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he recognition of preventable medical errors as a public
health problem of the size, magnitude, and cost equal to

other chronic and acute illnesses or injuries long thought of as
classic public health challenges occurred less than a decade
ago. In 1999, the Institute of Medicine of the National
Academies (IOM) released its groundbreaking report To Err is
Human: Building a Safer Health System. Since that time we now
know that as many as a million lives have been lost in US
hospitals as a result of medical errors and that
one-half of all surgical complications are
preventable. The IOM estimated the cost of
medical errors in hospitals alone as $17 to $29
billion a year. To Err is Human noted not only
the high mortality and cost associated with
medical errors, but went much further,
reframing these errors as a chronic threat to
public health, much like automobile accidents,
breast cancer, and HIV/AIDS had been
reframed in earlier IOM and other government
reports.

Not surprisingly, such nascent recognition
of a preventable population-level problem
means that actual efforts to craft the complex
interventions needed to mitigate the medical
error problem are themselves no more than a
few years old. Subsequent IOM1 and other2-4

reports went beyond simply defining and
estimating the magnitude of the challenge,
and suggested solutions that health care
organizations might adopt to better ensure safety or even
prevent medical error in the first place. These solutions
included mandatory reporting systems,4 tip lists,5 and surgery
checklists.6 Despite these efforts, a groundswell endorsement
of patient safety campaigns has not yet occurred.2

What is surprising, however, is how far physicians, other
professionals, providers, and patient safety and quality care
organizations have come in identifying targets for future
research and intervention. Error disclosure is one topic that
illustrates this trend at the system level through perceptions

of risk, barriers to “apology laws;”7 at the organizational level
by functioning as a team, incorporating a culture of infallibility;
and at the provider-patient level through challenges to
transparency, strategies to achieve effective communication,
and prompt disclosure. The next step is to begin to shift social
norms to more widely embrace a belief in the effectiveness of
disclosure accompanied by apology as a central tenet of any
response. Taking such a next step, however, requires fuller

empirical documentation, possibly randomized control trial data,
if it is not to become simply a “bleeding heart” recommendation
but a widely accepted imperative.

Our goal in this commentary is to define patient safety and
the scope of medical errors, look briefly at root causes, and then
identify disclosure and apology as a specific set of solutions for
addressing medical errors in health care settings. Although a
small but growing body of evidence exists on systematically
addressing ways to ensure patient safety at regulatory,
legislative, and organizational levels,7 in this commentary we
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place special emphasis on increasing patient safety through
improving patient-provider communication. In practice this
means more frequent, more prompt disclosure of medical
errors’ occurrence and quicker, more earnest apologies once
they have occurred.

Defining Medical Errors

What is a medical error? The IOM describes it as an act or
omission that would have been judged wrong by knowledgeable
peers at the time it occurred.8 In defining patient safety, the
Agency for Healthcare Research and Quality (AHRQ), the
government entity primarily responsible for investigating the
sources of medical errors, their scope, and strategies for
reducing them—describes patient safety in a two-fold way as,
“the absence of the potential for…healthcare-associated
injury to patients created by avoiding medical errors” and
“taking action to prevent errors from causing injury.”4 While
somewhat convoluted as a definition, the important point about
the AHRQ’s statement is its inclusion of problems arising from
actions not taken as well as from those mistakenly taken.
Medical errors come in many forms and can result from an
action that does not proceed as intended as often as an action
taken incorrectly; there may be both errors of omission and
commission.

The National Patient Safety Foundation further asserts
that “errors may be made by any member of the health care
team in any health care setting.”9 Similar to the etiology of
other major public health problems, the sources of medical
errors are numerous. They range from prescribing errors to
poor surgical technique. Errors occur in diagnosis and missed
diagnoses, in therapeutics and failed execution of intended
treatment or even failure to treat in a timely manner, as well
as “near misses.”10 Critical error incidents, defined by the
American Society for Health Care Risk Management as
“unexpected or unanticipated events or circumstances not
consistent with the routine care of a particular patient, which
could have, or did lead to, an unintended or unnecessary harm
to a person, or a complaint, loss or damage,”11 are so broadly
defined as to make them a challenge to measure or as the
subject of research. On the other hand, it is important to note
that non-preventable adverse events, often referred to as
medical complications, lie outside the AHRQ, IOM, and
Risk Management Society’s definitions, lacking, as they do, a
component of provider awareness that a wrong has occurred.
Although many, if not most, treatments are accompanied by
the potential for complications, medical errors involve an
element of unnecessary harm or potentially avoidable wrong
judgment.

