
FROM THE AMERICAN ACADEMY OF PEDIATRICSPEDIATRICS Volume  138 , number  6 ,  December 2016 :e 20163215 

Disclosure of Adverse 
Events in Pediatrics
COMMITTEE ON MEDICAL LIABILITY AND RISK MANAGEMENT, COUNCIL ON QUALITY IMPROVEMENT AND PATIENT SAFETY

This document is copyrighted and is property of the American 
Academy of Pediatrics and its Board of Directors. All authors have 
fi led confl ict of interest statements with the American Academy 
of Pediatrics. Any confl icts have been resolved through a process 
approved by the Board of Directors. The American Academy of 
Pediatrics has neither solicited nor accepted any commercial 
involvement in the development of the content of this publication.

Policy statements from the American Academy of Pediatrics benefi t 
from expertise and resources of liaisons and internal (AAP) and 
external reviewers. However, policy statements from the American 
Academy of Pediatrics may not refl ect the views of the liaisons or the 
organizations or government agencies that they represent.

The guidance in this statement does not indicate an exclusive course 
of treatment or serve as a standard of medical care. Variations, taking 
into account individual circumstances, may be appropriate.

All policy statements from the American Academy of Pediatrics 
automatically expire 5 years after publication unless reaffi rmed, 
revised, or retired at or before that time.

DOI: 10.1542/peds.2016-3215

Accepted for publication Sep 26, 2016

PEDIATRICS (ISSN Numbers: Print, 0031-4005; Online, 1098-4275).

Copyright © 2016 by the American Academy of Pediatrics

FINANCIAL DISCLOSURE: The authors have indicated they do not have 
a fi nancial relationship relevant to this article to disclose.

FUNDING: No external funding.

POTENTIAL CONFLICT OF INTEREST: The authors have indicated they 
have no potential confl icts of interest to disclose.

abstractDespite increasing attention to issues of patient safety, preventable adverse 

events (AEs) continue to occur, causing direct and consequential injuries to 

patients, families, and health care providers. Pediatricians generally agree 

that there is an ethical obligation to inform patients and families about 

preventable AEs and medical errors. Nonetheless, barriers, such as fear of 

liability, interfere with disclosure regarding preventable AEs. Changes to 

the legal system, improved communications skills, and carefully developed 

disclosure policies and programs can improve the quality and frequency of 

appropriate AE disclosure communications.

INTRODUCTION

Patient safety has been characterized as 1 of the 6 domains of health care 

quality by the Institute of Medicine (IOM),  1 which attributed 44 000 to 

98 000 inpatient deaths annually to medical errors (MEs) in the United 

States. 2 The American Academy of Pediatrics has called attention to the 

importance of pediatric patient safety since 2001 3 and recommended 

improved identification and reporting of MEs and adverse events (AEs) 

to improve the culture of safety in pediatric care. 4

The IOM defines “patient safety” as the prevention of patient harm 

and freedom from accidental injury in the health care setting. 5 An AE 

occurs when patient harm is caused by medical care. 2 A ME is an act 

of commission or omission that unreasonably increases risk of an 

undesirable patient outcome. AEs may be determined to be preventable 

(when patient harm is related to a ME) or nonpreventable (when patient 

harm occurs in the absence of ME). An ME that causes patient harm 

becomes a preventable AE. An ME that has the potential to cause patient 

harm but does not do so is referred to as a potential AE or near miss. 

These concepts and their relationships are illustrated in  Fig 1.

The magnitude of harm to patients from AEs can be estimated but has not 

been quantified reliably. One investigation reported 12.91 AEs per 1000 

hospital discharges among patients from birth through 15 years of age, 
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with “negligence” identified in 28% of 

events. 6 In a study of 3700 pediatric 

hospitalizations, 1% of patients 

experienced AEs, and 60% of these 

were determined to be preventable. 7 

Among Canadian inpatient pediatric 

AEs, the overall rate was 9.2%, and 

those related to surgery were most 

frequent. 8 Almost half of the AEs in 

this study were determined to be 

preventable. A prospective study 

at 6 pediatric practices found that 

3% of patients had preventable 

adverse drug events. 9 There have 

been wide variations in estimates of 

the incidence of AEs in the pediatric 

inpatient setting and even more 

uncertainty about the rates of MEs 

and AEs in the outpatient setting, 

where most pediatric care occurs.4,  10 

What is clear is that pediatric AEs are 

frequent occurrences, with significant 

patient morbidity and mortality. The 

economic cost of AEs was estimated 

at between $393 and $958 billion in 

2006, at which time these amounts 

were equal to 18% to 45% of total 

US health care spending. 11 Specific 

costs for the subset of cases involving 

children have not been quantified.

