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CLINICAL REVIEW

Should We Disclose Harmful Medical Errors to
Patients? If So, How?
Thomas H. Gallagher, MD, and Mary Hardy Lucas, RN, MA

Abstract
• Objective: To assess the strength of the evidence 

for disclosing errors to patients, focusing on patients’
and physicians’ attitudes toward disclosure and dis-
closure’s effect on malpractice claims, and to present
practical suggestions for disclosing medical errors.

• Methods: Review of the literature.
• Results: A gap exists between patients’ preferences

for disclosure and current clinical practice. Patients
have consistently expressed a desire to be told about
harmful medical errors, and want to know why the
error happened, how recurrences will be prevented,
and to receive an apology. However, current data sug-
gests that as few as 30% of harmful errors are dis-
closed to patients. Physicians support the general
principle of disclosure, but hesitate to share the infor-
mation patients want about errors. Physicians identify
fear of liability as one important barrier to error disclo-
sure and experience significant emotional distress
after a harmful medical error. Limited data suggests
that some institutions have adopted policies of more
open disclosure without adverse malpractice conse-
quences.The current disclosure literature contains
important but unanswered questions, such as how
patients’ preferences for disclosure vary along cultural
and other dimensions, and whether recommended
disclosure strategies improve patient trust and the like-
lihood of lawsuits. In the absence of definitive evidence
about the outcomes of disclosure, practical sugges-
tions for talking with patients about errors can be
derived from the literature on doctor-patient communi-
cation, breaking bad news, and conflict resolution.

• Conclusion: Patients want to be told about harmful
errors in their care, but at present such disclosure is
uncommon. Closing gaps in the existing disclosure lit-
erature could help clinicians communicate more effec-
tively with patients following harmful medical errors.

Physicians face a dilemma when deciding whether and
how to disclose harmful medical errors to patients.
Patients have overwhelmingly indicated a desire to be

told when an error occurs in their care [1–5]. Disclosure of
errors to patients has long been endorsed by professional
organizations and bioethicists because it respects patient
autonomy, enhances informed decision making, and up-
holds the physician’s duty to tell the truth [6–11]. The last 
5 years have seen a significant increase in calls to disclose
errors to patients. This renewed focus on disclosure stems in
part from the patient safety movement’s emphasis on open
communication following errors. In addition, disclosure of
certain errors to patients is now required by hospital accred-
itation standards and some state laws. In 2001, the Joint
Commission for the Accreditation of Healthcare Organiza-
tions adopted a standard stating that patients should be told
about unanticipated outcome in their care [12,13]. In re-
sponse, 80% of hospitals have adopted or are in the process
of developing disclosure policies [14]. Pennsylvania, Florida,
Minnesota, and Texas are among the states that have enact-
ed laws requiring that patients be notified about unantici-
pated outcomes in their care [15]. 

While physicians endorse the principle of disclosing
medical errors to patients, evidence indicates that such dis-
closure may be uncommon. Two recent national surveys
highlight just how large this gap between principle and prac-
tice is and suggest that physicians may be disclosing as few
as 30% of harmful errors to patients [1,16]. Even when physi-
cians talk about errors with patients, other studies have
found that physicians often avoid explicitly saying that an
error occurred or apologizing, fearing such statements could
be used as an admission of liability [2]. Multiple barriers pre-
vent physicians from discussing errors with patients in addi-
tion to fear of legal liability, such as emotional distress fol-
lowing errors and lack of training in error disclosure
[2,17–20]. In addition, physicians may be skeptical that dis-
closure will actually have the beneficial effects that advo-
cates claim it will, such as increasing patient trust and de-
creasing the likelihood of litigation. 

What does the evidence show about whether and how
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physicians should disclose harmful medical errors to pa-
tients? Do patients really desire disclosure, and if so, what
information do they want to be told? Is there a gap between
calls for disclosure and current clinical practice? What do we
know about the impact of disclosure on important outcomes
such as the likelihood of patients filing a malpractice claim?
This article critically assesses the literature to gauge the
strength of the evidence for error disclosure, focusing on
patients’ and physicians’ attitudes toward disclosure and dis-
closure’s effect on malpractice risk. We identify methodolog-
ic limitations of existing studies and gaps in what is known
about error disclosure. We also discuss practical recommen-
dations about how to disclose a medical error, including what
words physicians should use and whether to apologize.