Although many medical errors are committed, almost
always unintentionally, by individual health care providers
every day, the root cause of most errors is not individual
negligence. Rather, errors result from organizational-level
deficiencies “caused by faulty systems, processes, and conditions
that lead people to make mistakes or fail to prevent them.”8

While some level of error can be expected in any large scale

organization, even individual medical errors usually stem
from systematic factors such as over-reliance on human
memory, unrealistic demands on human vigilance, or failure
of communication.10 Transitions from one venue or provider to
another are frequently implicated in the occurrence of error.12

Providers who lack appropriate knowledge, are fatigued, or are
over-burdened are other common sources of adverse medical
events.13 Given the multiple systems that can go awry, it is not
surprising that almost one-half the American public (42%)14

has been touched by medical error, either personally or through
friends and family. Indeed, more than one-third of all physicians
have been involved in an error, half of these serious.14

Addressing Medical Errors

Given that errors are, and will undoubtedly remain, an
inevitable part of medical care, how can we best address them?
How can we also address those “near misses,” the errors that
patients never recognize that occur nevertheless? Although
physicians are ethically required to report errors as a part of
their commitment to act solely in the patient’s interest, to tell
the truth and to respect the patient as a person,15,16 a grey area
remains about whether reporting is obligatory only to existing
state and federal agencies or to patients as well. As early as
1957 the American Medical Association (AMA) “enjoined”
physicians to report errors, but their statement was ambiguous
and ultimately left reporting to physicians’ discretion.15 The
Ethics Manual of the American College of Physicians concurs
with the AMA’s sentiment, stating that disclosing errors to
patients is respectful of patients and particularly respectful of
patient autonomy.15 The Patient Safety and Quality Improvement
Act (PSQIA) of 2005 went several steps further and established
a confidential—although voluntary—system for providers to
report adverse medical events. Their intention was a dual one:
to share data and to remove the fear of litigation.

While the PSQIA ruling does not mandate reporting of
errors to patients themselves, but rather to patient safety
organizations,17,18 it nonetheless established a precedent for
reporting adverse events that occur in a care setting. It is
increasingly clear that reporting errors to state and federal
agencies and/or professional organizations is a practice that
not only should be encouraged, but one for which practitioners
need legal protection. In 2006, then Senators Hillary Clinton
and Barack Obama cosponsored federal legislation to make
disclosure of mistakes, and apologies for them, inadmissible
as evidence in court.19 While reporting of errors directly to
patients is not yet mandatory, the Joint Commission does
require that unanticipated outcomes be disclosed to patients
as part of the hospital accreditation process.17 Hospitals
found to be out of compliance, as discovered through a survey
process or complaints filed with the Joint Commission, can
jeopardize their accreditation status. However, the Joint
Commission does not have the authority to impose sanctions
such as fines, penalties, or closure, but instead leaves the
imposition of such penalties up to federal, state, or local
authorities.20



142 NC Med J March/April 2009, Volume 70, Number 2

Professionals and health care organizations are often
resistant to mandatory reporting of errors. As we discuss
below, however, this practice can be beneficial for practitioners,
organizations, and patients. Undoubtedly the perceived benefits
of disclosure are the reason why a number of prestigious
medical schools including Johns Hopkins, Harvard, Michigan,
Stanford, and University of Illinois at Chicago and hospitals,
including Kaiser and Minneapolis Children’s, have made
efforts to bring to light and document errors that have
occurred in their hospitals. As Rowe states, “Hiding errors
denies to the practice of medicine and, ultimately, to all
patients, the opportunity to turn errors into learning that
could prevent future errors.”15 While prevention of future
errors and improvements in the quality of medical care are
central to the reporting argument, the relatively new federal
policy that forbids Medicare reimbursement for procedures
necessitated by the need to repair medical problems resulting
from error, bolsters this idea with sanctions.21 The heart of the
transparency campaign, however, for patient safety pioneers
such as Donald Berwick and Atul Gawande is the delivery of
patient-centered care, with its mandate to physicians to
provide care that is respectful of and responsive to individual
patient preferences, needs, and values, and that ensures
patient values guide all clinical decisions.22,23 The patient-
physician relationship is also at stake; concealing errors
significantly diminishes the trust that is central to that
relationship. It remains a researchable question whether it
also fuels lawsuits by indignant patients who discover the
truth.24

