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A change is slowly occurring in the ways healthcare responds to patients after they
experience harm. The imperative to be transparent with patients and families has
been accepted as a key element of high quality, safe and patient-centered
healthcare. The language used to describe the experience of the people
impacted by harm events is also evolving, recognizing that certain words can
help or hinder the experience of patients affected by harm. The language
describing these efforts is shifting from legal and institutional terminology to
more inclusive terms recognizing broader groups impacted by harm. We describe
the evolution of language regarding harm response and make recommendations
for the future of the field. While our observations on language are specific to the
terminology used in the United States, the concept of moving to more patient-
centered language is universal. Other countries should make similar reviews to
use more patient-centered language when discussing patient harm.
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Introduction

A slow but significant change has occurred in how healthcare professionals and
organizations respond when something has gone wrong in a patient’s care (1). Though
our perspective arises from experience in the US healthcare system, inadequate response
to patient harm is an international problem that stems from prioritizing institutions over
people. One aspect of institutional responses to harm is the language used to navigate the
harm response, and in this regard, the timeline of change in the US offers a cautionary
but prospectively hopeful tale. We provide a perspective on evolving response structures
and their derivative language in the US that may inform thinking on approaches to harm
response, and international efforts to refocus on patients and families.

The language describing these efforts and used during conversations with patients and
families needs to shift from legal and institutional terminology to more inclusive terms
recognizing broader groups impacted by harm. We describe the evolution of the CRP
field in the US as a model for others to consider the way language is used in other
countries. We share a perspective on the language that is acceptable to patients and make
recommendations for the future of the field. While our observations on language are
specific to the terminology used in the United States, the concept of moving to more
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patient-centered language is universal. Other countries should make
similar reviews to use more patient-centered language when
responding to and discussing patient harm.

Evolution of communication and
resolution programs in the US

Though long honored in theory as an ethical and professional
duty (2, 3), policies and structures did not support the practice of
disclosure until 2001, when the Joint Commission began to
require healthcare facilities to disclose all outcomes of care,
including “unanticipated outcomes’, to patients (4). Increasingly
the imperative to be transparent with patients and families has
been accepted as a key element of high quality, safe and patient-
centered healthcare, appearing in national educational frameworks
for learners across disciplines (5-8). In 2016, the CANDOR
Toolkit was published by the United States Agency for Healthcare
Research and Quality (AHRQ), offering organizations a framework
to prioritize this approach (9). In 2020, the US National Steering
Committee for Patient Safety released *Safer Together: A National
Action Plan to Advance Patient Safety’, which recommended that
organizations: “implement and maintain programs for providing
appropriate ongoing support in the aftermath of harm” (10). The
following year, the World Health Organization’s “Global Patient
Safety Action Plan 2021-2030” emphasized the need to “establish
the principle and practice of openness and transparency
throughout health care, including through patient safety incident
disclosure to patients and families (11).” Most recently the US
Centers for Medicare and Medicaid Service (CMS) established a
new Patient Safety Structural Measure (PSSM) requiring Medicare
participating organizations to attest to the fact they have a robust
Communication and Resolution Program (12). New toolkits and
other resources have been developed to support transparency, and
in the US, hundreds of healthcare organizations have embraced
this effort (13, 14).

During this policy evolution, the language of transparency has
changed in the US. Initially, these approaches used language
familiar to the attorneys who were often called-upon to guide
decisions in these situations. “Disclosure programs” emphasized
how healthcare should
previously held confidentially within the legal walls of the

organizations “disclose” what was
organization. Soon, transparency was tied to making early offers of
financial compensation to patients and families after harm, leading
them to be called “Disclosure and Offer” programs (15, 16). Now,
the language describing these efforts is shifting from legal and
institutional terminology to more inclusive terms that recognize
broader groups impacted by harm. The most common current
term is “Communication and Resolution Programs (CRPs)”
(17, 18) yet patients, their families and healthcare providers do not
agree on the best term to describe or to support this activity.
Language describing components of the healthcare industry is
constantly evolving. For example, the field of patient safety is a
decades-old addition to the millenia-old practice of medicine
itself, though its principles have existed in many forms. The
relationship between providers and patients is evolving from
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“doctor knows best,” to a co-production model that instead asks:
“how can we work together to achieve a desired state of health
for all?” (19). Patient safety advocates have called to move from
institutionally-biased terms toward people-centered language
when supporting patients and families after harm (20, 21). Some
medical educators have heeded this call with new frameworks for
practice and iteration (22-25).

While the fundamental elements of a CRP provide a blueprint
for healing, how organizations articulate the process is a source of
variability and vulnerability. Although each harm context is
unique, the nature of communication and the language used
matters for all stakeholders (26, 27).
the word
accommodation, or settling of a problem, controversy, etc” (28).