AEs not only affect patients and 

their families but also may have 

devastating effects on health care 

providers, who may suffer emotional 

consequences both from preventable 

AEs and from subsequent malpractice 

litigation. 12 Affected clinicians may 

feel guilt, shame, and isolation, and 

these feelings may be exacerbated 

by negative reactions from their 

colleagues. 13  –16 Anticipated or actual 

punitive consequences can add 

additional emotional and financial 

burdens on providers. 17

The concepts of reporting and 

disclosure of AEs should be 

distinguished. “Reporting” refers 

to the exchange of information 

among providers and regulators. 

Reporting systems may be internal 

to health care organizations or may 

be required by licensing boards 

and governmental agencies. These 

systems may be voluntary or 

mandatory, and some organizations 

may use automated AE reporting (eg, 

bar-code systems and computerized 

provider order entry). Although in 

the past, many AE reporting systems 

focused on punitive consequences, 

such an approach has been found to 

deter further reporting. Thus, the 

current trend has been to reward 

the reporting of AEs with positive 

feedback and to use existing reports 

to develop systematic remedies 

to promote a safer patient care 

environment. “Disclosure, ” in 

contrast, is communication directed 

from health care personnel to the 

affected patient and/or family about 

an AE. Disclosure is a description 

of what is known and does not 

include speculation about causation 

or individuals’ motivations or 

assumptions about judgment or fault.

The IOM noted that most MEs are 

attributable to flaws in systems 

rather than individuals and called 

for a “dramatic improvement in 

the reliability and safety” of the 

health care process. 2 For this 

improvement to occur, AEs must 

first be identified and given attention 

to understand their preventable 

causes and to allow for systematic 

safety improvements. Disclosure and 

open communication with patients 

and their families after an AE may 

provide benefit to the patient and 

to the health care provider, reduce 

consequential harms, allow for 

better follow-up, and promote a 

safety culture. Additionally, patients 

and caregivers most often desire 

complete disclosure of AEs and may 

be less likely to pursue litigation 

against their health care providers 

if complete disclosure is done. 18 

Conversely, lack of communication 

may make patients feel worse and 

may erode the sense of trust in their 

caregivers that is key to healing and 

to optimal health care. 18 The health 

care provider’s self-perception and 

self-confidence may deteriorate when 

health care outcomes are poor. 15, 16 

Full and open communication may 

alleviate the provider’s feelings 

of anxiety, disgrace, and guilt. 19 

However, those feelings may also 

persist and may even be an obstacle 

to full disclosure. Pediatric clinicians 

and institutions should be alert to 

the involved provider becoming a 

“second victim” of an ME. 17

ETHICAL CONSIDERATIONS IN 
DISCLOSURE

In addition to the quality-control 

and systems-improvement benefits 

of disclosure, physicians broadly 

acknowledge that disclosure of AEs 

is an ethical obligation. 20  – 23 

Although there is evidence that 

they often do not “practice what 

they preach, ”13,  18,  24  –27 physicians 

and medical trainees, in particular, 

agree that physicians have an 

ethical obligation to their patients to 

disclose preventable AEs. 21,  26 – 28 In an 

anonymous survey among pediatric 

residents and attending pediatricians, 

pediatricians in private practice 

were less likely to report errors than 

other attending pediatricians (72% 

vs 92%; P < .001).25 Most agreed 

that disclosing a serious error would 

be difficult (overall, 88%; attending 

pediatricians, 86%; residents, 96%; 

P = .005). More residents than 

attending pediatricians had received 

education about how to disclose 

errors (57% vs 29%; P < .001).

