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Background. Honest and timely reporting of medical errors is the professional and ethical duty of any physician as it can help the
patients and their families to understand the condition and enable the practitioners to prevent the consequences of the error. (is
study aims to investigate the viewpoints of medical interns regarding medical error disclosure in educational hospitals in Shiraz,
Iran.Methods. A researcher-made questionnaire was used for data collection.(e survey consisted of questions about the medical
error disclosure, the willingness to disclose an error, the interns’ experiences and intentions of reporting the medical error, and
two scenarios to assess the students’ response to a medical error. Results. Medical interns believed that a medical error must be
reported for the sake of conscience and commitment and prevention of further consequences. (e most important cause of not
reporting an error was found to be inappropriate communication skills among the students. (e results indicated that the
willingness to disclose the hypothetical error among females was more than males (R< 0.005), but in practice, there was no
difference between males and females (R> 0.005). (e willingness to disclose minor and major hypothetical errors had a positive
correlation (P< 0.001, R� 0.848). Conclusion. More ethical training and education of communication skills would be helpful to
persuade physicians to disclose medical errors.

1. Background

(e definition of a medical error (ME) has been changed over
time and may be different according to different situations
and purposes [1]. ME is a deviation from the care protocol
that may or may not result in harm to the patient [2]. Also, an
unplanned action (both commission and omission) or an act
that does not succeed in the intended result is a ME [3]. In the
present study, we considered ME as “the failure of scheduled
actions to achieve the expected goals, amistake in planning, or
deviating from the care process, which can cause harm to the
patient,” according to Reason’s and Leape’s definition [2–4],
while as mentioned above, several factors such as legislation,
ethics, quality control, legal action, and legislative regulation
can determine the ME definition. (ereupon, more efforts
and investigations are needed to construct a standardized
terminology that could be universally accepted [1].

MEs and adverse events related to MEs are among the
significant concerns of healthcare systems [5, 6]. ME is
considered among the major causes of morbidity and

mortality globally, whereas it seems to be more common in
developing countries such as Iran where the overall prev-
alence of MEs was estimated to be 50% [7, 8]. Moreover,
MEs and the related adverse events could cause several
medical disabilities and are the main reasons of accumu-
lating complaints in hospitals [9, 10]. (e errors might
prolong the inpatient services and result in death in some
cases [10]. MEs could occur because of burnout of the
healthcare workers, lack of medical knowledge and job
experience, absence of communication between the workers,
and inadequate supervision [11–13]. Nevertheless, finding
consistent causes of the errors and providing practical so-
lutions are challenging tasks as the errors may occur because
of several personal, interpersonal, and systemic factors [14].
In this regard, the healthcare professionals’ attention to the
patients’ safety has remarkably grown over the past decades
[15]. However, some physicians are still unaware of the
scope of the problem, the burden on healthcare systems, the
impacts on patients, and the strategies to reduce the risk of
harm of MEs [15].
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(e treating physicians may encounter punishments and
penalties for their failures, which may be formal (organi-
zation-imposed) and informal (psychological and social)
[16]. In Iran, the Medical Council identifies errors made by
physicians and investigates them against published guide-
lines. (e legal division of the Medical Council might find
the physicians responsible for the harm caused by ME and
might rule for the compensation according to Shariah
principles. Furthermore, the litigation of ME in Iran may
include payment for compensation and temporary or per-
manent suspension from professional services. In the private
sector, the physician is personally responsible for any ME if
he/she fails to exercise the standard of care and treatment
[17]. In the public sector, the most senior physician of the
treating team is recognized to be responsible for theME [18].
However, in this respect, medical constituents have several
flaws in many countries, especially in developing regions
[17, 19]. For example, in some cases, the physicians may be
convicted to be arrested and taken to a police station and
even to serve a prison sentence by a judiciary which lacks the
related medical knowledges [19]. (e legislators must
mention these problems that may lead the public to lose their
respect for healthcare systems.