For example, one of

«

the definitions for resolution is “a solution,
but within the context of a CRP, this raises questions about who
is being served by, or experiencing, “resolution.” The patient or
family member who suffered a catastrophic, life-changing event
from medical harm is unlikely to reach a sense of resolution (20)
compared to a member of a risk management or claims
department, who might identify resolution as the moment at
which compensation has been accepted, and the file is closed.

When harm has occurred, words have a greater power to heal
and harm (29). Words are never more crucial to patients and
families than after they have suffered a medical error (21, 30, 31).
In modern CRPs, there is growing recognition that terms and
words created by institutions, rather than the people impacted by
the harms of healthcare, miss the perspective of patients and
families and may paradoxically alienate them from a process
designed to include them. Patients and families will tell you there
is rarely a resolution (21). Language has countless nuances, and it
is impossible to reach universal consensus on words that resonate
equitably with the values of all parties. The goal should be to use
words and terms that are patient- and family-focused, avoiding the
bygone era of institutional and legal jargon. Words and language
should not further hurt injured patients and families, but instead
reflect and respect their experience. This will be accomplished
when those working in this space collaborate with patients and
families to co-create a shared dialect.

In this paper, we review the language of responding to harm
often used in the US, and consider language that best aligns with
the priorities of patients, families, providers and healthcare
organizations. Our goal is to support organizations to use words
that align with and advance reconciliation programs in the
service of patient care and societal trust. We desire to promote
language that supports patients and the system after harm events
—specifically not to exacerbate a harm event with insensitive
language (29, 30) but to support the process and a collaboration
between patients and providers (19, 32, 33).

The authors have all participated in PACT, the Pathway to
Accountability, Compassion and Transparency, a US-based learning
collaborative sponsored by Ariadne Labs at Harvard School of Public
Health, The Collaborative for Accountability and Improvement at
the University of Washington, and the Institute for Healthcare
Improvement, IHI (14). The PACT collaborative enlists dozens of
hospitals annually to renew their commitment and receive
implementation coaching regarding their Communication and
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Resolution Programs (CRPs). In our work to support health systems to
implement CRPs, we have worked with providers, patients, patient
advisory councils and professionals managing patient safety events.
Through these discussions, we have asked these individuals what
language they prefer in communication after a harm event.

Perspectives on language

Patterns have emerged around word preference, demonstrating
that different stakeholders have unique perspectives on appropriate
terms. In our work implementing CRPs, we have recognized how
language is used by different stakeholders and discuss the
perspectives and acceptance of words around harm events.

In the US, Communication and Resolution Programs (CRPs)
have emerged as the approach to harm response, and are often
managed in three phases or components of the process. To better
explain the language preferences we discuss words in these three
overarching themes reflecting each stage of the event response
paradigm (9): (1) communication and apology; (2) learning
(review, event understanding); and (3) support and reparation.
We discuss words that are commonly used in the US so that the
reader may appreciate these words and see parallels in the
institutional words that may be used in other settings. Our
recommendations for alternative words are also specific to the
US, but our goal is that these will stimulate a selection of more
patient-centered words that can be used in other settings.

Communication and apology

Patients experience justifiable fear and real physical and
emotional effects after being harmed by the health system (34, 35).
They desire to be told what occurred in a transparent and
compassionate way (36). We believe that the term “disclosure”
implies that individuals or an institution has been hiding
information, and may continue to do so. If patients and families
feel information is being withheld or selectively shared, they may
withhold their own concerns and experience, adopt a wary stance,
and interpret subsequent discussions through a skeptical lens. This
is the opposite of bidirectional communication as a foundation of
reconciliation, and may have equity implications if the patient or
family has experienced other structural barriers to quality care.

Harm to a patient is just that—a patient is hurt by care or
treatment intended to help them. Yet we contend that the term
“harm,” while straightforward and accessible to patients, has a
different connotation (and less inclusive criteria) for the risk,
claims, provider, and the legal community. This may relate to a
combination of historical practices, state laws, or prior experiences
with misunderstanding of the term’s use to imply culpability and
portend malpractice proceedings. For clinicians and patient safety
specialists, an unexpected outcome describes harm in the course of
care, but recognizes the event may fall within the standard of care,
representing a known complication. Patients also consider
“emotional harm” when they are poorly treated or disrespected by
the health system. This broader definition of harm is often lacking
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in health systems language. These variations of context help to
explain discrepancies in language preferences.

Even the word “apology” is fraught. The multiple meanings of
“sorry” highlights the importance and challenge of getting language
right. An apology may be interpreted as a hollow gesture if it is
incomplete or insincere (37). The varied meanings of, “I am sorry”
or “T apologize” can be illustrated in this statement: “I'm sorry your
dog died” (empathy) which is entirely different from: “I apologize
for hitting your dog with my car causing him to die” (accountability).

