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1. Background
The issue of patient safety has obtained a special place in 
presenting treatment and health services. An increasing 
number of patients all over the globe are hurt every year 
through errors which are caused by healthcare, and adverse 
events have occurred as the effect of these errors. Different 
actions have been taken with regard to patient safety, and 
progress has been made in line with establishing a safer 
health system. Still with these advances, the errors remain 
unavoidable, and they happen in the area of medicine as 
well as other complicated systems.1

External and internal statistics exist on the occurrence of 
medical errors, and they double the necessity for attending 
to the problem and support the importance of the issue: 

Human and financial loads caused by medical errors in 
the health system were calculated on the basis of two large 
studies, one conducted in 1984 and the other in 1992 in the 
United States, in which the rate of medical errors among 
all hospitalized patients were respectively calculated to be 
2.9% and 3.7%, respectively. Addition, taking into account 

all hospitalized patients in the hospital, respectively 
58% and 53% of all adverse events that occurred during 
treatment processes could have been caused by medical 
errors which could have been avoided.2

In European countries, one in every 6 doctors is prosecuted 
because of medical violations. The number of prosecutions 
for medical violations in Europe is continuously increasing 
in a way that it has caused defensive medicine to become a 
global phenomenon in Europe.3 

Research carried out on errors in using medication 
committed by 60 nursing students in the coronary care 
unit of Arak indicated that medication errors occurred in 
10% of the units under research; 41.66 reported medication 
errors which were about to happen, and 48.34% of the 
samples did not report any errors or errors which were 
about to happen.4

Taking into account the above- mentioned statistics, 
the occurrence of medical errors and the consequential 
adverse events have become an unavoidable characteristic 
of treatment and health systems all around the world. In 
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Iran, therefore, identifying, preventing, and effectively 
managing these errors and preventing their repeated 
occurrence have become major priorities in treatment and 
health systems.2

Fundamental step to managing medical errors are to 
discover, identify, and report medical errors; it has been 
shown by different studies that, unless an error is reported 
and registered, it cannot be managed.5

The effective management of medical errors has 
presented error disclosure as an important strategy for 
decreasing errors.6-10 Put in a better way, informing people 
accurately and rightfully about the issues related to patient 
safety and the processes which must be in reach, having 
an open and mutual relationship with patients and their 
companions about errors that occur, expressing regret 
for the event, and making an effort to compensate for it 
effectively are important indexes in managing medical 
errors disclosure which, of course, have an impressive role 
in decreasing reoccurrence and the number of medical 
errors.11

According to medical ethics, when errors occur, they 
should be revealed and expressed honestly. According 
to paragraphs 8 and 12 of the Medical Ethics Law of the 
Medical Association of the United States, for more than 
20 years this association has been committed to saving all 
patients from all wrong decisions which endanger their 
health conditions and inform them of errors if they occur.12 

2. Objective
The major aim of this research was to decrease medical 
errors through studying the role of disclosure (expressing 
the error in a friendly environment between the presenter 
and the patient) and reporting (admitting the error has 
occurred and expressing it in an official and administrative 
way to the hospital) in hospitals of Tehran University of 
Medical Sciences.

3. Methods 
This mixed (qualitative and quantitative) research used the 
triangulation method (review of literature, interview, and 
questionnaire). 

The population of the research included all individuals 
who participated in executing medical activities in 
hospitals of Tehran University of Medical Sciences between 
the years 2009-2010. There are 26 hospitals affiliated with 
the named university. Four of them were excluded from 
this study because they did not want to participate. A team 
of 13 people was selected through purposive sampling 
consisting of the chief of the hospital, the manager of the 
hospital, the director of quality improvement, the nurse 
manager, the chief of the intensive case section, the chief 
of one of the clinical sections, the chief of the surgery 
room and anesthesia section, the clinical supervisor, the 
educational supervisor, the head nurse of the section, the 
director of the pharmacy, the doctor who was the director 
of the emergency section, and the chief of the clinical 
governance office. The total sample being studied consisted 

of 13 individuals from 22 hospitals, or 286 individuals. 
Fifty-four questionnaires were not returned; therefore, the 
sample consisted of 232 people, and taking into account 
the fact that 22 individuals (from each hospital along with 
a nurse from the emergency section) were also interviewed 
the total number of the sample reached 254 individuals. 

