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D

isclosure of medical errors has been conceptualized as a
sensitive interaction that occurs between the physician
and patient, with most research to date focusing on this dyad.1,2
Yet, health care is a complex enterprise delivered by interprofessional teams, in which nurses share in the culpability for errors
but also potentially play a vital role in promoting effective communication with patients about errors. Disclosure of harmful
medical errors to patients is strongly endorsed by patients and
is advocated by the codes of ethics for all health care professionals and the organizations they work within.3–12 Yet, recent studies indicate that disclosure occurs for only about 30% of
patients who experience a harmful error.13–15 The consequences
of failed disclosure include decreased patient trust and satisfaction, lower patient perceptions of the quality of care,7,8,12,16 and
for professionals, a dissonance between one’s actual clinical
practice and one’s spoken professional values.17
Registered nurses (R.N.s), like other staff, are profoundly
influenced by the organizations in which they are employed.
As employees that account for 35% of the wage and salary
positions in health care organizations nationally,18 nurses have a
contractual obligation to follow the rules and mores of these
organizations. Problems arise, however, when professional
values conflict with formal or informal organizational policies
or practices. The report Keeping Patients Safe: Transforming
the Work Environment of Nurses19 and others have emphasized
the critical importance of the organizational environment
on transparency surrounding medical errors, including
disclosure.20–24
This gap between expectations that errors be disclosed
to patients and current clinical practice may stem partly from
the near-total lack of information about how nurses approach
and experience disclosure. In this study we explored staff
nurses’ perspectives on disclosure of medical errors to patients
and characterized their perceptions of the formal and informal
organizational factors that influence disclosure of medical
errors.
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Article-at-a-Glance
Background: Disclosure of medical errors has been concep-

tualized as occurring primarily in the physician-patient
dyad. Yet, health care is delivered by interprofessional
teams, in which nurses share in the culpability for errors,
and hence, in responsibility for disclosure. This study explored nurses’ perspectives on disclosure of errors to patients
and the organizational factors that influence disclosure.
Methods: Between October 2004 and December 2005, 11
focus groups were conducted with 96 registered nurses
practicing in one of four health care organizations in the
Puget Sound region of Washington State. Focus groups
were analyzed using qualitative content analysis.
Findings: Nurses reported routinely independently disclosing nursing errors that did not involve serious harm, but
felt the attending physician should lead disclosures when
patient harm had occurred or when errors involved the
team. Nurses usually were not involved in the error disclosure discussion among the team to plan for the disclosure
or in the actual disclosure, leading to ethically compromising situations in nurses’ communication with patients and
families. Awareness of existing error disclosure policies was
low. Nonetheless, these nurses felt that hospital policies that
fostered a collaborative process would be helpful. Nurse
managers played a key role in creating a culture of transparency and in being a resource for error disclosures.
Discussion: Nurses conceived of the disclosure process as
a team event occurring in the context of a complex health
care system rather than as a physician-patient conversation.
Nurses felt excluded from these discussions, resulting in
their use of ethically questionable communication strategies. The findings underscore the need for organizations to
adopt a team disclosure process. Health care organizations
that integrate the entire health care team into the disclosure
process will likely improve the quality of error disclosure.
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Table 1. Characteristics of the 11 Focus Groups by Setting*
Setting

No. of R.N. Participants

Focus Group

Type of Nursing Practice

A

31
(Range, 9–12)

1

Perioperative service

2

Medical-surgical services

3

Intensive care service and emergency services

4

Mixed, including day surgery, procedures,
inpatient telemetry, and step-down intensive care

5

Outpatient, including day surgery, home health,
and primary care clinics

6

Mixed, including medical-surgical, intensive care,
and primary and specialty care clinics

7

Mixed, including medical-surgical, intensive care,
inpatient mental health, and primary and specialty care clinics

8

Mixed, including medical-surgical, intensive care,
and skilled nursing

9

Medical-surgical, including telemetry

10

Hematology and oncology inpatient

11

Intensive care services

B

C

D

15
(Range, 7–8)

28
(Range, 9–10)

22
(Range, 4–10)

* R.N., registered nurse.