Patients and families desire “accountability”, and may want to hear
that term used during communication regarding harm events. Patients
and families want accountability from their care team even as they
realize the system can often be the culpable cause of the harm.
Patients want providers to take “responsibility” to acknowledge harm
and to improve the care. Providers, on the other hand, may be fearful
of the word “accountability” as it implies blame to them. Providers
need to move accountability to a broader definition that includes
responsibility from a system perspective, not individual blame. In
fact, while providers do need to be accountable to patients, they need
even more to be responsible for improvement of the system (38).

Learning

In our collective view, Institutional words such as

» «

“unanticipated event,” “root cause analysis,” and “investigation,”
may be perceived as obfuscating and promoting a defensive stance.

The word “investigation” can conjure images and thoughts of
wrong-doing, police forensics, and cataloging evidence; crimes are
investigated. However, a simple phrase of “we are concerned
about how this happened to you and are committed to learning
how we can prevent this from occurring again” implies a desire
to understand and fix. All stakeholders clearly understand and
accept the term “learning.”

In the absence of context and specifics, the vagueness of an
“unanticipated event” may play into a patient’s and family’s fears
about the unknown. Hearing that an “unanticipated event” has
occurred may lead patients and their families to wonder “why
wasn’t it anticipated?” “What event are we talking about?” “Was
it a single event or multiple things that happened?”.

We contend that even the term “Root Cause Analysis,” is a
highly institutional and technical term that while helpful in the
learning process for the organization, can be off putting to
patients and families who experience the harm. Root Cause
Analysis may make them feel as though they are a number in
the system, and not a human who suffered.

Support and reparation

The term “Resolution” implies the event and its impact have been
permanently resolved. However, many patients and families feel the
physical or emotional impact of the harm for a lifetime (39). From
our experience, patients and families logically prefer the words
“reconciliation” or “reparation” over “resolution.” A reconciliation or
reparation allows for ongoing dialogue focussed on supporting the
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patient and family in the aftermath of an event. Reconciliation may
involve financial offers, and ongoing emotional support providing
ways for patients and families to stay involved in the learning and
prevention. These terms imply continuous support and repair of
physical or emotional harm while rebuilding relationships.

Patients recognize the impact to a clinician of being involved
with a harm event, but are skeptical of the term “second victim.”
“Second Victim” has been used to describe the complex impacts
experienced by clinicians who have contributed to patient harm,
and is a term used for decades by healthcare organizations to
generate awareness and support for involved caregivers (40, 41).
This term, more culturally accepted by physicians, is frowned upon
by patient advocates who desire to keep the focus primarily on the
true victims, the harmed patients (42). The derivative term “third
victim”—denoting impact on safety specialists and others in the
organization who review harm events as part of their daily work—
may be important for professional well-being, yet “third victim”
may also appear from the patient/family perspective to diminish
the focus on the originally harmed patient, diluting the recognition
of life changing harms (43, 44). More organizations are using the
term Care for the Caregiver (though even this term may not
adequately consider inclusion within the team-based care models
of contemporary medicine). We believe that patients and families
are accepting of this term because they want their caregivers to
receive the support and care they deserve, yet they believe there is
truly one victim: the patient who was harmed.

In American health care, the terms “settlement” or “offer” may
imply “hush” or “payoft” money, rather than financial support for
future care. While used in risk management and quality circles,
such commonplace impersonal terms may be perceived as callous
(45-49). This impact may be felt differently across the continuum
of socioeconomic status, health literacy, culture and language.

We contend that when we discuss reparations or reconciliation,
using transparent and compassionate language can lessen lingering
questions, ongoing anguish and guilt. Discussing compensation/
reconciliation is nuanced and we believe that care should be
taken to set appropriate expectations about parameters for
payment amounts. We have observed that organizations who do
it well, avoid terms that suggest closure or resolution, but rather
use continued support, compassion and a path to reconciliation.

Patients look to their clinical teams for support and healing. In
our opinion, institutions, in turn, need to abandon technical,
impersonal terms and demystify the reconciliation process for
clinical teams, so that those teams can help give patients what they
need with confidence. We believe that “support” after an event is
well understood and desired by patients and the organizations
leading CRPs in the US: a step forward for a troubled system.

Discussion

The field of Communication, Resolution, and Harm Response has
grown quickly in the US, and like many areas of health care, is
becoming more attuned to a patient-centered approach. With better
inclusion has come a more expansive understanding of the harms
patients and families experience (34-36, 38, 45-49). Language to
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properly describe how the health system responds to patient harm is
evolving and this global dialogue must adapt to the complexities of
culture and language in individual health systems. While there are
no “magic words” in the wake of healthcare harm, thoughtful words
map tightly to responsive institutional structures to support patients
and families.

