execution) or the original intended action is not correct (an error of planning)” 

(Kohn, et al, 1999). 

The report further describes terms as follows: “errors that do result in 

injury are sometimes called preventable adverse events. An adverse event is an 

injury resulting from a medical intervention, or in other words, is not due to the 

underlying condition of the patient. While all adverse events result from medical 

management, not all are preventable (i.e., not all are attributable to errors). For 

example, if a patient has surgery and dies from pneumonia he or she got 

postoperatively, it is an adverse event. If analysis of the case reveals that the 

patient got pneumonia because of poor hand washing or instrument cleaning 

techniques by staff, the adverse event was preventable (attributable to an error of 

execution). But the analysis may conclude that no error occurred and the patient 

would be presumed to have had a difficult surgery and recovery (not a 

preventable adverse event)” (Kohn, et al, 1999). 

Since the IOM report focused on healthcare within hospitals in the United States, this 

conceptual paper will also stay within those boundaries (with the exception of an 

occasional mention of a key study outside of the U.S.). The timeline of the discussion 

will be after the launching of the IOM report, which was in November, 1999 or nearly 13  
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years ago with the exception of some historical background information, such as 

mentioned earlier. The conceptual paper will focus mostly on the arena of medicine, but 

since this writer has been a Registered Nurse for over 27 years, some nursing 

perspectives will be explored as well, as nurses are considered patient advocates within 

their practice. Advocating for patients is just one of the ways nurses can demonstrate 

ethics in care. 

Hypothesis 

As mentioned, for the purposes of this conceptual paper, the following definition of 

medical error will be utilized: Medical errors are situations in which there is either failure 

of a planned action to be completed as intended or the use of a wrong plan to achieve 

an aim (Kohn, et al 1999). An example would be a surgery performed on an incorrect 

patient. Hypothesis: The disclosure of medical errors is beneficial in that it will increase 

the moral and ethical image of the healthcare community. 

Research Methodology 

Secondary research of the literature review of this subject matter has been conducted 

as there are numerous works regarding the topic and various ways in which the topic 

has been studied. As mentioned earlier, the focus of this secondary research dates 

back to approximately 15 years ago with the launching of the “To Err Is Human” report 

in 1999, but certainly some of the pioneering work of Lucian Leape and James Reason 

from the 1980’s-1990’s lend a historical backdrop to this medical issue that has just in  
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recent years become more transparent in nature, but again the road has been difficult 

due to the controversial nature of disclosing medical error, sometimes to completely 

unsuspecting patients and families. Could the old adage, “what you don’t know can’t 

hurt you” be the better road to travel? 

As far as the literature review, there are numerous studies which demonstrate that, in 

fact, patients and families indeed want medical errors disclosed to them and that, 

surprisingly, disclosure can lead to less litigation and that when litigation occurs, the 

claims involved less payment to close the claim! The studies reviewed include both 

quantitative and qualitative, so statistical as well as the social perspectives have been 

studied. The type of research would be considered applied, in that this writer is 

attempting to “...address the immediate and specific needs of clinicians or 

practitioners.” (Neuman, 2006). These studies were contained mostly within peer- 

reviewed scholarly journals from the fields of medicine, nursing, medical ethics and the 

like. The studies involved survey research, field research and historical-comparative 

research. With this research being secondary in nature, there was no requirement to 

obtain prior Institutional Review Board (IRB) approval. The independent variable is the 

disclosure of medical errors and the dependent variable is the moral and ethical image 

of the healthcare community (which should increase with the increased disclosure of 

medical error). 

Another major segment to the literature review is the topic of ethics, particularly medical 

ethics. As far as ethics in general terms, Wolgast states it well...”a doctor acting for an  
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incompetent or unconscious patient takes on a heavy responsibility, the heavier 

because the patient's needs, like a child's, are so great. Following this line, Hobbes 

might have said that the sovereign’s responsibility is like that of a parent to his children, 

or a shepherd to his flock, or a captain to his crew. It is among the heaviest moral 

burdens that exist and may require great selflessness.” (Wolgast, 1992). 

She goes on to state, “The ability to separate one’s working self from one’s 

personal life is called “doubling” by Robert Lifton, who applies it to some doctors 

at Auschwitz. They did not think of themselves as doing the selections, but put 

such actions at a distance. They responded, he says, to an ‘implicit command to 

bring forth a self that could adapt to killing without one’s feeling oneself a 

murderer’. Lifton says this also happened in other less grotesque medical 

situations: ‘Doubling usually begins with the student's encounter with the corpse 

he or she must dissect...One feels it necessary to develop a ‘medical self, which 

enables one not only to be relatively inured to death but to function reasonably 

efficiently in relation to the many-sided demands of the work”. (Wolgast, 1992). 

Kelley (2002) describes quite clearly some key ethical terms which must be applied to 

the subject of disclosure of medical errors. Her article pertains to the nursing profession, 

but certainly these terms are to be applied to medicine as well. 

Respect for autonomy-“Respect for autonomy, which is a primary responsibility of 

the nurse as the patient's advocate, is at stake when patients are not sufficiently  
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educated and informed to make their own decision or to manage drug self- 

administration, for example”. 

Beneficence-“The moral obligation to prevent harm and provide benefit to the 

patient-is endangered when the nurse administers a drug incorrectly or 

inappropriately. Beneficence is further violated when nurses do not disclose 

errors: The patient is left without information that is important for future health 

care decisions. The opportunity to prevent other nurses from making the same or 

similar mistake is lost when the error is not reported”. 

Non-maleficence-“To ‘do no harm’ is violated when an incorrect medication is 

given and when the patient is not informed of the error”. 

Justice-“Is at issue in nursing errors when the patient is denied the opportunity to 

fully understand the impact an error has made in his future healthcare.” 

Utilitarian theory (also called consequentialist or teleological theory)-“Maintains 

that the moral rightness of an action is determined by its consequences. A 

utilitarian would consider lying to be justified if the benefits of doing so 

outweighed the harm. In a choice between two equally effective treatments, the 

one that benefits the patient the most and has the least risk and cost is chosen, 

thus weighing the burdens versus benefits of the treatment. Consequentialist 

reasoning supports behavior that maximizes the net good; that is, what is best for 

the greatest number of people”.  
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Kelley doesn’t forget the deontologic theory of ethics however! She goes on to state, 

“Decisions regarding error reporting and disclosure can also be examined from the 

deontological or duty-based theory of ethics. A duty is a moral obligation that an agent 

has toward another person, such as the duty not to lie... Deontologic theory argues that 

some actions are inherently right or wrong, regardless of the consequences. Deceiving 

a patient is wrong, whether or not the patient detected the deception. If it is the duty of 

the nurse to protect his or her patients, then deontology requires that the nurse have a 

binding moral duty to do this in all circumstances.” 