Methods
DESIGN AND SAMPLE
We conducted 11 focus groups with R.N.s currently practicing
in one of four organizational settings in the greater Puget
Sound area of the northwestern United States between October
2004 and December 2005. The purpose of the focus groups
was to explore staff nurses’ experiences with disclosure of medical errors to patients and/or their families. Two of the four participating organizational settings are large, urban, universityaffiliated teaching hospitals. One also has a university affiliation
and teaching mission and is part of an integrated health care
network with facilities throughout the United States. The
fourth facility is a consumer-governed health care cooperative.
Two settings provide tertiary care services, and one is a regional trauma provider. All of the participating organizations had a
formal policy related to disclosure of medical errors consistent
with Joint Commission standards at the time of data collection.25
Focus groups were recruited to broadly represent the different types of care offered by these organizations (Table 1, above).
Whenever possible, participants for a particular focus group
6
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were recruited from the same or similar nursing care units, such
as outpatient services, perioperative areas, intensive care areas,
or general medical and surgical care floors, to maximize similarities in the care delivered. Of the 11 focus groups, 7 were successfully stratified, whereas 4 had participants from mixed-care
delivery areas. Supervisors were excluded from participating,
except for 1 group, in which a mid-level supervisor was inadvertently included. Three focus groups were completed in each
hospital, except for one, in which two groups were conducted.
Focus group participants were recruited using a variety of
methods. At each site, nursing leadership provided entrée to
unit nurse managers or key personnel (that is, nurse recruiter or
patient safety officer) who distributed electronic or hard-copy
study flyers to staff inviting participation, announced the study
at staff meetings, or allowed study personnel to make
announcements. Finally, some participants were referred to
study personnel by other participants. All focus groups were
provided with food and beverages. Nurses who participated
during their regular work hours did not receive an honorarium;
those who participated during non-paid time received a $40
honorarium. The University of Washington’s Human Subjects
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Division and each of the study sites approved all study procedures before data collection.

Table 2. Characteristics of Registered Nurse Focus Group
Participants (N = 96)*

DATA COLLECTION AND ANALYSIS

Characteristic

Focus groups were moderated by study personnel who were
R.N.s with academic training in bioethics and were skilled in
qualitative interview techniques [M.H., M.B.F., S.E.S]. We
used a semistructured interview with three segments. We
developed the interview guide on the basis of previous research
with physicians, patients, and risk managers.7,21 First, openended queries focused on participants’ personal experiences,
such as, “We’d like you to reflect on what you remember about
a serious error that occurred. What was communicated about
the error among the team? To the patient?” Participants were
provided with the Institute of Medicine’s definition of medical
error: “The failure of a planned action to be completed as
intended or the use of a wrong plan to achieve an aim.”26(p. 4)
The second interview segment involved discussion of a standardized vignette on insulin overdose, as provided elsewhere27.
In the final segment, focus groups were asked to reflect on the
professional and organizational culture and communication
surrounding error disclosure in their organization with queries
such as, “Do you know if there is a current policy at this institution on the disclosure of errors to patients?” “What is the
general attitude about the occurrence of errors at this institution?” “Some people have described a culture of silence in
health care. What do you think about this?” Data from the first
and third segments were included in the analysis.
Focus groups, which lasted 90 minutes, were tape-recorded
and transcribed verbatim. Two of the investigators [S.E.S.,
M.H.] used a conventional approach to content analysis to create a unique coding scheme.28 A third investigator [M.B.F.]
reviewed a subset of data to clarify and refine codes. Two of the
investigators [M.H., S.E.S.] then separately coded all data and
resolved all coding differences to achieve 100% consensus.
Final codes were entered into a qualitative data analysis software package (Atlas-Ti, Berlin). The sampling plan was successful in achieving thematic saturation.