Three instruments (receipt card, interview, and 
questionnaire) were used to collect data. At first, texts 
and literature related to medical errors were studied, and 
the effective components on disclosure of medical errors 
were extracted.7,8,13-32 Based on the extracted components, 
the interview questions were developed. Non-structured 
interviews were conducted with 20 experts from clinical 
governance offices. The interviews consisted of the 
following four questions: (1) How much hospital culture 
is effective in the occurrence of errors, and what cultural 
factors do you see more effective in making errors? (2) What 
features in patients make medical errors easier for hospital 
managers? (3) Which factors in the hospital structure, such 
as manpower management, focus, high work load, reward 
and punishment, and similar issues in managing errors, 
are effective in medical errors management? How does 
each factor work? (4) Which characteristics of providers 
(doctors, nurses, etc) are important in handling errors? 
Finally, a researcher-made questionnaire was established 
using the information obtained from the review of the 
texts and the interview. The questionnaire included 
2 parts, demographic information and information 
related to the variables under study, and it consisted of 
47 questions. First the content and face validity of the 
questionnaire was determined through expert judgment. 
The questionnaire was distributed to ten experts (four 
experienced researchers in the field of medical and patient 
safety errors, four mentors and counselors, a statistical 
adviser, and a Ph.D. in Persian literature who edited the 
writing). The face validity was determined with the help 
of a pilot implementation. Then, after the field research, 
the questionnaire was presented to the respondents in two 
forms, Internet-based and in person. All the collected data 
from the questionnaire was analyzed using SPSS version 22 
software (through factor analysis, regression analysis, and 
correlation). 

4. Results
After the validity was approved, the reliability of the 
questionnaire was calculated to be 0.98 through Cronbach 
α. The results of the factor analysis test indicated that the 
data was suitable for factor analysis. This result approved 
the results of both capabilities of the data tests for carrying 
out factor analysis taking into account the significant 
amounts of (kmo = 0.892) and also the Bartlett test 
(3634.609) on a P < 0.001 level.

It was determined that error disclosure is comprised of 
organizational culture, the factors related to the presenter, 
the factors related to the patient, the factors related 
to error, disclosure situation, structural factors, and 
reporting the errors consisting of individual factors and 
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structural factors. The mentioned factors express 47% of 
the variance of data, of which the bigger share comprises 
the organizational culture factor, and the smaller share 
comprises the organizational factors affecting reporting 
(Table 1). Table 2 shows the factor comprising error 
management and its comprising variables.

The results of regression analyses and correlation 
indicated that there is a relationship between error 
disclosure and managing the errors.  t criteria and its 
constituent factors are larger than 1.96, and the level 
of significance is smaller than 0.05, which justifies the 
existence of the relationship. There was a relationship 
between managing the errors and error disclosure, and the 
results indicated that there is a correlation between these 
two indexes (Table 3).

After the effective factors and the comprising indexes 
of managing medical error were determined through 
regression analysis and route analysis, the final model of 
the research and the capability of the model to express the 
indexes and effective factors were presented (Figure 1 and 
Table 4).

5. Discussion
Error disclosure is one of the most important factors in 
managing and controlling medical errors in the hospitals 
of Tehran University of Medical Sciences. The results of 
the current study regarding the effect of this factor on 
managing errors was along the lines of those of the studies 
of Leape,20 Etchegaray et al,21 Ghalandarpoorattar et al,22  
Kronman et al,23 Greene,24 Vozikis,25 Levinson,26 Waite,27 
Moskop et al,28 Chan et al,29 Fein et al,30 Kalra,31 Nekoei.32 
Of course, the generalizability of the factors affecting 
disclosure, which were studied in the results of this study, 
were not in all of the mentioned studies. Differences in a 
number of the mentioned factors could be the reason for 
the differences in the study environment, in the naming of 
the factors, or the opinion of the researcher in randomly or 
purposefully selecting the effective factors.

Table 1. Organizational Factors Affecting Reporting

Factors
Rotation Sums of Squared Loadings

Total Variance Cumulative Variance

1 3.893 9.054 9.054

2 3.380 7.859 16.913

3 2.743 6.378 23.291

4 2.664 6.196 29.487

5 2.451 5.700 35.187

6 2.101 4.887 40.074

7 1.825 4.245 44.319

8 1.498 3.483 47.802

Figure 1. Managing Errors and the Factors and Indexes Comprising it.

As is shown in the results of this and similar studies, 
hospitals must fundamentally take notice of error disclosure 
which is the main demand of the patient, agreed upon and 
approved by the professional and committed organizations. 
This is increasingly and progressively necessary for the 
governmental and legal body of the hospitals. The benefits 
of this affair are directed at the presenter of the services, 
the receiver of the services, and the system in which errors 
occur as well. 