BARRIERS TO DISCLOSURE

Despite the compelling benefits and 

ethical imperatives for AE disclosure, 

many physicians nevertheless 

continue to have difficulty 

completing the task of informing 

2

 FIGURE 1
AEs and MEs.
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patients and their families about AEs 

and MEs. 13,  21,  25,  29 Several barriers 

can create obstacles to disclosure, 

including perceived legal risks 

and the cautionary advice of legal 

counsel, concerns that disclosure 

might harm patients, a lack of 

confidence in disclosure skills, and 

a fear of embarrassment.14,  25,  30 – 32 

Language and cultural differences 

may also interfere with meaningful 

communication about AEs.14 Among 

these barriers, perceived legal 

risks and legal advice cautioning 

against disclosure may be the most 

significant. 27,  32

LEGAL RISKS ASSOCIATED WITH 
DISCLOSURE AND APOLOGY

Historically, lawyers advised their 

physician-clients not to disclose 

MEs and did so with sound legal 

justification. 33  – 36 In the US legal 

system, previous statements by an 

observer of an event generally are 

not permitted to be introduced in 

court as evidence about that event.37 

In other words, a courtroom witness 

can testify about what he knows 

from his own observation but not 

about what someone else told him 

about the event. This “hearsay rule” 

presumes that bringing a witness 

into the courtroom to discuss what 

he actually knows from firsthand 

experience is more informative and 

more reliable than having someone 

else recount what another observer, 

on some previous occasion, said 

that she had seen. 37 However, the 

law recognizes the possibility that 

a witness might be less likely to 

fully and truthfully describe his 

observations when that witness has 

become the defendant in the lawsuit. 

Moreover, that defendant-witness 

might recant truthful statements 

that he might have previously 

made about the event. Therefore, 

a well-established exception to 

the hearsay rule permits previous, 

self-incriminating statements 

by defendants to be admitted 

into evidence, even though those 

statements are hearsay. 38 This 

“admission of a party-opponent” 

exception has been used by plaintiffs 

in numerous cases to quote a 

defendant-physician’s earlier 

admission of fault to help prove that 

the physician-defendant committed 

malpractice. 36

The concept of “apology” generates 

similar legal concerns but may be 

even more problematic because of 

variations in definition. “Apology” 

is defined by Webster’s Dictionary 

as “a statement that you are 

sorry about something” or “an 

expression of regret for having 

done or said something wrong.” 39 

This definition does not include 

any acknowledgment of fault. 

Alternatively, “apology” may be 

defined as “an admission of error 

or discourtesy accompanied by 

an expression of regret.” This lack 

of clarity in what it means “to 

apologize” can result in plaintiffs 

asserting in court that a physician-

defendant “admitted” to fault, when 

the physician-defendant had no 

intention of admitting fault in the 

course of the apology. 40

Some lawmakers have attempted to 

encourage physician disclosure and 

apology by reducing this legal risk 

through legislative changes to the 

hearsay rule exceptions. 30,  33,  41 

Many state legislatures have 

attempted to encourage disclosures 

and apologies by adopting “apology 

laws, ” intended to encourage 

physician-patient communications 

about AEs by limiting, or even 

completely excluding, plaintiffs’ 

ability to use such communications 

as evidence against the physician in 

later litigation. 30, 41 “Sympathy-only” 