Throughout the literature review of this writer, it was determined that both the American 

Medical Association (AMA) as well as the American Nurses Association (ANA) have a 

Code of Ethics. Banja (2005), describes the following: “ section 8.12 of the American 

Medical Association’s (AMA) Code of Medical Ethics: Current Opinions asserts that 

patients ‘have a right...to be free of any mistaken beliefs concerning their 

conditions... Only through full disclosure is a patient able to make informed decisions 

regarding future medical care.” The AMA formed the National Patient Safety Foundation 

(NPSF) in 1997 and it adopted its own ethical code in November 2000. (LeGros & 

Pinkall, 2002). 

Sanjay Kumar, MD, author of Fatal Care (2008), reminds readers of the most well 

known oath of physicians, The Hippocratic Oath, by Hippocrates, the Father of 

Medicine, 4™ Century BC:  
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“I swear by Apollo, Asclepius, Hygieia, and Panacea, and | take to witness all the 

gods, all the goddesses, to keep according to my ability and my judgment, the 

following Oath. 

To consider dear to me, as my parents, him who taught me this art; to live in 

common with him and, if necessary, to share my goods with him; To look upon 

his children as my own brothers, to teach them this art. 

I will prescribe regimens for the good of my patients according to my ability and 

my judgment and never do harm to anyone. 

To please no one will | prescribe a deadly drug nor give advice which may cause 

his death. 

Nor will | give a woman a pessary to procure abortion. 

But I will preserve the purity of my life and my arts. 

I will not cut for stone, even for patients in whom the disease is manifest: | will 

leave this operation to be performed by practitioners, specialists in this art. 

In every house where | come | will enter only for the good of my patients, keeping 

myself far from all intentional ill-doing and all seduction and especially from the 

pleasures of love with women or with men, be they free or slaves.  
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All that may come fo my knowledge in the exercise of my profession or in daily 

commerce with men, which ought not to be spread abroad, | will keep secret and 

will never reveal. 

If | keep this oath faithfully, may | enjoy my life and practice my art, respected by 

all men and in all times; but if | swerve from it or violate it, may the reverse be my 

lot.” 

With all the codes of ethics for physicians and nurses, some of which are described 

above, why is it that medical error disclosure is not done in many cases? Just what is 

the prevalence according to the literature? According to Pfrimmer (2010), “it is 

estimated that disclosure occurs in approximately one third of cases involving serious 

events”. White, et al (2008), state that in one study, “76% of housestaff reported that 

they had made a serious medical error that they had not disclosed to the patient or a 

family member”. These are just a snapshot of the studies examining medical error 

disclosure. The IOM report was based upon two large chart review studies and Forster, 

et al (2003) stated, “the report estimated that adverse events occur in 2.9% to 3.7% of 

hospitalizations”. The studies were conducted in Colorado and Utah (one study) and 

New York State (second study). Within the Executive Summary of To Err Is Human, it 

describes these studies and how the range of deaths were determined. In the Colorado 

and Utah study, 2.9% of those hospitalized encountered an adverse event and of those, 

6.6% led to death. In the New York Study, 3.7% experienced an adverse event, 13.6% 

of which led to death. It goes on to state, “When extrapolated to the over 33.6  
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million admissions to U.S. Hospitals in 1997, the results of the study in Colorado and 

Utah imply that at least 44,000 Americans die each year as a result of medical errors. 

The results of the New York Study suggest the number may be as high as 98,000.” 

(Kohn, et al 1999). The Colorado and Utah study was conducted in 1992 and the New 

York Study in 1984. The New York Study is The Harvard Medical Practice Study. Peto, 

et al (2009) state that this study found “that 3.7% of patients experienced an adverse 

event during hospitalization”. 

Many articles reviewed shed no doubt to the prevalence of medical error. Suresh, et al, 

(2004) state within their abstract, “Medical errors cause significant morbidity and 

mortality in hospitalized patients”. Berwick & Leape, (1999) state that “with the rising 

complexity and reach of modern medicine have come startling levels of risk and harm to 

patients”. Donald Berwick, formerly of The Institute of Healthcare Improvement (IHI) is 

now the Administrator of The Centers for Medicare & Medicaid Services (“CMS”), the 

agency of the federal government which administers healthcare within the U.S. This is 

exciting as the IHI is known for its innovations to improve healthcare performance 

through demonstration projects. More regarding the developments in patient safety and 

hence the reduction of medical errors, will be discussed later in this conceptual paper. 

If medical errors are a known, documented issue and that disclosure of these medical 

errors is noted to be the right thing to do, why aren’t physicians and other healthcare 

professionals disclosing? An editorial by Lamb in the British Medical Journal (BMJ) from 

2004 quips, “the open, honest, and timely disclosure of medical error to patients should  
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be, as Americans say, a ‘no brainer”. But Selbst (2003) describes it this way, “on the 

whole as a profession, physicians are reluctant to be open and honest in the face of a 

medical error”. From the JAAPA article cited earlier, “Deny and Defend’ has historically 

been the defense mechanism utilized by providers who have caused unintended 

medical harm” (2010). Why is this the case? In a nutshell, according to the American 

Society For Healthcare Risk Management (ASHRM) Pearls Disclosure of Adverse 

Events (2011 Edition): “The barriers to disclosure fall into two primary areas- 

psychological and legal”. 

This writer explored both those types of barriers in the literature review and the results 

are resonating with ASHRM's report. As far as the psychological, Wachter & Pronovost 

(2009), describe it this way, “most errors are committed by good, hardworking people 

trying to do the right thing”. Selbst (2003) interestingly states, “in some situations, a 

physician may sincerely believe that harm from disclosure may exceed harm from 

nondisclosure”. From ScienceDaily (2006), ‘domains’ are described which inhibit 

doctors from reporting errors which “include fears and anxieties (including, but not 

solely, malpractice), attitudinal barriers (e.g., perfectionism), uncertainties (about how to 

disclose errors or whether an ‘error’ truly occurred), and feelings of helplessness, for 

example, that disclosing an error will result in losing control over the situation”. Martinez 

& Lo (2008), did an analysis of medical student essays pertaining to medical errors and 

some of the responses, such as this one, were quite poignant:  
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Another student (#114) noted that her emotions impaired her ability to function as 

a medical student. After lacerating the top of a baby’s head during a delivery and 

exposing the child to hepatitis C, she wrote: 

“l was worthless for nearly two days after because | felf so bad and | went home 

each day and cried”. 

She (#114) then describes her attempt to discuss her distress with her resident: 

As] | was telling the resident how awful | felf, she blew it off saying if that is the 

only mistake you make as a doctor consider yourself blessed”. 

The student (#114) noted the lack of emotional support and also noted that ‘even 

today it really still bothers [me], suggesting her distress may be ongoing. 

