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Background: Patient safety incidents trigger conflict between healthcare providers and

patients. Patients and families want to hear detailed explanations and apologies from medical

staff, but nurses may face difficulties with disclosure of patient safety incidents.

Purpose: To identify nurses’ experiences with disclosure of patient safety incidents.

Methods: Data were collected through in-depth interviews with nine clinical and five head

nurses and were analyzed using Colaizzi’s phenomenological method.

Findings: After formulating 18 themes representing nurses’ experiences with disclosure of

patient safety incidents, we clustered them into four theme clusters: “mixed responses from

patients and families,” “caught in a swirl of negative emotions,” “facing the reality that

hinders disclosure,” and “waiting for a breakthrough that would enable disclosure”.

Conclusion: Policies, systems, and culture that help both patients and healthcare profes-

sionals should be developed.
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Introduction
The US Institute of Medicine’s (IOM, 2000) report “To Err is Human” estimated that

44,000–98,000 Americans die every year from preventable accidents in hospitals. One

out of ten inpatients suffer an unintentional injury, of which 50% are reported to have

been preventable.1 Unintentional patient safety incidents [PSIs] trigger tension and

conflict between healthcare providers and patients.2 Patients and families wish to

receive a detailed explanation, such as the details of the incident and subsequent

progress, along with a sincere apology from the hospital.3 However, as some patients

demand compensation for the harm and pain caused by a PSI and punishment of the

healthcare professionals involved,4 healthcare institutions and professionals have grave

concerns with and feel burdened by the risks related to the disclosure of PSI [DPSI].5

DPSI refers to hospitals’ or healthcare professionals’ actions of expressing

regret about the incident and providing an explanation about the incident, along

with an analysis of it and measures to prevent similar cases, to patients and their

caregivers, regardless of accepting the responsibility and fault.6 Apologies are

a particularly important aspect in resolving adverse events, and an honest explana-

tion and apology about an adverse event by a healthcare professional help maintain

a trust relationship with patients following the event.7 The effects of DPSI are

known to reduce the number of medical malpractice disputes, litigation costs, and

compensation payouts,8,9 and is also a major factor that lowers healthcare profes-

sionals’ guilt and turnover.2
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Despite evidence supporting that DPSI lowers the num-

ber of medical dispute cases and relevant cost, reduces

patients’ intent of punishing healthcare professionals,

strengthens relationships with patients, and promotes ethical

patient-centered medicine, healthcare professionals are still

hesitant to practice DPSI. Prior studies reported that only

about 30% of medical errors are disclosed.10,11 Although

healthcare professionals generally agree on the need to report

and disclose PSIs to prevent them and promote patient safety,

they are reported to be reluctant to do so due to reasons such

as punitive organizational culture, legal responsibility, and

destruction of their trust relationship with patients.12 In par-

ticular, nurses experience various PSIs, such as medication

errors, falls, and pressure ulcers, so they are more likely to be

exposed to situations in which DPSI is required.13 In addi-

tion, among healthcare professionals, nurses have the closest

relationship with patients, so they worry about how to

explain the PSIs to the patient or caregiver.14 Due to the

nature of medicine, it is difficult for non-medical personnel,

such as patients and families, to confirm and prove medical

errors unless healthcare professionals report them and pro-

vide explanations. Failure to appropriately disclose PSIs

deprives healthcare professionals of their opportunity for

improvement from their experience with error and hinders

the prevention of similar PSIs in the future. Therefore, sur-

veying and understanding the fundamentals of nurses’

experiences with DPSI is crucial to help nurses to honestly

disclose PSIs while preserving their trust relationship with

patients and caregivers.

Most prior studies on DPSI examined the experiences of

physicians,15–17 with only a handful of studies surveying

nurses’ experiences. In one study that investigated American

nurses’ experiences with DPSI, nurses from institutions with

PSI disclosure policies were enrolled, and the results showed

that, except in serious cases, nurses are the ones to disclose

nursing PSIs.18 In a study of Swiss nurses, most were aware of

the need to disclose PSIs but found that relevant policies were

lacking in healthcare institutions.19 However, Korea has not

enacted an apology act, which typically protects the expres-

sion of regret by the healthcare provider but not the accom-

panying information related to causality/fault regarding the

PSIs.20 In addition, there are not yet guidelines for DPSI in

Korea, so whether or not to disclose depends on the judgement

of nurses. It is important to establish guidelines for DPSI by

identifying the factors that hinder and support DPSI by health-

care professionals. There may be structural and cultural differ-

ences in nurses’ experiences because nursing staffing

structures and PSI-related organizational cultures differ across

countries. Therefore, studies need to present foundational data

to positively and successfully introduce and establish DPSI in

the healthcare culture.