Following a ME, the clinicians who were involved,
preferably the senior ones, should inform the patients or
their families—if consented—about the error, how it will be
relieved, and further therapeutic responses [20, 21]. Fur-
thermore, a sincere apology and an expression of regret must
be made to the harmed patients [22, 23]. Appropriate and
honest disclosure of MEs helps the physicians to regain the
patients’ trust and respect, decrease the chances of litigation,
and can mitigate the harm [24, 25]. Furthermore, truthful
ME disclosure is a physician’s responsibility and duty that
helps them to keep their professional integrity [20, 26].

In contrast to the above fact, statistics demonstrated that
disclosingMEs has been perceived as an ethical challenge for
many clinicians, and they commonly reticence to reveal the
harm [27–29]. In this regard, previous studies mentioned
that reporting the errors is inefficient in Iran, and nondis-
closure of MEs is a common problem, especially in teaching
hospitals [30]. (is could be because of the historical di-
chotomy between doctors’ paternalism and patients’ au-
tonomy that has continued on this matter [24, 31]. Previous
studies also mentioned several ethical, social, psychological,
and practical barriers to disclose the ME [32–34]. Cultural
issues, lack of communication skills, legal and regulatory
impediments, and absence of institutional support have been
mentioned to be among the barriers to report MEs [34, 35].

Several strategies have been proposed for ME disclosure
to achieve the purpose of the disclosure, which mostly in-
clude the following two stages. Firstly, the patients must be
informed about the error, the potential consequences, and
available cures for the condition [36]. (en, the clinicians
must apologize to the harmed patients and provide the
patients with information about the future attempts to
prevent recurrence of the event [36]. Considering the
available guidelines for disclosing MEs, the policy of the
United States Joint Commission on Accreditation of
Healthcare Organizations has the least flaws [37].

Many clinicians firstly encountered the ME and expe-
rienced ME disclosure in the early years of training [38].
Previous studies mentioned that nearly four-fifths of fourth-
year medical students and medical interns have faced with
MEs [39]. Many of the medical trainees reported that these
errors must be disclosed with the harmed patients, though,
in contrast to this belief, they had not been fully disclosing
the errors [38]. (is could be due to the above barriers to
disclose MEs and could result in future incompetency.
Currently, a few medical schools implement ME disclosure
training curricula, whereas a lack of comprehensive and
globally accepted curriculum is apparent. Evaluating the in-
training physicians’ attitudes and perceptions regarding the
ME disclosure is required to improve the relevant curricula.
(is study aims to investigate both attitudes and actual
clinical responses of medical interns at a major Iranian
medical school and public teaching hospitals regarding ME
disclosure. We aimed to advance the discussion initiated by
prior studies of the experience of medical interns with MEs.

2. Materials and Methods

2.1. Population and Data Collection. (is descriptive-ana-
lytical, cross-sectional, and hospital-based study was per-
formed between 2015 and 2016 in Shiraz Medical School,
Shiraz University of Medical Sciences, Shiraz, Iran. Of the
total 217 medical interns, 160 agreed to participate in the
investigation and were selected as samples. (e study took
place at Namazi, Shahid Faghihi, Hafez, and Ebnesina
hospitals, in which all of them are public institutions. It is
noteworthy that the prevalence of MEs was calculated to be
69.7% in Shahid Faghihi hospital and that 89.4% of these
errors were minor or near-miss ones [40].(e data gathering
tool was a researcher-made questionnaire that was designed
after a review of the existing literature with similar research
titles (Persian and English sources) [31, 39, 41, 42].

(e questionnaires were distributed to the interns on
different occasions such asmorning sessions, patient rounds,
and via the internet (e-mail). (e interns were asked to
independently fill out the surveys by recalling the most
prominent error encountered during their clinical clerkship
and return the surveys at the earliest. Data were extracted,
and an initial analysis was done. (e finalized data were sent
for statistical evaluations.

2.2.%e Questionnaire. An introduction was written for the
questionnaire, discussing the definition of the ME, the
impact of the ME on both patients and physicians, and types
of ME including minor and serious errors. ME was defined
as the failure of a planned action to be accomplished as
anticipated or implementing an incorrect strategy to com-
plete a purpose. Minor error was described as an error that
leads to an injury that is neither long-lasting nor life-
threatening. Serious error was considered as an error that
results in a lasting injury or fatal harm.