apology laws bar the use of physician 

expressions of sympathy by plaintiffs 

at trial to prove negligence but do 

permit plaintiffs to use physician 

statements that expressly admitted 

fault. 30 On the other hand, “admission 

of fault” apology laws prevent 

plaintiffs from using virtually any 

previous physician disclosures to the 

patient and family, even when the 

physician admitted responsibility 

for an ME or other improper care, to 

prove negligence at trial. 30, *

The effects of these apology laws 

in reducing liability risks remain 

unclear. Nevertheless, there is some 

evidence that they may be effective in 

reducing liability risks. For example, 

in Deitsch v INOVA Health Care 
Services, the plaintiff alleged that the 

defendant cardiologist was negligent 

in failing to personally evaluate a 

tachycardic patient in the emergency 

department. 42 The cardiologist 

subsequently met with the family in 

the ICU and reportedly stated, “I am 

sorry I wasn’t there.” 42 The Circuit 

Court of Virginia prohibited the 

plaintiffs from using this statement at 

trial, declaring that this “expression 

of sympathy and benevolence” was 

precisely the type of communication 

that the Virginia apology law was 

enacted to protect. 42 Similarly, in 

Airasian v Shaak, the Georgia Court 

of Appeals prohibited the plaintiffs 

from using as evidence the defendant 

surgeon’s postoperative statement 

to the patient’s wife that “this [need 

for a second, emergency surgery] was 

my fault.” 43

The Deitsch and Airasian cases 

demonstrate how apology laws 

can protect physician disclosures 

about AEs, thus encouraging other 

physicians to communicate with 

patients and potentially preserving 

physician-patient relationships, 

improving patient and family 

satisfaction, and helping to identify 

systems weaknesses leading to 

AEs. However, some apology laws, 

particularly sympathy-only apology 

laws, may not provide protection and 

reassurance sufficient to encourage 

disclosure. 33,  36 Mastroianni et al 

opined that “sympathy-only” apology 

laws have a fatal structural weakness 

in that they do not protect the key 

*For information on current state apology 

laws, please contact the AAP Division of State 

Government Affairs at 800/433-9016, extension 

7799, or at stgov@aap.org.
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information that patients want 

communicated to them after an AE. 33 

These authors observed that patients 

(and families) want full and clear 

explanations and accountability for 

adverse outcomes. Mere expressions 

of sympathy, in the absence of full 

disclosure and accountability, may 

be unsatisfactory to patients and 

may fail to bring about systems 

improvements that might prevent 

future adverse outcomes. 13

There is evidence that disclosure, 

even in the absence of protective 

apology laws, may reduce liability 

risks and litigation costs. 44,  45 

Nevertheless, some researchers have 

suggested a theoretical risk that 

the sheer volume of patients who 

could be put on notice of MEs by full 

disclosure policies might result in a 

greater volume of lawsuits. 46

FACILITATING BETTER DISCLOSURE

In the event of a preventable AE, the 

pediatrician’s first responsibility is 

to attend to the immediate medical 

needs of the patient. Thereafter, 

improved physician-patient 

communication may contribute 

to enhanced patient satisfaction, 

better ongoing medical care for the 

patient, and prevention of future 

AEs. Moreover, full disclosure about 

such events is ethically indicated. 

Therefore, pediatricians should 

endeavor to provide appropriate 

disclosure when their patients 

experience preventable AEs. 

Pediatricians can help facilitate 

such disclosures in at least 2 ways: 

developing and implementing 

disclosure policies and procedures 

for their own practices, and 

supporting public policies that 

facilitate disclosure.

Unfortunately, preventable AEs 

are often the result of a cascade of 

errors rather than a single mistake. 47 

Gaining a clear understanding of 

whether an ME occurred, how it 

occurred, and whether and how 

it affected a patient may be a 

difficult and complex process. Hasty 

confessions have the potential 

to generate legally admissible 

admissions of fault, even if the 

confession later turns out to have 

been erroneous. To reduce the 

risks of inaccurate or premature 

admissions of fault, practices and 

hospitals may choose to establish 

disclosure policies that govern how 

preventable AEs are investigated 

and how the findings of such 

investigations are communicated to 

patients and families.

Pediatricians can prepare for future 

AEs by developing disclosure policies 

and procedures. Disclosure plans 

will help pediatricians determine in 

advance what types of information 

that they will communicate with 

patients and families when AEs 

occur. Pediatricians can be ready 

to appropriately express their 

sympathy about adverse outcomes 

and to declare their willingness and 

intention to investigate the cause(s) 

of the AE, to take measures (when 

appropriate) to prevent similar 

events in the future, and to provide 

ongoing necessary medical care and 

support to the affected patient and 

family. Pediatricians can also be 

prepared to take appropriate steps to 

protect themselves from unnecessary 

and inappropriate medical liability, 

by having a plan in place to notify 

medical malpractice insurance 

carriers and to consult with legal 

counsel.

EDUCATION ON DISCLOSURE OF 
PREVENTABLE AES

Education regarding practical 

disclosure skills and patient safety 

can be valuable to pediatric trainees 

and clinicians at all levels of 

experience. Simulation technology 

has been successfully used as one 

technique to assist in this learning. 48 

Several other approaches to resident 

patient safety curricula have been 

reported. 49

CONCLUSIONS

There is little doubt that patients, 

families, and physicians are better 

served when full and honest 

communications can take place 

after AEs. The American Academy of 

Pediatrics and its members can help 

to promote such communications 

by becoming informed about, and 

encouraging, state apology laws and 

other public policies that support 

disclosure.