In this context, we aim to gain a broad understanding

of the meanings and essence of Korean nurses’ experi-

ences with DPSI through a phenomenological method.

Methods
Study Design
This study is a qualitative study utilizing the phenomenological

method to comprehensively understand and explore nurses’

experiences with DPSI. The phenomenological method aims

to understand the meanings and fundamental structures of

human experiences and focuses on identifying the common

properties shared by an entire study population as opposed to

examining individual characteristics. Moreover, it enables an

undistorted analysis of participants’ language. Thus, we deter-

mined that it is an appropriate methodology for understanding

nurses’ experiences with DPSI.

Selection of Study Participants and

Investigator Preparations
Nurses working in a general or tertiary hospital who had

experienced DPSI within the past two years and were

capable of adequately expressing their experiences were

recruited. New nurses currently undergoing orientation

were excluded. The hospitals the nurses were recruited

from were not the same as the hospitals employing the

researchers. Nurses from one general hospital were recom-

mended, and after informing them of the purpose and

method of the study over the phone, we allowed them to

volunteer as participants. Snowball sampling was used,

wherein participants who completed an interview were

asked to recommend other participants. The reason for

applying snowball sampling in this study was to find

participants willing to discuss their experience with DPSI

frankly and sufficiently explain their DPSI situation.

For qualitative studies, the recommended sample size

is 10, which is an adequate number even after deleting

other perspectives during analysis.21 In this study, we

conducted the interviews until reaching theoretical satura-

tion, where no novel fundamental meanings are discovered

from participants’ statements, and a total of 14 participants

were enrolled. No one refused or dropped out.

As researchers are the primary instrument in qualitative

studies, we underwent courses and attended special lectures

on qualitative research in graduate school to ensure that the
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study was reliable and to ensure accurate examination of

outcomes. The researchers have conducted qualitative stu-

dies in the past as well. We all worked in a care quality

management unit in which PSIs were analyzed and quality

improvement activities were performed for five years or

longer. Through our work, we became interested in nurses’

experiences with PSIs and accumulated empirical experience

of understanding healthcare professionals, patients, and care-

givers through interviews during the process of analyzing the

causes of incidents and administering interventions.

Furthermore, to prevent our experiences with DPSI from

influencing the interviews or outcome analysis and establish

a neutral stance, we tried to eliminate our own opinions or

bias while reflecting primarily on the participants’ experi-

ences and opinions.

Data Collection
Data were collected through individual in-depth interviews

with each participant from April 18, 2018 to May 30,

2018. The interviews were conducted in a comfortable

environment near the participants’ hospitals or homes.

Non-participants were not present alongside the partici-

pants and researchers. One to two rounds of interviews

were conducted for each participant, with each interview

lasting for 50 minutes to two hours. The interview ques-

tions were asked by two female nursing PhD professors

who had been in charge of PSIs at a healthcare institution

and thus had ample experience interviewing healthcare

professionals. Before the interviews, they explained the

study’s purpose and procedure and defined DPSI.

The major questions for the in-depth interviews were:

“What was your experience like when you communicated

with patients or caregivers about a patient safety incident?,”

“Is disclosure of patient safety incidents necessary?,” “What

do you think is important in the disclosure of a patient safety

incident?,” “What are the challenges of disclosure of

a patient safety incident?,” and “Which areas should be

improved for healthcare professionals to disclose patient

safety incidents?” We asked the questions in this order

according to the flow of conversation with the participant

so that the participants continued to talk throughout the inter-

view. The interviews were voice-recorded upon obtaining

consent from the participants and were transcribed verbatim

by the researcher immediately afterward.

Data Analysis
The collected data were analyzed per the process suggested by

Colaizzi.22 We repeatedly read the interview transcriptions

(verbatim) to comprehensively understand and develop insight

into the participants’ experiences. Next, we marked significant

words and sentences directly related to the phenomenon to

extract meaningful statements and described the meanings as

general statements in our own words. Then, similar meanings

were clustered into themes, and similar themes were grouped

into theme clusters.We continuously checked them against the

transcriptions to ensure that the identified theme clusters were

consistent with the meanings expressed by the participants. In

the final stage, we wrote comprehensive statements that cap-

tured the essential structure of the phenomenon under study.

Rigor
To maintain the rigor of qualitative research, we assessed this

study per the assessment criteria for scientific studies by Guba

and Lincoln.23 First, in terms of credibility, we voice-recorded

the interviews and transcribed the contents verbatim based on

which concepts were extracted. We conducted interviews and

analyses with a neutral attitude to eliminate the influence of

researchers’ bias and presuppositions. Second, in terms of

fittingness, we checked our descriptions and analyses with

three participants to ensure that they were in line with their

expressed experiences. Additionally, we consulted with two

nurses and one head nurse, who were not among our partici-

pants but had with experience with DPSI, to confirm that our

results were meaningful. We also received feedback on

whether the results drawn from the collected data were appro-

priate from one nursing professor who had conducted several

qualitative studies. Third, to ensure auditability, we presented

a detailed description of the process of analysis in the methods

section and directly cited participants’ statements in the results

section so that readers can verify our analyses. Fourth, con-

firmability was established by complying with the credibility,

fittingness, and auditability criteria.