This approach to use the right words to support patients is related
to building patient-centered paradigms reported elsewhere (50). By
improving communication after harm, we can reinforce how
patients and families can help us to understand how healthcare is
safe and where it falls short (51). We believe the right words can
engage patients in patient safety and add to the idea of having
patients actually support the creation of safe systems (52).

We believe words can be selected to resonate with patients and
families and align stakeholders. The goal after harm is to
communicate with compassion and minimize risk of offense to
the most important party: the patient and family experiencing
harm. The language we need to use should be consistent and
designed to prevent what has been called “compounded harm:”
additional harm to patients and families that occurs after an
adverse event has taken place (53, 54). Inappropriate language
can compound the harm for all those affected—patients, families,
health professionals and organizations—by neglecting to
appreciate and respond to the human impacts. We suggest that
the risk of compounded harm may be reduced when language
responds to the need for healing alongside system learning. For
instance, healthcare professionals may be reluctant to speak
directly, given underlying fears of lawsuits. This may lead them
to use the carefully selected language that is too technical or
clinical to be helpful to those harmed by care.

To accomplish this on an international scale requires a
perpetual stance of listening and adaptation, taking input from
the communities (55), and responding with integrity and
openness when we fail. Reliable CRPs with the right language to
support patients and learn from events need to avoid adding
insult to injury. Insights gathered from many stakeholders we
interact with in the US lead us to the English words most fitting
this philosophy: communication, harm, learning, accountability,
reconciliation, and support (of patients and providers).

Though promising, the US CRPs remain an institutional response
structure, and are likely to require ongoing course correction as policy,
law and health care delivery pressures evolve, and organizations
struggle with equitable implementation. Currently, the threshold for
events to enter the CRP process is stringent, and selection criteria are
determined by institutions, not by patients. As the patient safety
movement expands to consider emotional and dignitary harm in the
course of care, the CRP philosophy may have to expand to include
events that matter to patients but fall below traditional institutional
thresholds of harm.

How can the field move forward? Choosing words is important,
but one should recognize that it is often not enough. Patients and
clinical teams need something to hold onto beyond theory: a full
explanation of the entire CRP process set in practical, local context
with consistent terminology is necessary to allay fears of both
patients and clinical teams to engage in productive, restorative
dialogue. We believe the process needs to go beyond words but also
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have a highly reliable approach and an infrastructure that is ready to
communicate to patients, learn from events and create the proper
ongoing support for patients (56).

Finally, every setting will need to determine how to respond
with consideration for culture, religion, non-native language will
require careful consideration. With the stakes of communication
high, proper translation, and cultural humility are paramount.

Conclusion

Getting our response to harm right is an international ethical
imperative. The words we have used to address patient harm are a
reflection of structures and incentives that have not always served
transparency and healing for our communities. In the US, changes
in national health policy and incentive structures are moving into
place to support clinicians in responding to harm; bedrock
professional ethics have not been enough to overcome structural
barriers to talking to patients with integrity. Words are changing to
fit these structures; they provide a diagnostic of institutional
investment in accountability and transparency. We hope this
perspective serves other health systems by turning them inward to
look closely at the way they approach patients after harm, both in
what they say and what they do to support reconciliation. We
should not generate additional harm, either in our dialogues with
patients and families, or by privileging words that arose from
structures that were not meant to serve patients in the first place.
Words and language evolve as awareness, culture, structures, and
incentives change. They will continue to evolve, and will require
constant vigilance to connect, listen, and compromise, with our ears
to improve the support for patients. We need the system to change
the terminology such that words align with the language preferred
by patients, and the clinical teams that serve them.

Data availability statement

The original contributions presented in the study are included
in the article/Supplementary Material, further inquiries can be
directed to the corresponding author.

Author contributions

EB: Conceptualization, Data curation, Funding acquisition,
Methodology, Project administration, Resources, Writing — original

References

1. Gallagher TH, Kachalia A. Responding to medical errors—implementing the
modern ethical paradigm. N Engl ] Med. (2024) 390:193-7. doi: 10.1056/
NEJMp2309554

2. AMA Code of Medical Ethics. Section 8.6: Promoting Patient Safety. Available
online at: https://code-medical-ethics.ama-assn.org/sites/amacoedb/files/2022-08/8.6.pdf

3. Wu AW, Cavanaugh TA, McPhee SJ, Lo B, Micco GP. To tell the truth: ethical
and practical issues in disclosing medical mistakes to patients. ] Gen Intern Med.
(1997) 12(12):770-5. doi: 10.1046/j.1525-1497.1997.07163.x

Frontiers in Health Services

10.3389/frhs.2025.1513670

draft, Writing -
Validation, Writing - review & editing. LS: Conceptualization,

review & editing. AP: Conceptualization,

Writing - review & editing. SC: Conceptualization, Writing -
review & editing. FK: Conceptualization, Writing - review &
editing. PL: Conceptualization, Software, Visualization, Writing —
review & editing. JB: Conceptualization, Visualization, Writing —
review & editing. CH: Conceptualization, Writing - review & editing.