Patients’ Preferences for Error Disclosure
Over the past 12 years, 7 studies have assessed patients’ pref-
erences for error disclosure and have found patients want to be
told about virtually all medical errors in their care. Three sur-
veys asked specifically about whether patients would want to
know about an error. Recently, Mazor and colleagues surveyed
990 members of a New England health plan. Nearly all (99%)
wanted to be told of an error that resulted in any degree of
harm as soon as it was discovered [4]. The majority of patients
report that they would even want to know about near misses
in their care (ie, errors that could have caused harm but did not
by chance or timely intervention). In the 2 surveys that have
asked this question, between 88% and 92% of patients report
wanting to be told about a near miss. [3,5].

Two studies investigated not only whether patients want
to know about an error but also what information they want
during the disclosure process. Despite using different meth-
odologies, these studies reached similar conclusions regard-
ing what patients want to know about medical errors. In the
survey study by Mazor mentioned above, patients not only
wanted the error disclosed, but 99% also wanted informa-
tion about how recurrences would be prevented, 88% want-
ed an apology, and 80% thought fees for care related to the
error should be waived and compensation offered if actual
harm resulted [4].

In a second study, Gallagher and colleagues conducted
focus groups about medical errors with 52 patients in the 
St. Louis area [2]. These patients all wanted to be told about
harmful medical errors and were particularly interested in
the details of why and how the error happened. In addition,
these patients valued knowing how recurrences would be
prevented, information that conveyed a lesson had been
learned from the error. Patients also wanted an apology and
information about how the consequences of the error would
be mitigated through compensation, waiver of fees, and ad-
ditional treatment. Other studies have also found that some
patients want error disclosure conversations to include an

offer to refer the patient to another provider, especially if the
error was serious [5,21]. 

Some patients in the above studies had not actually per-
sonally experienced an error. However, one study has exam-
ined the attitudes of patients who believed an error had oc-
curred in their care. Vincent and colleagues conducted a
series of interviews and surveys with 101 patients in the
United Kingdom who believed that their “surgical treatment
had fallen below the acceptable standard” [22]. This study
revealed that how physicians communicate with patients
following such an event can impact patients’ emotional
health. Patients who perceived explanations of their care as
lacking information, unsympathetic, or inaccurate had a
higher level of disturbing memories and poorer adjustment
up to 1 year after their surgery.

While aspects of the literature on patients’ attitudes toward
error disclosure are quite robust, important gaps remain.
Patients outside the acute care setting have clearly and consis-
tently expressed their desire to have harmful errors disclosed
to them, but it is not known whether such preferences would
change if patients became acutely ill. The emotional stress and
physiologic effects of acute illness may affect patient’s desire
to know about an error, particularly the timing of the discus-
sion and level of detail provided. Only one of these studies
interviewed patients who were acutely ill [3], and none of
these studies interviewed hospitalized patients. Many of these
studies also have methodologic limitations that may affect
their generalizability, such as small sample size [3,5,22], sam-
ples from a single geographic area [2,4], or convenience sam-
ples [3,5]. Two of the 8 studies were conducted in European
countries, where differences in physician-patient relationships
may affect the information patients expect to receive from
their physicians [21,22]. Furthermore, no studies have specifi-
cally investigated cultural differences in attitudes toward error
disclosure. Previous research on the delivery of bad news has
demonstrated that some cultures believe difficult information
about prognosis or diagnosis should be shared with the fami-
ly, not the ill patient [23]. It is not known whether similar cul-
tural variations exist regarding the disclosure of medical
errors to patients. 

Physicians’ Attitudes Regarding Error Disclosure
Six studies in the past 16 years have examined physicians’
attitudes and practices regarding error disclosure. These
studies demonstrate not only a gap between patients’ expec-
tations for disclosure and the frequency with which physi-
cians actually disclose, but also between physicians’ support
for the principle of disclosure and their actual practice of dis-
closing errors to patients. 

