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Abstract: The disclosure of medical errors is very important in ensuring the quality of patient care and safety. However, the
disclosure practices by physicians are not well documented in this setting. The objective of this study is to compare the
disclosure practices as well as the motivations and barriers to disclosure of these errors among physicians in government
secondary and tertiary health facilities in Abuja, Nigeria. A cross sectional survey of physicians working in six out of fourteen
government hospitals was conducted. A cluster sampling technique of the hospitals as the clusters was employed to obtain the
total sample size of 402 physicians, 201 for each level. A semi structured, self-administered questionnaire was used to collect
quantitative data on near misses, mistakes, slips or lapses and technical errors. Data was analysed using SPSS version 15.0 and
summarised as proportions. Chi-square test was used to assess associations between variables at a significance level of 5%.
Also logistic regression analyses were used to determine the significant predictors of medical error occurrences and disclosures.
Some 255 physicians i.e. (52.6%) from the tertiary level and 230 (47.4%) from the secondary level were interviewed. Both the
tertiary and the secondary levels had very poor medical errors disclosure practices, with disclosure of errors that caused
patient’s death or disability (3.9 vs. 8.3%, p=0.023); or disclosure of errors that caused discomfort or prolonged treatment to
patients (33.2% vs. 21.3%, p=0.026). The major barriers to error disclosures at the tertiary and the secondary health facilities
were: lack of malpractice insurance (69.4% vs. 48.2%, p=0.000); lack of policies for disclosing errors (62.4% vs. 55.4%,
p=0.119); and the fear of negative patient reactions (56.7% vs. 51.3%, p=0.233). The major motivations to errors disclosure
were receiving a positive feedback from the institution (65.1% vs. 56.3%, p=0.048) and the support and understanding of
colleagues (50.2% vs. 48.7%, p=0.74). This study suggests poor medical errors disclosure practices. In this study setting, the
development of institutional policies on disclosure will motivate physicians’ disclosure of medical errors and this should be
encouraged. Such policies should include institutionally administered malpractice insurance for the physicians.
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usually as an unintentional and unexpected occurrence.
Medical errors are therefore defined as preventable adverse
medical events. [1, 2]

A recognized classification of medical errors also
developed by the Canadian Safety Institute identifies the
following broad categories of errors. [1, 2]

“Near misses” are errors that do not cause harm to patients
by chance or because the error was corrected before harm
could occur. “Mistakes” are errors in the planning of an

1. Introduction

The Canadian Safety Institute defines an error as a failure
of a planned action to be completed as intended (i.e., error of
execution) or the use of a wrong plan to achieve an aim (i.e.,
error of planning). ' An error often results to an adverse event
to the patient. Adverse events are the injuries or harms that
result from an error in the course of the management of the
patient rather than the underlying condition of the patient;



Central African Journal of Public Health 2021; 7(2): 76-81 77

action.

“Slips or lapses” are errors in the execution of an action
that often occur as a result of distraction or momentary
failure of concentration. “Technical errors” occur when there
is a failure to carry out an action successfully even if the plan
of action and technique are appropriate. [3-5]

In Nigeria, a study conducted at the University College
Hospital Ibadan revealed an overall medical error rate of
25.2% and 76% prescription error rate. Prescription errors
by departments were as follows: wards 33.6%, General
Outpatient Department 24.6%, Medical Outpatient
Department 23.4% and Accident and Emergency
Department 18.5%. This study also revealed that there was
no policy in place for reporting, monitoring, evaluating and
preventing medical errors. [6]

In response to this challenge, leaders in patient safety
movements have called for the correction of the health system
defects that underlie these medical errors as well as an
improvement in the recognition and reporting of errors and the
disclosure of harmful errors to patients and their families. ’
Patient safety experts recommend openness to patients when
errors occur. [8, 9] The ethically correct and standard practice
should be timely and honest disclosure of medical errors to
senior colleagues, the health care institution as well as to patients
as the case may be. This is an important part of patient care and
an integral part of a physician’s lawful duty. Disclosure of error
is consistent with recent ethical advances in medicine toward
more openness with patients and the involvement of patients in
their own care and safety. Disclosing errors also upholds the
physician's ethical duty to consistently tell the truth in the
physician—patient relationship; an essential but decreasing virtue
in the doctor-patient relationship. [10]

Nondisclosure of errors on the other hand undermines the
effort to improve the safety of patients and quality of health
care. [11, 19] Failing to disclose errors also undermines
public trust in medicine and often suggests preservation of
professional interests over the well-being and safety of
patients contrary to the Hippocratic Oath, the medical law
and medical ethics. This failure can therefore be seen as a
breach of professional ethics and a lapse in the commitment
to act solely for the patient's best interests. [12] Also, patients
may be caused avoidable harm if they are injured further by
the failure to disclose. [13, 20] The objectives of this study
are to determine the perception of physicians on medical
errors disclosure practices and identify the barriers and
motivations to medical errors disclosure. Also the study aims
to determine the predictors of the physicians’ medical error
disclosure practices.