Martinez & Lo (2008) continue this article with an interesting point in light of what is 

described above... similarly, because of social pressures and professional acculturation 

during medical training, it is possible that after repeated exposure to negative 

exemplars, students who presently condemn non-disclosure of errors might go on to 

accept it". On a positive note, they also describe this contrast, “ ...several students 

observed senior doctors candidly disclose errors to patients or colleagues and take 

responsibility for their errors. These students usually appeared to recognize the 

importance of honesty, integrity and compassion and wrote they aspired to follow these 

standards”.  
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Before exploring some more of the ethical arguments for the disclosure of medical 

errors there needs to be a discussion of the second barrier to the process -the legal 

concerns. Murphy, et al in Chest (2008) start their article in this fashion: 

Anything you publish [about a medical error] can and will be used against you at 

trial-Anonymous 

Stewart (2002) gives some arguments against disclosure that pertain to the legal 

ramifications: “one of the objections to public disclosure of medical mistakes is related 

to potential litigation...another concern is that by admitting mistakes, defense attorneys 

are hindered in their efforts to defend or settle patient lawsuits...in other words, the 

defendant becomes a witness for the plaintiff’. Guadagnino (2005) notes, “historically, 

physicians have gotten advice in many cases from both insurance companies and their 

defense attorneys not to say anything”. Lamb’s article in the BMJ (2004) cited earlier 

also quips, “People believe that you tell a patient about error and they make two phone 

calls. One is to the press, the other to their lawyer...” 

The Golden Rule has been often quoted, “Do unto others as you would have them do 

unto you”. This statement sheds some light on how the public feels about medical error 

disclosure as well as how they react to it-as mentioned earlier, they want to be informed 

and not only that, disclosure tends to actually lessen litigation! Quite a few articles 

discuss this phenomenon and it is quite compelling! Selbst (2003) states, “the patients 

who responded clearly expected their physician to disclose a medical mistake 

regardless of its significance-98% said that they wanted their physician to acknowledge  
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even the smallest error”. He goes on to say, “this study also revealed that patients are 

more likely to file a lawsuit if the doctor withholds information that subsequently surfaces 

by another route”. Continuing on...”beyond ethics, it should be noted that, more often 

than not, the truth comes out eventually...a final consideration: the legal statute of 

limitations may be extended if a physician is found to have knowingly and intentionally 

hidden a negligent error or “fraudulently concealed” information from a patient”. Wow! 

Lamb (2004) chimes in here as well-“certainly, my experience has been that, when 

patients take their stories to the news media, most of their anger is about how they were 

treated after the adverse event rather than the event itself”. Henry (2005) describes it 

this way, “the researchers found that when doctors told the whole story, patients 

regarded them with greater satisfaction and trust and the patients had a better 

emotional response”. The JAAPA article (2010) describes further what patients want to 

know: ... detailed account of what exactly took place when the error occurred, why it 

happened, who is going to take responsibility for the error, and how they can be 

involved in conversations regarding prevention of future errors”. Matlow, et al (2009) 

almost mimic those elements: “The key elements of disclosure are based on studies in 

adults that have identified that following a medical error, patients want 1) an explicit 

statement that an error occurred, 2) to be told what the error was, 3) to be told why the 

error occurred, 4) to know what will be done to prevent a recurrence and 5) an apology”. 

Apology is another component that can play a role in medical error disclosure and it will 

be discussed more in depth later in this conceptual paper. Kooienga & Stewart (2010)  
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lend more to the discussion with their article, Putting a Face on Medical Errors: A 

Patient Perspective. Of note is the importance of communication (or the lack thereof) 

with regards to medical errors. They conducted a study in which 30 participants “agreed 

to ‘tell their stories’ about medical error”. The key findings were the following: 

e Medical error from the patient's viewpoint focused on lack of 

communication, missed communication, and poor interpersonal 

style of communication 

These communication missteps took the form of lack of respect, 

blame and stigma 

Ways to improve patient/provider communication was stressed by 

these 30 participants 

This writer had the privilege of hearing Ridley Barron speak at the Indiana Association 

for Healthcare Quality (InAHQ) annual conference in which he was a keynote speaker. 

He and two of his children survived a motor vehicle accident in which his wife died and 

his son was hospitalized. Unfortunately his son died as the result of a medical error 

while being treated for his injuries. He shared with us seven key things to remember: 

1) Create a user-friendly environment for your patients 

2) Take time for patients/families-keep a ‘patient first’ philosophy 

3) Be open and honest with me about the patient's condition, cure or prognosis 

4) Speak English to me 

9) Develop a greater awareness of safety issues in your organization (‘Safety Nets’) 

6) Don’t grow weary in doing good (Galatians 6:9)  
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7) Foster an environment where people can speak up without fear of recrimination 

(Barron, Keynote Speech, ‘My Son Is Not A Sentinel Event’, 5/5/11) 

The issue of apology is another concern when it comes to the disclosure of medical 

errors. Guadagnino (2005) says it this way, “our hypothesis is that a full apology and 

acknowledgement of responsibility will be received better by patients and families”. 

What is interesting about apology is that it can mean different things dependent upon 

how it is stated. Guadagnino (2005) gives a good example of what he calls ‘three 

varieties’ of apology: “The first is a full, personal, sincere apology which acknowledges 

responsibility. The second is something more of an impersonal or non-specific apology- 

‘I'm sorry that you are having a bad day’. The third is no apology at all, which could 

include accepting responsibility personally or on behalf of the institution, or not”. 

Berlinger (2004) shares, “learned behaviors such as telling the truth, saying you're sorry 

and treating people with compassion and fairness after they've been hurt seem ‘natural’ 

because they are consistent with the values taught in earliest childhood, values that are 

frequently reinforced by religion and culture”. She goes on to say, “apologies are 

essential, but they aren't ‘magic’...not all ‘I'm sorry’ statements are alike: To say ‘I'm 

sorry your father is dead’ is not the same as saying ‘I'm sorry | made a mistake that 

killed your father’. The first expresses sympathy; the second is an apology, because it 

acknowledges responsibility”. Thankfully, the majority of states have what are called 

“Apology Laws” which “...allow health care providers to apologize without fear that their  
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words will be used against them in a courtroom. These laws also permit what is termed 

‘offers of expressions of grief” (JAAPA, 2010). 

Lee & Cowie (2001), in their article to medical students drive the point home-‘“it can be 

argued that incomplete disclosure, avoidance of particular questions, or outright 

falsehood demonstrates a lack of respect to patients as persons”. In an interesting 

article from the Journal of Christian Nursing (JCN), O’Mathuna (2011) talks a bit about 

the issue of human dignity. He states, “The United Nations’ Universal Declaration of 

Human Rights (1948) begins with a focus on human dignity: "Whereas recognition of the 

inherent dignity and of the equal and inalienable rights of the human family is the 

foundation of freedom, justice, and peace in the world...”. He goes on to explain, “The 

Universal Declaration was published in the aftermath of the atrocities committed during 

World War Il (WWII). It took the horrors of the Holocaust and widespread civilian deaths 

for humanity to issue an affirmation of the importance of human dignity. We may 

struggle to define dignity, but when we look at how people treated others in Nazi 

concentration camps, we know human dignity was violated. lliness, disease, and 

disability can diminish dignity. Such conditions make us vulnerable to situations where 

dignity can be more easily affirmed or violated”. 

