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Disclosure of patient safety incidents: implications
from ethical and quality of care perspectives

Minsu Ock, MD' - Sang-ll Lee, MD?
'Department of Preventive Medicine, Ulsan University Hospital, University of Ulsan College of Medicine, Ulsan; 2Department of
Preventive Medicine, University of Ulsan College of Medicine, Seoul, Korea

In order to improve patient safety, it is important to manage and respond to patient safety incidents that have
already occurred. Disclosure of patient safety incidents (DPSI) can be regarded as a prudent strategy, as it has the
potential to decrease the number of medical disputes in advance. DPSI is defined as follows: “When a patient safety
incident occurs, medical professionals preemptively explain the incident to the patients and their caregivers, express
sympathy and regret for the incident, deliver apology and compensation appropriately if needed, and promise to
prevent recurrence.” Although DPSI is known to be effective for reducing the number of medical lawsuits, it can
be also viewed as reflecting important ethical and quality of care issues. In particular, medical professionals have
an ethical imperative to conduct DPSI with the patient, if patient safety incidents have occurred. In this paper,
we review the necessity of DPSI from ethical and quality of care perspectives. The ethical basis of DPSI includes
autonomy, transparency, trust, and professional standards. Furthermore, DPSI will become inevitable as society
comes to emphasize safer and more patient-centered care. In order to make DPSI a routine practice in South Korea,
various efforts, such as the development of DPSI guidelines and educational programs, as well as the introduction
of an apology law, will be required.

Disclosure of patient safety incidents; Patient safety; Patient safety incident; Communication

WO, 1 AZS oA AT 5 LAl sl

T SITHLL et o)Ak S elRAe W Bk

BAPHA] NS A Bk HEAL MR Ao Hste] B 2 1 BEel] FAOR, A49E
Apzlo] FAHOE off Folar, of® ofE 1 Aol W A oloplaklE Ak relAl qicH2,3), BRPAAL

2ol B ojakas A glof ol SR} Tk L
Received: February 25, 2017  Accepted: April 7, 2017

HoAH Q1A B o] Rjol= SRRPAAR 9] f4%1o]| Hf

Corresponding author: Sang-Il Lee

E-mail: sleemd@amc.seoul.kr 3L AY7Eo] zlo| & P2 4= Qa1 AufH o F A3k} A
© Korean Medical Association = = = Sl ==

Z2] 9ko oJkg AJo] 0] Ao

This is an Open Access article distributed under the terms of the Creative o A B2 = E 7hsdel AlHl4nl Sal. Ardeld
Commons Attribution Non-Commercial License (http://creativecommons. Al Z¥5l oL 0] Ao ol&7} Z FAOFHALAL 1A 0
org/licenses/by-nc/3.0) which permits unrestricted non-commercial use, At Gl & sleli7t 2 FRRIARES 2201
distribution, and reproduction in any medium, provided the original work Olg @ =of 7]eIsk Ao|= 18R] ok2 ZAolE g BEAYo]
is properly cited.

@

Rt AS317I0l Hoy 417



J Korean Med Assoc 2017 May; 60(5):417-427

U R ad S op18 4= Itk uebd BRbAARde] WA
e 735 ﬂz}ﬂ} E:U}Oﬂﬂl o “‘5&7 fIeke] e
Hoh= 52
7} uhais) ) %;55 . Aol ﬁm}u}[ ].
AP AF37 1 Ablo] sk o ofmin
82} 9 5 A 1F OB HAS ThE), TR 8
ARIAAR 557 |7t 2Ll A SQAd o] MAYRE
W), 3, B % 7L BB APRE O R 1 AL A
SFL B0 R RARS HStel Able] 10l thet 24K ok
sk, £, Abale] elo] o]0 Relo] YrBlAH ALk 3
o, AU, 953 <lsto] 7t g 9islel el At 1
Fe ARFSIAL, YA, visset R o] AR e AE AIskE
o S U] IS oluReHT), B 45
al7)= theket 2ol ol 71K A} ol BHIQEAL
ol Tt AAA & Lﬁoﬂ whE, SAPAA
Tl Wl g, olmad A
71@} o =4 d

