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In This Issue...

Since the publication of the 1999 report from the Institute of Medicine on errors in medical
care, researchers and quality of care experts have worked diligently toward designing,
implementing, and evaluating error reduction strategies. More recently, these efforts have
included studies of both physician and patient attitudes toward the disclosure of medical
errors. 

In this issue, we review recent literature on parents’ perceptions of medical errors in the
care of their children, pediatricians’ attitudes surrounding communication of errors, and
the characteristics of complete error disclosure.
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LEARNING OBJECTIVES

At the conclusion of this activity, participants should be able to: 

Identify the key elements of complete error disclosure
Discuss the currently identified barriers to error disclosure
Explain the relationship between error disclosure and litigation

COMMENTARY

As neither pediatric health care systems nor pediatric providers are infallible,
errors happen in the medical care of children. Sharek and colleagues1 report 74
adverse events for every 100 patients admitted to a neonatal intensive care unit
(NICU); studying 749 patients and 17,106 hospital days in 15 NICUs, they found
the number of adverse events ranged from 0 to 11 per infant. It is not surprising,
therefore, that 93% of the pediatricians surveyed by Garbutt et al2 reported
involvement in a medical error. 

Although the majority of pediatricians profess to support disclosing errors, less
than half actually do so.2,3 A complex combination of personal and professional
attitudes forms the basis for failure to disclose errors,3 with barriers including the
fear of litigation, the inability to admit a mistake, and the fear of implicating other
providers.4 Physician shame is also a powerful deterrent to error disclosure, and
nowhere may this be truer than in pediatrics. According to Kaldjian et al,3 92% of
physicians agree with the statement: "When I make a medical mistake, I am my
own worst critic." Pediatricians not only have trouble forgiving themselves but also
fear that others, including their patients’ parents, will be unforgiving. 

However, little is known about parents’ perceptions of medical errors. In the only
paper published to date targeting a pediatric population, Hobgood et al5 showed
that parents want full disclosure of all medical errors, regardless of severity. The



study also suggests that there may be racial differences in how parents perceive
medical errors. Data from this study should encourage providers to disclose all
errors to parents, even those they perceive to be minor, and thus avoid making
assumptions about what parents want to know or should know about their child’s
medical care.2 

The need for transparency surrounding a medical error in pediatrics is highlighted
by the case study presented by Keatings et al,6 in which communication
concerning the circumstances leading to the death of an 11-year-old girl was
both delayed and misleading. Poor communication between parents and
physicians contributes to malpractice litigation.7Parents have been shown to be
more satisfied with the quality of care and less likely to initiate legal action after
an error if communication is honest and forthcoming.7,8 Parents also value
physicians who listen and allow sufficient time for questions. 

Professional organizations such as the Joint Commission and National Quality
Forum stress the importance of properly communicating a medical error and
endorse a 4-step process: 1) describe what happened as soon as it is known; 2)
take responsibility; 3) apologize; and 4) review what steps are being taken to
avoid a similar error in the future.4,9 Although these recommendations provide a
straightforward framework, physicians have difficulty adhering to them in the high-
stress context of error disclosure. Further, few physicians receive training in how
to disclosure errors, and most have poor skills in doing so. Providers often
disclose an error without "connecting the dots," ie, making it clear that a medical
error caused the harm experienced by the patient.10 When asked, most
physicians want coaching in how to do a better job. Using a simulation center
could provide physicians and other healthcare professionals with experience in
communicating errors before they are faced with the reality. 

And directly to the point of this issue, research is urgently needed to help guide
error disclosure in the NICU environment where exposure to high-risk medical
care is prolonged. 
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REPORTING MEDICAL ERRORS: AN OVERVIEW

Matlow A, Stevens P, Harrison C, Laxer RM. Disclosure of medical errors. Pediatr Clin
North Am. 2006;53:1091-1104.

(For non-journal subscribers, an additional fee may apply for full text articles.)

View journal abstract View full article

In their 1999 report "To Err is Human," the Institute of Medicine recommended
that to improve the quality and safety of care, adverse events resulting from
medical error should be disclosed to patients and their families. In this 2006
publication, Matlow et al examined medical error disclosure in several contexts,
and provided summary consensus recommendations. Historically, the practice of
advising physicians to "guard what is said to the patient" stems from a rise in
malpractice cases in the early 20th century. More recently, however, this advice
has been called into question in the face of ethical frameworks emphasizing
physicians’ professional and fiduciary duties, respect for patients’ autonomy, and
the inherent trust in a doctor-patient relationship. The authors report on medico-
legal experience and mock trial studies, which suggest that proactive disclosure
may lead to claims avoidance and more favorable outcomes (although they note
that more research is needed in these areas). The researchers report that
patients’ (and parents’) preference for full disclosure when a medical error has
occurred is universal, with expectations of explicit statements that the error in fact
occurred, what the error was, why it occurred, how it will be prevented from
recurring, and an apology. Reported physician barriers to disclosure include:
difficulty in admitting mistakes, fear of implicating others, possibilities of legal
action, and the blame felt by physicians when an error has occurred. The authors
note that Harvard University, the Veterans Health Administration, and JCAHO
(among others) have provided outlines of: a) events that should be
disclosed/communicated to the patient; b) how they should be communicated and
in what contexts (what, who, when and where); c) documentation of the medical
error; and d) support of error victims.