Wausthoff's essay (2001) points out more of the ethical reasons for disclosing medical 

errors: “The patient-physician relationship is fiduciary in nature; as such, it relies on 

principles of autonomy, beneficence, nonmaleficence, justice and fidelity in all actions. 

The physician must act in the patient's best interest at all times”. He describes fidelity  
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this way... fidelity demands truth-telling at all times”. Interestingly, he discusses the two 

major ethical viewpoints like Kelley did from a nursing viewpoint, but he ties them 

together in this fashion: “This ethical requirement to inform the patient of the mistake 

can be concluded from both deontological and consequentialist (emphasis added) 

perspectives, that is, both by considering the ethical value of the action alone and by 

considering the possible consequences of the action”. 

What about the fiduciary responsibility of the physician to the institution? According to 

Stewart (2002), “Fiduciary duty is an obligation to act in the best interest of a person or 

organization”. The physician's fiduciary duty to the patient/family is understandable, but 

can it conflict with the fiduciary duty to the institution? Some of Stewart's comments that 

have been mentioned earlier are arguments against disclosure, but her article didn’t end 

there! She states, “many consumer advocates, attorneys, and other experts contend 

that the public disclosure of medical mistakes is in the best interest of the 

health care system and the public and that it does not compromise the fiduciary duties 

to patients or organizations”. Faunce & Bolsin (2005), writing in the Journal of Law and 

Medicine expand upon this issue of fudiciary duty and the benefits to both the patient 

and the health care system as a whole. They start with a definition: “fiduciary duty 

imposes an obligation of utmost good faith upon a party presumed by the law to be in a 

potentially manipulative position over another”. Through the description of case law 

examples, they come to this conclusion: “It seems a logical extension of the principles 

underlying such a doctrine that it be extended to encompass an obligation upon the  
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treating doctor so involved to disclose, reasonably promptly, an adverse event related to 

the patient's care. Such a transparency-facilitating duty had manifest advantages to 

patients, and possibly to the health care system as a whole”. 

Henry (2005), describes the ethical concept of Veracity... "Veracity, within the healthcare 

setting, means a comprehensive, accurate, and objective transmission of information 

alongside the patient's understanding of that information...inherent in the concept of 

veracity is the understanding that there is respect for others, fidelity, promise keeping, 

and truth telling with the end result being trust for both the practitioner and the patient”. 

She goes on to describe organizational ethics... requires an intentional, persistent 

focus, a vision, and a sense of mission built on a sound ethical principle that is then 

carried out by a morally astute and courageous leadership team...therefore, senior 

management must embrace the use of an ethical framework when implementing a 

disclosure of medical errors policy. The framework chosen should be based on the 

principle of respect for patient autonomy”. As a proposed solution, this writer will be 

discussing several disclosure programs, including the University of Michigan's (also 

known as U of M) as a conclusion to this conceptual paper. Some of the comments 

about the program include the following: “This shows that over time, hospitals can afford 

to do the right thing” and “Honesty is the key to improving and hurting no one else is the 

best risk management | can imagine”. (UMHS Newsroom, August 16, 2010). 

Let's revisit that word courageous, particularly moral courage. This was discussed in an 

interesting article from American Nurse Today-a fairly recent one too (May 2012).  
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Although not a scientific journal, the article acknowledges the increasing ethical and 

moral dilemmas facing today’s healthcare worker. Lachman, et al (2012) describe moral 

courage this way: “...the willingness to stand up for and act according to one’s ethical 

beliefs when moral principles are threatened, regardless of the perceived or actual risks 

(such as stress, anxiety, isolation from colleagues, or threats to employment)”. They 

describe moral distress as well...”occurs when nurses feel powerless to act after 

witnessing improper behavior, if organizational constraints make doing the right thing 

difficult or impossible”. Virtue is also defined...”...acting in accordance with one’s moral 

and ethical principles”. They round out this discussion with a description of virtue 

ethics..."which emphasizes the role of character rather than doing one’s duty to bring 

about good consequences”. An article in Nursing Ethics also discusses virtue ethics. 

Nancy Crigger (2004), the author shares, “virtue ethics was best articulated by Aristotle, 

who envisioned the end to human existence as happiness and happiness as functioning 

well”. She ties it together this way: “in view of the virtues discussed and the consensus 

of the literature, the ethical response to making a mistake consists of three parts: being 

honest and humble enough to be willing to disclose the mistake; to apologize for the 

mistake to those who have been affected; and to make amends when possible”. This 

writer has determined that the U of M disclosure program, among others, contain those 

three elements. 

Fost's (2001) essay discusses the principle of reparations, but that... "regrettably, in the 

United States the only effective system for providing such payments is the imperfect tort  
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liability system”. Again, the U of M disclosure program works within the current U.S. 

legal system. This program and a few notable others as well as some key principles for 

medical error disclosure will be explored next as a proposed solution to the issue of the 

ethics of medical error disclosure. For example, Lamb (2004) describes The Veterans 

Affairs Medical Center in Lexington, Kentucky..."where it has been shown that a 

proactive policy for full disclosure has clearly mitigated the financial repercussions when 

patients have been harmed”. They instituted their policy of full disclosure back in 1987- 

believed to be the first to do so. U of M began their program in 2001-just over ten years 

ago. Boyle, et al (2006) lead the upcoming disclosure program discussion with this 

thought: “The process of disclosing errors requires courage, composure, communication 

skills, and a belief that the patient is entitled to know the truth...it typically takes a team 

of people and a series of conversations to complete all the steps necessary to 

understand, disclose, correct, and arrange for appropriate help or compensation for the 

injured party”. 

Proposed Solution 

Just what does the literature say regarding some key principles of effective medical 

error disclosure? During the review of the literature, the American Society for 

Healthcare Risk Management (ASHRM) Pearls Disclosure of Adverse Events (2011 

Edition) really tied together the ‘how-tos’ or ‘nut and bolts’ of proper medical error 

disclosure the most succinctly. It states within this Pearls:  
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Disclosure is both a process (technique) and an art (interpersonal communication 

skill). Patients and families recognize the difference between sincere and 

insincere communication. 

This Pearls also describes the benefits of effective disclosure to both patients and 

caregivers as follows: 

Effective disclosure provides patients/families the opportunity to: 

Get information needed to make their next decisions, including the 

possibility of pursuing litigation. 

Directly deal with their issues of distrust by interacting with those whom 

they trusted. 

Directly deal with their anger through interaction with those who are part of 

their injury, thus initiating the healing process. 

Effective disclosure also provides clinicians and the organization the opportunity 

fo: 

» Build trust, communicate openly and demonstrate a patient/family- 

centered philosophy. 

e Heal psychologically 

e [eam and improve systems so that they can prevent future occurrences. 

(Risk Management Pearls Disclosure of Adverse Events, 2011 Edition).  
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ASHRM'’s Pearls continues with some key Disclosure Skills as follows: 

Acknowledging Strengths and Weaknesses-choose potential participants 

carefully based upon their relationship to the patient and/or family, taking their 

strengths and weaknesses into account. 

