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ABSTRACT

The quality of healthcare is an emerging concern worldwide. Despite attempts to min-
imize adverse events and medical errors, health professionals’ disclosure of medical
errors remains a significant challenge. We have previously reported that international
policies and the Canadian Provincial College of Physicians and Surgeons both encour-
age the open disclosure of adverse events and have suggested its integration into
a ‘no-fault’ model. Disclosure policies can provide a framework and guidelines for
appropriate disclosure, leading to more transparent practices. This study aimed to
review, evaluate, and compare individual policies across Canadian provincial and
territorial health regions to provide guidelines for the best possible medical error dis-
closure policy. We evaluated the policies of each health region using the following
five criteria (an apology or expression of regret, support for the patient, avoidance of
blame, support for providers, and avoidance of speculation), which are considered
critical to designing patient-centered guidelines for medical error disclosure. Most
provincial and territorial health regions (7 out of 11) have implemented disclosure
policies that include all evaluated criteria. In Eastern Canada, more than 90% of the dis-
closure policies included an apology, patient support, and avoidance of blame, while
more than 80% included avoiding speculation and providing support for providers.
Similarly, in Western Canada, over 80% of policies contained an apology, patient
support, and avoidance of speculation, while provider support was found in at least
60% of surveyed policies. In Nunavut and the Northwest Territories, all policies con-
tained an apology, patient support, avoidance of speculation, and provider support.
On average, health region disclosure policies included an apology (98%), patient sup-
port (98%), avoidance of speculation (95%), provider support (92%), and avoidance
of blame (90%). Designing best practice error disclosure policy requires integrating
many aspects, including bioethics, physician-patient communication, quality of care,
and team-based care delivery. We suggest that disclosure practice in Canada move
toward a uniform, patient centered approach that addresses errors non-punitively
to encourage medical error disclosure, reduce medical errors, and improve patient
safety.
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INTRODUCTION

The quality of health care is an emerging concern worldwide (Abrampah
et al. 2018). Despite the efforts of healthcare organizations and providers
to improve patient safety and minimize the risk of harm, medical errors
remain inevitable. Medical error has been defined as a problem that arises
during patient management (Hofer et al. 2000). The Institute of Medicine’s
(IOM) report “To Err is Human” described medical errors as a public health
risk (Kohn et al. 2000). The report stresses that preventable medical errors
are common in medical practice, resulting in the deaths of 98,000 people
in United States hospitals annually and costing the nation $17-29 billion
in health care, lost income, and other injury-related expenses (Andel et al.
2012). Medical errors contribute to an increase in morbidity and mortality
of patients and is speculated to be the 3rd leading cause of death in the United
States (Makary and Daniel, 2016), with procedure and drug-related adverse
events being the most common. Self-reported survey data has shown that
95% of physicians have witnessed a medical error, and 61% of health care
professionals believe errors are a routine part of medical practice (Marsa,
2001). The gravity of medical errors lies in their potential to induce adverse
events.

ADVERSE EVENTS AND PATIENT SAFETY

An adverse event in healthcare refers to an unintended or unexpected neg-
ative outcome that occurs during the provision of medical care (Vaismoradi
et al. 2020). Events can range from minor injuries to serious harm or death
and occur due to medical errors, system failures, or other causes. Bates et al.
define an adverse event as “injuries that result from medical management
rather than the underlying disease” (Bates et al. 1997). In any health care pro-
cess, exposure to an adverse event is inevitable (Institute of Medicine, 2001;
Hughs, 2008). In Canada, the rate varies between 5% and 7.5% (Forster et al.
2003; Baker et al. 2004) and the “Health Care in Canada 2004” report states
that about 5.2 million Canadians have experienced a preventable adverse
event either in themselves or in a family member (Gagnon, 2004). Baker et al.
estimated that hospitalized Canadians have a 7.4% chance of experiencing
an adverse event and that 38% of adverse events are preventable (Baker et al.
2004). In 2003, the National Health Service (NHS) declared a “duty of can-
dour” whereby healthcare providers must inform patients of adverse events
that cause harm (Department of Health, 2003). Recognizing and reporting
medical errors are essential for investigating adverse events and identifying
avoidable ones. When an avoidable adverse event is recognized, steps can
be taken to prevent its recurrence. Thus, disclosure of an adverse event is
essential in managing the consequences of medical errors.