: A
AR o7 S7E o= A W7F A4 S8 2lmale) #ely

|

o 27b2191 B

-

Ta 59 23 AAY B 98l 9 guielse] 1y
g matof| thste] ARk 2 FoJek= 2 08 LERITHS),

SARPHAAI 2F617]7} o Bado] ulR Akl tigt

A5 A=7t daE o] ofF] WYdEe] ol Histe o

T2 e 7R ESIek mlAI St oz oA gka)
PAARA agshr| RIS AR AT Smad A
oF ¥ B8 vugh Aol wEH, eI A8 &
22} {100,000 L HH*JEL A7} 17,0370
A 452708 7FAastal, YHd A d T 2,137

4
0.757 2% 7&&3}0&@[9]. 2 ol SRpebriAt
R R e R s o
WYE, ﬂwm E Hl%—% Bk Felof whEd, ZeT
°] 0.160%°1|A]
0.068% 7%6}311, 4% T FPHRE 167,309L2]
of|A] 81,107 & 74
ojof| whet of 2 =7t 8l 71%01%% AR &
SIS Aeslal Sk, oI 51, =] EA<l <l

7131 The Joint Commission@} 7ift}e] Q1571511

)
>
ok
ol
_i%;
Hn !
o
S
>
"
oft
b~
o
i
S
o ‘ﬂ’gﬁ

418 cistolArEsx|

Accreditation CanadaollA= SARPIAR] 483517]E 9
=273 571 shuE Mgk QloH1L, 12, E i
o}, 35 SolA= SRR A8l |E F21817] flet
A3 sl Bgstarl QIeH13,14], v SEAREIAL
7 2F87|7F BRIl FR3F o f+= Thed] L Ayt
o] ofte} A 0] I A=A FelAde] Jl7] el w
2hA o] oAl ol &4 SHollA SRREAAR 458

719] GV AR o2 AT = Sl
ol A9 SRRRERIAA Agsh7]of] gt =)= thE
viete] BlsfiA] Esha] o2 Adeoll Qlet, o] w=ZollA=
ol A ZRARPAARA 45170 thet =25 £X15}7]
=

-

=
SJ5}o] BRHANA 2E517]9] 7H 2 8 84E A
o7 Aejstal, g2] W o7 o] A Zrof A 2] SAQIHAL
2 2331719 o/AgE AuEggrh

oL oAl ole] §ol5e B8k Aol 9l
o 18 B ] & At ek S B 05l 3
9 16714, SIshAHAL] 39 147149) Aot Akl 9)
ek ei15], BRI £ HE EAA
ool Q4] olet etel A W Y R4S S T B

a7t 9lek

—

. EIXRIHAIRA AF317|2| 7HE H 2

obA| BRjoHAAI 2Ea17]7} ol@ AT} :@Lz} 2 wEA
2 FHQPARS] THE SRS BAS thErk s
o, kol A YT SALAES Slet ole) 714 ot
87 8.450] oo 23} n} SRk AES0)
TPy o 2 QAR AFAel kA L]
ofe A8, 80 % T3 B2 Aje) e, AIe) 24,
L FARIAER] A A A, 9% TR
A1) ol $1h 2ol et A% ol A6,
Sgrolut Alzke) 0] o))
Aolg Y R

=

1

o
I
r!