Funding

The author(s) declare that no financial support was received for
the research, authorship, and/or publication of this article.

Acknowledgments

The authors would like to acknowledge the PACT Language
work Group for a careful reading and suggestions for the final
version of the paper. We thank Karin Calimano, Teresa Frey,
Teresa Gentry, Angela Green, Kelly Krout, Steve Meth, Melissa
Parkerton, and Amber Theel.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Generative Al statement

The author(s) declare that no Generative Al was used in the
creation of this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

4. Joint Commission on Accreditation of Healthcare Organizations. Revisions to
Joint Commission standards in support of patient safety and medical health care
error reduction. JCAHO, Oakbrook Terrace, IL, USA (2001).

5. AAMC. Quality Improvement and Patient Safety Competencies Across the
Learning Continuum, Version 2. AAMC New and Emerging Areas in Medicine
Series. AAMC (2024).

6. CLER Evaluation Committee. CLER Pathways to Excellence: Expectations for an
Optimal Clinical Learning Environment to Achieve Safe and High-Quality Patient

frontiersin.org


https://doi.org/10.1056/NEJMp2309554
https://doi.org/10.1056/NEJMp2309554
https://code-medical-ethics.ama-assn.org/sites/amacoedb/files/2022-08/8.6.pdf
https://doi.org/10.1046/j.1525-1497.1997.07163.x
https://doi.org/10.3389/frhs.2025.1513670
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/

Benjamin et al.

Care, Version 3.0. Chicago, IL: Accreditation Council for Graduate Medical Education
(2024). doi: 10.35425/ACGME.0010

7. American Association Of Colleges Of Nursing. The Essentials: Core Competencies
for Professional Nursing Education. Washington, DC: AACN (2021).

8. American Academy of Physician Associates. Competencies for the Physician
Associate Profession. Alexandria, VA: AAPA (2021).

9. Communication and Optimal Resolution (CANDOR) Toolkit. Content last
reviewed August 2022. Agency for Healthcare Research and Quality, Rockville, MD.
Available online at: https://www.ahrq.gov/patient-safety/settings/hospital/candor/
modules.htm]

10. National Steering Committee for Patient Safety. Declaration to Advance Patient
Safety. Boston: Institute for Healthcare Improvement (2022).

11. Astier-Pena MP, Martinez-bianchi V, Torijano-Casalengua ML, Ares-Blanco S,
Bueno-Ortiz J-M, Fernandez-Garcia M. The Global Patient Safety Action Plan 2021-
2030: identifying actions for safer primary health care. Atencién Primaria. (2021) 53
(Suppl 1):102224. doi: 10.1016/j.aprim.2021.102224

12. Federal Register. Medicare and Medicaid Programs and the Children’s Health
Insurance Program; Hospital Inpatient Prospective Payment Systems for Acute Care
Hospitals and the Long-Term Care Hospital Prospective Payment System and Policy
Changes and Fiscal Year 2025 Rates; Quality Programs Requirements; and Other
Policy Changes. Washington, DC: Federal Register (2024). https://www.
federalregister.gov/d/2024-17021

13. Gallagher TH, Mello MM, Sage WM, Bell SK, McDonald TB, Thomas EJ. Can
communication-and-resolution programs achieve their potential? Five key questions.
Health Aff. (2018) 37(11):1845-52. doi: 10.1377/hlthaff.2018.0727

14. Pact: pathway to accountability, compassion, and transparency. Ariadne Labs. (2024).
Available online at: https://www.ariadnelabs.org/pact/ (Accessed February 07, 2025).

15. Bell SK, Smulowitz PB, Woodward AC, Mello MM, Duva AM, Boothman RC,
et al. Disclosure, apology, and offer programs: stakeholders’ views of barriers to and
strategies for broad implementation. Milbank Q. (2012) 90(4):682-705. doi: 10.
1111/j.1468-0009.2012.00679.x

16. Peto RR, Tenerowicz LM, Benjamin EM, Morsi DS, Burger PK. One system’s
journey in creating a disclosure and apology program. Jt Comm ] Qual Patient Saf.
(2009) 35(10):487-96. doi: 10.1016/51553-7250(09)35067-9

17. Mello MM, Boothman RC, McDonald T, Driver J, Lembitz A, Bouwmeester D,
et al. Communication-and-resolution programs: the challenges and lessons learned
from six early adopters. Health Aff. (2014) 33(1):20-9. doi: 10.1377/hlthaff.2013.0828