Despite various challenges and implications, disclosing medical errors to
patients and their families is an essential component of quality health care
on both ethical and pragmatic grounds (Guillod, 2013; Coffey et al. 2016).
Although studies suggest that disclosing adverse events and discussing details
with patients is uncommon (White and Gallagher, 2013), it has been demon-
strated that patients desire full disclosure of harmful errors but are concerned
that healthcare workers will not do so (Heidari et al. 2018). Honesty and



80 Kalra et al.

openness in disclosing medical mistakes reduce the risk of malpractice liti-
gation and enhances patient trust in the physician by fulfilling a need that
the patient did not expect to be fulfilled (Hébert et al. 2001). When a sit-
uation requiring disclosure arises, physicians realize that disclosure should
take place. However, they face overwhelming hurdles leading to uncertainty
about if and how to disclose errors. A prevailing reluctance to admit medical
errors and disclose them to patients and their families exists in the current
healthcare system, with past research revealing that approximately three out
of four physicians fail to disclose errors to patients (Robbennolt, 2009). This
lack of disclosure is attributed to various barriers encountered by physicians
when attempting to communicate incidents of medical error.

BARRIERS TO MEDICAL ERROR DISCLOSURE

Despite attempts to minimize adverse events and medical errors, the disclo-
sure of medical errors by health professionals remains a significant challenge.
The disclosure of medical error has traditionally been a balance between
an ethical duty to report errors and fear of litigation. The patient’s bill of
rights and medical ethics clearly entitles the patient to full disclosure of any
medical error incurred during their care. In fact, the disclosure of medi-
cal error reduces the risk of malpractice litigation and can restore trust in
the physician-patient relationship. Disclosure policies provide a framework
and guidelines for appropriate disclosure, leading to practices that are more
transparent.

Canada’s current medical error disclosure landscape reflects an increasing
emphasis on transparency, accountability, and patient-centered care. Dis-
closure policies offer a structured framework and set of guidelines for the
proper communication of errors, ultimately contributing to enhanced quality
of care and greater transparency within healthcare practices. Policies guid-
ing the appropriate disclosure of medical errors limit breaches of trust and
safeguard the therapeutic relationship (Edwin, 2009). We have previously
reported the Canadian Provincial College of Physicians and Surgeons policies
encouraging open disclosure of adverse events and have suggested its integra-
tion into a ‘no-fault’ model (Kalra, 2004; Kalra, 2011). The Royal College
of Physicians and Surgeons of Canada has endorsed the disclosure of adverse
events, including medical errors, to all partners including patients (Davies
et al. 2003), but no uniform Canadian guidelines are yet in place. The pur-
pose of this study was to review, evaluate, and compare individual policies
across Canadian provincial and territorial health regions to provide guide-
lines for the best possible medical error disclosure policy. These guidelines
aim to align existing provincial and territorial disclosure policies towards
standardization, promoting the creation of a uniform, non-punitive medical
error disclosure policy.

REVIEW OF DISCLOSURE POLICIES

Medical error disclosure policies were requested and obtained from individ-
ual health authorities in Canadian Provinces and Territories. Quebec was
excluded from the study due to a lack of complete data availability. Requests
for the disclosure policies were through email, telephone, or documents from
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the health authorities’ website. Upon receipt of the disclosure policies, their
contents were evaluated based five criteria identified as critical for any med-
ical error disclosure policy. The criteria we chose to compare within medical
error disclosure policies were: whether an apology was included in the policy,
mention of support for the patient, mention of avoidance of blame, mention
of provider support, and mention of avoidance of speculation.We have taken
the liberty to rank them in order of importance: 1) Expression of regret or
apology, 2) Patient Support, 3) Avoidance of Speculation, 4) Avoidance of
Blame, and 5) Provider Support. This was done to provide the best guidelines
for the development of current and future medical error disclosure policies
based on a patient-centered care approach.