(e questionnaire consisted of five sections (53 ques-
tions). (e first part of the inquiry gathers demographic
information. (e second and third parts include questions
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about the interns’ experiences regarding the ME and ME
disclosure. (e fourth part is based on Likert-scale grades
(totally agree� 5 and totally disagree� 1) and includes 32
questions that evaluate the interns’ agreement and com-
mitment on disclosing MEs. To assess this part of the survey,
the total scores were measured between 48 and 132 (48 is the
least possible commitment, and 132 is the most). Finally, in
the fifth section, two scenarios were designed to achieve the
interns’ attitudes and knowledge about ME disclosure; and
the interns were asked to end these scenarios. (e first
scenario was designed considering the previous investiga-
tions about the significant MEs, and the second scenario was
based on the most prevalent errors in the local hospitals.

To evaluate the face and content validity of the ques-
tionnaire, an expert panel, including two postdoctoral re-
searchers and two professors of the Medical Ethics
Department, evaluated the questionnaire before the pilot
testing of the survey. (e recommendations about the level
of difficulty, the degree of relevancy, and the ambiguity of the
expressions were considered for the revision of the survey.
(en, the revised questionnaires were completed by 40
people of the target group to evaluate the quantitative face
validity. (e quantitative face validity of the survey was
calculated using the formula of the item impact method. Two
scenarios were presented at the end of the questionnaire to
examine the content validity of the survey. In order to
evaluate the reliability of the questionnaire, it was given to 30
internal medicine residents and 10medical interns who were
selected randomly. After a month, forty questionnaires were
given to the same people. (e questions which were not
appropriately consistent according to the tau-equivalent
reliability test were omitted (ρτ < 0.7). (e outcome was also
evaluated by the Pearson correlation test, which showed that
the survey has prominent reliability (R� 0.83). (e con-
sensus of the expert panel was achieved on the validity and
reliability of the survey before the initiation of the study.

2.3. %e Scenarios. A: a 68-year-old male patient has been
admitted to the Coronary Care Unit due to atrial fibrillation.
(e cardiologists stabilized the patient and controlled heart
rate by emergent interventions. Hence, heparin and warfarin
were prescribed for the patient. (e patient’s hemodynamic
status was secured, and the international normalized ratio
(INR) reached to the accepted level (2–2.5). (e attending
physician discharged the patient of the service, and the
resident physician asked one to write and order a pre-
scription and recommendation for the patient as one tablet
of warfarin once daily, check prothrombin time (PT) and
INR every three days, and an outpatient visit in 2 weeks. A
week later, the patient returned to the emergency depart-
ment with a large and painful hematoma in the thigh area
and an INR of 14.7.

B: in the pediatric ward, a 4-year-old girl with chronic
granulomatosis is hospitalized with a diagnosis of the left
knee septic arthritis. (e attending physician had ordered
magnetic resonance imaging (MRI) of the left knee. In the
request form, one wrongly wrote MRI of the right knee, and
the MRI was incorrectly performed for the patient.

2.4. Data Management and Statistical Analysis. Data were
reviewed for accuracy and were verified by two independent
statisticians. Descriptive statistics were analyzed using mean,
variance, and percentage calculation. Pearson correlation
test was used to find the association between categorical
variables. Inferential variables were also compared using the
chi-square and two-tailed T-tests. We considered differences
with a P value ≤0.05 as statistically significant. (e tau-
equivalent reliability test was also used to evaluate the re-
liability of the survey and the questions. Statistical analyses
were performed using SPSS version 22.0 (SPSS Inc., Chicago,
IL).

2.5. Ethical Considerations. Before the initiation of the in-
vestigation, the purpose and nature of the research were
explained to the participants. Participation in this study was
voluntary, and the questionnaire, if consented, was given to
be completed. Anonymity and secrecy of information of the
participants were also provided. Additionally, the ques-
tionnaire did not ask the respondents’ name in order to
maintain confidentiality.