RECOMMENDATIONS

1. Pediatric health care providers 

and institutions should develop 

and implement their own policies 

and procedures for identifying 

and disclosing AEs to patients 

and families in an honest and 

empathetic manner as part of 

a nonpunitive culture of ME 

reporting.

2. Pediatric institutions and 

practices should develop policies 

and procedures to provide 

emotional support for clinicians 

involved in AEs.

3. Pediatric medical educators 

should develop and implement 

educational programs regarding 

identification and prevention 

of MEs and communication 

about AEs with patients and 

their families as part of a 

comprehensive patient safety 

curriculum.

4. Additional research is needed 

on the consequences of various 

approaches to disclosure as 

well as of the effectiveness of 

disclosure education.

5. State legislators and other 

governmental and regulatory 

bodies are encouraged to continue 

developing apology laws and other 

mechanisms to reduce liability 

risks associated with disclosure.

LEAD AUTHORS

William M. McDonnell, MD, JD, FAAP

Daniel R. Neuspiel, MD, MPH, FAAP

4

Downloaded from http://publications.aap.org/pediatrics/article-pdf/138/6/e20163215/912144/peds_20163215.pdf
by guest
on 17 August 2022



PEDIATRICS Volume  138 , number  6 ,  December 2016 

COMMITTEE ON MEDICAL LIABILITY AND 
RISK MANAGEMENT, 2015–2016

William M. McDonnell, MD, JD, FAAP, Chairperson

Robin L. Altman, MD, FAAP

Steven A. Bondi, JD, MD, FAAP

Jon Mark Fanaroff, MD, JD, FAAP

Sandeep K. Narang, MD, JD, FAAP

Richard L. Oken, MD, FAAP

John W. Rusher, MD, JD, FAAP

Karen A. Santucci, MD, FAAP

James P. Scibilia, MD, FAAP

Susan M. Scott, MD, JD, FAAP

STAFF

Julie Kersten Ake

COUNCIL ON QUALITY IMPROVEMENT AND 
PATIENT SAFETY, 2014–2015

Wayne H. Franklin, MD, MPH, MMM, FAAP, 

Chairperson

Terry Adirim, MD, MPH, FAAP

David Gordon Bundy, MD, MPH, FAAP

Laura Elizabeth Ferguson, MD, FAAP

Sean Patrick Gleeson, MD, MBA, FAAP

Michael Leu, MD, MS, MHS, FAAP

Brigitta U. Mueller, MD, MHCM, FAAP

Daniel Robert Neuspiel, MD, MPH, FAAP

Michael Lawrence Rinke, MD, PhD, FAAP

Richard N. Shiffman, MD, MCIS, FAAP

Joel Sanford Tieder, MD, MPH, FAAP

STAFF

Lisa Krams, MS

ABBREVIATIONS

AE:  adverse event

IOM:  Institute of Medicine

ME:  medical error

REFERENCES

  1.  Institute of Medicine, Committee on 

Quality of Health Care in America. 

Crossing the Quality Chasm: A New 

Health System for the 21st Century. 

Washington, DC: National Academy 

Press; 2001

  2.  Kohn LT, Corrigan JM, Donaldson 

MS, eds. To Err Is Human: Building a 

Safer Health System. Washington, DC: 

National Academy Press; 2000

  3.  Lannon CM, Coven BJ, Lane France F, 

et al; National Initiative for Children’s 

Health Care Quality Project Advisory 

Committee. Principles of patient 

safety in pediatrics. Pediatrics. 

2001;107(6):1473–1475

  4.  Miller MR, Takata G, Stucky ER, 

Neuspiel DR; Steering Committee on 

Quality Improvement and Management 

and Committee on Hospital Care. 

Policy statement—principles of 

pediatric patient safety: reducing 

harm due to medical care. Pediatrics. 

2011;127(6):1199–1210

  5.  Aspden P, Corrigan J, Wolcott J, et al, 

eds; Institute of Medicine, Committee 

on Data Standards for Patient Safety. 

Patient Safety: Achieving a New 

Standard for Care. Washington, DC: 

National Academies Press; 2004

  6.  Leape LL, Brennan TA, Laird N, et al. 

The nature of adverse events in 

hospitalized patients. Results of the 

Harvard Medical Practice Study II. N 

Engl J Med. 1991;324(6):377–384

  7.  Woods D, Thomas E, Holl J, Altman 

S, Brennan T. Adverse events and 

preventable adverse events in children. 