Ethics Approval and Consent to

Participate
This study was approved by Institutional Review Board of the

Hoseo University in Korea (IRB No. 1041234–170822-HR

-061-01). Ethical issues regarding plagiarism, informed con-

sent, misconduct, data fabrication and/or falsification, double

publication and/or submission, and redundancy have been

observed completely by the author. Only thosewho voluntarily

agreed to participate could fill out the written informed con-

sent. The participation agreement included a statement about

protecting the participants’ anonymity and confidentiality and
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explained that participating in this research would have no

impact on their work.

Findings
Participants were recruited from nurses working in six gen-

eral or tertiary hospitals in South Korea, and 14 participants

were enrolled. There were 13 women and one man, with

a mean age of 35.86 years and a mean clinical career of 12.55

years. Ten were college graduates, while four had a master’s

degree. Six were married, and there were five head nurses

and nine staff nurses. Eight nurses worked inwards, five in an

intensive care unit, and one in the operating room (Table 1).

We analyzed the interview data using the Colaizzi22

method to understand the essence of nurses’ experiences

with DPSI. There were 659 key statements, which were

clustered into 129 meanings. Based on these, 18 themes that

represented nurses’ experiences with DPSI were formulated,

which were then clustered into four theme clusters (Table 2).

Mixed Responses from Patients and

Families
Mistrust and anger toward the nurse who made the error.

The participants gave an explanation and apology to the

patients and their families regarding a PSI, but the patients

and families violently expressed their anger against them

and hold them responsible. Further, nurses also

experienced that patients and families mistrusted them

for making an error and monitored their behaviors to

keep record.

I apologized and said I’m really sorry, but the caregiver got

really upset and began to curse at me, demanded to see the

CCTV, and said he’ll call the cops. Nurses from previous

shifts were also called and we explained to him over and over

and kept apologizing. The caregiver was really mad, saying

things like wouldn’t this kill the patient and what are you

going to do if anything happens to the patient. (Participant 7)

Some patients or caregivers would just raise their voices

and make a big deal even if we politely apologized. Young

caregivers react more fiercely than patients do. They

scream and give nurses hell. They watch every move we

make with untrusting eyes, tape-record everything, and

even take pictures and videos. (Participant 9)

Patients’ heartbreaking self-accusations. The participants

felt sorry as they explained an error regarding PSI to the

patients, but sometimes they encountered patients who

would say that it was their fault for not being careful.

The participants felt even sorrier for patients who consoled

them for making an error even when they were sick.

My eyes teared up when I was explaining about

a medication error to a patient. The patient told me that

it was his drug, so he should’ve been more careful. He

would keep console me and say that it’s okay even when

he was not in good condition. (Participant 3)

Patients’ and families’ understandings. The participants

experienced that patients would accept and understand

when the nurses explained about a PSI and expressed

regret. Patients asked the nurses to ensure that no more

accidents would occur in the future, but they did not

persistently challenge the nurses about it or express nega-

tive emotions.

The anticancer agent was infused too quickly, but the

patient was a DNR and had a good relationship with

nurses. I thought that it’s just his character. When

I explained to him that there was a medication error, he

just said, “Please be careful next time” and that was it. We

told him that we will compensate for it, but he refused and

thanked us for being honest. Sometimes, we had a better

rapport with the patient after the incident. (Participant 1)

Caught in a Swirl of Negative Emotions
Fear of the impending future. The participants experienced

a fear of the PSI seriously harming the patient. Furthermore,

Table 1 Participants (N=14)

Characteristics n (%) or Mean

±SD

Gender Male 1 (7.2)

Female 13 (92.8)

Age (year) 35.86±7.18

Clinical career (year) 12.55±7.36

Education Bachelor’s degree 10 (71.4)

Master’s degree 4 (28.6)

Marital status Married 6 (42.9)

Unmarried 8 (57.1)

Position General nurse 9 (64.3)

Head nurse 5 (35.7)

Working

setting

Ward 8 (57.1)

Intensive care unit 5 (35.7)

Operating room 1 (7.2)
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they felt afraid of the criticism and disciplinary measures that

would ensue after the incident.