Preparing for Disclosure-information provided during a disclosure discussion 

becomes fact in the mind of the patient/family. A thorough preparation includes 

the following components: 

. Review the facts. 

. Identify appropriate participants. 

. Select an appropriate setting that is neutral, quiet, comfortable and free from 

interruption. Setting a strict time limit on the meeting may upset the patient or 

family. 

. Keep the meeting group small for the initial disclosure conversation. 

Initiating the Conversation-people tend to remember clearly the beginning and 

end of experiences, so it is essential that you conduct the disclosure meeting, 

from beginning to end, in a very empathetic, humane manner-reflecting genuine 

concern and sorrow about what has happened. 

e Ensure that participants from your organization are aware of and sensitive 

to [the Healthcare Insurance Portability and Accountability Act] HIPAA 

Privacy Rules and the desires of the patient.  
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Assess the need for a translator if English is not the primary language of 

the participants. 

Assess the patientfamily’s readiness to participate in the conversation: 

Are they impaired by medication? 

Are they too distraught? 

Plan to take a break or stop the conversation if hostility makes 

communication ineffective. 

Suspend the meeting if the patient or family members are focused on 

questions that you can’t answer. Offer an approximate time when answers 

should be available. It’s better to be sure than to assume you know the 

answer. 

Encourage family members to write down questions as they arise. 

Assess the patient/family’s general level of health literacy 

Look for signs indicating the patient/family doesn’t understand 

everything, such as the terminology they use, their willingness to 

agree too readily, the type of questions they ask, or an absence of 

questions. 

Recognize that patients/families will often use terms that they have 

heard on TV, even though they have a limited understanding of  
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these terms. This can lead the clinician fo assume patients/families 

understand the information when they actually do not. 

Use simple, plain language. Avoid using medical terms except 

when absolutely necessary. (Example: “The test results were 

negative” implies to some people that the test results were bad. 

Instead say: “The test didn’t find anything out of the ordinary. ”) 

Use the “teach back/tell back” technique: ask the patient/family to 

repeat back to you the information you have just finished 

discussing. 

e Presenting the Facts-The core of disclosure is as follows: 

e Describe simply, in plain language, what happened and the outcome. 

e State only the facts as they are known at this time. 

e Describe simply, in plain language, the next steps: 

What the organization did immediately for the patient 

What the organization is doing now 

Changes in the treatment plan 

What the organization is doing to ensure this does not happen 

again 

e Apologize when appropriate. 

e Offer support to the patient and/or family members as needed.  
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Ending the conversation 

Summarize the basic facts. 

Repeat key questions asked. 

Describe follow-up plans. Ensure that the organization keeps promises 

made to the patient/family. Remember: The trust of patients/families 

involved in these conversations has been shattered. A promise broken, no 

matter how small, will seriously impede the chances of salvaging the 

patient/family relationship. Clearly state: 

From whom will the patient/family hear next 

When they will hear further information or updates 

Anything they are expected to do themselves 

A plan for following up with them to address questions 

If there is a large family gathering, consider asking the family to 

designate one or two members for follow-up so there are clear lines 

of communication. This prevents the physician from having multiple 

repetitive conversations with numerous family members 

Set up an appointment for the patient/family to contact you with 

questions. If you are not the appropriate person for follow-up, then give 

the patient/family the name and number of that person, along with 

information about when he/she will contact the family. 

Again offer support (spiritual services, family services, grief counseling, a 

place to stay, food, efc.).  
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e Repeat expressions of support, sympathy and concern. Sincere humility 

and empathy are keys to effectively ending a conversation. 

Documentation-Documentation is vital to the disclosure process. It should 

describe the key components of the discussion, including: 

e The facts given, including outcomes of the event and changes in the 

treatment course 

Who was at the disclosure meeting 

The key questions asked and the answers given 

Next steps as discussed in the conversation 

Services offered and accepted 

eo The apology, if offered 

Documentation will become evidence should litigation occur, so it is essential that the 

writing be factual, concise and professional. The entry will create an impression of how 

your organization handled the disclosure discussion, so don't include casual 

opinions that are not based on fact, or the patient/family members’ emotional reactions 

to the event. 

Subsequent Discussions-subsequent meetings will cover a number of topics: 

e Results of investigations to the extent that you can discuss them 

e Activities the organization is taking to prevent re-occurrence of the event  
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e An exploration of the patient/family needs and mechanisms for 

remuneration or assistance 

e A further sincere apology for any role the physician and the organization 

had that contributed to the outcome 

(Risk Management Pearls Disclosure of Adverse Events, 2011 Edition). 

Certainly within the literature review, the ASHRM Pearls were not the only source for 

valuable information on how to conduct disclosures. Sullivan, et al (2010), discussed in 

their article the important role a patient advocate can play during the disclosure process. 

With regards to families, this article mentions two high profile medical error events, the 

first involving Josie King, the 18-month old daughter of Tony and Sorrel King, who died 

at Johns Hopkins Hospital back in 2001 as the result of several medical errors and the 

event which involved the twins of Dennis and Kimberly Quaid. Their twins were born at 

Cedars-Sinai Medical Center in Los Angeles back in 2007. They were accidently given 

heparin (an anti-clotting medication) in a concentration 1,000 times higher than what 

was ordered by the physician. (In cases such as this it is sometimes due to 

administering an adult concentration rather than a neonatal/pediatric concentration). 

The twins miraculously did recover from this event. Mrs. King was quoted as saying, 

“anger can do one of two things to you. It can cause you to rot away or it can propel you 

forward” (Sullivan et al, 2010). Both families are moving forward, having established 

respective foundations-The Josie King Foundation and The Quaid Foundation-in an 

effort to prevent what happened to their children from happening to others. This article  
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then discusses the role of the patient advocate. The Society for Healthcare Consumer 

Advocacy (SHCA) is cited as identifying what are considered “nine domains of practice” 

as being key skills and knowledge for advanced competency in the role of a patient and 

consumer advocate: 

Patient Rights 

Grievance and Complaint Management 

Measuring Patient Satisfaction 

Interpersonal Communication 

Customer Service/Service Excellence 

Mediation/Conflict Resolution 

Crisis Intervention 

Data Management 

Healthcare Management 

(Sullivan et al, 2010) 

The article concludes it this way, “Patient Advocates can be vital members of 

this disclosure team...once an event has occurred, the gold standard for 

healthcare providers should be to provide clear, sincere, and timely 

communication and information to patients and their families” (Sullivan et al, 

2010).  
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Let's now explore some medical error disclosure programs which this writer 

would consider no less than ‘transformational’! LeGros & Pinkall (2002), give 

‘food for thought’ as disclosure programs are considered in light of a New 

Mexico case, Garcia v. Presbyterian Hospital Center: 

In the common knowledge of man, patients submit themselves to 

the skills and arts, proficiency and expertise, of hospital personnel, 

once they become confined to a hospital. Indeed, most frequently 

they have no real choice in the matter; they are physically and 

intellectually unable to do much more than submit and rely upon the 

medical superiority and ethical propriety of their attendants. We 

have no difficulty in declaring a confidential relationship in the 

standing of a hospital to its patients. Coexistent with that 

relationship, therefore, is the hospital’s obligation to divulge all 

material facts to its patients. 