Reporting errors is not an effective factor in managing 
them. The findings of this study regarding the effects of 
this factor on error management differ from those of 
Fischer et al,33 Hartnell et al,34 Moumtzoglou,35 Vozikis,25 
Hosford,36 Hoover,37 Walsh and Antony,38 Thomas and 
Petersen,39 Uribe et al,40 and Harenstam et al.41

6. Conclusion
Since the possibility of errors occurring is a part of natural 
life and humans are constantly prone to a vast range of 
errors, the occurrence of these errors is an unavoidable 
affair in treatment and healthcare systems. However, due 
to the greater sensitivity and the even vaster range of 
consequences as a result of errors in healthcare systems, 
controlling and managing errors in healthcare systems is 
of more importance and is more essential in comparison 

Error 
Management 

Error  
Disclosure

Organizational Culture

Factors Related to the 
Presenter 

Factors Related to Error

Factors Related to the 
Patient

Structural Factors

 



                                                             Medical Errors Disclosure

                                           Hospital Practices and Research 2018;3(1):16-21 19

Ta
bl

e 
2.

 C
om

po
ne

nt
s 

an
d 

Fa
ct

or
s 

C
om

pr
is

in
g 

Er
ro

r 
D

is
cl

os
ur

e

V
ar

ia
bl

e
Er

ro
rs

 D
is

cl
os

ur
e

C
om

po
ne

nt
s

O
rg

an
iz

at
io

na
l c

ul
tu

re
R

ef
.

St
ru

ct
ur

e
R

ef
.

D
is

cl
os

ur
e 

Si
tu

at
io

n
R

ef
.

Fa
ct

or
s 

re
la

te
d 

to
 

er
ro

rs
R

ef
.

Fa
ct

or
s 

R
el

at
ed

 t
o 

th
e 

Pr
ov

id
er

R
ef

.
Fa

ct
or

s 
R

el
at

ed
 

to
 t

he
 P

at
ie

nt
R

ef
.

Fa
ct

or
s

Th
e 

ex
is

te
nc

e 
of

 a
 c

ul
tu

re
 fr

ee
 o

f 
bl

am
e;

Th
e 

ex
is

te
nc

e 
of

 s
om

e 
be

lie
fs

 a
nd

 
vi

ew
po

in
ts

 s
uc

h 
as

: T
ra

ns
fe

rr
in

g 
in

fo
rm

at
io

n 
ab

ou
t t

he
 o

cc
ur

re
nc

e 
of

 e
rr

or
s 

m
ak

es
 th

e 
pa

tie
nt

s 
su

ffe
r 

an
d 

m
ak

es
 h

im
/h

er
 s

ad
;

Th
e 

pa
tie

nt
 a

nd
 h

is
/h

er
 fa

m
ily

 
m

us
t b

e 
aw

ay
 fr

om
 n

eg
at

iv
e 

em
ot

io
ns

; D
oc

to
rs

 m
us

t n
ot

 
sh

ow
 a

ny
 s

ig
ns

 o
f w

ea
kn

es
s 

an
d 

th
ey

 m
us

t b
e 

pe
rf

ec
t a

nd
 

co
m

pe
te

nt
 (t

he
 c

ul
tu

re
 o

f n
ot

 
m

ak
in

g 
an

y 
er

ro
rs

); 
Th

e 
pa

tie
nt

 
an

d 
hi

s/
he

r 
fa

m
ily

 h
av

e 
un

re
al

is
tic

 
ex

pe
ct

at
io

ns
;

N
ob

od
y 

ev
er

 b
en

efi
ts

 fr
om

 
kn

ow
in

g 
th

es
e 

is
su

es
; D

oc
to

rs
 

m
us

t b
e 

se
cr

et
iv

e 
an

d 
m

us
t n

ot
 

ex
pr

es
s 

th
e 

se
cr

et
s 

re
la

te
d 

to
 th

e 
oc

cu
rr

en
ce

 o
f e

rr
or

s 
to

 a
ny

on
e

7,
8,

14
,2

0,
21

H
ig

h 
w

or
k 

lo
ad

; 
Ed

uc
at

io
na

l 
pr

og
ra

m
s 

fo
r 

do
ct

or
s 

on
 

di
sc

lo
su

re
; 