One of the reasons that we do not want to disclose the

incident is the fear of disadvantages, criticism, disciplinary

action, and lawsuits. The first question people ask when an

incident occurs is “who did this?” The person responsible

is first identified, and criticism and disciplinary action

follow. That is our greatest fear and concern. You know,

because we deal with human lives. (Participant 12)

Feeling guilty about the patient. The participants felt guilty

for making a mistake that harmed or might have harmed

a patient. Also, they still felt sorry for failing to honestly

tell the patient about the incident even after some time

since the incident. Nurses who had good relationships with

the patient felt more sorry and guilty.

I accidentally administered 1/10 of the prescribed dose of

insulin. Thankfully, nothing happened. The head nurse

told me that we shouldn’t make a big deal because nothing

happened in the ward, so we didn’t do anything. We didn’t

go to the patient or caregiver to explain the incident. But

I still feel sorry for that. If I had apologized, it would’ve

helped me feel less guilty. At the time, I had felt fortunate

because nothing happened to the patient, but now I just

feel sorry. Nothing happened, so if I had just apologized at

the time, it wouldn’t keep bothering me now . . .

(Participant 8)

Losing trust from colleagues. The participants experienced

losing trust from their coworkers and being stigmatized as

a nurse who had caused a problem as a result of the

incident. They were not empathized by fellow healthcare

professionals, overheard coworkers talking behind their

backs, and felt as if they are not recognized as

a colleague. They also felt that fellow nurses were cold-

hearted for talking about the worst-case scenario despite

the intimidated and nervous state of the nurse who made

an error.

A new nurse accidentally removed the central line and was

frightened to death, but other senior nurses told her, “Hey,

you might be reported” when she was already shaking like

a dog because she was new . . . Some nurses don’t consider

new nurses as a colleague in those situations. (Participant 6)

Unfairly taking the blame. The participants experienced

that as nurses, they are especially the targets of patients’

and families’ criticism and blame regarding PSIs. They

feel unfairly blamed by patients and families who espe-

cially chastise the nurses even though the incident was not

solely due to the nurse’s error. Also, they feel they are

unfairly taking the blame for more senior nurses who were

also at fault in the incident.

Of course, it is the hospital’s fault. But sometimes, when

the healthcare professionals unconditionally take the

Table 2 Nurses’ Experiences with the Disclosure of Patient

Safety Incidents

Theme Clusters Themes

Mixed responses from

patients and families

Mistrust and anger toward the nurse

who made the error

Patients’ heartbreaking self-

accusations

Patients’ and families’

understandings

Caught in a swirl of negative

emotions

Fear of the impending future

Feeling guilty about the patient

Losing trust from colleagues

Unfairly taking the blame

Feeling helpless for not being able to

resolve the problem on my own

Facing the reality that hinders

disclosure

PSIs are bound to be repeated amid

a poor work environment

Patient safety culture that is still at

an inchoate stage

Lack of resources for protection and

support of disclosure

Events with unknown causes

Unscrupulous healthcare

professionals

Relationships with physicians with

inadequate collaboration and

communication

Waiting for a breakthrough

that would enable disclosure

Wanting disclosure protocol and

training

Wanting structural amelioration for

PSI prevention

Wanting a supportive culture that

helps with and provides protection

during the disclosure

Expecting patients and caregivers to

be companions
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blame, the caregivers suddenly become the more powerful

party and we are the subjugated. They can’t say anything

to the doctors, but they blame and project all kinds of

feelings on the nurses. I felt so unfairly treated in those

situations. (Participant 12)

Feeling helpless for not being able to resolve the problem

on my own. The participants lacked knowledge and skills

about how to explain the PSI to the patients and caregivers

and handle the situation and felt that they cannot do any-

thing on their own. Even in PSIs that did not cause any

harm to the patient, nurses experienced that they cannot

resolve the problem on their own. Even if nurses explained

the situation to patients and caregivers, they wanted

a doctor to explain the same as they had more trust in

the doctor, which made nurses feel helpless.

I heard about how to deal with customers with complaints

during nurse job training. But I have never been trained

about how to handle these incidents, so I don’t know what

to do. When the caregivers make complaints to me, I just

freeze and can’t handle the situation on my own.

(Participant 10)

Facing the Reality That Hinders

Disclosure
PSIs are bound to be repeated amid a poor work environ-

ment. The participants felt that the inadequate nursing

staffing compared to the severity of patients’ conditions

is the structural culprit for the repeated PSIs. They stated

that they sense their limitations when swamped with an

overload of work and miss something in an instant in such

a hectic environment. They felt that PSIs are bound to be

repeated in such an extremely poor and hectic work envir-

onment where they cannot adhere to principles and rules.

The environment is so poor. The government, which has

been abetting this healthcare system, is busy blaming the

healthcare professionals and pulling their feet out when

something big happens. There are just too many situations

where nurses can’t work in their right minds . . .. Minor

incidents happen so many times every day. How can we

possibly tell patients all of this? (Participant 9)

You know, even if you try to focus, an error happens in an

instant. It is inevitable. You can’t check 5 rights, not

because you don’t know them but because something

happened at that moment that hindered you from doing

so. This will sound like an excuse for patients. With

inadequate staffing, nurses are always pressed for time

and these incidents cannot be prevented. Disclosure is

not the ultimate solution. (Participant 14)

A patient safety culture that is still at an inchoate stage.