Ock M - Lee SI - Necessity of disclosure of patient safety incidents

SR A HA] S25HA deHA 34 S g 3ESkL,
A9 ZARE RIgiste] 11 Axo]| whet Skxfof| A 4ol
ARHE ARl S0l AERE Bk Alesh, Bl &
B APE WHESHA] §Fe S Sk ARl 9IS ongit,
ojA Y SARHIAR 253817 ]= TURE AlHolA o
o] Y92 Bk Aol ofyel YRt Ak AL A
o7 o]RojR|= o, 7H1Jr‘:} FARPA7 ] Canadian
Patient Safety Institute)2] A|3S HH Sx[HHAA A%
SI71E 27| A FIRE FHI, S AT, AR A
AFEIR FHESIAL, ZF HARE R SRRPHARA O TRt of
Rk 24:0] g0 AFHAE AAlskaL o138, 7t
SHRRFAZ| -] SRRRPAARA 42857 X Z]of] AA = o] 3L
= SHREAAR &Fs7] B A gt 3flol= ekxket
o ubd, Fa3t 279 A&, APQ] Har gl 74 ghx} gl
SR tﬂﬁ} 84 - /\E]ZE_!X—‘I‘ ]%—4 4%, ﬂz}o}ﬂ*}ﬂ
aF5719] A

[o
Lll
I

f
2 rE

A7

RS

=
aC
©
o
B
9
.
_)&
N
o
ir
]
o,
>~
B
o
©
N

2Ab W BA A, AL F AR 2X) AL, Ate] 59
o] Qlek. AN 253718 2415 olsHat] Sish
A= AP £F81719] 2 4 A4Sl tiat 7]
29) ofsiyt Bad Aolck

53], SV 25910l A, B4 53t 22
chepshlA | Aolrk EAER: 139 EHol Sl
7) el ole] gt olsik Baslet LA 4%

Ao S o] hofel HE W, H2 AR A
2 Y, vIgRe el hste] nkgo] #A) Rt £
B, 7L TeYA ko] AL, S-S TRl
] e sled AASIAHEUARA Hol S -, 57
o o] 71, 97, 2 uslel ehstel A7) gk -
7, B 28 Lol o Fejska Q1)
2 ool Boke u) Aok kS vE A O H8 4
S, B, vlot, 78 SARE AdOR LT 5 ek

>~
Rl
[

m

Ak A7), Bloberhs 24 B 5971 5 o
718 G trehlis Ao® moli, $7he AT A,
ulgtolut 243k A o] o]t gls A0 Bl uje}
A BARPIAR £E57] HAolAE olmese] 457}

k1] 9Re Ao B 8l WKl fatolt B
7H& mol= Aol AT AL, ol s} SklE 490
= Al mleke] RS Al Ao] Bkt Aolt,
olefat 7P E FINE Alh B8] Fa% oujg
251, Atz AEkE Aake Ao et Auks a2 <
o a2 QAT AT, EAE A 7I3lE A A

o

W, o sfsiaiele] TS AMSAR: Sl 7H
ABIHR) o3k siARE, Zhao] ofg Al 73S
g Ao, FHAoRE ofefdh efaEol ATk 4

& > QA REECHIS), P Ak Afke] A1 <o) 9]
ol Spajuich Afnke el o2 Helsk YA, 9
3 HAIe] 1, SIS ob1a 2 that Wl 48, F
of T, 9181 2 L A5 vl AvAL] oS 91t
% Aleke A5e] Alte] Kol RASE Q4 9]
ok, ol3A| & u) 2Atst e gle] Abute] Bl AL

ol
b

ot Hu
e
>

3Hx }o}mpd F317] & BARKIAR A, A A
ot 5 e A asol ARk B 4= Qlr), & Algke 3t
P?_]’L*]‘Zﬂ E317100 Qlo] 71 HAIA Q] HEo|a, ARA

T orfet 2t Atole] sfsf ol A 7124 Rl 8aole{19].