(e interns have voluntarily participated in this study,
and they were assured that their filled data would be kept
confidential. (e information sheets were anonymously
labelled with a code number for each participant. Raw data
were generated at the research office of the Department of
Medical Ethics, and derived data were then sent for statistical
analysis. All datasets used and/or analyzed during the
current study are stored at the research office and archived
for ten years from the date of publication.

3. Results

160 out of the 217 distributed questionnaires were com-
pleted by the participants (73% response rate). Among the
participants, 86 (53.8%) were female, and 74 (46.2%) were
male, 17 (10.6%) were married and 143 (89.4%) were single.
Furthermore, 58 (36.2%) of the participants were passing the
first six months of the medical internship program, 69
(43.1%) were in the second six months of the program, and
33 (20.6%) were senior medical interns (last six months of
the program). All of the participants were Muslims; among
them, 39 (25%) had radical religious beliefs, 104 (66.7%)
were moderate, and 13 (8.5%) had unconvinced faith. (e
demographic characteristics of the participants are shown in
Table 1.

Table 2 presents the interns’ exposure to minor and
seriousMEs. 107 (67.3%) and 149 (93.1%) of the interns have
encountered with at least a serious ME and a minor ME,
respectively.

Considering the serious MEs, 33 (20.9%) said that they
would report, 100 (63.3%)mentioned that theymight report,
and 25 (15.8%) said that they would not report the error.
(ese numbers were 49 (31.8%), 79 (51.3%), and 26 (16.9%),
respectively, regarding the minor MEs. A significant two-
tailed correlation was found between reporting the minor
MEs and serious MEs. (e interns that report minor MEs
tend to report the serious ones as well, and vice-versa (P
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value <0.001). Moreover, 74.7% of the interns completely or
partially agreed on the policy that asserts ME disclosure
should also be prepared in written forms. Table 3 demon-
strates the interns’ willingness to report minor/serious MEs.

During the clinical clerkship, 59 (36.9%) of the interns
made at least one minor error, 52 (32.5%) had made at least
one serious error, and anymedical error did not challenge 49
(30.6%) of them. In this regard, 63.8% of the interns who
mademinor errors had disclosed the errors, and 73.5% of the
participants who made serious errors had reported their
mistake. Moreover, 47.1% of them asserted that they ade-
quately managed and reversed the side effects of the medical
error, and 41.1% have expressed that the reason for their
disclosure was to reduce the risk of future errors. (e in-
terns’ experience of ME disclosure after making a serious or
minor error, their involvement in evaluating and managing
the error, and they preventing the adverse effects of the error
are demonstrated in Table 4. No significant association
between the interns’ type of error and the probability of ME
disclosure (P value� 0.284) was found.

(e designed scores of the 5-point Likert scale that
evaluates the probability of ME disclosure were between 48
and 132.(emean score for all the interns wasmeasured to be
96.7± 18.3. (e mean score was calculated as 101.63± 16.73
and 91.38± 18.55 for female and male participants, respec-
tively. (ere was a significant difference regarding the scores
of the probability of ME disclosure between female and male
interns (PminorMEs � 0.039 and PseriousMEs � 0.015). Our
study also showed a significant correlation between the
participants’ religious belief status and reporting minor MEs;
the interns with stricter religious beliefs were more tended to
report the error (PminorMEs � 0.01 and PseriousMEs � 0.065).

No significant association was found between the marital
status and ME disclosure scores (PminorMEs � 0.932 and
PseriousMEs � 0.267).