The participants felt that they should try to hide a PSI and

not report it due to criticism of patient safety culture.

Although they thought that reporting the incident and

explaining to the patient were the right things to do, their

manager criticized them for making a big deal out of it and

tarnishing the team’s reputation. The manager publicly

announced to give the nurse a disadvantage and rejected

any opinions for improvement. The participants experi-

enced that the patient safety culture promoted in cam-

paigns and patient safety education is yet to be established.

The nursing director chastised me and blamed me, saying,

“Why did you apologize first? . . . If you hadn’t apolo-

gized, we could’ve just let it pass like it was nothing, and

if we did, this wouldn’t have happened. We could’ve not

made a big deal out of it.” In patient safety education,

I learned to quickly detect errors and correct them. In the

hospital, they tell you to shut your mouth if an accident

occurs instead of correcting it, and they’re busy covering it

up. They say that these accidents happened out of bad

luck. I quit my job after the incident. (Participant 11)

There was this one drug that would make kids cry because

it’s too stimulating when shot through IV. When

I researched the drug, the manual says to mix the drug in

the fluid to dilute it when giving it to patients. I printed out

the information and handed it over to the head nurse, and

it went straight into her drawer. It’s way more convenient

for nurses to work if we just shoot it through IV. I didn’t

make any suggestions since then. (Participant 14)

Lack of resources for protection and support of disclosure.

The participants felt that there were no protective systems

to enable DPSI. They perceived that healthcare profes-

sionals may not be protected regarding numerous PSIs

that would occur and could be hurt from the disclosure

of PSIs. They do not know how to handle PSIs and feel

that there is no one available to provide professional help

regarding disclosure. They experienced that although head

nurses tried to resolve the issues, they failed to properly

handle the situations due to a lack of professional knowl-

edge and skills regarding disclosures.

I’m afraid that the hospital would bring the disclosure

policies in foreign countries to Korea without adjustment.

They give healthcare professionals no protection after dis-

closure. If we cannot disclose because of this, people

decry that we have no ethics. The healthcare scene is
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a minefield, but even when problems blow up, hospitals

don’t cover for us, the country doesn’t cover for us . . .

only healthcare professionals are brutally sacrificed.

(Participant 11)

Events with unknown causes. The participants experienced

that they could not disclose an event because they did not

know whether the nurse was at fault. They believed that

pinpointing the exact cause of an incident is difficult and

nurses are not at fault. Further, patients and families per-

ceive that nurses are at fault when nurses disclose an

incident without clearly knowing the cause, so they had

to remain silent in such cases.

The patient underwent a second surgery due to a problem

with their aorta, but the aorta ruptured during suction and the

patient had to undergo an emergency operation. The care-

givers blamed everything on the nurse. In these situations,

we’re not sure if we should apologize or not because we

don’t know whether it is our fault or not. (Participant 2)

Unscrupulous healthcare professionals. The participants

witnessed nurses who reacted casually to their errors as

if they are nothing serious or avoid taking responsibility

and felt that these nurses lacked ethics. They also felt

immoral for thinking that disclosure seems unnecessary

because it only makes the patient anxious and is not help-

ful for their work. They sensed that they were unscrupu-

lous in situations in which the patient passed away from an

accident and the entire case was determined to be an

exacerbation of conditions and concluded without giving

the family any details or consolation.

A few days ago, one nurse gave her patient a double dose

of a drug. But she claimed that it wasn’t her fault. She

argued that the nurse on the previous shift mixed the drug

wrong and so it wasn’t her fault. I asked her if she con-

firmed the drug dosage during handover, but she just said

that she had to give the drug as prepared by the other

nurse. Some nurses blame others for their errors and don’t

even know that they did something wrong. (Participant 1)

Relationships with physicians with inadequate collabora-

tion and communication. The participants experienced

conflicts with physicians regarding the person at fault in

a PSI. They felt that they have little understanding of each

other’s perspectives and that information about the details

of the event and subsequent treatment plan for the patient

is not shared with nurses. While patients and families

complain and express their anger about the event to the

nurse, nurses could not tell them anything or give them

consolation because they did not know anything.

There was an older patient who persistently had abnor-

mally high cardiac enzyme levels, and I forgot to notify

the physician on duty about the follow-up test done over

the weekend. The patient went to hemodialysis on

Monday, and his doctor came to work on that morning

and found out that the patient had high cardiac enzyme

levels. The doctor said that he wouldn’t have ordered

hemodialysis if he knew the test results. The patient under-

went CPR that night and was transferred to the ICU, but

later passed away. His state was already bad and that the

nurse’s failure to notify was not the direct cause of the

incident. But the doctor was busy blaming the nurse.