SHAIRE Ol S8 21 AR Bagt ARl
A= = ARRE sof fhhe Holr, et Alke A
oF ofx} Atolo] Qo] Evt e HIRAAL, wiAte] e
SHRAIA Fr, o ARdE FAAZIAL, Tafiate] Abd A
‘I‘Oﬂ et 27= WEW 7|, = vkE7] 2ft vt
Z o 2Zx 1jaAle] 84| TR o]
1, vﬁuxm A4S % Gl B A Folo|, T
o] 3jEg ErH19), vl tsiRe] X17] Al weH
Nkl 0 2 QI Al obd 9jio] Wl <lsk Akt = 4
Ao] iz Abhs aiate] meAQl Br|8e 2k,
Th2 ASENTH e f2] 24 aTske RAolw F4b
Ao) EEH WHE Asfslol, FAHR o) WEAE A

@

XIOAIA AESL7|Q) TRA 419



J Korean Med Assoc 2017 May; 60(5):417-427

oleig AlTIE Eake BAjeRA 4Baile) elult
o= AN A A ohIeH0)], SR A X7}
%] siaje} e} Afolol 1t dhstol dhalo] Z%e) S
Seje 2ol BN £Es7)E B} o} 7t
oAl AlHR o B 4 o), mahd SARFHAI 4
af

Ea}7]9] 7+ 14 @40] ofu], 6] At} ojulE =3t
A7 A of | SRpPAR S (AkhE ¥ A
Ao et 19-g wpgho & sirbd, 2715 BRlHAR

41 o8l 4= 218 Aol
B2 3RPOHAA AEs17)0 nE LA QA wEQl
o] ks el AL 412 ol ok, el Ea) of
o)l T Alspol A TahE Syl “uleghic, 24
Yol 2 UekES T2 AR, A SR ARl of
S TARCR ofgA HFfoF TAE LelFAls e
o= ofEA M= M7= HA =915 ﬂl}o&%ﬂ/‘}
o] SIS wf 2xFof ofEhes e = ATk
250] e ol wheha] SARRIEIARE AF 37 1E ¢
aEol7|9k FE ARl &5 °P7IE TS| = gk
ARPAA 4851719
A SARFPAARAE] é B S E, AR 24

.Jl

s

4o,
o)
ot ok

L
i
n@
=
H
rg
>
2
.y
o,
£
TR

i)
£l
QL
£l
10
=OL
>~
FG
filo
=
oF
i
>,
e
QL
rir
oN,
o
i
hc)
g
>
)

2. SIXIQHHAIA AEE}7| 21 0]
3l SRR 2E5)7] o] tigt ol oo T3l 7
o) W Jold =K, g, Ay, REHE, 55

gl(l

2

> I
i rlo
1T of

3] ol=olA gri16], S, vle] A% B4

420 cistolArEsx|

014

_Iﬁ
LFJ
N 2 o e

QP AEF|2 AR BIRICFAANA A%
APgel7| = s AaL2), RN E Aolng

AehATH23), EMEC A 200210 A& AX|E7] A

3 WALRE SAjSHIN 25a7|9} Po 2leAlE %
ROQI7E HEEAE 1) O RATATL SAlA 1L Ao
dfat AT} ke ALl Feldel A9e AEse 5
25IEE sl AL ojn|lH29), wlebA] SRt

AAVA 2531719} HALOJRE 22 Aldoleli Hopw &

124

rE

ﬂura}oﬂ/ﬁ A (sorry works) [24], ‘AALs}
7] B= /\}@‘?—_._"6}7](open disclosure) [7], ‘APdTi2 v}3]
(disclosure of unanticipated outcome information) [25],
‘9)7 = ghl(medical error disclosure) [26], QB eF
TN (disclosing medical errors) [27,28] 2= &ol7} £&
w31 glo] §oio] o] BRsl) o] =itollA] ARkl
U= TARPAIAR &Fs e Bol7F 289 s
SHRPAAR 2 71 QA Har glom, ojgzQlo] gofof
A =2 4= Qs ARAQl ARgTe] 7 Atk AollAl 7t
840 =2 golehal Az ® SRREAR 4