En
co

ur
ag

em
en

t a
nd

 
pu

ni
sh

m
en

t m
ea

ns
 

fo
r 

di
sc

lo
su

re
 a

nd
 

no
t d

is
cl

os
in

g 
th

e 
er

ro
r

24
-3

1

Sp
ee

ch
 fa

ct
or

s 
su

ch
 

as
 la

ng
ua

ge
, a

cc
en

t, 
an

d 
no

n-
sp

ee
ch

 
co

nd
iti

on
s 

su
ch

 
as

 th
e 

ap
pe

ar
an

ce
 

of
 th

e 
do

ct
or

, 
th

e 
lo

ca
tio

ns
 o

f 
di

sc
lo

su
re

 

16

D
am

ag
e 

in
te

ns
ity

, E
rr

or
 

ty
pe

, E
rr

or
 ti

m
e,

 
C

on
se

qu
en

ce
s 

af
te

r 
th

e 
oc

cu
rr

en
ce

 
of

 th
e 

er
ro

r, 
Th

e 
fa

ct
or

s 
in

vo
lv

ed
 in

 
er

ro
r 

oc
cu

rr
en

ce

16
,1

9,
24

-3
1

- T
he

 c
om

m
itm

en
t o

f t
he

 d
oc

to
r 

no
t t

o 
re

pe
at

 th
e 

er
ro

r
- 

Es
ta

bl
is

hi
ng

 a
 fr

ie
nd

ly
 r

el
at

io
ns

hi
p 

be
tw

ee
n 

th
e 

do
ct

or
 a

nd
 th

e 
pa

tie
nt

 
(a

po
lo

gi
zi

ng
, e

xp
re

ss
in

g 
re

gr
et

 a
nd

 
sy

m
pa

th
y 

af
te

r 
th

e 
oc

cu
rr

en
ce

 o
f t

he
 

er
ro

r)
;

Th
e 

do
ct

or
 b

ei
ng

 w
or

ri
ed

 a
bo

ut
 a

nd
 

af
ra

id
 o

f l
os

in
g 

hi
s/

he
r 

re
pu

ta
tio

n 
in

 
w

or
k 

an
d 

m
ed

ic
al

 e
xp

er
ie

nc
e;

Em
ot

io
na

l d
am

ag
e 

to
 th

e 
do

ct
or

 
ca

us
ed

 b
y 

er
ro

r 
oc

cu
rr

en
ce

; 
B

ei
ng

 w
or

ri
ed

 a
bo

ut
 lo

si
ng

 th
e 

pa
tie

nt
’s 

tr
us

t; 
B

ei
ng

 w
or

ri
ed

 a
bo

ut
 b

ei
ng

 in
tr

od
uc

ed
 

by
 o

th
er

s 
as

 c
ar

el
es

s 
an

d 
in

co
m

pe
te

nt
;

Th
e 

in
te

rn
al

 m
ot

iv
at

io
n 

of
 th

e 
do

ct
or

 to
 

di
sc

lo
se

 e
rr

or
s;

B
ei

ng
 a

fr
ai

d 
of

 le
ga

l p
ro

se
cu

tio
n;

 
B

ei
ng

 w
or

ri
ed

 a
bo

ut
 e

co
no

m
ic

 
da

m
ag

es
 c

au
se

d 
by

 e
rr

or
 o

cc
ur

re
nc

e

13
,1

6

Th
e 

le
ve

l o
f 

th
e 

pa
tie

nt
’s 

aw
ar

en
es

s 
of

 th
e 

er
ro

r
- T

he
 p

at
ie

nt
’s 

in
te

re
st

 in
 

kn
ow

in
g 

ab
ou

t 
th

e 
er

ro
r

- T
he

 n
at

ur
al

 
co

nd
iti

on
 o

f t
he

 
pa

tie
nt

 (n
ot

 b
ei

ng
 

un
co

ns
ci

ou
s,

 n
ot

 
be

in
g 

co
nf

us
ed

)

18
,2

4-
31



Nasiripour et al

Hospital Practices and Research 2018;3(1):16-2120

with other systems. Revealing errors to the patient through 
a mutual relationship along with honesty, compassion, 
and kindness, supporting the patient, and supporting the 
presenter with the viewpoint that anyone can make mistakes 
have very important positions in the controlling cycle. 

In line with making this a reality, it is necessary for a 
transition to take place in the traditional viewpoint of 
human errors in the hospitals of Iran. For this transition 
to take place, it is necessary for cultural backgrounds, 
such as studying the error as a multifaceted event and 
one that has various causes, not punishing and blaming 
people, accepting that to err is human, emphasizing the 
promotion of professional relationships and teamwork, 
to exist. It is worth mentioning that creating one such 
environment requires a set of decisions and measures and 
the development of basic and practical studies around this 
topic in the future.
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