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Background: 

Medical errors are considered to be preventable medical events. Either a patient is harmed 

because of what was done or what was not done but should have been done to prevent an adverse 

outcome. Errors have been shown to occur within the general paediatric population and a recent 

study found that >9% of children admitted to hospitals in Canada experience harm caused by 

health care management, which can lead to prolonged hospital stay, readmission, disability and, 

sometimes, death. 

Disclosure of medical errors is a well-established legal obligation grounded in the common law 

doctrine of informed consent. Studies involving adult patients show that patients want to be 

informed of medical errors and that an apology reassures the patient that he/she is safe, is not at 

fault and that the physician is committed to preventing future harm. 

Disclosure of medical errors in paediatric populations is more complex than in adult care because 

it involves not only parents but sometimes also the child. Here, the disclosure process can be 

affected by a composite of variables: the child’s desire to know; cognitive and emotional 

capacities; parental perspectives on disclosure; the roles of health care providers; disparate 

policies across institutions, organizations and regions; and the degree of risk or harm associated 

with the event. Presently, regulatory bodies and patient safety organizations provide limited 

guidelines for paediatric health care providers, and there is no consistent protocol or approach for 

the disclosure of medical errors for children and youth. 

Purpose: 

To present findings from three studies within a program of research on pediatric disclosure of 

medical errors. 

Phase 1 - to share themes from a systematic review of the literature on research of how children 

perceive medical errors and disclosure processes. 

Phase 2 – to highlight views of children, parents and healthcare providers on pediatric disclosure 

of medical errors. 

Phase 3 - to further examine hospitalized children and adolescents perspectives on medical errors 

and preferences for disclosure 

Methods: 

Phase 1 -The systematic review provided a synthesis of child, parent and physician perspectives, 

and of health care provider practices in the disclosing of medical errors. To provide additional 

context, we also appraised relevant policies that often guide the process of disclosure in 

paediatrics. 

Phase 2 - Building on a systematic review of the literature, we conducted a series of focus groups 

with key pediatric stakeholders where perspectives were sought on the disclosure of medical 

errors. Focus groups were conducted with three stakeholder groups. Participants included 14 



child members of the Children’s Council from a large pediatric hospital, 5 parents of children 

with chronic medical conditions, and 27 health-care providers including physicians, nurses, and 

patient safety professionals. 

Phase 3 - With little to no research that examines perspectives of pediatric patients we conducted 

20 individual interviews with hospitalized children and teens using qualitative methods suitable 

for exploratory studies with children. 

Results: 

Phase 1 - Despite the prevalence of medical errors in paediatric settings, little research exists 

regarding the process of disclosing errors to patients and their families, such as how to determine 

whether to disclose, who should be present, when disclosure should happen and how physicians 

should best proceed in these situations. There exists a lack of research examining children’s own 

perspectives regarding the disclosure of medical errors, despite evidence that paediatric patients 

have unique communication preferences for receiving other types of medical information and, in 

many cases, are able to participate in complex health-related discussions. 

Phase 2 - Children acknowledged various disclosure approaches while citing the importance of 

children’s right to know about errors. Parents generally identified the need for full disclosure and 

the uncovering of hidden errors. Health-care providers were concerned about the process of 

disclosure and whether it always served the best interest of the child or family. 

Phase 3 – Children and youth introduced the notion of errors by using terms like mistakes and 

‘when things go wrong’. They described the need to take care of the family, to be sensitive to 

child differences and needs during the disclosure process and finally the person responsible for 

error should disclose. 

Implications: 

There is a pressing need for the development of policies and practices that inform and address 

the complexities of disclosing medical errors in pediatrics. We must begin by examining 

children’s understanding of medical errors and what they expect from their health care providers 

when errors occur. Future research, therefore, should examine children’s perspectives as an 

essential starting point for the development of policy and the identification of ethical and best 

practices. This critical vantage point, in combination with parent and physician perspectives and 

experiences, is critical to advancing our understanding of error disclosure in pediatric settings 

While some health-care providers addressed the need for more clarity in pediatric policies, most 

stakeholders agreed that a case-by-case approach was necessary for supporting variations in how 

medical errors are disclosed. 

Children saw a role for themselves in patient safety and the ability to engage in discussions if 

something doesn’t feel right. 

 

 
Title: 
Exploring Pediatric Disclosure of Medical Errors: Saying Sorry When "Bad Stuff 
Happens" 
 
Keywords: 
stakeholder perspectives, medical errors and pediatric disclosure 
 
References: 



Australian Commission on Safety and Quality in Health Care (2013), Australian Open 
Disclosure Framework. ACSQHC, Sydney: Australia. Retrieved from: 
http://www.safetyandquality.gov.au/wp-content/uploads/2013/03/Australian-Open-
Disclosure-Framework-Feb-2014.pdf 
Kolatitis I.N., Aronson Schinasi, D., & Friedman Ross, L. (2016). Should medical errors 
be disclosed to pediatric patients? Pediatricians attitudes toward error 
disclosure. Academic Pediatrics, 16(5), 482-488. 
 Koller, D., & Espin, S., (2018). Comparing views of children, parents and health care 
providers on pediatric disclosure of medical errors. Journal of Child Health Vol. 22(4) 
577–590.  
Koller, D., Rummens, A., Le Pouesard, M., Espin, S., Friedman, J., Coffey, M., 
& Kenneally, N. (2016). Patient disclosure of medical errors in paediatrics: A systematic 
literature review. Paediatrics & Child Health, 21(4), e32–e38. 
Norena Peña, A. L, & Rojas, J., G. (2014). Ethical aspects of children’s perceptions of 
information-giving in care. Nursing Ethics, 21(2), 245-256. 
doi:10.1177/0969733013484483 
Orioles, A., Miller, V., A., Kersun, L., S., Ingram, M., & Morrison, W., E. (2013). 'To be a 
phenomenal doctor you have to be the whole package': Physicians' interpersonal 
behaviors during difficult conversations in pediatrics. Journal of Palliative Medicine, 
16(8), 929-933. doi:10.1089/jpm.2013.0103 
 
Abstract Summary: 
The disclosure of medical errors in pediatrics is a complex process. We present findings 
from three studies on pediatric disclosure of medical errors. Given the prevalence of 
errors, we invite attendees to consider the nuances and challenges associated with 
disclosure in pediatrics and how these insights can inform practice. 
 
Content Outline: 
Introduction: 

1. The disclosure of medical errors in pediatrics is a complex enterprise with limited 
practice guidelines. 
Body: 
We present key findings from three studies within a program of research on pediatric 
disclosure of medical errors. 

1. Themes from a systematic review of the literature on how children perceive medical 
errors and disclosure processes. 

2. Results from a series of focus groups with key stakeholders that included health care 
providers parents and children on perspectives of pediatric disclosure of medical errors. 

3. Perspectives on medical errors and preferences for disclosure from hospitalized 
children and adolescents. 
Conclusion: 

1. Given the prevalence of adverse events in pediatric hospitals, we invite attendees to 
consider the nuances and challenges associated with disclosure in pediatrics 

2. How insights gleaned from the research can inform future practice and policy. 
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