I cannot forget that “evening shift nurse *** didn’t notify”

was written on the progress record. (Participant 8)

Waiting for a Breakthrough That Would

Enable Disclosure
Wanting disclosure protocol and training. The participants

wanted a disclosure protocol, education, and training.

They wanted to be educated and trained to be able to

give heartfelt disclosures to patients and families. They

hoped that performing disclosure according to a set proto-

col would be helpful for patients and would be safe for

nurses as well.

We need experience and a role model for disclosing a PSI

to patients. If there are senior nurses or head nurses who

are good at them, we can learn a lot from them. But it’s

really difficult for head nurses, too. They’re not educated

with that or anything. Having sincerity is, of course,

a must, but you also need skills to apologize and resolve

the situation while understanding how patients and care-

givers feel. New nurses just stand there and cry in front of

patients. (Participant 1)

Wanting structural amelioration for PSI prevention. The

participants felt that adequate staffing and system

improvements to prevent PSIs are needed before apologiz-

ing to patients for accidents. They felt that the priorities

are developing practice guidelines, recruiting more nursing

staff to prevent PSIs, and establishing a structural environ-

ment that enables nurses to adequately care for patients

and explain situations to them.

There are policies related to patient safety and the hospital

tells us to comply with them, but the gap between the ideal

and reality is too big. Can we do all these . . . Maybe we can

but can small hospitals do this? . . . Is this the answer . . . ?
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They stepped up everything and told us to just follow them,

but it’s practically impossible. I think before DPSI, practical

measures and government support that protect patients from

accidents are needed even more. (Participant 2)

To run DPSI in Korea, I think it’s important to have the

proper healthcare system and provide support before dis-

cussing safety culture or educating healthcare profes-

sionals. There are way fewer nurses for all the work we

do. I even think that nurses are lucky not to make errors in

such situations. (Participant 9)

Wanting a supportive culture that helps with and provides

protection during disclosure. The participants felt the need

for a supportive culture that enables them to disclose their

errors to patients and families and report them without

fear. They desperately wanted managers and a positive

patient safety culture that would protect, not criticize,

them. They needed help from experts who can stand by

them through the difficult process of disclosure as well as

programs that promote recovery of nurses who have been

hurt by accidents.

We need to settle a patient safety culture that gives nurses

confidence that they would not be held responsible and be

punished for the incident. Nurses must be able to trust that

the purpose is to improve these problems for the better and

not to criticize individual nurses. (Participant 4)

One of the greatest complaints that nurses have is that the

head nurse offers absolutely no protection at all because

when a PSI occurs, the head nurse is not there. She’s not

there when patients complain, and although we hope that

the head nurse will do something in those situations, she’s

just gone and not there. I’m not saying that the head nurse

should take the fall, but I think she should protect the

nurses to some degree. (Participant 12)

Expecting patients and caregivers to be companions. The

participants hoped that patients and families might develop

an increased awareness of DPSI. They wanted patients and

families to make constructive suggestions for preventing

accidents to healthcare professionals and rationally resolve

the incident together. They hoped that patients would be

more actively involved with and understand their treat-

ment so that they could become the final line of defense

for patient safety.

If the patients are well aware of their treatment process,

healthcare professionals would be more careful. I think

these unfair things happen to them because of the large

gap in knowledge. Korean hospitals completely block out

patients and caregivers in treatment and just push forward

with healthcare professionals’ plans. I think patients need

to be well aware of the drugs or treatments they’re going

through to protect themselves. (Participant 14)

After the incident, I thanked the child’s caregiver for

understanding and apologized and told him not to hesitate

to ask us when he has doubts about the drugs that we give

the patient. But doing that does filter things. I think edu-

cating patients and caregivers to sufficiently know about

their treatment and actively participate in it is important,

especially for pediatric patients. (Participant 6)

Discussion and Recommendations
In this study, we explored nurses’ experiences with DPSI,

and four theme clusters emerged: “Mixed responses from

patients and families,” “Caught in a swirl of negative emo-

tions,” “Facing the reality that hinders disclosure,” and

“Waiting for a breakthrough that would enable disclosure.”

In the first theme cluster, the participants experienced

“mixed responses from patients and families” after disclosing

a PSI. While some patients and families expressed anger and

mistrust in the nurse who made an error and held her respon-

sible for it, some patients demonstrated an understanding

attitude toward the nurse, accepted the current situation, or

even blame themselves for playing a part in the incident.