MEDICAL ERROR DISCLOSURE ACROSS CANADA

In Canada, most provincial and territorial health authorities (7 out of 11)
have implemented policies that follow a patient-centered approach tomedical
error disclosure (Table 1). These policies include all the necessary compo-
nents for effective disclosure: 1) an apology or expression of regret, 2) patient
support, 3) avoidance of speculation 4) avoidance of blame, and 5) provider
support. In Central and Eastern Canada, more than 90% of the disclosure
policies included an apology, patient support, and avoidance of blame, while
more than 80% also included avoiding speculation and providing support
for healthcare providers. Similarly, in Western Canada, more than 80% of
policies contained an apology, patient support, and avoidance of specula-
tion, while provider support was found in over 70% of surveyed policies.
In Nunavut and the Northwest Territories, all policies contained an apol-
ogy, patient support, avoidance of speculation, and provider support. Across
Canada, all surveyed policies on average included an apology (98%), patient
support (98%), avoidance of blame (90%), provider support (92%), and
avoidance of speculation (95%) (Figure 1). Overall, each of the key criteria
were included in at least 90% of the policies reviewed across the provinces
and territories in Canada.

Table 1. Average percent of each criteria found in the disclosure policies of the health
regions in Canadian Provinces and Territories.

Apology Patient
Support

Avoidance of
Blame

Patient
Support

Avoidance of
Speculation

Central and Eastern Canada
Ontario 91 91 91 91 82
Nova Scotia 100 100 100 100 100
New Brunswick 100 100 100 100 100
Prince Edward Island 100 100 100 100 100
Newfoundland and Labrador 100 100 100 100 100
Western Canada
British Columbia 86 86 57 86 86
Alberta 100 100 100 100 100
Saskatchewan 100 100 100 100 100
Manitoba 100 100 80 100 80
Nunavut & Territories
Nunavut 100 100 100 100 100
Northwest Territories 100 100 67 100 100
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Figure 1: Comparing the frequency of inclusion criteria in medical error disclosure
policies in canadian provincial and territorial health regions.

CENTRAL AND EASTERN CANADA DISCLOSURE POLICIES

In Central and Eastern Canada, we received policies from the provinces of
Ontario, Nova Scotia, New Brunswick, Prince Edward Island, and New-
foundland and Labrador. In the Province of Ontario, we received policies
from 76% (11/14) of the health regions, also known as Local Health Inte-
grated Networks (LHINs). Of the policies we reviewed, 91% included an
apology, 91% included patient support, 91% included an avoidance of
blame, 82% included provider support, and 82% included avoidance of
speculation. None of the policies were accessible through the health region’s
websites while 91% included documentation of the disclosure. Ontario is cur-
rently undergoing a transition from the previous 14 LHINs, to 50+ health
teams across the province (Crawley, 2019). In the Province of Nova Scotia,
we received policies from 100% (2/2) of the health regions. Of the policies
we reviewed, 100% included an apology, 100% included patient support,
100% included an avoidance of blame, 100% included provider support,
and 100% included avoidance of speculation. The policies were accessible
through the health region’s websites, and 100% included documentation of
the disclosure.

In the Province of New Brunswick, we received policies from 100% (2/2)
of the health regions. Of the policies we reviewed, 100% included an apol-
ogy, 100% included patient support, 100% included an avoidance of blame,
100% included provider support, and 100% included avoidance of specula-
tion. None of the policies were accessible through the health region’s websites
while 100% included documentation of the disclosure. Prince Edward Island
has a single health authority, and upon reviewing their policy, we found
that it covered all five criteria. However, their disclosure policy was not
accessible on the health region’s website. In the Province of Newfoundland
and Labrador, we received policies from 100% (4/4) of the health regions.
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Of the policies we reviewed, 100% included an apology, 100% included
patient support, 100% included an avoidance of blame, 100% included
provider support, and 100% included avoidance of speculation. While 25%
of the policies were accessible through the health region’s websites, 100%
included documentation of the disclosure.

WESTERN CANADA DISCLOSURE POLICIES

In Western Canada, we received policies from the provinces of British
Columbia, Alberta, Saskatchewan, and Manitoba. In the Province of British
Columbia, we received policies from 100% (5/5) of the health regions. Of
the policies we reviewed, 86% included an apology, 86% included patient
support, 57% included an avoidance of blame, 71% included provider sup-
port, and 86% included avoidance of speculation. While 43% of the policies
were accessible through the health region’s websites, 86% included docu-
mentation of the disclosure. The Province of Alberta has a single health
authority and after reviewing their policy, we found that all five criteria were
included in their disclosure policy. Similarly, the Province of Saskatchewan
has a single health authority, and their policy covered all the identified cri-
teria. In the Province of Manitoba, we received policies from 100% (5/5)
of the health regions. Of the policies we reviewed, 100% included an apol-
ogy, 100 % included patient support, 80% included an avoidance of blame,
60% included provider support, and 80% included avoidance of specula-
tion. While 40% of the policies were accessible through the health region’s
websites, 100% included documentation of the disclosure.