18. Mello MM, Roche S, Greenberg Y, Folcarelli PH, Van Niel MB, Kachalia A.
Ensuring successful implementation of communication-and-resolution programmes.
BMJ Qual Saf. (2020) 29:895-904. doi: 10.1136/bmjqs-2019-010296

19. Batalden M, Batalden P, Margolis P, Seid M, Armstrong G, Opipari-Arrigan L,
et al. Co production of healthcare service. BMJ Qual Saf. (2016) 25:509-17. doi: 10.
1136/bmjqs-2015-004315

20. Moore J, Bismark M, Mello MM. Patients’ experiences with communication-
and-resolution programs after medical injury. JAMA Intern Med. (2017)
177(11):1595-603. doi: 10.1001/jamainternmed.2017.4002

21. Gallagher TH, Hemmelgarn C, Benjamin EM. Disclosing medical errors:
prioritising the needs of patients and families. BMJ Qual Saf. (2023) 32(10):557-61.
doi: 10.1136/bmjqs-2022-015880

22. Fischer IC, Frankel RM. “If your feelings were hurt, ’'m sorry...”: how third-year
medical students observe, learn from, and engage in apologies. ] Gen Intern Med.
(2021) 36(5):1352-8. doi: 10.1007/s11606-020-06263-6

23. Stroud L, Wong BM, Hollenberg E, Levinson W. Teaching medical error
disclosure to physicians-in-training: a scoping review. Acad Med. (2013)
88(6):884-92. doi: 10.1097/ACM.0b013e31828f898f

24. Sukalich S, Elliott JO, Ruffner G. Teaching medical error disclosure to residents
using patient-centered simulation training. Acad Med. (2014) 89(1):136-43. doi: 10.
1097/ACM.0000000000000046

25. White AA, King AM, D’Addario AE, Brigham KB, Bradley JM, Gallagher TH,
et al. Crowdsourced feedback to improve resident physician error disclosure skills: a
randomized clinical trial. JAMA Netw Open. (2024) 7(8):e2425923. doi: 10.1001/
jamanetworkopen.2024.25923

26. Barsky AJ. The iatrogenic potential of the physician’s words. JAMA. (2017)
318:2425-6. doi: 10.1001/jama.2017.16216

27. Gallagher TH, Garbutt JM, Waterman AD, Flum DR, Larson EB, Waterman BM,
et al. Choosing your words carefully: how physicians would disclose harmful medical
errors to patients. Arch Intern Med. (2006) 166:1585-93. doi: 10.1001/archinte.166.15.1585

28. Dictionary.com. Resolution: definition & meaning. Dictionary.com. (2024).
Available online at: https://www.dictionary.com/browse/resolution

29. Sokol-Hessner L, Folcarelli PH, Sands KE. Emotional harm from disrespect: the
neglected preventable harm. BMJ Qual Saf. (2015) 24(9):550-3. doi: 10.1136/bmjgs-
2015-004034

30. Schlesinger M, Grob R. When mistakes multiply: how inadequate responses to
medical mishaps erode trust in American medicine. Hastings Cent Rep. (2023)
53(5):522-32. doi: 10.1002/hast.1520

Frontiers in Health Services

10.3389/frhs.2025.1513670

31. NORC at the University of Chicago and IHI/NPSF Lucian Leape Institute.
Americans’ Experiences with Medical Errors and Views on Patient Safety. Cambridge,
MA: Institute for Healthcare Improvement and NORC at the University of Chicago (2017).

32. Khan A, Coffey M, Litterer KP, Baird JD, Furtak SL, Garcia BM, et al. Families as
partners in hospital error and adverse event surveillance. JAMA Pediatr. (2017)
171(4):372-81. doi: 10.1001/jamapediatrics.2016.4812

33. Giardina TD, Haskell H, Menon S, Hallisy J, Southwick FS, Sarkar U, et al. Learning
from Patients’” experiences related to diagnostic errors is essential for progress in patient
safety. Health Aff. (2018) 37(11):1821-7. doi: 10.1377/hlthaff.2018.0698

34. Keller C. A health system that won’t learn from its mistakes. Health Aff. (2022)
41(9):1353-6. doi: 10.1377/hlthaff.2022.00581

35. Schlesinger M, Dhingra I, Fain BA, Prentice JC, Parkash V. Adverse events and
perceived abandonment: learning from patients’ accounts of medical mishaps. BMJ
Open Qual. (2024) 13(3):e002848. doi: 10.1136/bmjoq-2024-002848

36. Sokol-Hessner L, Folcarelli P, Annas C, Brown SM, Fernandez L, Roche SD, et al.
A road map for advancing the practice of respect in health care: the results of an
interdisciplinary framework for disrespect. Jt Comm ] Qual Patient Saf. (2018)
44:463-76. doi: 10.1016/j.jcjq.2018.02.003