Age, years

41.5 (10.9)

Nursing Experience, years

15.5 (11.4)

Findings
DESCRIPTION OF SAMPLE
Ninety-six R.N.s participated in one of the 11 focus groups
(Table 2, right). The majority were women, with an average of
nearly 16 years of nursing experience. The ethnicity of participants reflected the geographic region. A little more than one
third practiced in medical-surgical acute care settings (37.5%),
and more than one fourth practiced in emergency or intensive
January 2009

Female

Mean (S.D.)

% (n)

86.5% (83)

Ethnicity
Caucasian

72.3 (68)

Asian/Pacific Islander

18.1 (17)

African-American

6.4 (6)

Hispanic

2.1 (2)

Native American

1.1 (1)

Practice Setting
Med-Surg

37.5 (36)

ICU/ER

28.1 (27)

Perioperative

16.7 (16)

Outpatient/Home Care

12.5 (12)

Mental Health

3.1 (3)

Long Term Care

2.1 (2)

Highest Nursing Education
Diploma

3.1 (3)

Associate

16.7 (16)

Baccalaureate

70.8 (68)

Masters and Above

9.3 (9)

* S.D., standard deviation; ICU, intensive care unit; ER, emergency room.

care settings (28.1%). The majority had baccalaureate nursing
degrees (70.8%), in part reflecting the university affiliation of
several of the sites.

Nurses’ Perspectives on Disclosure of
Errors to Patients and Families
WHO SHOULD TELL THE PATIENT?
Nurses reported routinely disclosing nursing errors, which they
defined as errors that were within the control or accountability
of the nurse, to their patients. Examples included late or missed
medications or treatments (for example, dressing changes), failures in coordination of care (patient admitted without the
receiving nurse being notified), or communication failures in
nurse-to-nurse handoffs: “If I made a mistake, then it would be
my responsibility to tell them [patient and/or family].”
Nurses were reticent, however, to independently disclose
errors that involved serious harm or actions of other members
of the health care team. In these situations, participants agreed
that the disclosure responsibility fell primarily to the patient’s
attending physician. Yet, even though the nurses expected the
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physician to lead the disclosure process for these events, they
envisioned a shared approach to error disclosure. Nurses’ desire
to participate in the disclosure process partly represented a
desire to communicate directly with the patient about nursing’s
role in the event but also reflected concern that if they were not
present with the physician during the disclosure they might be
blamed for the event:

there.” They suggested stalling strategies such as encouraging
families to write down their questions or offering to set up a
meeting with the physician team. One nurse discovered that
the wrong patient had been taken for a procedure involving
barium. She quickly called the lab and stopped the procedure.
However, when the patient returned to the floor she resorted to
silence:

And the physician is the person who went in and spoke with
the patient but presented in such a way that it was the
nurse’s fault all the way—all the way. Nursing really didn’t
have an opportunity to go in and kind of set the tone or
explain, or in any way try and take accountability. . .

I don’t know what they told him down in the lab and it was
kind of awkward and uncomfortable when he returned
because I didn’t know if I should be apologizing that that
had happened, or if I should be just pretending like, ‘Well,
the doctors decided not to do that [procedure].’ I just wasn’t going to lie to him, but I didn’t know what he had been
told and there was no communication between us [the
health care team] of what he knew. . .

Nurses acknowledged that in reality they might not always
be present for disclosures because of the nature of their work
schedules. They identified their nurse managers and other
supervisors as appropriate substitutes for their presence.

IT’S LIKE WALKING ON EGGSHELLS
For many participants, the vision of a process where the
team collaborated to plan and implement a disclosure was far
removed from current reality. More common was a near total
lack of communication among the health care team following
harmful errors:
Suppose that a mistake was done yesterday and we work
together again today? They [the physician team] wouldn’t
say what happened. And you’ll be working tomorrow—
never brought up again.