Only 2 studies have specifically investigated whether phy-
sicians have disclosed actual mistakes. In one of these surveys,
114 internal medicine residents at 3 academic medical centers
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identified their most significant medical mistake in the past
year. Only 27 (24%) of those residents reported that they had
discussed the mistake with the patient or family [24]. In a sec-
ond study, a survey of 540 intensive care unit physicians from
Western European countries found that only 32% reported
disclosing full information about errors to patients [25]. This
low rate of disclosure is comparable to a recent national sur-
vey in which only 31% of physicians who had experienced an
error in their own health care said the involved health care
workers had disclosed the error to them and apologized [1].

Surveys that assessed disclosure using hypothetical vig-
nettes found somewhat higher rates of disclosure. In a recent
survey of 831 physicians, 90% believed a physician who
missed allergy information resulting in patient’s death
should be required to disclose this error to the family [1]. In
a survey of 106 physicians and medical students at a single
medical center, 95% reported they would tell a patient about
a medical error that led to a longer hospital stay, but only
79% would disclose the error to the family if it caused the
patient’s death [20]. However, in another survey only slight-
ly more than half of physicians said they would disclose a
hypothetical fatal medication error to a patient’s family [19]. 

Even when physicians endorse disclosure in principle,
they often do not disclose in practice, or “underdisclose.” A
survey of intensive care unit physicians highlights this differ-
ence: 70% of physicians thought they should give full details
about an error to a patient or family, but only 32% reported
they actually do so in practice [25]. Another study using focus
groups with physicians further documented the gap between
endorsing the principle of error disclosure and how disclosure
is carried out in actual practice [2]. Physicians in this study
agreed that patients should be told about any error that caus-
es harm, and many thought such disclosure was ethically
imperative. Yet while some physicians said they would al-
ways tell patients about a harmful medical error, many other
physicians reported “choosing their words carefully” when
talking with patients about errors. This careful choice of words
included not explicitly stating that an adverse event had been
caused by a medical error, or failing to tell patients an error’s
magnitude, why the error happened, or how recurrences
would be prevented. In addition, physicians in this study
were often hesitant to apologize for the error, fearing that an
apology could be construed as an admission of liability.

This gap between endorsement of disclosure in theory and
the low rate of disclosure in actual practice suggests that
physicians experience barriers to carrying out disclosure. Four
studies have specifically explored the reasons physicians
would not disclose an error or found disclosure difficult. In all
4 studies, fear of liability was cited by physicians as a signifi-
cant barrier to disclosure [2,17,19,20]. Physicians in 2 of these
studies also worried that disclosing the mistake would cause
the patient and family additional, unnecessary distress [2,20].

Physicians uniformly report emotional distress after a medical
error, including guilt, shame, self-doubt, or anger at them-
selves [2,17,18,24]. In addition, many feared damage to their
reputation or the anger of the patient or family [2,17]. 

While these studies convincingly demonstrate a gap
between physicians’ endorsing the principle of disclosure
and their actual disclosure practices, this literature has im-
portant limitations. All of these studies assessed the frequen-
cy of disclosure through either self-report or response to hy-
pothetical vignettes. Both of these approaches can be affected
by social desirability bias, with physicians reporting disclo-
sure more often than it actually occurs because they believe
that disclosure is the desired response. Many of the studies
also have other significant methodologic limitations, includ-
ing small sample size  [20,24], poor response rates [25], and
use of convenience samples or samples from one geograph-
ic area [2,20]. Ideally, future research would observe and ana-
lyze actual disclosure conversations to understand more
about how physicians disclose errors. However, such an
approach may not be feasible due to medicolegal concerns
about creating permanent records of disclosure conversa-
tions for research purposes.

Effect of Disclosure on Malpractice
Physicians consistently identify fear of liability as a major bar-
rier to error disclosure [2,17,19,20]. Unfortunately, no defini-
tive evidence exists on whether disclosure increases or de-
creases liability exposure. Some worry that making patients
aware of an error may increase the likelihood of a suit being
filed, citing the Harvard Medical Practice study’s findings that
only 3% to 5% of patients injured by negligent care actually
sue [26]. Proponents of disclosure, however, point to research
showing that patients often sue to get more information about
their care or because they perceive a “cover-up” [27]. 