 

PHYSICIAN ATTITUDES

Kaldjian LC, Jones EW, Wu BJ, Forman-Hoffman VL, Levi BH, Rosenthal GE.
Disclosing medical errors to patients: attitudes and practices of physicians and
trainees. J Gen Intern Med. 2007;22:988-996.

(For non-journal subscribers, an additional fee may apply for full text articles.)

View journal abstract No URL available for full article: Epub 2007 May 1

Kaldjian et al designed a cross-sectional survey of 538 faculty, resident and
student physicians – pediatricians comprised 46% of faculty and 27% of residents
– asking participants if they had ever a) made “a mistake that prolonged
treatment/caused discomfort” or b) “caused disability/death,” and their disclosure
of it. Participants were also presented with a hypothetical error vignette (with
major, minor, or no harm response choices), and further, were asked to detail
their beliefs about disclosure according to a taxonomy of facilitating and impeding
attitudes. Forty-seven percent of respondents reported having made at least one
minor or major error: 15% of faculty and residents reported a minor error that
they disclosed and one they did not; 1% reported a major error they disclosed
and one they did not; and 10% reported non-disclosure of an error due to legal
liability (with 6% of faculty reporting attorney advice not to disclose). The
researchers found that both actual and hypothetical disclosures were associated

 



with feeling an obligation to disclose, as well as the belief that the decision to
disclose did not depend on whether or nor it would help the patient. Actual
disclosure alone was associated with the belief that disclosure alleviates guilt,
while hypothetical disclosure alone was associated with the belief that disclosure
is right (even at personal cost) because the respondent would want it and
because it strengthens patient trust. Faculty were found more likely than trainees
to disclose errors resulting in major or no harm. Of particular note, pediatricians
were more likely than other physicians to disclose hypothetical error resulting in
major or no harm and less likely to believe disclosure depends on if the
information will help the patient. Those respondents believing forgiveness to be
important were more likely to disclose hypothetical error with minor harm but
were less likely to have disclosed an actual error with major harm. Further,
litigation experience was associated with increased actual and hypothetical
disclosure, although being a defendant was associated with actual non-disclosure
of a disabling or fatal error.

PEDIATRICIAN ATTITUDES

Garbutt J, Brownstein DR, Klein EJ, et al. Reporting and disclosing medical errors:
pediatricians' attitudes and behaviors. Arch Pediatr Adolesc Med. 2007;161:179-185.

(For non-journal subscribers, an additional fee may apply for full text articles.)

View journal abstract View full article

In an exploration of pediatricians’ attitudes toward and experience with reporting
errors to hospitals and disclosure of errors, Garbutt et al performed an
anonymous cross-sectional survey of 439 university-affiliated hospital and
community pediatricians (50% in private practice) and 118 pediatric residents from
St Louis and Seattle. Ninety-three percent of participants had been involved in a
medical error. Pediatricians were asked about their beliefs and behaviors related
to reporting, disclosure and collegial discussion of errors, their experience with
formal and informal reporting of errors, features of systems that would increase
willingness to report errors, and their beliefs and experiences regarding disclosure
(eg, types of errors that should be disclosed, barriers to disclosure, and personal
experience). While respondents endorsed reporting errors to the hospital (97%,
serious; 90%, minor; 82%, near miss), only 39% thought that current error
reporting systems were adequate. Most had used formal (‘incident report’ – 65%)
or informal (‘telling a supervisor/senior physician’ – 47%/38%) methods of
reporting errors, and 72% had discussed errors with colleagues. Respondents
endorsed disclosing errors to patients' families (99% serious; 90% minor; 39%
near miss), and many had done so (36% serious, 52% minor). Some respondents
reported multiple barriers to disclosure, as well as a reduced likelihood to disclose
an error if they perceived the family would not understand, was unaware, or
would not want to know. Residents were more likely than attending physicians to
believe that disclosing a serious error would be difficult (96% vs 86%) and to
want specific disclosure training (69% vs 56%). The authors recommend formal
and experiential training for residents to further educate them in open
communication about errors
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In their 1999 report "To Err is Human," the Institute of Medicine recommended
that to improve the quality and safety of care, adverse events resulting from
medical error should be disclosed to patients and their families. In this 2006
publication, Matlow et al examined medical error disclosure in several contexts,
and provided summary consensus recommendations. Historically, the practice of
advising physicians to "guard what is said to the patient" stems from a rise in
malpractice cases in the early 20th century. More recently, however, this advice
has been called into question in the face of ethical frameworks emphasizing
physicians’ professional and fiduciary duties, respect for patients’ autonomy, and
the inherent trust in a doctor-patient relationship. The authors report on medico-
legal experience and mock trial studies, which suggest that proactive disclosure
may lead to claims avoidance and more favorable outcomes (although they note
that more research is needed in these areas). The researchers report that
patients’ (and parents’) preference for full disclosure when a medical error has
occurred is universal, with expectations of explicit statements that the error in fact
occurred, what the error was, why it occurred, how it will be prevented from
recurring, and an apology. Reported physician barriers to disclosure include:
difficulty in admitting mistakes, fear of implicating others, possibilities of legal
action, and the blame felt by physicians when an error has occurred. The authors
note that Harvard University, the Veterans Health Administration, and JCAHO
(among others) have provided outlines of: a) events that should be
disclosed/communicated to the patient; b) how they should be communicated and
in what contexts (what, who, when and where); c) documentation of the medical
error; and d) support of error victims.
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Kaldjian et al designed a cross-sectional survey of 538 faculty, resident and
student physicians – pediatricians comprised 46% of faculty and 27% of residents
– asking participants if they had ever a) made “a mistake that prolonged
treatment/caused discomfort” or b) “caused disability/death,” and their disclosure
of it. Participants were also presented with a hypothetical error vignette (with
major, minor, or no harm response choices), and further, were asked to detail
their beliefs about disclosure according to a taxonomy of facilitating and impeding
attitudes. Forty-seven percent of respondents reported having made at least one
minor or major error: 15% of faculty and residents reported a minor error that
they disclosed and one they did not; 1% reported a major error they disclosed
and one they did not; and 10% reported non-disclosure of an error due to legal
liability (with 6% of faculty reporting attorney advice not to disclose). The
researchers found that both actual and hypothetical disclosures were associated