2. Materials and Methods
2.1. Study Area

The study was carried out in the Federal Capital Territory
Abuja (FCT). Abuja officially became Nigeria's capital on
12th December 1991."° Based on the 2006 census, the
population of the FCT was 1,405,201. However, the

population has been increasing rapidly following huge influx
of people. There are also 12 functional government
secondary health facilities, while the three tertiary health
facilities serve as the referral centers.

2.2. Study Design

A comparative cross sectional survey of physicians in the
tertiary and secondary health facilities was conducted to
obtain quantitative data.

2.3. Study Population

Medical and dental practitioners regardless of number of
years in practice (i.e. consultants, resident doctors, medical
officers and house officers) in the selected government
secondary and tertiary health facilities in the Federal Capital
Territory (FCT) Abuja were studied.

2.4. Sample Size Determination

The formula for calculating sample size for the comparison
of two independent proportions was used. [14]

2(Za + ZB)*n(1 — 1)
n/ group = PP

2.5. Sampling Technique

A cluster sampling technique was used in this study. Each
health facility was studied as one cluster. The 12 secondary
and two tertiary health facilities were identified using
available information from the Federal Capital Territory
(FCT) administration.

Each health facility was classified as one cluster; therefore
one government tertiary health facility (=1 cluster) was selected
by balloting out of the two tertiary health facilities and six
government secondary health facilities (=6 clusters) were also
selected by balloting out of the 12 health facilities. All cadres of
consenting medical and dental practitioners (i.e. consultants,
resident doctors, medical officers and house officers) in all the
selected health facilities (i.e. clusters) were studied. Note that the
estimated numbers of physicians of all cadres (i.e. consultants,
resident doctors, medical officers and house officers) in the
government health facilities were as follows: one tertiary health
facility had approximately 250 to 400 physicians and one
secondary health facility had 25 to 70 physicians.

2.6. Research Instrument

A semi-structured, self-administered questionnaire was
used. The questions were a mix of those constructed and
developed by the researcher and those curled and modified
from a standardized questionnaire survey on medical errors
among physicians in the USA; a project funded by the Robert
Wood Johnson foundation. [14]

2.7. Data Validity and Reliability

A training was conducted for the research assistants for
two days on the study objectives and questionnaire
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administration. The questionnaire was pre-tested among
physicians at the General Hospital Suleja in Niger state for
face wvalidity, clarity and stability and the necessary
corrections and modifications were made accordingly.

2.8. Limitations of the Study

The self-reporting nature of this study may be
compromised by recall bias. This was minimized by
assessing medical error occurrences and disclosures in the
past three months. Also the cross-sectional nature of the
survey makes it impossible to determine temporality as such
a temporal sequence of events may not be established.

3. Results

3.1. Medical Error Disclosure Practices Among Physicians

Both the tertiary and the secondary levels had very poor
medical error disclosure practices. For example, disclosure of
major errors (i.e. errors that caused patient’s death or
disability) were only (3.9% vs 8.6%; p=0.023) as shown in
table 1 below and disclosure of minor errors to patients (i.c.
errors that caused discomfort or prolonged treatment were
(21.3% vs 33.4%; p=0.026). Overall the disclosure rate was
higher at the secondary level than at the tertiary level
(66.9%>53.3%). This was statistically significant (p < 0.05).

Table 1. Medical error disclosure rates at the tertiary and secondary levels.

Category of error disclosed (per physician)  Tertiary level n=255 n (%) Secondary level =230 n (%) Total N=485N (%) 1’ p-value
Disclosure of minor errors to patients 49 (21.3) 77 (33.4) 126 (25.9) 4.97 0.026*
Disclosure of major errors to patients 12 (4.7) 9(3.9) 21 (4.3) 0.46 0.497
Disclosure of minor errors to the institution 15 (5.9) 10 (4.3) 25(5.1) 0.58 0.445
Disclosure of major errors to the institution 5(1.6) 12 (5.2) 17 (3.5) 5.04 0.025*
Disclosure of minor errors to colleagues 45 (17.3) 26 (11.3) 71 (14.6) 346 0.063
Disclosure of major errors to colleagues 10 (3.9) 20 (8.6) 30 (6.1) 5.17 0.023*
Overall error disclosure rates 136 (53.3) 154 (66.9) 290 (59.7) 5.87 0.015*

* P-values < 0.05 are statistically significant.