BT AGHS ofols 85

of

ofs
=
N
N
=~
r (
by
©

O

= Aol Aol S0 o et letel 4%
sfeha grekec), she, A7) 2R Theke o] 43

L magdon SARIEA A2 AlSEl 9l

in\~

ot e

|, ‘open disclosure, ‘sorry works’, ‘being open’ S

RSP AE3719] FAAS) 4R B x2 13
de e 4 z&n} wfebA] o] HBo|AE SRk
AEableke ZA Gol2 AMgldct

o

Fﬁo



Ock M - Lee SI - Necessity of disclosure of patient safety incidents

4 O\ (32, YA BrlolRo] A P
Autonomy Professionalism ’

ERUET SRR
9 277} oI, 2o] B o
=27|8E0] Y& A SIS sl
AejHon T2 eeldon Frshe

Professional standard
Multidisciplinary apporoach

Patient's right to know
Respect for persons
Informed decision-making

Disclosure of patient
safety incident

Ao Emi]o]l o)xloA] E T}3]

Transparency Trust AL T dFoA & o efgst

Honesty Fiduciary obligation Z—%] OE] 3—]\0]1:]— E “’]:'oﬂ —JE-Q—-‘IET Q]'

Veracity Fidelity

Truth telling Beneficence X]‘?-]-'%j— T’E‘xﬂﬂ‘ EH‘II:“E]—T—’ 9»1]\‘11—:‘ Z_I\E H

K Nonmaleficence / 2:194&0"/\‘] _?_tgxé.% lr-,:__o]7] o5k =

Figure 1. Significance of disclosure of patient safety incidents in terms of ethicality. o7 & 4= QtH33]. &FE sk

o5 Eefi WE A Wl

1. 2215 SHojM2 22E o)1, &2l sy AT E EPAL avtHo

1) SRjebAA 48517]0] HEEE a2lH 9% 2 o2 0R BAZ wejd 4 g Ao Axje} o4
S o

Aol PAIE FAAA QRAEE AE3)

3 2 289 g
Lo RPIAR AESl0] 48RE gud Yol BXeRIN ABSIE Al Zuke R ol A%
AFg, Bt o Ue), QR EF B, SA, AAN,  olth RARANE TGl SelA WA SlskE B
A, Ale, ol FAIG A, ok, AR 7] o Qe AL BXjel nAolR BARE 7 A19E
o] 9IrH20,29-82), olefet AHEL BYAR Jolof  fAAARH22), ol Sl )Yk & 4= o)
ek Az ] e, B RS BA0E 1 o, Sl ) 2ole] AP Property Law)elA
oJulg Auw, 7t A U2 AHE ) BAZ AES | UIITHI0L 5, ofwl Alto] T2 ololA] AL 25
SickFigure 1), of ) WAL WY AL, ThE ol ST Ao =g
4 BRI 2EIE B A4S £FF o] HES 2520 that JAHARE dok s oS T
L AFolth31], ol ) o Uejoh AAel Balo] 1, o] T Alje] uhgr R glck oleld 9He o2
Sldl, SR lRAFel Glol WAl el A AllA 8 4 ;zwyvd 4B A8

g ofet $4el Aute] il o Telsk ik B4 ok, WA FAREo|
QHAA 2EFTI Bd) kel Tt £35S BolF Aol 249 ojol éﬁu}% BES A i, 9PH A
2% WolAIA, TAel Gz SAbAAY Fagh e Ak W BKe] 484 G AR TR Bk B AL
0L ofnlatel31), SRS A Aol zslel AR AL AR 8-S HET gl Aol K)o <Jztat
o) 919 W ol viord o] oiste] %W WA, fla  GARES T 5 ¢S Folh MARAISe] AL
Agjo] glek, TAjo] Azket SUIARL s ool @ B, Sk BARISS Aleat Aole), v o
A 7E R WOl o] R0l Aol ohet GEAE A 7 HALRIES Alska o] vl HARAIES
BAolA] o] 2ol Aok & 2|4 2lel Aolch, BatelA Aol Al W& WAt ek ek BRI 255}
A 2o 9 ekl el AL olF BAE 718 ok o A9 ol Aol Ut oA 93
of AAo] FaTt oL 37 o] BAMHAA AFSL  of Sk
717} Fastel, apeko 2 SHIRMIARA B el ) AR 7)o 3
E RPN ABSIE ERAS Bolt Aol Wsh: 87] 9l BFolch Bk 2EI7E s