This lack of team communication around errors and the
resulting disclosure breakdowns led to an awkward time
between when an error happened and when disclosure occurred
that nurses described as “walking on eggshells.” Nurses reported wanting to be involved in discussions among the team during this predisclosure period partly “as a professional courtesy”
and partly to allow them to communicate more honestly with
patients before and after the disclosure occurred.
During the predisclosure period, the medical team could
avoid the patient and family until they had made a decision
about whether, and what, to disclose. Nurses, however, continued to provide hands-on care, with patients and families asking
difficult questions, which could not be avoided. Nurses reported being put in ethically compromising situations when they
were not informed about what would be, had been, or had not
been disclosed to patients. These nurses advised, “You don’t put
yourself in a place where you have to lie to the patient.” They
recommended neutral but evasive comments such as, “I wasn’t
8
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When nurses became concerned that others seemed reluctant to disclose errors, they used multiple strategies to encourage disclosure, including direct confrontation in the form of
questioning the physician, or indirect approaches, such as
coaching patients or families to confront team members about
an error:
I would have a very difficult time and I’d confront the physicians and go to the family and say, ‘You need to go to them
(about) what happened. Ask questions.’ But I’d really confront the team and say, ‘I’m aware this happened, at least the
way it’s charted, that’s what happened. What are we going to
do about it?’”

When disclosure still was not forthcoming, nurses turned
to multiple different resources, including attending physicians, nurse managers, nursing or hospital administrators,
quality assurance officers, or the hospital’s ethics committee.

POLICIES MIGHT HELP
Although each of the four organizations in which study participants worked had formal policies related to disclosure of
medical errors, many nurses in these 11 focus groups were
unaware of the existence or contents of these policies. Nurses
observed that their organizations had innumerable policies and
that it was impractical for them to know the specific content of
each. Other nurses were skeptical about the influence of formal
policies on disclosure practices, in part because the issue of
whether to disclose was perceived as dependent on contextual
factors and therefore was not amenable to clarification through
a detailed procedure. Finally, nurses noted that the simple existence of a policy did not ensure that appropriate disclosure
Volume 35 Number 1
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practices would follow: “If staff want to hide an error, the
nuances of policy will allow them to justify it in their minds
and they just won’t tell anybody.”
In spite of a general lack of knowledge of their sites’ disclosure policy, some nurses thought that organizational policies
could promote more transparent practices if they provide a
framework and guidelines for error disclosure (that is, as
opposed to a detailed, step-by-step procedure) that include a
process that promotes direct communication between nurses
and physicians involved in a specific event. Disclosure policies
that articulate a role for nurses were perceived by participants
to provide them with the authority to proactively initiate a
team process for planning and conducting the disclosure. They
suggested that this authority was particularly important in situations where disclosure to the patient was contested (for
example, disagreement among members of the health care
team) or in the predisclosure period, when the patient or family were asking the nurse probing questions:
I think we need a process of how to address concerns
amongst the team…Like say there was something funny
going on in the OR and your patient comes out. If you had
a policy of saying, ‘I would like to call a meeting with the
team, including the doctors, because the family is asking me
a lot of uncomfortable questions.’

IT ALL DEPENDS ON YOUR NURSE MANAGER
Participants across all focus groups emphasized the pivotal
role of the unit’s nurse manager on disclosure practices among
nursing staff. These nurses often discussed reporting and disclosing as components of a single integrated process rather than
as separate or discrete practices. Transparency began with
revealing the error to one’s supervisor, nursing colleagues, and
the patient’s physician, often involving formal reporting followed by disclosure to the patient. When frontline managers
approached errors from a systems perspective rather than as an
individual failure, these focus group participants were not reticent to reveal their errors:
I wouldn’t have trouble going to my charge nurse and saying
that [an error] has happened because anytime I’ve seen that
happen [to someone else] or it’s happened to me…they’ve
been very supportive. They have an attitude of this has
already happened so now we just need to follow up and figure out where to go from here. It’s never, ‘This is your fault
and you should have known better’, and that kind of thing.
It’s more like, ‘This could happen to anybody. We’ve all
made errors’. . .”
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Conversely, nurses who believed that their nurse managers
had unfairly blamed or shamed individual staff nurses regarding errors were ambivalent about revealing future errors. In one
focus group, participants recounted a situation in which a nurse
was admonished for disclosing an error to a patient, leaving the
participants with the belief that nurses were being discouraged
from acting on their moral duty to tell patients the truth:
She actually got a big lecture saying, ‘You always run it by
somebody before you disclose it to the families, because bedside nurses are not trained to discern litigiousness.’ . . . She
felt like she did the right thing but was being told, ‘Don’t do
that again.’