Negative consequences of hiding adverse medical events
occur at all levels. What is needed now is for health services
researchers to design and test organizationally feasible, easily
replicable, and reliably disseminated interventions to enhance
transparency or enable greater disclosure. To get the most
from future intervention trials, several earlier steps in patient
advocacy research must happen. We need to examine
systematically not only the circumstances under which errors
are revealed versus concealed, but also to identify what the
subjective versus objective barriers to full disclosure are, as
well as those factors that make disclosure of adverse events
to patients and their families easier.

Disclosure of Medical Errors

From the oft quoted admonition of Hippocrates, “First, do
no harm,” to the more prosaic “Honesty is the best policy,” the
reporting of medical errors could be viewed as a cultural
expectation by our society. Recent studies of Judeo-Christian
traditions of confession, repentance, and forgiveness underlying
medical error disclosure also reflect these cultural expectations.25

Furthermore, it is questionable whether patients can give true
informed consent, required not only for informed medical
decision-making, but also for subsequent medical treatment, if
they are unaware of all that has transpired during their hospital
or nursing home stay. Yet recent studies suggest that only
one in four errors is disclosed.26 Unfortunately, if physicians or

other health care providers do not acknowledge medical
errors, most such errors will remain undiscovered by
patients.27

It is likely that reporting of medical errors to patients can
be beneficial for physicians as well. This is a challenging area
of research, obviously, given that before the benefits of
acknowledging error can be documented physicians must
first be trained to recognize errors that occur and then to
overcome their strongly socialized reluctance to disclose
them. Wu and colleagues suggest that because of their training,
and particularly the implicit cultural expectations and social
norms that constrain physicians’ emotional repertoire, they
often silently bear the burden of medical errors in an attempt
to uphold expectations about the infallibility of doctors.16 As
one physician put it, “We have been trained to feel that if we
were just alert enough, smart enough, and dedicated enough,
we should have been able to overcome whatever impediments
we encountered.”28

To turn what is still most often viewed as a secret badge of
shame worn by an individual into an institutional learning
process will require hospital improvement committees to
openly examine and discuss cases that, until now, have likely
been handled in anything but a transparent manner.24 Besides
providing a teaching opportunity and reinforcing the trust that
is at the heart of the doctor-patient relationship,7 disclosing
errors to patients can be a source of emotional relief, especially
when forgiveness is offered by the patient or family. In fact,
“full disclosure after a medical error reduces the likelihood that
patients will change physicians, improves patient satisfaction,
increases trust in the physician, and results in a more positive
emotional response.”29 Further, some evidence suggests that
disclosure of medical errors may reduce malpractice
claims,30,31 presumably by defusing the anger that often fuels
lawsuits. A humanistic risk management policy30 in which full
disclosure, apology, and fair compensation is offered may
also result in lower litigations costs arising from medical
error.7 After adopting a full disclosure policy, the University of
Michigan reported a significant reduction in both malpractice
claims and legal expenses, as did the VA Medical Center in
Lexington, Kentucky.7

Perhaps the greatest barrier to full disclosure is the fear of
legal repercussions, including medical malpractice suits. To
date, however, we could find no evidence to suggest that full
disclosure increases the risk of negative consequences for
physicians.29 Perhaps this is the case because the vast majority
of patients who suffer from medical errors never file malpractice
claims,32 possibly because they are unaware those errors
occurred. Thus, it remains a researchable question whether, if
disclosure rates were higher, malpractice claims would rise.33