There is an interesting chapter within the Institute of Medicine’s publication Keeping 

Patients Safe: Transforming the Work Environment of Nurses (2004) that is entitled 

Transformational Leadership and Evidence-Based Management. It describes 

Transformational Leadership as the essential precursor in this way, ... 

"leadership has been observed to be the essential precursor to achieving safety 

in a variety of industries, a critical factor in the success of major change initiatives 

@ and key to an organization's competitive cost position after a change initiative”.  
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This chapter goes on to describe the difference between transaction-based and 

transformational. Transaction-based is described in this way, “transactional leadership 

typifies most leader-follower relationships...each party to the bargain is conscious of the 

power and attitudes of the other. Their purposes are related and advanced only as long 

as both parties perceive their individual interests to be furthered by the relationship”. 

Whereas, “transformational leadership occurs when leaders engage with their followers 

in pursuit of jointly held goals. Transformational leadership..."is in essence a 

relationship of mutual stimulation and elevation that raises the level of human conduct 

as well as the aspirations of both the leader and those led, and thereby has a 

transforming effect on both”. (IOM, 2004). Yuki (2010), echoes these same thoughts on 

transformational leadership vs. transactional leadership when he describes the 

following: “with transformational leadership, the followers feel trust, admiration, loyalty, 

and respect toward the leader, and they are motivated to do more than they originally 

expected to do...in contrast, transactional leadership involves an exchange process that 

may result in follower compliance with leader requests but is not likely to generate 

enthusiasm and commitment to task objectives”. 

With the examples to follow, this writer goes so far to say that not only is 

transformational leadership evident, but also creative leadership! Puccio et al (2011), 

also discuss qualities of transformational leadership in their book Creative Leadership 

Skills That Drive Change. They describe it this way... "the fundamental focus of 

transformational leadership is to engage in a process that serves to change and  
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transform others...the transformational leadership process is not a one-way 

relationship. It is a connection between the leader and his or her constituents that 

generally results in all parties reaching higher levels of motivation and morality”. They 

also define what they term deliberate creativity-‘taking a proactive approach toward the 

production of novel and useful ideas that address a predicament or opportunity”. It goes 

without saying that disclosing medical errors is a predicament or opportunity (emphasis 

added)! This predicament or opportunity also entails the use of what Shiraev & Levy 

(2010) term Critical Thinking: 

An active and systematic cognitive strategy to examine, evaluate, and 

understand events, solve problems, and make decisions on the basis of sound 

reasoning and valid evidence. More specifically, critical thinking involves 

maintaining an attitude that is both open-minded and skeptical; recognizing the 

distinction between facts and theories; striving for factual accuracy and logical 

consistency; objectively gathering, weighing, and synthesizing information; 

forming reasonable inferences, judgments, and conclusions; identifying and 

questioning underlying assumptions and beliefs; discerning hidden or implicit 

values; perceiving similarities and differences between phenomena; 

understanding causal relationships; reducing logical flaws and personal biases, 

such as avoiding oversimplifications and overgeneralizations; developing a 

tolerance for uncertainty and ambiguity; exploring alternative perspectives and 

explanations; and searching for creative solutions.  
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With the manner in which Thompson, Jr., Strickland [lf & Gamble (2010) describe social 

responsibility strategy, this writer would like to entertain that the following programs 

demonstrate just that-social responsibility-“...a company’s duty to operate in an 

honorable manner, provide good working conditions for employees, be a good steward 

of the environment, and actively work to better the quality of life in the local communities 

where it operates and in society at large”. 

As far as from the human resources perspective, Gomez-Mejia, Balkin & Cardy (2012) 

describe what they term organizational culture. “The term organizational culture refers 

to the basic assumptions and beliefs shared by members of the organization”. It is 

certain these disclosure programs had a profound effect on the organizational culture! 

Let's now look at some disclosure programs which have been highlighted in the 

literature. One of the first known programs (which dates back to 1987) is that of the 

Lexington, Kentucky, Veterans Affairs Medical Center (VAMC). The JAAPA article 

(2010) describes a study published within the Annals of Intemal Medicine in December 

1999 in which this program was highlighted. Their standard of medical error disclosure 

included these three key elements: 

o A swift investigation and open disclosure of the facts of adverse events 

e An apology to the patient and family, and 

e An offer of financial compensation  
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Their study was conducted from 1990-1996 and a total of 88 claims were filed. They 

“paid an average of $15,622 per claim compared to the $98,000 per claim average paid 

by other VAMC hospitals (without a formal disclosure program) during the same time 

period” (JAAPA, 2010). The article goes on to describe it this way: “this disclosure policy 

produced a dramatic improvement, considering that the total claim amount paid in 1990- 

1996 was less than the nearly $2 million in damages that the Lexington VAMC paid in 

1987 alone”! 

A well-published program is that of the University of Michigan Health System (UMHS). It 

was launched in 2001 and also fully discloses medical errors and offers compensation 

to patients/families. Kachalia et al (2010) have a very descriptive article in the Annals of 

Internal Medicine, which concludes through various statistics and financial analysis that 

this program does not increase total claims and liability costs. Boyle et al (2006) 

describe the program in this way: “ the university's attorney fees decreased by two- 

thirds, malpractice filings decreased by 50% and the time from opening to closing of a 

case decreased from three years to one year”. 

This article describes a brief history of how this program evolved... 

..before 2001, UMHS pursued a traditional approach to risk and claims 

management. Once received, claims for compensation were typically assigned to 

a defense counsel. A claims management committee would ultimately review all 

claims and advise on settling or going to trial. In July 2001, UMHS began 

responding to all open and new malpractice claims by admitting fault and offering  
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compensation when an intemal investigation reveals medical error. If an 

investigation reveals no error, UMHS provides the reasons for its conclusion and 

vigorously defends a claim, if necessary. 

The results of the Kachalia et al (2010) study are quite compelling: 

After full implementation of a disclosure-with-offer program, the average monthly 

rate of new claims decreased from 7.03 to 4.52 per 100,000 patient encounters 

[and] the average monthly rate of lawsuits decreased from 2.13 to 0.75 per 

100,000 patient encounters. Median time from claim reporting to resolution 

decreased from 1.36 to 0.95 years. Average monthly cost rates decreased for 

total liability, patient compensation, and non-compensation-related legal costs. 

Along with the results above, total paid claims were reported as decreasing from an 

average of 53.2 to 31.7, median time to claim resolution was 1.36 years prior to the 

program and 0.95 year after program implementation. Both median and mean total 

liability costs decreased after full program implementation. The average cost per lawsuit 

also decreased significantly from $405,921 to $228,308. (Kachalia et al, 2010). 