Pediatrics. 2005;115(1):155–160

  8.  Matlow AG, Baker GR, Flintoft V, et al. 

Adverse events among children 

in Canadian hospitals: the Canadian 

Paediatric Adverse Events Study. CMAJ. 

2012;184(13):E709–E718

  9.  Kaushal R, Goldmann DA, Keohane 

CA, et al. Adverse drug events in 

pediatric outpatients. Ambul Pediatr. 

2007;7(5):383–389

  10.  Neuspiel DR, Stubbs EH. Patient safety 

in ambulatory care. Pediatr Clin North 

Am. 2012;59(6):1341–1354

  11.  Goodman JC, Villarreal P, Jones B. The 

social cost of adverse medical events, 

and what we can do about it. Health Aff 

(Millwood). 2011;30(4):590–595

  12.  Wu AW. Medical error: the second 

victim. The doctor who makes 

the mistake needs help too. BMJ. 

2000;320(7237):726–727

  13.  Gallagher TH, Waterman AD, Ebers AG, 

Fraser VJ, Levinson W. Patients’ and 

physicians’ attitudes regarding the 

disclosure of medical errors. JAMA. 

2003;289(8):1001–1007

  14.  Berlinger N, Wu AW. Subtracting insult 

from injury: addressing cultural 

expectations in the disclosure 

of medical error. J Med Ethics. 

2005;31(2):106–108

  15.  Abd Elwahab S, Doherty E. What about 

doctors? The impact of medical errors. 

Surgeon. 2014;12(6):297–300

  16.  Waterman AD, Garbutt J, Hazel E, et al. 

The emotional impact of medical 

errors on practicing physicians in the 

United States and Canada. Jt Comm J 

Qual Patient Saf. 2007;33(8):467–476

  17.  Marmon LM, Heiss K. Improving 

surgeon wellness: the second victim 

syndrome and quality of care. Semin 

Pediatr Surg. 2015;24(6):315–318

  18.  Helmchen LA, Richards MR, 

McDonald TB. How does routine 

disclosure of medical error affect 

patients’ propensity to sue and their 

assessment of provider quality? 

Evidence from survey data. Med Care. 

2010;48(11):955–961

  19.  Bell SK, Mann KJ, Truog R, Lantos 

JD. Should we tell parents when 

we’ve made an error? Pediatrics. 

2015;135(1):159–163

  20.  Bernstein M, Brown B. Doctors’ duty 

to disclose error: a deontological or 

Kantian ethical analysis. Can J Neurol 

Sci. 2004;31(2):169–174

  21.  Gallagher TH, Waterman AD, Garbutt 

JM, et al. US and Canadian physicians’ 

attitudes and experiences regarding 

disclosing errors to patients. Arch 

Intern Med. 2006;166(15):1605–1611

  22.  Stokes SL, Wu AW, Pronovost PJ. Ethical 

and practical aspects of disclosing 

adverse events in the emergency 

department. Emerg Med Clin North Am. 

2006;24(3):703–714

  23.  Waite M. To tell the truth: the ethical 

and legal implications of disclosure 

of medical error. Health Law J. 

2005;13:1–33

  24.  Blendon RJ, DesRoches CM, Brodie M, 

et al. Views of practicing physicians 

and the public on medical errors. N 

Engl J Med. 2002;347(24):1933–1940

  25.  Garbutt J, Brownstein DR, Klein EJ, 

et al. Reporting and disclosing medical 

errors: pediatricians’ attitudes and 

behaviors. Arch Pediatr Adolesc Med. 

2007;161(2):179–185

  26.  Cole AP, Block L, Wu AW. On higher 

ground: ethical reasoning and its 

relationship with error disclosure. 

BMJ Qual Saf. 2013;22(7):580–585

  27.  Varjavand N, Bachegowda LS, Gracely E, 

Novack DH. Changes in intern attitudes 

toward medical error and disclosure. 