37. Lazare A. On Apology. New York: Oxford University Press (2005).

38. Sharpe VA. Behind closed doors: accountability and responsibility in patient care.
] Med Philosopy. (2000) 25(1):28-47. doi: 10.1076/0360-5310(200002)25:1;1-V;FT028

39. Ottosen MJ, Sedlock EW, Aigbe AO, Bell SK, Gallagher TH, Thomas EJ. Long-
term impacts faced by patients and families after harmful healthcare events. J Patient
Saf. (2021) 17(8):e1145-51. doi: 10.1097/PTS.0000000000000451

40. Robertson JJ, Long B. Suffering in silence: medical error and its impact on health
care providers. ] Emerg Med. (2018) 54(4):402-9. doi: 10.1016/j.jemermed.2017.12.001

41. Vanhaecht K, Seys D, Russotto S, Strametz R, Mira J, Sigurgeirsdottir S, et al.
European researchers’ network working on second victims (ERNST). an evidence
and consensus-based definition of second victim: a strategic topic in healthcare
quality, patient safety, person-centeredness and human resource management. Int
J Environ Res Public Health. (2022) 19(24):16869. doi: 10.3390/ijerph192416869

42. Clarkson MD, Haskell H, Hemmelgarn C, Skolnik PJ. Abandon the term
“second victim”. Br Med J. (2019) 364:11233. doi: 10.1136/bmj.11233

43. Holden J, Card AJ. Patient safety professionals as the third victims of adverse
events. ] Patient Saf Risk Manag. (2019) 24(4):166-75. doi: 10.1177/2516043519850914

44. Ozeke O, Ozeke V, Coskun O, Budakoglu II. Second victims in health care: current
perspectives. Adv Med Educ Pract. (2019) 10:593-603. doi: 10.2147/AMEP.S185912

45. Sokol-Hessner L. Development of a framework to describe patient and family
harm from disrespect and promote improvements in quality and safety: a scoping
review. Int ] Qual Health Care. (2019) 31(9):657-68. doi: 10.1093/intghc/mzy231

46. Prentice JC, Bell SK, Thomas EJ, Schneider EC, Weingart SN, Weissman JS, et al.
Association of open communication and the emotional and behavioural impact of
medical error on patients and families: state-wide cross-sectional survey. BMJ Qual
Saf. (2020) 29(11):883-94. doi: 10.1136/bmjqs-2019-010367

47. Lyndon A, Davis DA, Sharma AE, Scott KA. Emotional safety is patient safety.
BMJ Qual Saf. (2023) 32(7):369-72. doi: 10.1136/bmjqs-2022-015573

48. Mitchell P, Cribb A, Entwistle V. Patient safety and the question of dignitary
Harms. ] Med Philos. (2023) 48(1):33-49. doi: 10.1093/jmp/jhac035

49. Smith CP. First, do no harm: institutional betrayal and trust in health care
organizations. | Multidiscip Healthc. (2017) 10:133-44. doi: 10.2147/JMDH.S125885

50. O’Hara JK, Canfield C. The future of engaging patients and families for patient
safety. Lancet. (2024) 403(10429):791-3. doi: 10.1016/S0140-6736(23)01908-6

51. O'Hara JK, Reynolds C, Moore S, Armitage G, Sheard L, Marsh C, et al. What can
patients tell US about the quality and safety of hospital care? Findings from a UK
multicentre survey study. BMJ Qual Saf. (2018) 27:673-82. doi: 10.1136/bmjgs-2017-006974

52. O’Hara JK, Aase K, Waring J. Scaffolding our systems? Patients and families
“reaching in” as a source of healthcare resilience. BMJ Qual Saf. (2019) 28:3-6.
doi: 10.1136/bmjqs-2018-008216

53. Sattar R, Johnson J, Lawton R. The views and experiences of patients and health-
care professionals on the disclosure of adverse events: a systematic review and
qualitative meta-ethnographic synthesis. Health Expect. (2020) 23(3):571-83.
doi: 10.1111/hex.13029

54. Wailing J, Kooijman A, Hughes J, O’Hara JK. Humanizing harm: using a
restorative approach to heal and learn from adverse events. Health Expect. (2022)
25:1192-9. doi: 10.1111/hex.13478

55. Care J, Kidd IJ. Epistemic injustice in healthcare: a philosophical analysis. Med
Health Care Philos. (2014) 17:529-40. doi: 10.1007/s11019-014-9560-2

56. O’'Donnell WJ. Reducing administrative harm in medicine — clinicians and
administrators together. N Engl ] Med. (2022) 386(25):1429-32. doi: 10.1056/
NEJMms2202174