(e interns believed that medical error disclosure is a sign
of physicians’ consciousness and morality (mean
score� 3.81± 0.91) and helps them to keep their professional
integrity (mean score� 3.68± 1.03). (ey also believed that
timely reporting of the medical error could help the physi-
cians to manage and reverse the adverse effects of the error
(mean score� 3.45± 1.08). (e interns mentioned that the
ME could affect both physicians and patients (mean
score� 3.44± 1.06); besides, the patients have the right to be
informed about the errors (mean score� 3.92± 0.88). How-
ever, some interns said that the healthcare system should be
blamed for anyME, and the physicians are not responsible on
this matter (mean score� 3.71± 1.10). Some thought that
there is no need to disclose the errors as they are inevitable
(mean score� 3.11± 1.25), and the physicians should only
apologize to the patients—without any further action—after
the occurrence of an error (mean score� 3.30± 1.04). Some
others believed that there is no need for medical error dis-
closure; however, it must be compensated (mean
score� 2.54± 1.17). (e interns mentioned that fear of liti-
gation (mean score� 2.33± 0.96), losing esteem (mean
score� 2.82± 1.16), and institutional penalties (mean
score� 2.30± 1.20) are among the reasons for not disclosing
MEs. Moreover, some of the interns preferred not to disclose
MEs as they assumed that the patients might not properly
understand the situation (mean score� 2.07± 1.04) and
dangerously overreact to the problem (mean
score� 1.83± 0.86). Lack of communication skills (mean
score� 3.28± 1.08) and knowledge (mean score� 3.08± 1.08)

Table 1: Demographic data of the participants.

Variable Status Number (percentage)

Sex Male 86 (53.8)
Female 74 (46.2)

Medicine internship program (18 months)
1st six months 33 (20.6)
2nd six months 69 (43.1)
3rd six months 58 (36.2)

Marital status Single 143 (89.4)
Married 17 (10.6)

Religious belief
Radical Muslim 39 (25)
Moderate Muslim 104 (66.7)

Unconvinced Muslim 13 (8.3)

Medical ethics courses about error disclosure
Completed 60 (37.7)

Somehow completed 66 (41.5)
Uncompleted 33 (20.8)

Sufficiency of medical ethics courses about error disclosure
Adequate 14 (8.9)

Somehow adequate 69 (43.7)
Inadequate 75 (47.5)

Table 2: Types of medical error and the rate of exposure.

Type of medical error Encountered Not encountered
Number (percentage) Number (percentage)

Serious medical error 107 (67/3) 52 (32/7)
Minor medical error 149 (93/1) 11 (6/9)
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are found to be among the factors that could be the causes of
not reporting medical errors (Tables 5 and 6).

More than three-quarters (73 (75.3%)) of the interns
asserted that they did not encounter any serious conse-
quences for not reporting an error. However, 8 (8.2%) said
that they faced moral and psychological issues, and 15
(15.5%) had received a serious warning. Furthermore, more
than half of the participants (54.5%) reported that no serious
problem occurred for their patients because of not reporting
MEs, though more severe consequences of not reporting the
errors such as mortality (25.7%), severe morbidity (18.8%),
and delayed discharge (1%) were also among the interns’
experiences in this regard (Table 7).

(e interns responded to the scenarios at the end of the
questionnaire, in which a fault in the first scenario resulted
in major consequences, and the second is a minor error. In
response to the first scenario, 91 students (71.1%) mentioned
that they would report the error, and 37 (28.9%) preferred
not to report the error. Twenty (23.8%) of the interns said
that they would report the error to the attending physician,
48 (57.1%) to resident physicians, and 15 (17.9%) to the
patients and their families. In response to the second sce-
nario, 105 (73.9%) said that they would report the fault, and
35 (24.6%) said they would not. Twenty-five (20%) men-
tioned that they would report the error to the attending
physician, 42 (33.6%) to resident physicians, and 29 (23.2%)
to the patients and their families. Moreover, 29 (23.2%) of
the interns said that they would compensate the error
without telling anyone (Table 8).

4. Discussion

Nearly 70% and 90% of the participants of this study have
mentioned that they had encountered at least one serious
and minor ME, respectively. (ey noticed that MEs could be

because of the shortage of workforce and extreme working
hours. (ey also believed that other causes such as lack of
experience, education, training, and inappropriate support
could increase the errors. Previous studies also highlighted
that extreme working hours and burnout have a significant
impact on reducing job performance and can be a severe risk
factor for MEs [43, 44]. Moreover, poor physical and mental
health, lack of experience and training, inadequate super-
vision, and lack of appropriate restoring of system failures
are among the common factors contributing toMEs [11, 45].