It is evident that many lawyers believe they would, since they
routinely counsel their physician clients against disclosure of
such errors.34,35 Yet some evidence suggests that the reverse
is true, i.e., that when a patient suspects an error has occurred,
nondisclosure actually increases the likelihood of patients
seeking legal advice. There is evidence that many patients who
do file suit do so in an attempt to understand what happened
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to them and to prevent future injury to others.36 While disclosure
may seem counterintuitive to reducing the number of medical
malpractice suits filed, there are lessons to be learned from
the experiences of the VA hospital in Lexington, Kentucky,
mentioned above. This VA Medical Center settled more claims
out of court, won more verdicts in court, and decreased the
amount of money paid out per claim after embracing a full
disclosure and fair settlement policy.7 Their liability payments
after adoption of the policy remained comparable to those of
similar facilities.30 As a result of the success of this policy at
the Lexington VA, a full disclosure policy was adopted across
all hospitals in the VA system.37

Disclosure can have important benefits for patients as well
as providers. While physicians may be hesitant to report errors
to patients, research suggests that patients want to be told
about errors. A review of 17 studies revealed that “patients
prefer detailed disclosure about what happened, why it
happened, the consequences, and strategies for preventing
future errors.”38 Furthermore, if mistakes are not acknowledged
in a timely manner the appearance of a cover-up may lead to
even more negative outcomes. In fact, failure to disclose
an error to a patient can exacerbate families’ suffering and
intensify patients’ anger.39

While there appear to be benefits of disclosure for both
physicians and patients, several barriers other than medical
culture norms affect physicians’ decisions to fully disclose
adverse medical events. First, some physicians believe that by
not providing detailed information, they can protect their
patients from undue anxiety.40 Often they see no useful purpose
being served by full disclosure while simply reducing patients’
confidence in physicians and the medical system. In addition,
physicians often feel that disclosure is time consuming, difficult
to do, erodes patients’ trust, and unfairly targets doctors as
the sole source of what is often an institutional mistake.40 For
example, what appears to be a prescribing error may instead
be a medication labeling or shelving problem.8 While it is hard
to make a case for disclosure not being time consuming, for the
most part the other barriers have not been documented as
occurring more frequently when medical error reporting increases.

In the case of those physicians who do want to fully disclose
an error, most have little or no experience having this type of
conversation with their patients. Because of a lack of training
in medical error disclosure, many well-intended opportunities
for these conversations may be missed.41 What is needed is to
include disclosure as a standard part of every medical student’s
training. We should be teaching physicians how to provide a
detailed explanation in a truthful and compassionate manner,
how to include a sincere apology following the disclosure, and
also how to provide assurances that steps will be taken so that
the error does not occur again, to them or to anyone else.42

Pragmatically our emphasis on the importance of disclosure
and methods for teaching physicians how to be forthright
with patients and their families when errors occur, as well as
our support for state “apology laws” to protect physicians who
admit mistakes and try to make amends, might suggest that we
believe our present health care system probably can’t eliminate

most risks, and hence errors. In addition, when faced with a
public health problem of the magnitude of preventable medical
errors, transparency about errors’ occurrence and forthrightness
about the impossibility of eliminating them completely would
seem to be called for. Moreover, medical school mentors and
role models could attempt to reframe providers’ views of risk
to teach trainees that “mistakes happen” and that, when they
do, it is beneficial for them to occur in an institutional climate
of transparency where “patient safety is not about blaming
doctors but finding ways to build safety into the larger
system.”43 A first step in initiating changes such as these is for
practitioners and patients to join together often as equal
members of patient and family hospital advisory boards to
improve patterns of communication.44 In this way, if there are
error-prone physicians whose negligence should be spotlighted,
a more transparent reporting environment is likely to highlight
or underscore such cases.

Apologies for Medical Errors

While disclosure is the communication of the facts, regret
or apology is an expression of remorse for those facts. These
two actions do not always go hand in hand.45 As stated earlier,
we believe it is an ethical obligation for physicians to disclose
errors to patients. The elements a disclosure should include,
however, are often left to the discretion of the individual
physician. While the Joint Commission and some states
require disclosure, the evidence base for how such disclosure
conversations should proceed is lacking. In 2004, the
National Quality Forum recommended that physicians and
other providers offer expressions of regret to patients at the
time an error is disclosed.36

A lack of consensus among providers exists not only about
whether to apologize following an error but also about how to
apologize. This dissension makes it more likely that patients’
expectations vis-à-vis disclosure (i.e., that they have a right to
be told when an error occurs, receive an apology, and receive
assurances that steps are being taken to prevent similar
events in the future)29 are not being met.46 Resistance to and
misconceptions about apologies is very similar to resistance
and misconceptions about full disclosure. Perhaps the most
notable source of physicians’ hesitation is fear of litigation, as
discussed earlier, even though most patients injured through
medical negligence do not seek to take legal action.45 Further,
it seems equally possible that patients will sue less often if
physicians apologize for errors and take responsibility for
them.36 It may even be the case that a failure to offer an apology
leads more often to litigation, rather than the opposite.