The disclosure rates were higher among consultants than among physicians below the rank of consultants at both the tertiary
and secondary levels, for example for the disclosure of minor errors to patients (first item in table 2 below) disclosure rates
were (32.1% > 17.6%) and (50.0% > 30.6%). This was statistically significant, p=0.026.

Table 2. Medical error disclosure rates by physician cadre.

Category of error disclosed Tertiary level (n=255) n (%)

Secondary level (n=230) n (%)  Total (N=485) n (%) i’ (p — value)

Disclosure of minor errors to patients

Consultants 9 (32.1)
Below consultant 40 (17.6)
Disclosure of major errors to patients

Consultants 3 (10.7)
Below consultant 9(3.9)
Disclosure of minor errors to the institution

Consultants 3 (10.7)
Below consultant 12 (5.2)
Disclosure of major errors to the institutions

Consultants 1(3.5)
Below consultant 4(1.7)
Disclosure of minor errors to colleagues

Consultants 5(17.8)
Below consultant 40 (17.6)
Disclosure of major errors to colleagues

Consultants 2(7.1)
Below consultant 8 (3.5)

e 200 amonsr
T a0 046 (0.497)
2 810? Zg(l(li; 0.58 (0.445)
S0 1ok 5.040.025)*
2107 61044 5460063
Koo o e

* Statistically significant

3.2. Barriers to Disclosing Medical Errors Among Physicians

The major barriers to disclosure at the tertiary and the secondary levels were lack of malpractice insurance (69.4% vs 48.2%;
p=0.001) and lack of policies for reporting errors (62.4% vs 55.4%; p=0.119) as shown in table 3 below.

3.3. Motivations to Disclosing Medical Errors Among Physicians

The strongest motivations to errors disclosure for the tertiary and secondary levels were: receiving a positive feedback from
the institution (65.1% vs 56.3%; p=0.04) and the support and understanding of colleagues (50.2% vs 48.7%; p=0.74) as shown

in table 4 below.
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Table 3. Barriers to disclosing medical errors among physicians.

Barriers to disclosure Tertiary level (n=255) n (%) Secondary level (n=230) n (%) Total (N=485) N (%) %2 p-value
Lack of malpractice insurance for physicians 177 (69.4) 111 (48.2) 288 (59.9) 22.42 0.001*
Lack of policies for reporting medical errors 160 (62.4) 128 (55.4) 288 (59.9) 243 0.119
Negative patient reaction 145 (56.7) 118 (51.3) 263 (54.2) 142 0.233
Lack of the required skills to report errors 132 (51.7) 115 (50.0) 247 (50.9) 0.15 0.698
Other barriers 3 (1.5) 6 (2.6) 9 (1.8) 0.64 0.421

*Significant difference

Table 4. Motivations to disclosing medical errors among physicians.

Motivations to disclosure Tertiary level (n1=255) n (%) Secondary level (n=230) n (%) Total (N=485) N (%) x> p-value
Positive feedback from the health institution 166 (65.1) 123 (56.3) 289 (59.5) 3.8 0.04*
Support and understanding of colleagues 128 (50.2) 112 (48.7) 240 (49.4) 0.1 0.74

+ Other motivations 2(0.7) 1(0.4) 3 (0.6) 0.2 0.60

*Significant difference
T Other motivations e.g. strengthening of patient’s trust in the physician etc.

3.4. Predictors of the Physicians’ Perceptions on Medical
Error Occurrence Rates

Table 5 below shows the odd ratios for predictors of the
physicians’ perceptions on medical error occurrences. Selected
independent variables were based on literature review and
plausibility of association. Major contributory factors included
professional rank below consultant (OR=2.10; 95% CI=0.99 -
4.43; p=0.05) and being a secondary level health facility

(OR=1.57; 95% CI=1.09 - 2.25; p=0.013).

Table 5. Predictors of the physicians’ perceptions on medical error

occurrence rates.