Negative reactions, such as mistrust and anger, by patients

following an explanation about a PSI are similar to the

findings of another study, where these reactions were attrib-

uted to patients’ loss of trust in healthcare professionals as

a result of their attitude changes.24 Kim, Lee, Choi, and

Sohn25 reported that 95% of patients involved in a medical

malpractice case suffer from post-traumatic stress disorder.

Also, inadequate explanations given by healthcare profes-

sionals and their failure to offer emotional consolation

exacerbate patients’ psychological shock following the

incident.26 Multiple studies have found that patients can

understand the situation better, accept it, and develop

a greater trust in healthcare professionals when these health-

care professionals make a full apology and acknowledge

their responsibility.7,27 As DPSI is directly related to patients’

right to know, it is necessary to inform patients of the situa-

tion affecting them. The Medical Error Disclosure Guideline

by the Canadian Patient Safety Institute28 recommends

healthcare professionals to meet with patients, provide emo-

tional and practical support for them, express regret, and

accept their questions. To implement DPSI, legal protection,

such as an apology law that excludes the expression of regret
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from the evidence of liability for compensation, is required.

Based on such systems, hospitals should promote patient

safety and improve relations with patients through open

conversation and transparent disclosure of information with

patients.

In the second theme cluster, the participants experi-

enced being “caught in a swirl of negative emotions.”

They experienced a fear of criticism, disciplinary action,

lawsuits, and worsening of the patient’s condition, feeling

guilty about patients, and diminished trust from fellow

healthcare professionals. This is similar to another study’s

findings that immediately after PSI, nurses are afraid that

a patient’s conditions will worsen and feel guilty for their

carelessness, which may cause harm to patients.29 Nurses

were reported to develop greater fear, anxiety, frustration,

and depression with greater harm to a patient as a result of

the PSI.30 The National Quality Forum31 stressed the need

for support and protection of healthcare professionals, who

become a second victim after committing a medical error.

The participants also felt powerless as nurses who cannot

independently provide explanations for an incident con-

trary to physicians, and they also felt unfairly treated when

the responsibility was shifted to them. These results are

similar to previous findings that nurses undergo potentially

more problematic experiences following medical errors

compared to physicians and pharmacists.32 Nurse man-

agers must pay close attention to the signs of suffering

among nurse who experienced a PSI, and hospitals should

provide a support system for recovery. Scott et al33 sug-

gested that rapid response teams should be instituted

for second victims and that they should be given

a referral for professional counseling. The US and

Australia implemented an employee assistance program

to minimize employees’ emotional and occupational

damage following a PSI.34 Some healthcare institutes in

Korea provide continuous counseling and interventions for

the psychological and emotional injury caused by a PSI

among healthcare professionals through mental health

clinics.

In the third and fourth theme clusters, the participants

“faced the reality that hinders disclosure” and “waited for

a breakthrough that would enable disclosure.” The partici-

pants experienced healthcare professionals’ unscrupulous

attitudes regarding DPSI. Myung35 stated that the most

common dilemma healthcare professionals experience

when a PSI occurs is whether to disclose the incident or

remain silent. Although abiding by one’s conscience and

code of ethics is the most important for patient safety,

increasing awareness and enforcing patient safety would

be difficult without sufficient resources, education, and

a positive environment.13,36 In this study, the participants

perceived the current Korean environment to be hindering

DPSI due to the poor work environment, negative patient

safety culture, lack of protection and supporting resources

for disclosure, and lack of cooperation among healthcare

professionals. In particular, in this study, nurses wanted

collaboration and communication with physicians. It was

reported that nurses found it difficult to ask for help from

physicians when communicating about a PSI that caused

severe harm to the patient, so when individual nurses are

held responsible for DPSI, the chance of a timely DPSI is

reduced.13 In addition, Shannon et al18 reported that nurses

were excluded from the disclosure plan and process, which

was reported as a problem when providing patient care. In

other words, nurses do not know what to say in response to

the patient’s questions about a care plan following a PSI,

and as a result, inaccurate or unsafe information may be

provided to the patient. Further study of DPSI results is

needed of situations in which nurses are involved in the

disclosure plan and process, and detailed DPSI guidelines

as a team approach are necessary.

The participants hoped to have a disclosure protocol

and training to make a breakthrough in the current poor

environment and desired structural improvement for PSI

prevention and a supportive environment that helps them

engage in disclosure and protects them from the conse-

quences of disclosure. These results are similar to previous

findings that healthcare professionals lack communication

skills due to a lack of official education or training is an

obstacle to disclosure.2 Korea newly added an item about

disclosure of sentinel events to patients and caregivers in

the accreditation criteria for acute care hospitals.37

However, a national guideline is still lacking, and

a disclosure protocol appropriate to the Korean environ-

ment needs to be established. Foreign countries educate

healthcare professionals with disclosure through lectures,

video case-based studies, and simulations,35 and Korea

administers disclosure education as a part of its education

for new patient safety personnel in some healthcare insti-

tutes. The effects of disclosure education programs have

been confirmed and reported in foreign countries, and

additional studies are needed to examine whether similar

effects are found in the Korean medical culture.