They conclude the study with this discussion: 

These findings demonstrate that it is possible to implement a disclosure-with- 

offer program without increasing liability claims and costs. First, a medical center 

can implement a disclosure-with-offer program without increasing malpractice 

@ costs. Second, a disclosure program may address some of the main  
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shortcomings of our current liability system, namely shortening long waits for 

compensation and decreasing administrative expenses. Third, disclosure may 

actually reduce another inefficiency of the malpractice system: preventing both 

meritorious and nonmeritorious claims from becoming expensive lawsuits. 

Fourth, the lower number of paid claims after implementation may suggest that 

disclosure with offer may not always ensure that injured patients receive 

compensation. This finding, however, may challenge past assumptions that 

everyone who had a harmful error expects compensation. The openness and 

accompanying patient safety efforts may satisfy patients for whom litigation was 

formerly their only alternative. 

Krupa (2010), adds more information pertaining to national trends and the Kachalia et al 

study: 

Nationwide, an estimated 1.5 million medical errors cost the U.S. economy $19.5 

billion in 2008, according to a separate study by the consulting firm Milliman, Inc., 

commissioned by the Society of Actuaries. For the Michigan study, researchers 

analyzed 1,131 liability claims and associated costs from 1995 to 2007 at the U 

of M system. During that time, the average number of claims paid per year 

dropped from 53.2 to 31.7. The average time to resolve a claim went from more 

than 16 months to less than 11 1/2 months. Although researchers could not 

definitely link those trends to disclosure, they were able to conclude that 

instituting the program did not lead to more lawsuits. The American Medical  
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Association Code of Medical Ethics says physicians are ethically obliged to 

disclose what happened “when a patient suffers significant medical complications 

that may have resulted from a physician’s error’. 

The JAAPA article (2010) echoes some of the compelling outcomes of the U of M 

program: 

In 2002, the University of Michigan's Health System implemented a strategy 

similar to the Lexington VAMC program; as a result, litigation costs decreased by 

as much as 50% and new litigation claims decreased by more than 40% in the 

five years that study results were collected. The evidence for implementing a 

comprehensive disclosure program and the positive emotional and financial 

impact it has on patients and health systems is considerable. Given the strong 

evidence from the VA studies and others describing the benefits of disclosure, 

institutions have no scientific basis for continuing to believe that disclosure of 

errors will increase the risk of litigation. To the contrary, strong evidence 

suggests that institutions should empower clinicians to do the right thing for 

patients and their families by expeditiously disclosing errors. 

Peto, et al (2009) published an article which described another disclosure program, that 

of Baystate Health (BH) from the perspective of how it was implemented. Baystate 

Health is a healthcare system of three hospitals with a children’s hospital included in the 

largest campus, a Visiting Nurse Association (VNA), an ambulance company as well as 

a cancer center. Tufts University School of Medicine is located at the flagship hospital,  
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Baystate Medical Center (BMC) and this system is located in western Massachusetts. 

The authors describe it this way: 

In 2006, BH recognized an opportunity to improve communication with patients 

and families following adverse events. BH'’s professional liability program and 

board of trustees strongly supported this initiative. Three senior disclosure 

champions, the chief quality officer, the chief nursing officer and the chief risk 

officer chartered a project advisory committee and assigned the director of risk 

management and the medical director for quality and patient safety at BMC to 

lead the design and implementation of the project... The proposed model for the 

disclosure and apology program resembled a consultation service, similar to a 

hospital ethics consultation service. The advisory group endorsed a plan to train 

professionals within the three BH hospitals who would be available for support, 

coaching, and just-in-time training in the aftermath of a medical error... The 

selected trainees became the BH health communication consultation team...The 

communication consultation team meets quarterly to share challenges and 

lessons learned from newly identified cases of medical errors...BH expanded the 

existing written disclosure policy...In a dissemination campaign that started in 

March 2007 and lasted through the year, descriptions of the disclosure and 

apology program were disseminated through in-house publications in both print 

and electronic (intranet) formats. Project members presented to departmental  
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meetings, grand rounds, the board of trustees quality committee, the residency 

programs, and so on. 

They continue to describe their experience as follows: 

BH currently maintains a database of all identified disclosure and apology cases, 

including patient demographics, the nature of the event, and any bill adjustment 

or payment made to the patient or family. In addition, reports are generated from 

BH'’s safety reporting system about the cases in which the reporter or unit 

manager indicates that a disclosure was made to the patient or family ...Start-up 

expenses for the disclosure and apology system were projected at approximately 

$92,000 for consultation fees, training, patient/family support, and a recovery 

fund for the first year. The program was primarily funded by a grant from the 

system's self-insured professional liability program. The projected budget did not 

include salary expenses for existing staff. The project leaders estimate the staff 

spent 600 hours on implementing the program in the first year. Staff primarily 

involved in the implementation included the medical director, quality and patient 

safety (200 hours); the director of risk management (200 hours); and other risk 

managers (200 hours). 

The writers also describe what is called a “just culture” as an integral part of their 

program and noted to be within other similar programs: 

A just culture of organizational fairness and personal accountability by clinicians 

8 is required for an ideal disclosure system. A “blaming and shaming” environment  
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undercuts disclosure systems. BH is currently diffusing the TeamSTEPPS © 

communication skills model throughout the system and has begun to use team 

culture survey assessments and employee satisfaction survey data to measure 

the safety climate. BH could not have successfully implemented a disclosure 

program without some level of perceived organizational faimess. Yet medical 

errors can profoundly test, and retest, the organization’s commitment to elucidate 

system contributory failures and the equally important commitment to make 

substantial system changes in the aftermath of preventable adverse events. Use 

of a well-designed accountability matrix (such as James Reason’s decision tree) 

is increasing among BH managers when assessing clinical performance 

® following an adverse event, with the support of human resources. 

This implementation was certainly not without its problems as their Key Challenges and 

Lessons Leamed attest: 

Liability is not always clear. 

Team may not always be in agreement about what has transpired or what 

steps should be taken next. 

Expert review may not always be expedited in a timely manner. 

Apology or initiation of process may imply liability (raises patient/family 

expectations). 

Patient/family may not be able to hear or understand. 

Cases can get lost in follow up.  
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* Process is time consuming in the short run but may save litigation costs in 

the long run. 

Apology may not be accepted. 

Organization may not be able to do what is asked. 

Patient advocate should be neutral and should not be part of the 

investigation. 

Program improves organizational communication. 

* Implementation of a program reinforces principles of trust and truth-telling. 