MEs are unavoidable and affect the patients, treating
physicians, and nurses, as well as medical institutions.
Current evidence shows that the system failures are the
leading causes of MEs; however, human errors are common
and usually underreported in the clinical practice [45–47]. In
this regard, designing necessary methods that are protected
from accidental errors is required to build a reliable
healthcare system. Moreover, recognizing, managing, and
learning from the situation caused by the ME are among
crucial steps towards ME prevention, patient safety im-
provement, and quality care enhancement [48]. In this
regard, facing and disclosing MEs is a challenging task for
healthcare personnel [47]. To improve the rate of ME dis-
closure, the next generation of physicians must be properly
prepared to disclose the errors.

(e rate of ME disclosure has been increasing since the
publication of “To Err is Human” as it shattered the senti-
ments that aligned with the physicians’ paternalism [49].
Furthermore, this progress could be because of the increased
public education and demands as well as the development of
patient safety and quality services [50]. Still, the public does
not acknowledge these improvements and feels that the MEs
are inadequately disclosed to them [51].(ey believe that the
MEs should be disclosed to them irrespective of the severity
of the harm [52]. Consistently, the patients’ Bill of Rights

Table 4: (e interns’ experience of medical error disclosure and management of the medical error.

Issue Report Number (percentage)

Medical error (n∗ � 107) Yes 73 (68.2)
No 34 (31.8)

Minor medical error (n� 58) Yes 37 (63.8)
No 21 (36.2)

Serious medical error (n� 49) Yes 36 (73.5)
No 13 (26.5)

Proper management of the medical error and adverse effects of the error Yes 49 (47.1)
No 55 (52.9)

Found the cause of the medical error Yes 44 (41.1)
No 63 (58.9)

∗Number of contributors who answered the question.

Table 3: (e interns’ willingness to report the medical error.

Type of error
Willingness to report the error

Correlation between the type of hypothetical error and willingness to
commentDefinitely Possibly Certainly not

Number (percentage)
Serious medical error 33 (20.9) 100 (63.3) 25 (15.8) Gamma� 0.848

P value < 0.001Minor medical error 49 (31.8) 79 (51.3) 26 (16.9)
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Table 7: Consequences and penalties after students’ failure to report a medical error.

Consequences for patients Number (percentage) Penalties for students Number (percentage)
Nothing happened 55 (54.5) Nothing happened 73 (75.3)
Mortality 26 (25.7) Feeling guilty 8 (8.2)
Severe morbidity 19 (18.8) Serious warning 15 (15.5)
Delayed discharge 1 (1) Persuasion 1 (1)

Table 5: Reasons for disclosing or not disclosing medical errors.

Questions Completely
agree Agree Somehow

agree Disagree Completely
disagree

Mean
score

Patients have the right to be informed about medical
errors 26 (16.2) 52

(32.5) 61 (38.1) 9 (5.6) 12 (7.5) 3.44

Medical error disclosure helps the physicians to keep
their professional integrity 35 (21.9) 64 (40) 43 (26.9) 11 (6.9) 7 (4.4) 3.68

Medical error disclosure could reverse the adverse effect
of the error 26 (16.2) 59

(36.9) 45 (28.1) 20 (12.5) 9 (5.6) 3.45

Medical error disclosure is a sign of physicians’
consciousness and morality 3 (1.9) 66

(41.2) 41 (25.6) 12 (7.4) 1 (0.6) 3.81

Medical error could affect both physicians and patients 43 (26.9) 73
(45.6) 33 (20.6) 8 (5) 2 (1.2) 3.92

Table 6: Reasons for not disclosing medical errors.

Questions Completely
agree Agree Somehow

agree Disagree Completely
disagree

Mean
score

(ere is no need of disclosing the error as it is inevitable 23 (14.4) 27
(16.9) 39 (24.4) 49 (30.6) 21 (13.1) 3.11

(e healthcare system should be blamed for any medical
error, not the physician 7 (4.4) 12

(7.5) 48 (30) 44 (27.5) 48 (30) 3.71

Physician should only apologize the patients after the
occurrence of the medical error, and no further action is
needed

8 (5) 29 (18) 40 (25) 63 (39.4) 15 (9.4) 3.30

Medical error disclosure could lead to litigation of physicians 30 (18.8) 66
(41.2) 47 (29.4) 11 (6.9) 5 (3.1) 2.33