 



occurring within 1 year revealed that the recommended changes had not been
made, resulting in additional
re-evaluation of how system changes were implemented and followed up.
Subsequent full disclosure, apology, reconciliation with the family, and
recommendations (plus follow up) for system, knowledge, and education changes
were accomplished and are described by the authors.

FACTORS PROMOTING MALPRACTICE CLAIMS

Hickson GB, Clayton EW, Githens PB, Sloan FA. Factors that prompted families to file
medical malpractice claims following perinatal injuries. JAMA. 1992;267:1359-1363.

(For non-journal subscribers, an additional fee may apply for full text articles.)

View journal abstract No URL available for full article

Hickson et al performed a combined structured and open-ended telephone-
administered questionnaire of families in Florida who had closed malpractice
claims regarding infants who suffered permanent minor injuries (loss or damage
to organs) or more, including death. Of 368 eligible families, 35% participated.
The responses elicited provided information about medical care, physician-family
communication, cost of injury, compensation, legal, and socio-demographic
factors. 

When asked about reasons for filing a claim, respondents most frequently
reported (multiple reasons included): 

(33%) influence from someone outside of the family (over half of those being
physicians)

(24%) the need to pay for long-term care
(24%) the realization that the physician failed to be completely honest
(20%) the realization that the child would have no future
(20%) the need to “find out what happened”
(19%) a desire to deter the physician from further malpractice or for revenge

Most respondents complained about physician-family communication, reporting
that the physician: would not communicate (32%), would not listen (13%), misled
them (48%), and never informed them that their infant would have permanent
problems or might die (70%). The authors’ note that physicians’ difficulties in
communicating may arise from underestimation of parents’ information needs,
parents’ need to review the same issues several times, and/or from their own
personal discomfort. Recommendations included: contemporaneous records of
what is said to parents and increased efforts to improve communication, including
education of trainees.

 

THE ELEMENTS OF ERROR DISCLOSURE

Fein SP, Hilborne LH, Spiritus EM, et al. The many faces of error disclosure: a
common set of elements and a definition. J Gen Intern Med. 2007;22:755-761.

(For non-journal subscribers, an additional fee may apply for full text articles.)
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In a qualitative analysis of focus group transcripts from 5 academic medical

 



centers, (including hospital administrators, physicians, nurses and residents), Fein
at al presented participants with a standard definition of medical error, followed by
a hypothetical scenario of an inpatient error. Participants were asked if there
should be disclosure, and if they believed the provider would disclose it. Providers
were asked what steps and words they would use, while administrators were
asked what they would expect to hear in a disclosure. 

Transcript analysis revealed 6 elements of disclosure desired by patients:

. 1 admission of an error

. 2 discussion of the events of the error

. 3 linkage of the error to an effect

. 4 first effect of the error

. 5 link between the error and any harm sustained, and

. 6 explanation of the harm (and if it was communicated)

Five distinct types of disclosure were derived, based on the presence or absence
of each of the above elements:

. 1 Full disclosure 
(all elements present)

. 2 Partial disclosure: connect-the-dots 
(discussion of events and explanation of harm)

. 3 Partial disclosure: mislead 
(connect-the-dots with obfuscation of linkage of error to harm)

. 4 Partial disclosure: defer 
(connect-the-dots with deference of linking error to harm)

. 5 Nondisclosure 
(no elements present)

The authors provide examples and wording of each type of disclosure with regard
to how it matches or does not match patient expectations, along with discussion
of how this information may help create realistic guidelines for disclosure.
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