They do, however, conclude on a very positive note as follows: 

BH has built a disclosure and apology system with formal support for patients 

and families as well as clinicians. Physicians are actively participating and 

usually willing to apologize promptly after a medical error. A well-trained 

communication consultation team is now in place to help respond to adverse 

events. On-line just-in-time resources are available for clinicians. Patient and 

family members, some of whom are BH employees, are increasingly leaming 

about the program. BH is experiencing an increase in early, open communication 

with patients and families. Leadership, including the BMC board of trustees, has 

embraced the program...A prompt disclosure and apology system is likely a 

major cultural change for any health care organization. The necessary shifts in 

knowledge, attitudes, and behaviors among clinicians and health care leaders 

require time to diffuse through the organization. BH is proud to have done some 

of the hard work of challenging the premises on which previous adverse event  
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cases were managed. Yet, reinforcing “system operating principles”, such as 

integrity, respect, and supportive hospital leadership, made the joumey easier 

than it otherwise could have been. 

This writer is looking forward to TeamSTEPPS © training for Franciscan St. Francis 

Health (current employer) in the near future as the journey to an effective patient safety 

culture continues! 

Although the topic of patient safety is too broad for the purposes of this conceptual 

paper, it has been shown that addressing the issue of medical errors has led the 

healthcare system into the arena of greater patient safety! Perhaps the old saying, “ an 

ounce of prevention is worth a pound of cure” is also true when it comes to patient 

safety and preventing medical errors? 

Murphy, et al (2007) describe in their article some of the actions that have taken place 

at both the state and federal government levels since the 1999 IOM report was 

released: 

Before the 1999 publication of the IOM report, only 12 states had mandatory 

error-reporting systems in place. As of September 2005, error-reporting systems 

were established or strengthened in 25 states...On the federal level, legislation 

based on the IOM recommendations was introduced during the 106" congress; it 

included the Medical Error Prevention Act of 2000; the Medicare Comprehensive 

Quality of Care and Safety Act of 2000; the Medical Error Reduction Act of 2000;  
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the Stop All Frequent Errors in Medicare and Medicaid Act of 2000; the Patient 

Safety and Errors Reduction Act; and the Error Reduction and Improvement in 

Patient Safety Act... The Patient Safety and Quality Improvement Act (PSQIA) of 

2005 was passed by the 109" Congress and signed into law in July 2005. 

The PSQIA established what are called Patient Safety Organizations (PSOs) of which 

Indiana has had in place since July 2006. 

At this point, prior to concluding, this writer would like to re-state the hypothesis, this 

time unequivocally, that the disclosure of medical errors is beneficial in that it will 

increase the moral and ethical image of the healthcare community! 

In conclusion, this writer would like to share a vignette from the book What's Right in 

Health Care, which was compiled by the Studor Group. Although this writer did not 

discuss “sentinel events” within the conceptual paper specifically, it refers to an 

“unexpected occurrence or variation involving death or serious physical or psychological 

injury or the risk thereof” (IOM, 1999). An example of a sentinel event is wrong-site 

surgery. This vignette is entitled Whatever If Takes: 

I am the administrator of a critical access hospital in southeastern Washington. 

I'm honored to say that we have always been blessed with hospital staff who 

remember why they chose a career in health care and who have stayed true to 

those fundamental values. Today's climate of “transparency” and “sentinel 

events” and growing scrutiny about the practices that take place in hospitals can  
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Jade the most optimistic and altruistic of any of us. And while we suffer our own 

version of disillusionment from time to time, | am proud every day to be 

associated with the employees, physicians, board members, and volunteers of 

our community hospital. As you can see, | have chosen to not identify our name 

or city. The story | am about to tell could be interpreted by some as a reason for 

reporting improper activity. | assure you that we have expended efforts to review 

this case from many standpoints including an outside medical review. We are 

absolutely confident that this was neither a sentinel event nor that any 

inappropriate or unnecessary care was rendered. However, | feel compelled to 

protect individuals and the hospital from undue and undeserving criticism while | 

share this inspiring story. 

On January 7, 2007, a four-year-old boy was brought into our emergency 

department by his parents. His dad had run over him with this truck. They had 

been out on the family farm doing chores just as they had done many times 

before. Only this time, instead of going behind the truck to feed the cattle, the boy 

went in front of the truck. His dad simply didn’t see him. When the boy and his 

father arrived at the hospital, the boy was alert and telling the hospital staff that 

his stomach hurt. 

They began to quickly assess the extent of his injuries. Surgeons were called, 

and the OR team was notified. They mobilized quickly. But before these teams 

could arrive, the boy went into cardiac arrest. Resuscitation efforts were started  
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immediately. The staff soon determined that there was significant internal 

bleeding and blood products were ordered to be available for surgery. 

The boy was successfully resuscitated but was now unconscious. In surgery, a 

tremendous team of professionals had assembled, some out of duty (they were 

on call) and others out of caring and concem. In the tensest throes of the case 

there were two general surgeons, an orthopedic surgeon who had just finished 

another emergency when the boy arrived in the OR, three anesthesia providers, 

a pharmacist, nursing staff, imaging personnel, lab staff, a house supervisor, a 

volunteer chaplain, the chief clinical officer, and the parents. 

Everyone had a purpose. The orthopedic surgeon was manually massaging the 

boy's heart, the surgeons were attempting to locate the source of the injuries, the 

volunteer chaplain was trying to comfort the family, the lab staff was trying to 

understand the blood needs, and the others were tending to their myriad duties. 

Early in the effort, confusion arose regarding the availability of enough blood to 

transfuse. Concerned about the survival of the child, the surgeon ordered blood 

from another hospital. Fearing it would not arrive soon enough, one of the 

anesthesia providers said that he was O negative blood type and offered to 

donate. 

The surgeons decided to do the unorthodox and carried out a direct transfusion. 

The anesthesia provider lay on the floor of the OR and donated blood to this  
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severely injured child. After an hour of frying every possible way fo save his life, 

the child died. The injuries were too severe. 

The emotional wrenching in the aftermath of this case has been extraordinary. 

Over a dozen staff people have sought out our organizational psychologist to try 

to cope with their feelings and questions. Did I do all | could? What more could | 

have done? What if | had done this instead? The second-guessing has been 

widespread. | observed a seasoned physician break down in tears when 

explaining the autopsy. Yet, all reviews have indicated that no effort would have 

saved this boy. The autopsy revealed that his pulmonary artery had been 

detached from his heart when the tire rolled over his chest. His mortality was 

virtually 100 percent. 

So, what do | hope to achieve by telling this story? | hope it serves as a reason 

for all of us to be grateful every day for people who are willing to put everything 

on the line for another person. We may have to answer as a hospital for “non- 

protocol” type of actions-a direct blood transfusion, confusion over availability of 

blood products, etc. But | will never apologize, nor suggest that any of our staff, 

physicians, or volunteers should not first do what is right without worrying about 

what is acceptable or politically expedient. 

In our community hospital, people still see caring for people as their first priority 

and that is “What Is Right in Health Care”. They still see that doing the right thing 

for that patient at that time is far more important than how it might look on the  
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website or whether the protocol approves it, or whether they might get reviewed 

later. These dedicated professionals still know that ultimately they have to 

answer to themselves and be able to say that they did all they knew to do and 

then live with that. | am infinitely grateful to each of them. If it were my four-year- 

old child, | wouldn't have wanted it any other way. 

-Anonymous Contributor 
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