Another common argument against the use of full disclosure
and apology is the belief that it holds limited value. Yet the
increasing number of medical institutions that have instituted
disclosure and apology policies raises questions about the
empirical validity of such a belief. Beyond the possible financial
and institutional benefits, apologies hold perhaps their greatest
appeal on a personal level. The use of apology is often part of
the healing process for both the patient and the physician,
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and its therapeutic value should not be
underestimated.16,48 An apology may remove
or reduce emotion so that the focus can shift
from recrimination toward resolution. An
apology can also restore power to the patient
by demonstrating how changes will be made
to prevent similar errors in the future.49

Apologies also provide assurance of shared
values between provider and patient, an
essential element for continued trust.49 By
accepting responsibility and apologizing, the
physician can begin restoring confidence to
the patient that was probably shaken as a
result of the error and/or any cover-up of it. As
Lazare has put it, to move forward, “the patient
must have confidence that the physician or
facility is committed to correcting the faulty
procedures and avoiding similar offenses.”49

In essence, apologies can reduce the toxicity
of the environment and increase optimism
that solutions are possible, or at least worth
looking for. In this way institutional and
personal energies can be directed toward
finding future common ground rather than
mired in dissecting past mistakes or repeating
debilitating recriminations.

While an apology may seem instinctual,
not all apologies meet the criteria for relieving
the anxiety associated with medical errors. In
fact, if done with insincerity, ambivalence, or
disingenuousness, expressions of regret may
exacerbate, rather than relieve, negative
feelings or tensions.49

Delivering an Apology

Effective disclosure and apologies have
several different elements (see Table 1).
These elements should be implemented only after it has
been definitively determined that an error has occurred. If an
investigation is ongoing, keeping patients and their families
informed of its progress, and eventually its findings, is a must.
When apologizing, do the following:

1) Express empathy.
Empathy should always be expressed, even before the
root cause of the error has been discovered, in an effort
to mitigate any anger that may exist toward the physician
and restore trust in the patient-physician relationship.
Expressing empathy is not the same as admitting fault.

Do say: “I am sorry we did this to you.” Follow up with
“I want to help you understand what happened and
what we are doing to support you and make sure such
a mistake won’t happen (to others) again.”

Do not say: “Mistakes happen” or, even, “I am sorry this
happened to you.”

2) Admit fault.
Once it has been documented that an error has
occurred, the next step is to take ownership of the error
and continue with a full apology to the patient and/or
family members for its occurrence.

3) Explain what happened.
Disclose all the details that led to the error and explain
why it happened. Language should be appropriate
for the patient, and tone and format should be
conversational. This step should include, if possible,
letting patients know how such errors will be prevented
in the future.

Table 1.
Guiding Principles to Effectively Implement Disclosure and
Apology in Practice

The Five “R’s” of Apology48

Recognition Understand the patient’s feelings, your own feelings,
and the basis for these feelings. Recognize when an
apology is in order.

Regret Respond to patients with empathy and acknowledge
their feelings. Tell them you regret what they are going
going through. Remember that an apology does not
imply guilt.

Responsibility Acknowledge responsibility for what happened and
disclose all the details that led to the outcome.

Remedy Make clear to the patient what is being done to remedy
the problem. Discuss what costs or financial reparations
they think would be appropriate.

Remain Focus on providing continuous care for your patient
Engaged after the outcome. By remaining engaged, you reassure

patients that you will be there for them.

The Five “A’s” of Making Amends31

Accurate Truthfully and accurately report to the patient that an
error occurred.

Answers Anticipate a patient’s need for answers about what the
error was and what its clinical implications are.

Accountability Explain how the error occurred. Be accountable to the
patient and family about future actions to prevent
similar errors from occurring.

Apology Apologize to the patient for the error.

Acknowledge Acknowledge the patient’s range of emotions caused
by the error and address any concerns raised.
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