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The article by Dintzis et al1 in this issue of the Journal 
presents a survey of anatomic pathologists and laboratory medi-
cal directors regarding their attitudes and experiences reporting 
error. To my knowledge, this is the first multi-institutional sur-
vey of this kind in pathology and brings attention to a problem 
that is rarely discussed. The article also could represent a mea-
sure of the culture of pathology and laboratory medicine with 
regard to patient safety. The article raises several questions.

Which Errors Should Be Disclosed to Patients?
It is encouraging to see that respondents were nearly unan-

imous in their belief that serious errors should be disclosed 
to colleagues, patients, and hospitals. But there are areas of 
uncertainty. The survey’s use of cases injects reality that draws 
useful information. It is hard to determine how a situation is 
handled without understanding all the specific details of an 
error. For example, if blocks and slides are mislabeled but the 
labeling is later corrected, most would agree this type of error 
should be monitored internally and possibly reported as an 
incident, but should the patient be told of this error? Some may 
consider this a near miss. Should pathologists disclose such 
errors to the patient? The answer is not clear. This ambiguity 
is reflected in the survey in which 60% thought that a near miss 
should be reported to the hospital but only 20% thought that a 
near miss should be disclosed to the patient.

Some types of errors can be problematic, for example, is 
a change in lymph node status of a cancer case a minor error? 
If the positive lymph node count is changed from 0 to 1, many 
would say this represents a serious error. But if the positive 
lymph node count is changed from 2 to 3, many would consider 
it a minor error of no consequence to the patient’s management. 
While the error is exactly the same, the implication for the 
patient is different, and the example demonstrates the dilemma 
in how we deal with errors and how we disclose them. In the 
survey, about three fourths of respondents thought that minor 
errors should be disclosed to patients and hospital systems. 
With specifically defined situations, the responses may vary. 

This highlights the need to have better definitions of errors that 
incorporate significance for the patient, which hopefully leads 
to meaningful disclosure.

Although there are no national guidelines to error disclo-
sure in pathology, Tomaszewski and LiVolsi2 have outlined 
steps that may be followed in case of an error. If an error has 
significant impact on patient care, it should be reported to 
the responsible clinician. They advise that determining the 
circumstances by which the patient is notified should be made 
in conjunction with the responsible clinician(s). They recom-
mend that errors with no impact on patient care should be 
forwarded to the departmental quality assurance program for 
further study. They summarize the response to error as being 
dependent on where they fall in a 2 × 3 matrix defined by the 
potential for patient harm (significant vs minimal) and the 
timeliness of discovery (short, intermediate, long). This view is 
likely the prevalent approach that most departments take with 
input from institutional risk management staff. Regardless, 
there is a need in anatomic pathology to better define how 
pathologists manage errors.

Most pathologists are beginning to realize that an error that 
is detected early after a report has been issued is best because 
the patient usually has not been treated based on the errone-
ous diagnosis. Although it may be a blow to the ego, most are 
relieved that the error is found and no harm has come to the 
patient. More problematic to address is what should happen if 
an error is found months or years after it is made. The patient’s 
fate is likely already determined. Most pathologists would 
advise seeking the help of institutional risk management staff 
or legal counsel. Morally, the obligation is to disclose.

How Should Error Disclosure Occur?
Most health care systems have well-established incident 

reporting systems. The technical and support staff usually 
are very well trained in its use and issue incident reports that 
involve interdepartmental problems. Reporting an error as 
an incident does not always lead to disclosure to the patient. 
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As demonstrated in the survey, laboratory medical directors 
use this system in the majority of errors. Pathologists, on the 
other hand, typically report an error directly to the patient’s 
physician first to ensure that the patient receives proper care.
But, at the same time, they may also discuss the case with risk 
management staff. Disclosure to the patient usually happens 
through the clinician with advice of risk management. It is not 
clear who has the better system, but pathologists and laboratory 
medical directors thought that the systems were inadequate.

Should Pathologists Disclose Errors Directly to Patients?
Dintzis et al1,3 hint at this issue. Many would like patholo-

gists to be more outgoing, with direct patient contact at every 
opportunity. Before coming to any conclusions, there are some 
considerations. First, pathologists must be mindful and respect-
ful of established physician-patient relationships. Second, 
opportunities may present themselves where there is a good 
working team relationship with clinical colleagues. Third, it 
is hard to generalize these situations because they are heavily 
dependent on clinician practices and preferences.

Is the System or the Individual to Blame?
We all realize our inherent ability to make mistakes, but 

who is to blame? In the survey, about 55% believed that errors 
are due to failures of the care delivery system, not individuals, 
whereas about 45% disagreed.

Errors occur for many reasons. Experts in quality assur-
ance claim that most errors are due to latent errors or design 
flaws in a system. In such a case, changes in the system should 
help reduce or eliminate errors. Some hold that individuals 
make mistakes and should be held accountable. Both views are 
correct. However, individuals are frequently put into situations 
for which they have not been prepared. If a pathologist makes 
an erroneous diagnosis within his or her field of expertise, then 
he or she is at fault, but if a pathologist is forced to read cases 
in an area with which he or she is unfamiliar and errors occur, 
many would consider these system errors. Other challenges 
may be technical, such as the malfunction or poor maintenance 
of a cryostat, leading to inadequate diagnostic material on the 
slides. These situations could also be considered system errors 
because it is the defects in the system that lead a pathologist to 
attempt to read an inadequate tissue section. From a systems 
perspective, these situations should be anticipated and alterna-
tive procedures developed to minimize the potential for error.

Are There Additional Dimensions to Error Disclosure 
That Have Not Been Considered?

Most errors affect a single patient, such as a mislabeled or 
misinterpreted case resulting in an erroneous diagnosis. There 
have been recent reports of systematic problems in procedures, 
quality control, or quality assurance that have lead to problems 
affecting multiple patients.4 Among them is a situation that 

occurred in pathology with a poorly run laboratory leading 
to erroneous hormone receptor status results in breast cancer 
cases. These situations represent problems of a different mag-
nitude to which pathologists are not accustomed. Although 
these occurrences are rare, should pathology departments have 
policies to address these potential situations?

Support of a culture of safety has been a main pillar of 
patient safety since the movement began. A culture that is 
intolerant of error or not accepting of internal and external 
criticism is seen as a major barrier to improvement in patient 
safety. Conversely, transparent cultures in which errors are 
openly discussed without recrimination or reprisal have been 
advocated to enable learning from mistakes. A transparent 
culture, as has been demonstrated in aviation and other indus-
tries, has led to dramatic improvements in safety. Although on 
an individual basis pathology and laboratory medical direc-
tors seem to accept the responsibility to disclose errors, their 
actions still demonstrate some hesitance about fully embracing 
complete disclosure.

Barriers remain, including the threat of lawsuits, lack of 
training, and a lack of a completely defined process of disclo-
sure. Physicians in the United States do not enjoy the privilege 
of being shielded from lawsuits if they report errors. Error 
reporting systems have been aided by legal protection for error 
disclosure in other industries. At this time, it is unrealistic to 
hope for legislative protection. Mello and Gallagher5 describe 
emerging models of disclosure of medical injuries and early 
resolution of cases, also known as “disclosure and offer” pro-
grams. These models have not been widely adopted, but there 
is continuous experimentation in the hope that linking the com-
pensation system to patient safety improvement may provide 
that right balance to move forward.

From the Department of Pathology, Mayo Clinic Florida, 
Jacksonville.
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