(e physicians might lose their respect and esteem because of
medical error disclosure 21 (13.1) 46

(28.8) 43 (26.9) 35 (21.9) 13 (8.1) 2.82

(e patients and their families might dangerously overreact to
the problem 68 (42.5) 54

(33.8) 33 (20.6) 3 (1.9) 1 (0.6) 1.83

(e physicians might encounter with penalties if they report
their errors 49 (30.6) 52

(32.5) 29 (18.1) 19 (11.9) 10 (6.2) 2.30

(e patients cannot properly understand the medical error 59 (36.9) 49
(30.6) 36 (22.5) 13 (8.1) 3 (1.9) 2.07

Lack of communication skills could be a cause for not
reporting medical errors 12 (7.5) 23

(14.4) 45 (28.1) 59 (36.9) 19 (11.9) 3.28

Lack of knowledge could be a cause for not reporting medical
errors 15 (9.4) 29

(18.1) 57 (35.6) 46 (28.8) 13 (8.1) 3.08

(ere is no need for medical error disclosure; however, it
must be compensated 40 (25) 37

(23.1) 44 (27.5) 34 (23.1) 5 (3.1) 2.54

Table 8: Participant’s response to scenarios.

Issue
Not report Report to the attending physician Report to the resident Report to the patient
Number

(percentage) Number (percentage) Number (percentage) Number
(percentage)

Scenario results in major damage 37 (28.9) 20 (23.8) 48 (57.1) 15 (17.9)
Scenario results in minor
damage 35 (24.6) 25 (20) 42 (33.6) 29 (23.2)
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asserts that the patients have the right of being informed of
an error. As in many cases, ME disclosure will increase the
opportunity for improving treatment outcomes. Most of the
patients prefer to be made aware of almost all events and
possible errors in a transparent manner, no matter what is
the extent of MEs.

Currently, different guidelines are available for ME
disclosure and giving information about the MEs to the
patients. Some suggest that the patients should be informed
when the error is serious and harmful (irreversible and
improperly compensated errors); conversely, some propose
that all the errors must be addressed to patients, even minor
and unintendedmistakes [27, 50]. Presently, most healthcare
personnel have accepted the standards that imply ME dis-
closure of even minor, unserious, and unintentional faults.

In the present study, more than four-fifths of the medical
interns reported that they will disclose both minor and
serious MEs (83% and 82%, respectively). However, it seems
that these numbers decrease in clinical practice as about half
of the participants refused to answer the questions that
evaluate their experiences on this matter, during clinical
clerkship. Moreover, among those who answered the items,
only 63% have disclosed minor errors and 73% have dis-
closed serious errors.

(e interns’ refusal to answer the questions that evaluate
their ME disclosure in the clinical practice and the decreased
rate of ME disclosure during the practice could be because of
feelings of disappointment, guilt, distress, and sense of in-
competence, as mentioned by previous investigations
[53, 54].

(e present study showed the female interns and the
interns who had stricter religious adherence are more tended
to report MEs, while no significant association was found
between the marital status and the frequency of the error
disclosure. Previous studies mentioned that the frequency
does not associate with gender or religious beliefs; however,
an association was found between marital status and ME
disclosure rate [5, 50].(ese variances may be because of the
different statistical society, population number, time, and
environment of the studies. Our results also demonstrated
that the interns who report minor errors are more tended to
report the serious MEs.

(e participants of the present study typically prefer to
report minor and serious MEs to the ward resident physi-
cians. (ey mentioned that they would not report the errors
to the institution’s management center, while in case of any
ME, the management should be notified to be able to legally
and emotionally support the trainees.(is lack of trust in the
authorities might be due to the system’s incompetency in
providing physical, mental, emotional support for the in-
terns, specifically in developing countries. In contrast to
these results, previous studies reported that some physicians
prefer to report the error to the management and to hide it
from their colleagues [50].