In addition to education for healthcare professionals, the

participants also pointed to the need for experts or an exclu-

sive unit dedicated to helping healthcare professionals who
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have little experience or skills with DPSI. Some Korean

hospitals hire risk managers, independent from patient safety

personnel, but professional education and training related to

medical error disclosure for risk managers are lacking.

According to Gallagher,15 risk managers perceive their

roles to follow-up with patients and families concerning

error disclosure, be involved in the compensation process,

and provide timely coaching and education for healthcare

professionals. Governmental and hospital support are needed

so that risk managers are equipped with the knowledge and

competence required to actively intervene in times of crises

to facilitate a systematic disclosure between patients and

healthcare professionals.

The participants experienced the need for structural

improvements, such as hiring additional nursing staff, to

prevent PSIs in the first place before having to disclose

PSIs. Several studies have reported the correlation between

nursing staffing and patient safety.38–40 Korea has a serious

nursing shortage problem, where the number of nurses on

a per capita basis in Korea is extremely low: 4.6 nurses per

1000 population, compared to the OECD average of 9.3 per

1000 population.41 Therefore, structural improvement by

ensuring adequate nursing staffing is a priority to help nurses

deliver safe care, which would then contribute to preventing

PSIs before having to disclose PSIs.

The participants experienced the dire need to foster

a patient safety culture to help, protect, and support them

with disclosure. This is similar to other previous findings,

which state that medical error disclosure is significantly

positively correlated with patient safety culture.42,43

A study on Korean nurses’ perception of DPSI reported

that nurses are reluctant to disclose medical errors because

it only has benefits for the patients while having negative

outcomes for themselves.44 The ultimate goal of DPSI is

to promote patient safety, and it is important for all mem-

bers of a healthcare institution be aware of this and to

establish honesty, transparency, and integrity as the culture

of healthcare institutions.45 A culture in which patients and

healthcare professionals mutually collaborate and volunta-

rily promote DPSI is needed, as opposed to a culture that

forces DPSI onto individual healthcare professionals with

an ethical justification and only directs criticism and accu-

sation toward them. Healthcare institutions must cultivate

a just and fair safety culture that prioritizes patient safety

and resolves problems with systematic approaches.

Finally, the participants experienced “expecting patients

and caregivers to be companions.” Patients’ understanding

and involvement in their treatment is a core value in patient

safety. Although patients have better access to medical infor-

mation and higher levels of overall medical knowledge than

they did in the past, the number of cases in which they define

unexpected outcomes as medical errors and violently react or

file lawsuits is rising.46 On the other hand, approaches to

actively involve patients and their families and encourage

them to speak up in their treatment process are lacking.47,48

The US Joint Commission launched a campaign titled

“Speak-up Initiatives” in 2002 and has been continuing

with the campaign to promote patients to ensure their safety

during the process of care.49 Korean healthcare institutes

have also launched speak-up campaigns for patients and

caregivers as a part of patient safety activity, through which

they promote patients’ active participation in their treatment

process, such as patient identification and surgical site iden-

tification. In addition to providing DPSI education for health-

care professionals, healthcare institutions should promote

and provide systematic education so that patients and

families serve as the final line of defense in patient safety

by speaking up in their treatment.

One limitation of this study is that it examined the

experiences of DPSI only from the perspective of nurses;

therefore, additional studies should conduct an in-depth

analysis of patients’ and families’ experiences to promote

patient safety. Further, the interviews, which were con-

ducted in Korean, were translated to English and thus

may fail to sufficiently capture the original intentions.

Conclusions
This study conducted an in-depth exploration of nurses’

experiences of DPSI using a phenomenological research

method. The results showed that nurses experience mixed

responses from patients and families, are caught in a swirl

of emotions, face the reality that hinders disclosure, and

wait for a breakthrough that would enable disclosure. The

significance of this study lies in its presentation of an in-

depth understanding of various obstacles that hinder

nurses’ disclosure and offered suggestions about the poli-

cies as well as structural, cultural, environmental, and

social changes needed for nurses to confidently disclose

PSIs in clinical practice. Further, the in-depth understand-

ing of nurses’ experiences of DPSI presents evidence

supporting policies, systems, and culture that help both

patients and healthcare professionals who may become

victims of medical errors.

Based on these results, we present the following sug-

gestions. First, in-depth studies on patients’ and families’

experiences with DPSI are needed. Second, studies should
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develop a DPSI protocol and guidelines appropriate to the

Korean environment. Finally, studies should develop and

assess the effects of education and training programs for

DPSI for healthcare professionals.
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