2 2851710 22y 421



J Korean Med Assoc 2017 May; 60(5):417-427

= ste
ule- FE clojeh, oRQIEL P SRHIAA 253}
715 sjok 3 o7} QAR HEFFA 7)) ke $1)
S °

0|2 A} 3] (American Medical Association, AMA)2]
0]2-2-2]2Z(AMA Code of Medical Ethics)o| A% A}t
A axFsl7]of HelE W8-S AuE o Qi) A

8.121, A4t WalE Apsha YA elx A
ze

(3) SIS olmakalol] of5 A1A2] ojRo] BAgl]
aig ghe Aol dial BEAolT FHA £/ 7)1
ofof alch, Ze] BELS WRA] Hele] olgel WAt ¢l
o}, $47} ofzak Aol ofa) WalS ARS W KIS
Alo] 2t ul5at SAIS WA $iFt 4 S

=/
1o ok
1
"
S
=OI=

B
o

[lo
rick
T

whHQl AEE Agalok stk et ok
oA} gl 2l Aol Baalo]
Y 28 % 4 ek

(@) oprse 5] Aabgeld Ushe e 8] 4|
£709] 22 AT o] 9lek. lAre] Aol ol 3]
o whio] $47k 71 el TiEk A=t gloich Tk o)
Kol 0] Mg ol o] oJRE ojashs M
of wiolet,

Il
-z
ol
filo
N
9,
rlr

422 cistolArEsx|

O SR O3t ZIQIA| 9] of o] BAIYle] 2}
= B30 T3] QRO FR Q3 HsjAbamt oyt

AN} SIc, kAt SRS IAI 2 Fal 7o) prelEl 44
ol Zeolut A RS BRels 4 gl ekeelA| A Aoz
siko] 2484 20N BASHIAR 25al7]e] 2
f2ah 4= 9l Awolrt, BARMIA A%5)7]o] et

2. 2|z2o| & SHoM2| 224
AP 5= me A SHUnE HHo
A}, 212 Aol A7 sl = thadt 49
SHAIRE, ul= okt ol Rt "aA TAolM Ll
Of3t 214} Hloll A, Zi et Qo] Al she Haol= A
B|A7F vReAlRE 7] Ths A ol HehAl S
AR 23] 7hsde et W
ol -8stal IEH35]. SRRt o=E Adshe IolA
S8k aesfof & S tefsla, ol SHs] 4
A| gt olefl 2= Aol d& & o FAISksl] st
of FH9| omr} Zhojof & 27 AN, 54 =
o] Yo7t o] 2SS T #ES BB Hot
AL 9 7)) wet ofzo] Ho| Ziojof o =
Al AR, 2= Aef Aolef v A2 1)
HIA AR A, by, SRS, A, BE
., B4, of oA 7] 27o] distA]olnH35]. A A
HA1 Qls EARPIAR 5817 o] F P du &Rk

N
(N
2



Ock M - Lee SI - Necessity of disclosure of patient safety incidents

Table 1. Comparisons between patient safety reporting system and disclosure of patient safety incidents

Patient safety reporting system

Objectives Responsibility for the incidents

Learning from the incidents
Type of reporting Mostly voluntary reporting

Mandatory reporting for some serious
reportable events

To whom he/she report  Reporting system

Mostly voluntary disclosure

Mandatory disclosure under
disclosure law

Patients or their caregivers
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