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Case Scenario: You are suturing a drain in place but accidently stick yourself with the needle. 

You quickly take your gloves off and wash your hands while your attending finishes suturing the 

tube in place with the same needle you stuck yourself with. What do you reveal to the patient and 

their family? 

  

When to Disclose Errors: It is always in your best interest, the best interest of patients and their 

families, and the best interest of the health system for you to disclose errors to both patients and 

the hospital disclosure systems. This includes errors that resulted in harm, errors that did not result 

in harm, and near-miss errors. Disclosing errors helps to build patient trust and helps to prevent 

future errors from occurring. Disclosure rather than hiding errors has also been associated with 

less risk of litigation. Physicians have an ethical obligation to disclose errors under the principles 

of fidelity (truthfulness and loyalty), beneficence (doing good), and non-maleficence (preventing 

harm). 

 

Overview of Steps to Disclose an Error: 

1. Make sure the patient is stable. 

2. If you are under supervision, notify your superior immediately. 

3. If the patient was harmed or potentially harmed, report the error to a quality assurance team 

or administrative official. 

4. Understand what happened, why it happened, what was done, and the patient’s current 

condition. 

5. Take a deep breath and collect your thoughts prior to entering the patient’s room. 

6. State that there has been an error to the patient, his or her family, or both. 

7. Describe the course of events using non-technical language and without placing blame. 

8. State the nature of the mistake, consequence, and corrective action. 

9. Express personal regret and empathy and offer a sincere personal apology if appropriate. 

10. Elicit questions or concerns and address them. 

11. Make sure the patient knows everything that you are doing to ensure the error does not 

happen again. 

12. Plan the next step and next contact with the patient. 

13. Document what happened, the impact on the patient, treatment provided, patient status, 

what was told about it, to whom and when it was told. 

 

Statements to Avoid: 

 

Do NOT say: “I am sorry this happened to you.” Instead say: “I am sorry I caused you harm.” 

 

Do NOT say: “It was So and So’s fault.”  Instead say: “We are all responsible.” 

 

Do NOT say: “This wouldn’t have happened if…” Instead say: “This was unexpected.” 

 



Key Points about Disclosing Errors: 

- Feel comfortable discussing situations that arise with your colleagues to both share lessons 

and aid in closure. 

- It is more important to ensure the patient feels that you are apologetic for the error than 

simply to apologize. 

- Both trainees and attending physicians should be involved in error disclosure if they occur. 

- It is important to ensure that steps are taken to prevent the mistake for occurring again and 

to inform patients and their families of these measures. 

- Remember that mistakes make us human. It is normal to feel anger, shame, and fear, but 

remember that you are not alone.  

- Avoid succumbing to the second victim phenomenon which may lead to greater burnout 

and depression by sharing the error with a colleague or presenting it at morbidity and 

mortality conference.  
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