Med Educ. 2012;46(7):668–677

5

Downloaded from http://publications.aap.org/pediatrics/article-pdf/138/6/e20163215/912144/peds_20163215.pdf
by guest
on 17 August 2022



FROM THE AMERICAN ACADEMY OF PEDIATRICS

  28.  Parker M. A fair dinkum duty of open 

disclosure following medical error. J 

Law Med. 2012;20(1):35–43

  29.  Gallagher TH, Studdert D, Levinson 

W. Disclosing harmful medical 

errors to patients. N Engl J Med. 

2007;356(26):2713–2719

  30.  McDonnell WM, Guenther E. Narrative 

review: do state laws make it easier 

to say “I’m sorry?” Ann Intern Med. 

2008;149(11):811–816

  31.  Gallagher THA. A 62-year-old woman 

with skin cancer who experienced 

wrong-site surgery: review of medical 

error. JAMA. 2009;302(6):669–677

  32.  Lamb RM, Studdert DM, Bohmer RMJ, 

Berwick DM, Brennan TA. Hospital 

disclosure practices: results of a 

national survey. Health Aff (Millwood). 

2003;22(2):73–83

  33.  Mastroianni AC, Mello MM, Sommer 

S, Hardy M, Gallagher TH. The fl aws 

in state “apology” and “disclosure” 

laws dilute their intended impact 

on malpractice suits. Health Aff 

(Millwood). 2010;29(9):1611–1619

  34.  Hyman DA. When and why lawyers 

are the problem. Depaul L Rev. 

2008;57(2):267–280

  35.  Tabler N. Should physicians apologize 

for medical errors? Health Lawyer. 

2007;19:23–30

  36.  Raper SE. No role for apology: remedial 

work and the problem of medical 

injury. Yale J Health Policy Law Ethics. 

2011;11(2):267–330

  37.  Broun KS, Dix GE, Imwinkelried DJ, et al. 

The hearsay rule and its exceptions: 

the hearsay rule. In: Broun KS, Dix GE, 

Imwinkelried DJ, et al, eds. McCormick 

on Evidence. 7th ed. Eagan, MN: 

Thomson Reuters; 2013:175–257

  38.  Broun KS, Dix GE, Imwinkelried DJ, et al. 

The hearsay rule and its exceptions: 

admissions of a party-opponent. In: 

Broun KS, Dix GE, Imwinkelried DJ, 

et al, eds. McCormick on Evidence. 

7th ed. Eagan, MN: Thomson Reuters; 

2013:259–350

  39.  Merriam-Webster Dictionary. Available 

at: www. merriam- webster. com/ 

dictionary/ apology. Accessed May 24, 

2016

  40.  Johnson v Randall Smith, 989 NE2d 35 

(Ohio 2013)

  41.  Clinton HR, Obama B. Making patient 

safety the centerpiece of medical 

liability reform. N Engl J Med. 

2006;354(21):2205–2208

  42.  Deitsch v INOVA Health Care Services, 

2005 WL 4876742, No. 223119 (Va Cir Ct 

2005)

  43.  Airasian v Shaak, 289 Ga App 540, 657 

S.E.2d 600 (2008)

  44.  Kachalia A, Kaufman SR, Boothman R, 

et al. Liability claims and costs 

before and after implementation 

of a medical error disclosure 

program. Ann Intern Med. 

2010;153(4):213–221

  45.  Wu AW, Huang IC, Stokes S, Pronovost 

PJ. Disclosing medical errors to 

patients: it’s not what you say, it’s 

what they hear. J Gen Intern Med. 

2009;24(9):1012–1017

  46.  Studdert DM, Mello MM, Gawande 

AA, Brennan TA, Wang YC. Disclosure 

of medical injury to patients: an 

improbable risk management 

strategy. Health Aff (Millwood). 

2007;26(1):215–226

  47.  Reason J. Human error: 

models and management. BMJ. 

2000;320(7237):768–770

  48.  Matos FM, Raemer DB. Mixed-realism 

simulation of adverse event disclosure: 

an educational methodology and 

assessment instrument. Simul Healthc. 

2013;8(2):84–90

  49.  Neuspiel DR, Hyman D, Lane M. 

Quality improvement and patient 

safety in the pediatric ambulatory 

setting: current knowledge 

and implications for residency 

training. Pediatr Clin North Am. 

2009;56(4):935–951

6

Downloaded from http://publications.aap.org/pediatrics/article-pdf/138/6/e20163215/912144/peds_20163215.pdf
by guest
on 17 August 2022