In reviewing the literature on how disclosure affects lia-
bility, 3 types of relevant studies were identified: (1) research
that reviews claims or interviews claimants to understand
their reasons for taking legal action; (2) studies that use hy-
pothetical error vignettes to determine whether disclosure
affects the decision to sue; and (3) retrospective analysis of
the claims experience of health care institutions with pro-
grams supporting open disclosure of errors.

Studies of Claims and Claimants
Research reviewing claims or studying patients who decided
to sue indicates that poor communication and nondisclosure
are influential but not necessarily decisive factors in a patient’s
decision to take legal action. In a study of 227 patients or fam-
ilies pursuing malpractice claims in the United Kingdom, the
decision to take legal action was primarily influenced by the
nature of the original injury and the perception of insensitive
handling of the error or poor communication after the event

www.turner-white.com Vol. 12, No. 5   May 2005   JCOM 255

CLINICAL REVIEW



[28]. While most patients desired a disclosure or apology, only
37% said it would have made a difference in their decision to
pursue legal action. AU.S. study of 127 mothers whose infants
had experienced permanent perinatal injuries or death found
that nondisclosure was influential, but it was not the primary
reason they filed malpractice claims [29]. Twenty-four percent
of women said they sued because the physician was not com-
pletely honest or they perceived a cover-up. However, an
equal or greater number identified needing money for long-
term care or the advice of someone outside the family as the
primary reasons for pursuing a malpractice claim. Even when
physicians feel they are communicating openly about adverse
events, patients may disagree, a mismatch that can also con-
tribute to patients filing malpractice claims. A survey in Wis-
consin found that two thirds of sued physicians believed they
had been open and honest with the patient who sued them,
while only one third of suing patients agreed that the physi-
cian had communicated honestly with them, a belief that
influenced the patients’ decision to sue [30]. 

Studies Using Hypothetical Vignettes
The 3 studies that used hypothetical vignettes to assess the
effect of disclosure on intent to sue have produced mixed
results. A survey of 149 patients in a single clinic found that
patients were more likely to sue if the physician did not
acknowledge the mistake [5]. This study also demonstrated
that the decision to sue is typically multifactorial and pri-
marily influenced by the severity of injury resulting from the
error. Another survey conducted in Germany found that
while severity of harm most strongly predicted whether re-
spondents thought the physicians should face sanctions
(including a lawsuit), the acknowledgment that an error oc-
curred, comprehensive communication about the error, and
an apology all decreased the odds that respondents would
endorse sanctions [21]. 

In Mazor’s study, 990 patients were presented with 8 hy-
pothetical error vignettes in which the type of error, severity
of outcome, and amount of disclosure varied [4]. In this
study, disclosure had a statistically significant effect in reduc-
ing the likelihood of a patient seeking legal advice in only 1
of the 8 scenarios. The severity of the error’s outcome was a
much stronger predictor of the likelihood of respondents
seeking legal advice than was the nature of the disclosure.

Evaluations of Existing Disclosure Programs
Research on the effectiveness of programs that support open
disclosure of errors is sparse. In 1990, the Veterans Affairs
(VA) Medical Center in Lexington, KY, instituted a policy of
notifying the patient or next of kin if malpractice or substan-
tial error was identified that caused significant harm [31].
This policy emphasized expressing the institution’s regret
for the harm experienced and providing assistance in filing

claims for compensation. Although this policy might appear
to maximize the institution’s exposure to malpractice claims,
the Lexington VAMC’s liability payments did not increase
following institution of this policy and remained compara-
ble to other VA facilities. Additional anecdotal evidence is
beginning to accumulate from other health care facilities out-
side the VA, which suggests that enacting more liberal dis-
closure policies does not have negative consequences and
may in fact be beneficial. The University of Michigan Health
System recently reported that since adopting a policy of en-
couraging physicians to disclose errors and apologize, annu-
al attorney fees and legal actions have been reduced by over
50% [32]. Mock jury studies also suggest that juries may
award higher punitive damages in cases where they believe
error disclosure was inadequate [15,33].