In the present study, the interns thought that the MEs
should be disclosed because it could help the physicians to
hold their responsibilities and professional integrity and
maintain their honesty, sincerity, and morality during
practice. (e interns have also been disclosing the MEs to

improve patients’ autonomy, increase the chance of re-
versing the adverse effects of the error, recover the patient-
physician relationship, and prevent future malpractice lia-
bility. (ere was no significant difference between genders
regarding the assertation of these ideas. Consistently, pre-
vious investigations have mentioned that the potential
benefits of ME disclosure for both parties could be the timely
diagnosis of the adverse events, improved patient-physician
relationship, better compensation of the adverse outcomes,
reduced emotional distresses, and decreased chance of lit-
igation [49, 55].

In contrast to the above findings, our results also showed
that some of the participants thought that reporting MEs
would not be necessary as they are inevitable and system
failures cause most of them. Possibility of being punished by
superiors, loss of credibility and respect among colleagues,
facing institutional penalties, encountering the patients’
inappropriate reaction, and litigation were described to be
the physicians’ reasons for not reporting the errors. (e
interns also thought that lack of communication skills and
knowledge could result in these fears and not reportingMEs.
In these cases, female interns were more tended to have these
attitudes, compared to male interns. Other studies men-
tioned that lack of detailed guidelines and education, lack of
positive feedback from superiors, fear of being reprimanded,
legal charges, absence of communication skills and
knowledge, coworkers’ reactions, the possibility of loss of
respect and status, and also uncertainty about patients’
reactions are the main barriers of ME disclosure [45, 56–58].

In Iranian society, people care about others thinking
about them. Teaching faculty and senior physician, as ref-
erence individuals, play out an influential role in the for-
mation process of attitudes, decisions, and actions within the
clinical environment. (ey form the bases for and standards
against in which their subordinates’ acts are judged. (eir
view of error reporting can affect the behavior of the sub-
ordinates including interns. When an intern reports an
error, he or she is seen as acting against the seniors.
Healthcare educational policymakers need to develop a
commitment-based management rather than a hierarchical,
control-based punitive management system to identify the
majority of medical errors and risk factors which help
avoiding preventable adverse events.

Disclosure of errors presents enormous challenges for
the interns as well as the physicians. Medical institutions
should develop guidelines and instructions to help treat
physicians to report the errors. (ey should also encourage
the physicians in this regard by providing them appropriate
support and insurances, instead of punishing, disgracing, or
rejecting them. (e institutions should not blame the
physicians alone as in most cases, the MEs are caused by the
healthcare system failures [45]. ME disclosure education
should also be a part of the trainee’s curriculum as our study
showed that most of the interns believed that they needmore
courses regarding the ME disclosure. (e presence of role
models to medical trainees can be an effective factor on
improving the competency in ME disclosure through pro-
viding a passive, experiential method of learning for these
individuals. One of the problems in this area in the context
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of our study is the definition of many different roles for
physicians in charge of medical education in a clinical
setting. Obviously, it is very difficult to play multiple roles at
the same time.

Furthermore, the result of our research and previous
studies showed that emotional, psychological, and cultural
issues are major contributing factors of disclosing errors,
which should be evaluated in future studies [39]. Healthcare
providers must understand the complexity of medical errors
and seek to reduce the frequency of mistakes by recognizing
the etiology and planning practical approaches.

Our study has some limitations. One of the most im-
portant weaknesses of our study is the sampling method.
Although the response rate was quite acceptable, as the
present investigation was done in teaching hospitals of
Shiraz Medical School, the results might not be applicable to
trainees in other areas. (e study could have been done on
greater scales in order to achieve more comprehensive
findings. Besides, our investigation is a descriptive study that
focuses on descriptive analysis of the situation and objects;
however, in order to find the actual attitudes of medical
interns regarding the disclosure of errors, qualitative re-
search studies could also be useful.

5. Conclusion

Adequatemental, legal, and financial supports could encourage
medical interns and physicians to report a ME. (e most
significant barriers to disclose MEs are fear of being legally and
financially punished or being rejected and disgraced. Policy-
makers and authorities should implement strategies to support
healthcare professionals after reporting an error. (ese goals
could be achieved by positive advertisements and increasing
education and research on this matter.
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