NUNAVUT AND TERRITORIES DISCLOSURE POLICIES

From the Territories we received policies from Nunavut, the Northwest Ter-
ritories, and the Yukon. In Nunavut, there is a single health region, we found
that all five criteria were included in their disclosure policy. None of the poli-
cies were accessible through the health region’s websites while 100% included
documentation of the disclosure. In the Northwest Territories, we received
policies from 100% (3/3) of the health regions. Of the policies we reviewed,
100% included an apology, 100% included patient support, 67% included
an avoidance of blame, 100% included provider support, and 100% included
avoidance of speculation. While 67% of the policies were accessible through
the health region’s websites, 100% included documentation of the disclosure.
In Yukon, we received feedback stating that their health sector did not have a
policy regarding the disclosure of medical errors. However, we were directed
to the minimum standards of practices for disclosing harm as a physician
(Yukon Medical Council, 2024).

DISCUSSION

Initiating the disclosure of a medical error with an apology or expression of
regret is crucial, as it establishes a foundation for a better relationship and
serves as a gateway to open and honest discussion. The expression of regret
or an apology to the patient and their family stands out as the most significant
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component of medical error disclosure policies. The Canadian Patient Safety
Institute (CPSI) guidelines indicate that when a patient receives a statement
of apology, it often leads to a restoration of the patient-physician trust (Dis-
closure Working Group, 2011). The second most important component of a
medical error disclosure policy is support for the patient. Following the occur-
rence of a medical error, patients are at their most vulnerable, and offering
support presents an opportunity to strengthen the patient-physician relation-
ship. Patient support is vital because we practice patient- centered care and
medical errors can significantly impact the patient and their families emotion-
ally, financially, and socially (Wu et al. 2013). Physicians and patients should
avoid speculation as it can create unwanted and avoidable strain. Only the
known facts should be disclosed to the patient, and any further questions
can be addressed later once the facts are known. Failure to do so can cre-
ate unwanted emotional distress for patients and their families (Simanowitz,
1985).

Avoiding blame is a crucial aspect of providing support for those involved
in amedical error. Attributing individual blame can lead to potential malprac-
tice litigation, strained patient-physician relationships, and ethical challenges
within the healthcare team (Wu et al. 2009; Kadivar et al. 2017). To address
this concern, many organizations have adopted a non-punitive practice of
reporting medical errors (Rogers et al. 2017). This approach ensures that no
individuals are wrongly blamed, aligning with a non-punitive and no-fault
model. Lastly, providing support for those involved fosters a culture that is
non-punitive and adheres to a no-fault model of care. Unfortunately, health
care providers receive limited support after an adverse event (White et al.
2015). CPSI recommends support for anyone involved in an adverse event or
its disclosure discussion (Vaismoradi et al. 2020), as the lack of support for
healthcare providers can potentially result in similar negative consequences
as the lack of support for patients (Koinis et al. 2015).

CONCLUSION AND RECOMMENDATIONS

A standardized disclosure policy revolving around candid acknowledgment
of medical error using a non-punitive approach is the best way to address
medical error. A set of best practice medical error disclosure guidelines
encourages accurate reporting of medical errors and improves patient safety.
Transparent communication with patients cultivates a comprehensive under-
standing of the intricate landscape of medical error in Canada. Quality
and patient safety initiatives should be a part of the accreditation process.
At the local level, strong leadership supported by organizational commit-
ment to improving provider training is essential in improving medical error
disclosure. A team-based approach to the disclosure process fosters sup-
port and open communication. Subsequently, provider training on medical
error disclosure needs improvement in the Canadian healthcare system and
ideally should be implemented during a physician’s medical education and
professional practice. The provision of training is necessary to avoid the
re-occurrence of a medical error and we encourage facilities to develop disclo-
sure discussion and training workshops for new and current staff to attend.
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Increasing the accessibility of disclosure policies to medical staff and the
public will lead to greater transparency and help to navigate the complex
bioethical considerations involved in the disclosure process. Open and hon-
est disclosure should be the standard of care nationwide, becoming a routine
aspect of patient-centered care. We suggest practice of disclosure in Canada
should transition toward a uniform, patient-centered approach that addresses
errors non-punitively, fostering a culture of learning dedicated to reducing
errors and enhancing patient safety.
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