Malpractice insurers are also developing new approach-
es to disclosing error. COPIC, a large Colorado malpractice
insurer, provides its member physicians with training and
support in error disclosure. In addition, COPIC actively as-
sists patients who have experienced an unanticipated ad-
verse outcome, including compensation for economic losses.
Since December 2001, 453 qualifying incidents have led to
153 patient reimbursements [34]. None of these cases have
proceeded to litigation, and the average cost of cases han-
dled through the program is significantly less than cases in
which a malpractice claim is filed.

Although the above research suggests that disclosure may
have a beneficial effect on the likelihood of litigation, these
studies are far from definitive. The studies of factors that
influenced litigants’ decisions to sue are all retrospective and
susceptible to recall biases. In addition, the studies that have
used vignettes to measure the impact of disclosure on the
likelihood of filing a malpractice claim all suffer from a sub-
tle but potentially important flaw. In these studies, respon-
dents are first told “the truth” about an error and then are pre-
sented with different levels of disclosure. In this setting,
partial disclosure statements may seem especially troubling
to respondents, as such statements stand in stark contrast to
what the respondent knows “really happened.” In reality,
however, patients who have experienced a harmful error
may know little or nothing about the events that took place,
and therefore may be less troubled by disclosure statements
that omniscient observers would know are incomplete. 

Ideally, a randomized trial would be conducted to defin-
itively determine whether full disclosure of errors makes pa-
tients more or less likely to file a malpractice claim. However,
such a trial, which would require assigning patients known
to have suffered a harmful error to a “nondisclosure” arm,
would be ethically unacceptable. The next best alternative
may be studies using historical controls to examine the fre-
quency and outcomes of malpractice claims before and after
the institution of disclosure programs. 
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Finally, while the impact of error disclosure on malprac-
tice is certainly one important outcome, disclosure can also
affect other equally important outcomes, such as preserving
the patient-physician relationship; providing equitable,
prompt compensation and care for those injured by medical
error; enhancing public trust in the medical profession; and
supporting the emotional health of both patients and physi-
cians. Future research on the impact of disclosure should
consider this broad range of outcomes before concluding
whether disclosure has an overall positive or negative effect.

Should Disclosure Include an Apology?
Many physicians also wonder whether error disclosure
should include an apology and whether apologizing height-
ens their legal liability. Error disclosure involves both com-
municating information to patients as well as addressing
their upset emotions following errors. An apology can help
convey empathy to patients and is desired by many patients
in response to an error [35]. Offering an apology to a patient
harmed by a medical error is considered by some to be an
ethical responsibility of medical professionals [36]. Deciding
how to word an apology can be complex, however, and
physicians should be aware that the words “I’m sorry” may
have many different meanings [37]. When a patient is
harmed as a result of a medical error, an apology may be an
expression of regret, such as “I’m sorry this happened.” An
apology of responsibility, by contrast, more explicitly
acknowledges the health care provider’s role in the patient’s
injury: “I’m sorry that I (or we) harmed you by our error.”
No evidence exists regarding whether patients prefer one
type of apology over another. For most patients, the per-
ceived sincerity of the apology is more important than the
actual words used. 

Regardless of whether an apology conveys responsibility
or merely regret, physicians often worry that the words “I’m
sorry” may be interpreted as an admission of liability [35,38].
Some states have adopted “apology laws” that exempt ex-
pressions of regret from being considered an admission of
liability [39]. Physicians should be aware, however, that
most of these laws (with the exception of Colorado) protect
the apology itself but do not protect admissions of liability
made elsewhere in the disclosure [35]. 

While little is know about the impact of apology in error
disclosure, considerable research has examined the effect of an
apology in other personal injury settings. Most of these studies
confirm that apologies have a beneficial impact on the resolu-
tion of personal injury claims. In addition, this research high-
lights how different types of apologies can be more effective in
promoting successful resolution of such cases. For example, in
one study when a full apology (an apology that expresses
regret and accepts responsibility) was offered, 73% of respon-
dents indicated they were likely to accept a settlement offer,
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Table. Practical Suggestions for Disclosing Medical Errors
to Patients

1. Get help. Physicians receive little training in disclosure and do
it infrequently. They may also be dealing with emotional dis-
tress of their own following a harmful medical error. Seek
assistance and advice from a trusted colleague and institu-
tional risk managers in planning the conversation, communi-
cating with the affected patient and family, and debriefing and
evaluating the disclosure process. Many health care organiza-
tions now have policies in place to guide the disclosure of
medical error and may offer just-in-time coaching to prepare
for a potentially difficult communication.