Nurse managers provided instrumental support for disclosure, including accompanying staff nurses when they reported
errors to their physician colleagues or disclosed errors to
patients or families. Nurse managers also mentored staff nurses
in the process of error disclosure, often by taking the lead and
allowing the nurse to observe a skillful disclosure. Participants
noted that nurse managers can positively influence disclosure
practices by linking practice with explicit professional values
and ethical standards: “Reporting and disclosing to patients is
an integrity thing, and that’s communicated by our nurse
manager.”

Discussion

Closing the gap between expectations for disclosure and current
practice requires understanding how all members of the health
care team approach the disclosure process. Studies have shown
that physicians endorse the concept of disclosing harmful errors
to patients yet struggle to turn this principle into practice.7,12–14,29
However, little is known about nurses’ attitudes toward and
experience with disclosure. Research on the related topic of
reporting adverse events and errors to health care organizations
showed that physicians and nurses believe that errors should be
reported but describe numerous barriers, including time, lack
of knowledge, and not being sure of what to report.21 Our
study, the first to systematically explore nurses’ attitudes toward
and experiences with error disclosure to patients, highlights
that nurses routinely independently disclose nursing errors that
result in no or minor harm but face challenges in interprofessional communication around more serious or team errors and
error disclosure.
Nurses across the four organizations were not integrated into
the routine communication that occurred among the medical
team surrounding error disclosure. These nurses reported not
knowing if an error had been disclosed and what had been
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explained to the patient about the error. Breakdowns in disclosure planning led to nurses sharing inaccurate, incomplete, or
ill-timed information with patients and families or relying on
ethically problematic strategies such as avoidance, indirect
answers, or occasionally deception to negotiate patients’ and
families’ valid questions about errors. Thus, excluding nurses
from the disclosure process can severely diminish the quality of
disclosure experienced by patients and families.
This failure to integrate nurses into the disclosure planning
and execution also creates conditions for moral distress among
nurses or the emotional or physical suffering that is experienced
when constraints prevent one from a course of action one
believes is morally right.30 These constraints are often external,
such as lacking the professional or organizational power or
authority to act in the preferred ethical manner.31 Hamric and
Blackhall found that nurses reported higher levels of moral distress and lower perceptions of collaboration around the ethical
environment of the intensive care environment than their
physician colleagues.32 Nurses in our study also reported low
levels of collaboration and communication around error disclosure with the physician team. High levels of moral distress
among nurses not only are worrisome in their own right but
also are associated with increased job dissatisfaction and job
turnover among nurses.33,34
Although The Joint Commission requires health care organizations to have policies for disclosing unanticipated outcomes
to patients,35 our findings suggest that such policies may be having little impact on the actual disclosure process. A limited
effect from a formal policy aligns with findings that error prevention depends on both cultural as well as structural (for
example, policy) changes in the organization of care delivery.36
Organizational culture is a reflection of collective values and the
unwritten code of conduct about what is permissible and what
is forbidden.37,38 Although there is near unanimity that culture
change around transparency is critical to patient safety,39 the
challenges of effecting culture change may lead some organizations to rely too heavily on policy to achieve new or innovative
disclosure practices.
In this study, nurses perceived that a disclosure policy could
be useful if it addressed aspects of the underlying organizational culture that curtail open communication, such as hierarchical relationships between physicians and other health care
professionals. A disclosure policy can provide nurses and other
nonphysicians with the formal organizational authority to
ensure a more collaborative and transparent approach to error
disclosure, analogous to the role ethics consultation policies
now play within organizations. National standards recommend
10
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policies that ensure open access to clinical ethics consultation
by nurses and other nonphysicians, for example, by avoiding
the unintendedly chilling effect of a requirement to notify the
attending physician of the ethics consult.40-42 In a study of nurses’ use of ethics consultation, Gordon and Hamric concluded
that to be effective policies must address the power structure
within the organizational environment.42 Therefore, organizations’ error disclosure policies should seek to foster an environment of psychological safety in which active questioning and
participation is encouraged irrespective of one’s status within
the organizational hierarchy.43
Another important finding is that nurse managers play a
pivotal role in error disclosure, as underscored in the Institute
of Medicine report Keeping Patients Safe.19 When nurse managers responded to errors from a systems perspective, staff nurses were willing to report their errors, thus beginning a cascade
of transparency that culminated with disclosure.44 Nurse managers frequently coordinated the organizational response to the
error, including contacting risk management, meeting with the
patient and family, and assuring adherence to policy. Nurse
managers also provided just-in-time coaching for clinicians
involved in errors, helping them navigate both the emotional
and practical aspects of error disclosure. Yet, readily available
training in error disclosure skills specifically, and patient safety
generally, is lacking for nurse managers, as it is for physicians.17,45 Our findings point to the importance of providing
nurse managers with formal training as disclosure coaches to
ensure they are knowledgeable resources.
This study has several important limitations. We used a convenience sample of R.N.s in a single geographical region, which
may have resulted in a bias toward nurses who were more interested in disclosure of errors to patients. Second, the focus
groups did not include the perspectives of senior or middle
managers. Excluding managers may have encouraged more
open communication about the role of the nurse manager and
organizational culture on disclosure practices than if management representatives had been present. Third, the organizational settings of the focus groups were all urban settings with some
teaching affiliation, making it difficult to generalize to community hospitals. However, comparability across settings within
this study was consistent with the goal of developing an understanding of nurses’ perspectives regarding error disclosure in
complex care settings.

