
Akey task in the enhancement of

patient safety involves the ability

to learn from error.1 The cultural

change needed to achieve this requires

staff to report the errors and near misses

they commit or see others commit, and

to use these data appropriately to change

policy and practice. In the UK the

National Patient Safety Agency has been

set up as a body for the collection of

errors so that the lessons—written large

at a national rather than a local level—

can be appreciated more easily. However,

this all depends upon errors being

reported, and considerable research

shows that this is very far from the case

today.

The paper by Lawton and Parker in

this issue of QSHC2 is important in show-

ing what types of errors are likely to be

reported and by whom—which is useful

if we are to bring about change where

reporting is not taking place. It shows

that nurses and, to a lesser extent,

midwives are much more likely to report

incidents than doctors; that reporting is

more common where protocols are in

place and not adhered to; and that

reporting is also more likely to occur

when patients are harmed by the error.

These results begin to show the ways

in which errors are perceived by different

groups. They show the importance of

protocols, which govern nurses far more

than they do doctors, and that near

misses are likely to go unreported, as are

errors which occur when staff have to

improvise outside protocols. This means

that the lack of formal recognition of

these types of errors may therefore fail to

provide the opportunity for the develop-

ment of new guidelines in this less

charted territory. The importance of

using all types of error to bring about

safer care needs emphasising to staff, but

this can only be done in an atmosphere

of trust.

We may be heartened by the finding

that all staff are more likely to report

errors that cause actual harm to patients.

This may be because they see these areas

as the most important to address. How-

ever, it is also true that reporting of such

incidents is much more difficult to avoid

than is the reporting of less serious

errors or near misses. Ironically, it is

probably easier to learn from incidents

which cause only minimal or no harm to

patients, and are therefore less emotion-

ally charged, than from serious events

which may be surrounded by guilt,

anguish, and fear. Staff need to be

encouraged to report incidents which

lead to less serious outcomes, but this

will only happen in a non-punitive

atmosphere that allows innovation and

learning to flourish.
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The best way to improve disclosure of

adverse events (where the term

“adverse event” means injury caused

by the provision of health care rather

than the patient’s illness, whether or not

the event resulted from a clearly identifi-

able error or mistake) to patients and

their families is to create a system for

overseeing disclosure that is an integral

part of a healthcare organisation’s pa-

tient safety programme. Cultural, legal,

regulatory, and financial barriers prevent
clinicians and healthcare organisations
from disclosing adverse events,1–3 despite
the ethical obligations of clinicians and
healthcare organisations to do so.4–7

Applying a systematic continuous qual-
ity improvement model to disclosure of
adverse events like the one proposed by
Liang8 in this issue of QSHC can help to
overcome barriers to disclosure.

Effective disclosure of adverse events
requires commitment to honesty and

openness even when telling the truth

may lead to loss of reputation, legal

liability, or regulatory scrutiny. For clini-

cians the professional responsibilities of

telling the truth and patient advocacy

support disclosure of adverse events.6 7

From an organisational perspective, suc-

cessful disclosure systems require a will-

ingness to put the interests of patients

and families first, and to maintain trans-

parency, honesty, and trust. Patient

safety systems only work when there is

an atmosphere that permits and sup-

ports open exchange of information,

whether it is through reporting systems,

disclosure, or investigation of the root

causes of adverse events.9 Disclosure of

adverse events can enhance patient

safety by reinforcing the values impor-

tant to a culture of safety—honesty,

respect, and transparency.

Disclosure partly depends on whether

other parts of the patient safety system

are working. It cannot occur unless

adverse events are identified in a timely

manner and brought to the attention of

the disclosure programme. Without in-

vestigation of adverse events, it can be

difficult to know what to disclose.

At the heart of an effective disclosure

system are clear policies that provide
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guidance on whether and what to

disclose, who should disclose, and how

disclosure should occur. Determining

whether to disclose is complicated by the

many different types of adverse events

and the differing amounts of harm they

cause. Patients want to be informed of

even minor adverse events,10 but others

argue that patients need to be informed

of adverse events only when these events

result in harm to the patient.11 Liang

suggests that near miss errors should be

disclosed “to provide opportunities for

systems learning that may be important

for potentially serious adverse events”.8

“At the heart of an effective
disclosure system are clear

policies that provide
guidance on whether and

what to disclose, who
should disclose, and how
disclosure should occur.”

Given the practical limits of time and

availability of staff to make disclosures

and the relatively low likelihood that

disclosures of near misses would elicit

information that could not be obtained

through a near miss reporting system, it

makes sense to focus disclosure on

adverse events that cause harm. The

standard of the Joint Commission on

Accreditation of Healthcare Organiza-

tions (JCAHO)—the body that accredits

US hospitals—that went into effect in

June 2001 requires hospitals to encour-

age disclosure of “unanticipated out-

comes” and therefore supports disclo-

sure of events that have actually harmed

patients. When is the harm caused too

trivial to disclose? Has the patient who

received the wrong medication but only

had a temporary drop in blood pressure

suffered enough harm to have the event

disclosed? Systematising the process of

disclosure will enable clinicians, admin-

istrators, and attorneys responsible for

managing adverse events to build a

consensus about whether disclosure is

necessary.

Determining who should disclose an

adverse event is also controversial and

systems have chosen different ap-

proaches. The system in place at the

Kentucky Veterans Affairs Medical

Center, Lexington13 and the model pro-

posed by Liang8 remove the clinician

from the disclosure process and instead

place responsibility and the process of

disclosure with organisational leaders
and a risk management team. In con-
trast, the University of Pittsburgh-
Presbyterian Medical Center policy
places responsibility for notifying the
patient or family about the adverse event
on the attending physician.14 The
interpretation provided by the JCAHO
standard requires the “responsible li-
censed independent practitioner or his or
her designee [to] clearly explain the out-
come of any treatments or procedures.”12

Deciding who should disclose reflects
the underlying philosophy of the organ-
isation. If safety is seen primarily as an
organisational/systems issue, then the
organisation should bear complete re-
sponsibility for the disclosure process. If
clinicians are seen as primarily responsi-
ble for assuring safety, then it makes
sense for clinicians to take the lead in

disclosing. In reality, responsibility for

patient safety is shared by clinicians and

the organisation/system within which

they work. The best system encourages

involvement of clinicians within an

organisational process that is supportive

of disclosure. Even if primary responsi-

bility rests with a disclosure team,

clinicians should be given the oppor-

tunity to participate in the process of

disclosure. If either clinician disclosure

or organisation led disclosure is the

default policy, the decision as to who

should lead the disclosure process

should be made on a case by case basis

that takes account of the nature of the

adverse event, the relationship between

the patient and the clinician involved,

and the skill of the clinician in effectively

disclosing the adverse event.

Once the decision has been made to

disclose and responsibility for disclosure

has been determined, attention must be

paid to the manner in which disclosure

occurs. Policies and procedures should

incorporate Buckman’s principles for

breaking bad news.15 This approach is

useful in communicating bad news to

patients and can be taught to clinicians

and other participants who need to

improve their communication skills.

Creating a system for managing disclo-

sure of adverse events to patients and/or

family members is critical to improving

patient safety. As organisations struggle

to implement patient safety techniques

and change their culture to one of

openness and honesty, disclosure of ad-

verse events should be seen as an oppor-

tunity for organisations to demonstrate

their commitment to putting the needs of

patients first. There is no single solution

that will work in every organisation, but
those organisations that choose a system-
atic approach are most likely to succeed.
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