Model OR 95% CI p-value
Level of the health facility

Tertiary level 1

Secondary level 1.57 1.09-2.25 0.013*

Increasing complexity

of modern medical practice

Tertiary level 1

Secondary level 1.51 1.04-2.19 0.028 *
Lack of medical

equipment in the hospitals

Tertiary level 0.68 0.46 - 0.98 0.042 *
Secondary level 1

Sex

Male 1

Female 1.36 0.73 -2.51 0.340
Marital status

Married 1

Single 1.03 0.62-1.73 0.890
Professional rank

Consultant 1

Below rank of consultant 2.10 0.99 - 4.43 0.05 *
Constant 0.178 <0.001

* Statistically significant

3.5. Predictors of Disclosures of Medical Errors Among
Physicians

Table 6 below displays the odd ratios for predictors of
medical error disclosures. The secondary health facility had
the higher odd of medical error disclosure (OR=3.45; 95%
CI=1.09 - 10.86; p=0.034). Also availability of a positive
feedback from the institution (OR=0.69; 95%=0.47 - 0.99;

p=0.049) and the disclosure of a minor error (OR=0.62; 95%
CI=0.41- 0.94; p=0.026) were found to be contributory to the
disclosure of medical errors.

Table 6. Predictors of disclosures of medical errors among physicians.

Model OR 95% CI p-value
Disclosure of minor medical errors

Tertiary level 1

Secondary level 0.62 0.41-0.94 0.026*
Disclosure of major medical errors to the institution

Tertiary level 1

Secondary level 3.45 1.09-10.86 0.034*
Given lack of malpractice insurance

Tertiary level 1

Secondary level 0.41 0.28 - 0.59 0.001*
Given a positive feedback from health institution

Tertiary level 1

Secondary level 0.69 0.47-0.99 0.049%*
Given that disclosure would strengthen patient’s trust in the physician
Tertiary level 1

Secondary level 0.57 0.39-0.84 0.005%*
Constant 0.179 <0.001

* Statistically significant

4. Discussion
4.1. Medical Error Disclosure Practices Among Physicians

This study revealed that medical error disclosure practices
among physicians at both levels were poor. This study also
showed that overall, the secondary health facilities had the
highest odds of medical error disclosure (OR=3.45; p=0.034).
This suggests that the secondary level in this study setting
may have been able to overcome the fear of disclosure when
compared with the tertiary level. In addition, disclosure rates
were found to be higher among consultants than among
physicians below the rank of consultant at both the tertiary
and secondary levels. A study on disclosing medical errors to
patients among consultants and resident doctors in the USA,
reported higher disclosure rates than we found in this study
[14] This may be explained in the context of the different
settings under which the doctors work. However, another
study in the US supports our finding that consultants were
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more likely than residents to disclose an error. [15]
Mohammed and colleagues also found a higher medical error
disclosure rate than ours among resident doctors at the
University of Alexandra Egypt while Ogundiran as well as
Al Madani and colleagues reported low disclosure rates
among surgeons in South Western Nigeria and Saudi Arabia
respectively. [16, 17, 23] The findings by Ogundiran are in
keeping with the findings of our study.

4.2. Barriers and Motivations to Disclosure

Lack of malpractice insurance for doctors, lack of policies
for reporting medical errors, and negative patient reaction as
well as lack of the required skill for disclosure are the major
barriers to disclosure revealed by this study. This is in
contrast to findings from a similar study in the USA by
Jericho and colleagues, where the major concerns of
physicians were possible damages to doctor-patient
relationships and possible legal consequences. [18-22] There
were however some concerns about medical litigations from
our respondents as implied by negative patient reactions
which may lead to medical litigations. These differences in
barriers may also be attributed to the different settings in
which the doctors live and work.

On the motivation to disclosures, our study revealed that
physicians would be motivated to report errors if they would
receive positive feedback from the institution as well as the
support and understanding of colleagues. Similar findings
were reported in the USA and in Korea. [14, 18, 20-22] Their
study also reported that physicians would be motivated if
reporting will help their colleagues to learn from their
mistakes and if disclosure will help alleviate their feelings of
guilt or strengthen patient’s trust in them. Motivations to
disclosure may be expected to differ from one country to
another. This probably accounts for the observed difference.

5. Conclusion

This study revealed that both the tertiary and the secondary
health facilities had poor medical error disclosure practices.
The major barriers to error disclosures at the tertiary and the
secondary health facilities were: lack of malpractice
insurance, lack of policies for disclosing errors and the fear
of negative patient reactions. The major motivations to errors
disclosure were receiving a positive feedback from the
institutions and the support and understanding of colleagues.

6. Recommendation

The required non-punitive institutional policies or
professional guidelines and laws should therefore be put in
place to enable medical doctors carry out their ethical and
lawful duties to their patients without any fear of disclosing
medical errors. Also there is a need for institutionally
administered malpractice insurance for medical doctors. The
health institutions should constantly provide the required
positive feedback to physicians when they disclose that an
error had occurred in the course of patient care. This should

be done by giving the necessary support towards the
prevention of future occurrences of such errors.
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