Recommendations

We have two key recommendations based on this study’s findings. First, organizations should create error disclosure policies
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that address aspects of the organizational culture that curtail
sound disclosure practices. Specifically, disclosure policies
should create a mechanism by which nurses and others can participate in and raise concerns about the disclosure process similar to how ethics consultation policies enable clinicians to raise
questions about ethical issues. These policies must be unambiguously supported by all levels of the organization’s management to ensure that members with less power within a health
care team are able to openly and safely raise concerns about disclosure issues.
Our second recommendation addresses the key finding that
nurse managers are currently acting as de facto disclosure
coaches for staff nurses and possibly others. Senior management should formally support this role by providing nurse
managers with the training necessary to facilitate competent,
team-based error disclosure to patients. Ample evidence suggests that acquiring these skills requires the hands-on practice
that occurs in simulation training.46,47 Ideally, this training
could occur as part of an interdisciplinary experience to foster
a team approach to error disclosure.48 Given the pivotal role
played by nurse managers in fostering a culture of transparency
around error disclosure, the organizational return on an investment in training them to be skilled disclosure coaches is likely
to be significant and enduring.

Conclusion

Our findings underscore the need for organizations to adopt a
team disclosure process. The concept of team disclosure of
medical errors is relatively new and presents challenges but also
opportunities. An effective team error disclosure process can be
an honest exchange of information that promotes emotional
healing for both the patient and members of the health care
team.1,17 A model of team disclosure needs to focus on reducing
miscommunications in both the predisclosure and disclosure
phases by making sure that all members of the team have been
informed about what occurred, what patients have been told,
and when patients will receive further information and have
been provided assistance with handling patients’ emotional
reactions during and after the actual disclosure. Our study suggests that organizations that develop a cadre of nurse managers
with expertise in disclosure and that create organizational policies encouraging interprofessional collaboration in the disclosure process are likely to be in the vanguard of closing the gap
between patients’ expectations that harmful errors will be disclosed to them and current clinical practice. J
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