57. Brennan TA, Hiatt HH, Weiler PC, Newhouse JP, Lawthers AG, Localio AR,
et al. Incidence of adverse events and negligence in hospitalized patients: results of
the Harvard Medical Practice Study 1. Qual Saf Health Care. (2004) 13(2):145-51.
doi: 10.1136/qshc.2002.003822

frontiersin.org


https://doi.org/10.35425/ACGME.0010
https://www.ahrq.gov/patient-safety/settings/hospital/candor/modules.html
https://www.ahrq.gov/patient-safety/settings/hospital/candor/modules.html
https://doi.org/10.1016/j.aprim.2021.102224
https://www.federalregister.gov/d/2024-17021
https://www.federalregister.gov/d/2024-17021
https://doi.org/10.1377/hlthaff.2018.0727
https://www.ariadnelabs.org/pact/
https://doi.org/10.1111/j.1468-0009.2012.00679.x
https://doi.org/10.1111/j.1468-0009.2012.00679.x
https://doi.org/10.1016/S1553-7250(09)35067-9
https://doi.org/10.1377/hlthaff.2013.0828
https://doi.org/10.1136/bmjqs-2019-010296
https://doi.org/10.1136/bmjqs-2015-004315
https://doi.org/10.1136/bmjqs-2015-004315
https://doi.org/10.1001/jamainternmed.2017.4002
https://doi.org/10.1136/bmjqs-2022-015880
https://doi.org/10.1007/s11606-020-06263-6
https://doi.org/10.1097/ACM.0b013e31828f898f
https://doi.org/10.1097/ACM.0000000000000046
https://doi.org/10.1097/ACM.0000000000000046
https://doi.org/10.1001/jamanetworkopen.2024.25923
https://doi.org/10.1001/jamanetworkopen.2024.25923
https://doi.org/10.1001/jama.2017.16216
https://doi.org/10.1001/archinte.166.15.1585
https://www.dictionary.com/browse/resolution
https://doi.org/10.1136/bmjqs-2015-004034
https://doi.org/10.1136/bmjqs-2015-004034
https://doi.org/10.1002/hast.1520
https://doi.org/10.1001/jamapediatrics.2016.4812
https://doi.org/10.1377/hlthaff.2018.0698
https://doi.org/10.1377/hlthaff.2022.00581
https://doi.org/10.1136/bmjoq-2024-002848
https://doi.org/10.1016/j.jcjq.2018.02.003
https://doi.org/10.1076/0360-5310(200002)25:1;1-V;FT028
https://doi.org/10.1097/PTS.0000000000000451
https://doi.org/10.1016/j.jemermed.2017.12.001
https://doi.org/10.3390/ijerph192416869
https://doi.org/10.1136/bmj.l1233
https://doi.org/10.1177/2516043519850914
https://doi.org/10.2147/AMEP.S185912
https://doi.org/10.1093/intqhc/mzy231
https://doi.org/10.1136/bmjqs-2019-010367
https://doi.org/10.1136/bmjqs-2022-015573
https://doi.org/10.1093/jmp/jhac035
https://doi.org/10.2147/JMDH.S125885
https://doi.org/10.1016/S0140-6736(23)01908-6
https://doi.org/10.1136/bmjqs-2017-006974
https://doi.org/10.1136/bmjqs-2018-008216
https://doi.org/10.1111/hex.13029
https://doi.org/10.1111/hex.13478
https://doi.org/10.1007/s11019-014-9560-2
https://doi.org/10.1056/NEJMms2202174
https://doi.org/10.1056/NEJMms2202174
https://doi.org/10.1136/qshc.2002.003822
https://doi.org/10.3389/frhs.2025.1513670
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/

Benjamin et al.

Glossary

Adverse Event

Emotional Harm

Financial Impact

Frontiers in Health Services

an injury that was caused by medical
management  (rather  than  the
underlying disease) and that prolonged
the  hospitalization,  produced a
disability at the time of discharge,
or both (57).

harm to a patient’s “dignity” which can
be caused by a failure to demonstrate
adequate “respect” for the patient as a
person [Sokol-Hessner et al. (29)].

Any reference to prolonged financial
issues experienced subsequent to event
by patient/family [Ottosen et al. (39)].

07

Psychological Impact

Physical Impact

Second Victim

Social/Behavioral
Impact

10.3389/frhs.2025.1513670

Any reference to how the event changed
the way the patient/family thinks or feels
[Ottosen et al. (39)].

Any reference to prolonged care or
physical state experienced subsequent
to event by patient/family [Ottosen
et al. (39)].

the impact of medical errors on HCPs—
especially when there has been an error
or the HCP feels responsibility for the
outcome [Ozeke et al. (44)].

Any references to how the event changed
the way the participant behaved or
impacted their social or family life
[Ottosen et al. (39)].
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