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OBJECTIVES

• Describe and understand the evolution 

of healthcare from “deny and defend” 

to transparency and disclosure. 

• Describe and understand the barriers 

to disclosure.

• List the steps of disclosure of medical 

errors. 



Whence We Came…



Pervasive Harm

Kohn L et al (2000). To Err is human: building a safer health 

system. Washington, D.C., National Academy Press..



Pervasive Harm

National Patient Safety Foundation. Free from Harm: accelerating patient safety improvement fifteen years after To Err is Human. Boston, MA: National Patient 

Safety Foundation; 2015. 



Pervasive Harm

Makary M et al. Medical error-the third leading cause of death in the US. BMJ 2016;353:2139.



We are BUSY, in a 

RISKY business!

• 7.4% of physicians annually 

will have a claim1

• 1200+ providers

• 1,500,000 encounters

– 921,000 primary care visits

– 168,000 ER visits

– 48,000 admissions

1 Jena et al. NEJM. 2011



Paradigm Shift…



WHY?



Erosion of TRUST





Regulators Weigh In

“The responsible licensed 

independent practitioner or his 

or her designee clearly explains 

the outcome of any treatment 

or procedure to the patient and, 

when appropriate, the family, 

whenever those outcomes 

differ significantly from the 

anticipated outcomes.”



Professional Societies

• American College of Physicians
“…physicians should disclose to patients information 
about procedural or judgment errors made in the course 
of care…”

• American Medical Association
“Situations occasionally occur in which a patient suffers 
significant medical complications that may have 
resulted from the physician's mistake or judgment.  In 
these situations, the physician is ethically required to 
inform the patient of all facts necessary to ensure 
understanding of what has occurred.”  



Quality and Safety Agencies

• National Quality Forum

“Following serious, unanticipated outcomes, the patient 

and, as appropriate, family should receive 

communication about the event.”

• National Patient Safety Foundation

“When a health care injury occurs, the patient and the 

family or representative are entitled to a prompt 

explanation of how the injury occurred and its short- and 

long-term effects.”



Expectation of Transparency



In the context of escalating 

COST!!!

$3.7 Trillion



What is old, is new again…

“Ernest Amory Codman, 1869-1940,” New England 

Journal of Medicine, 1941, 224:296-299.

HOW???
“A true friend stabs you in the front.” 

Oscar Wilde



What needs to be DISCLOSED?

Medical Error : “Act of commission or omission with 

consequences for the patient that would be judged 

wrong by skilled and knowledgeable peers at the time 

it occurred, independent of whether there were any 

negative consequences.”

Patient / families: Unanticipated often is associated with 
error

Regulatory Agencies: Focus is on Harm

CONTROVERSY!!!



Adverse 

Events

Near Misses

Minor Errors

Medical Errors

Preventable 

Adverse EventsUnpreventable 

Adverse Events   

Annual District Meeting: Districts VI, VIII & IX
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Premises of Unanticipated 

Outcomes

1. Uncorrected “unreasonable” expectations

2. Biological Variability

3. Low probability risks and side effects

4. Wrong judgements without negligence

5. Medical or systems errors.



Recognize Two Distinct 

Scenarios

• Unanticipated without error

– clinicians have more experience discussing

– can usually manage on their own

• Unanticipated with medical error

– challenges one’s integrity, courage, humility

– requires coordination with others at every step



What is old, is new again…

“Ernest Amory Codman, 1869-1940,” New England 

Journal of Medicine, 1941, 224:296-299.

We’re going to focus on 

errors resulting in harm



CASE STUDY…

March 24, 2016



WHO???

• Joint Commission: “…the attending 

physician, or their designee, should 

perform disclosure of unanticipated 

outcomes of care, treatment, and 

services related to sentinel events.
The Joint Commission. 2017 Hospital Accreditation Standards. TJC RI.01.02.01.



WHO???

• Contact Risk Professional prior to 

disclosure of serious safety events that 

result in harm – particularly when an 

error occurred.

• Leave the suits in their offices.

• Have a witness.

• Always try to be OUTNUMBERED.



WHEN???



WHERE???

Not in a C-Suite!!!



HOW???

• Team: Who is involved and why?

• Truth: Present only FACTS. 

• Empathy: Patient ventilation, clinician empathy

• Apology: offered & responsibility taken

• Management: 

– Patient care

– Follow-up plan proposed



HOW TIPS:

• PRACTICE!!!

• Avoid being drawn into complex 
conversations. 

• Do NOT Assign Blame – it is unlikely that the 
situation is completely understood at this time. 

• Prepare for the following Questions
– How did this happen?

– How could you let this happen?

– I thought you said that this was safe?



NEVER Blame the Patient



HOW TIPS:

“You are asking all of the right 
questions.  We do not have the 

answers to all of these questions 
at this time, but we will be 

seeking to understand the event 
over the coming weeks.” 



DOCUMENT



“I’m Sorry”

“…any statement, affirmation, gesture or conduct 

expressing apology, responsibility, liability, sympathy, 

commiseration, condolence, compassion or a general 

sense of benevolence that was made by a health care 

provider or an employee of a health care provider to the patient, 

a relative of the patient, the patient's survivors or a health care 

decision maker for the patient and that relates to the discomfort, 

pain, suffering, injury or death of the patient as the result of the 

unanticipated outcome of medical care is inadmissible as 

evidence of an admission of liability or as evidence of an 

admission against interest.”
https://www.azleg.gov/ars/12/02605.htm

36



Does Apology Reduce Med 

Malpractice Exposure??

McMichael BJ, et al. Standford Law Review; Weber DO. Physician Exec



February 1, 2016



Let’s talk about a CASE…





What is old, is new again…

“Ernest Amory Codman, 1869-1940,” New England 

Journal of Medicine, 1941, 224:296-299.

One Last Thing…



SAFETY CULTURE

Benchmark 2018 2017 Trend Variance

HSOPS Patient 

Safety Grade

78.0 80.0 78.7 1.3 2.0



Triaging Events

Resolution is ESSENTIAL



Heal the Healer…



QUESTIONS?