2. Plan the disclosure conversation carefully. A structured
approach to discussing a difficult topic will result in better 
communication. Many of the principles for delivering bad news
or discussing unanticipated outcomes of care may be helpful
in planning the conversation and anticipating the needs of
patients and families affected by medical error. Review what 
is known about the error and what is still being learned. Pay
careful attention to holding the conversation in an appropriate,
private setting. Before the conversation, establish who will 
be present and what their role in the disclosure will be. The
attending physician should usually lead the initial disclosure
conversation. It may be helpful to include other health care
professionals who can share specific information about the
error and how recurrences will be prevented [13].

3. Assess the patient’s knowledge about the error. Some pa-
tients may have witnessed the error, while others may be un-
aware that an error has occurred. Asking the patient what they
already know is a useful starting point for these conversations.

4. Provide basic information about the error. Most patients and
families want to know about an error as soon as it is identified.
Delaying a conversation may be perceived as “circling the wag-
ons” or attempting to cover up the mistake. The initial conversa-
tion should include an objective, jargon-free review of the facts
that are known about the error. If further details will be available
following analysis of the error, assure the affected patient that
this information will be communicated. Do not speculate about
what is not known or attribute blame for the error.

5. Apologize. Offer a sincere expression of sorrow and regret for
the harm the patient experienced. An apology should not be
worded as an attribution or acceptance of blame nor as an
admission of liability until all the facts are known about the error.
Be prepared for a variety of emotional reactions to an apology,
including anger, sadness, or even gratitude and relief [41].

6. Plan follow-up. Explain what is being done to learn more
about how the error happened and how recurrences will be
prevented. Plan for further communication as more information
is available or as the patient or family has more questions.
Designate and provide access to a contact person for further
communication.

7. Offer support and referral as needed. Some patients and
families may wish to seek counseling, social work, or chaplain
support following an error. In many cases, patients want to be
offered referral to another physician for care or a second opinion
following a serious error. This should be arranged as long as it
does not compromise the patient’s care. Although offers of com-
pensation may be premature in an initial conversation, patients
should be reassured that they will not be billed for extra care
needed as a result of the error once the institution has agreed.



while only 52% of those who did not receive an apology were
willing to. Partial apologies (expressions of regret only) had lit-
tle effect on willingness to accept an offer, and actually had a
negative impact when injury was severe or responsibility for
the injury was relatively clear [40]. 

Practical Suggestions for Communicating About
Medical Errors
Research on effective strategies for communicating with pa-
tients about harmful medical errors is in its infancy [41]. In
addition, most physicians have received little training in the
communication skills needed to disclose error to a patient
[42]. In the absence of fully validated, evidence-based rec-
ommendation for disclosure, how should physicians pro-
ceed when deciding whether and how to disclose a harmful
error to a patient? Practical suggestions for disclosing med-
ical errors to patients, derived from the literature on “break-
ing bad news,” conflict resolution, and existing disclosure
guidelines, are presented in the Table [41,43–45]. Most im-
portantly, physicians considering disclosing an error to a pa-
tient should seek help from a trusted colleague and from
their risk manager to ensure that the disclosure conversation
communicates accurate information to the patient in a way
that meets the patient’s needs without inadvertently creating
undue legal liability for the physician.

Conclusions
Few conversations are as challenging for physicians as dis-
closing a harmful error to a patient. The existing evidence
clearly indicates that patients want to be told about harmful
errors in their care and suggests that at present such disclosure
is uncommon. Less is known about the specific disclosure
strategies that best meet patients’ needs, whether these strate-
gies are acceptable to physicians, and what impact these dis-
closure strategies have on important patient outcomes. At pre-
sent, the public is skeptical that they would be told about
harmful errors in their care. The medical profession should
take a leading role in conducting research on best practices in
disclosure, in developing clear guidelines for error disclosure,
and in training its members to communicate effectively and
compassionately with patients in the aftermath of harmful
medical errors. Such actions would be an important step in
restoring public trust in the integrity of the medical profession.
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