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One Doctor’s Story – 23 Years Ago

“I want to go fishing.”
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Human beings make 
mistakes.

Human beings forgive.

Agenda

• Evolution of approach

• “New” approaches

• Reshaping the way we think

Evolution 
of 

Approach
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To err is human…
The issue is often less about 
the mistake itself—and more 
about how the mistake is 

handled…

1994:  AMA Code of Medical Ethics

• Honest and open interaction with patients is a fundamental ethical 
requirement.

• When a patient experiences significant medical complications that 
may have resulted from the physician’s mistake of judgment: 

• “The physician is ethically required to inform the patient of all the 
facts necessary to ensure understanding of what has occurred.”

• Patients should be provided with a general explanation 
regarding the nature of the error and measures being taken to 
prevent similar occurrences in the future.

1999: IOM Report, “To Err Is Human”

• Approx. 98,000 people die each year as a result of 

preventable medical errors

• Widely considered to be an underestimate…

• As few as 30% of medical errors are disclosed to patients
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1990 - 1996: VA Medical Center in 
Lexington, KY

• “Extreme Honesty May Be the Best Policy”

• A “humanistic risk management policy” that included:

• Early injury review

• Commitment to maintaining the doctor-patient relationship

• Proactive full disclosure to the injured patient

• If negligence was identified, patient and/or family notified

• Fair compensation for injury

• Results: lower overall payouts and savings of defense costs

Kraman, S., et al. “Risk Management: Extreme Honesty May Be The Best Policy.” Ann Intern Med, 1999: 131(12); 963-967.

2001: IOM – “Crossing the Quality 
Chasm”

Rules:

• Patient is the source of control

• Knowledge is shared and information flows freely

• Transparency is necessary 
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(mention adverse event, but not

error)

Full Disclosure

(explicit statement that error

occurred)

No Disclosure

(no reference to adverse event

or error)

What Physicians Would Disclose About Errors

Gallagher TH, et al. “Choosing your words carefully: how physicians would disclose harmful medical errors to patients. Arch Intern Med. 2006;166:1585-1593. 

2006: Study on Disclosure
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2008:  New York Times Article

Sack, K. “Doctors Say ‘I’m Sorry’ Before ‘See You in Court’”. The New York Times, May 18, 2008. 

“New” 
Approaches:
Disclosure, 
Apology & 
Offer 
Programs

University of Michigan Model
From “Risk Management” to “Clinical Safety”

“Apologize and learn when we’re wrong, explain 
and vigorously defend when we’re right, and view 

court as a last resort.”
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University of Michigan Model – Current

Legal Triage and 
Assessment

Legal Triage and 
Assessment

Legal / Risk Management 
Investigation and Analysis 

of Risk and Value

Legal / Risk Management 
Investigation and Analysis 

of Risk and Value

Medical Committee (3 
months into notice)

Medical Committee (3 
months into notice)

Engage Patient
and

Share Information

Engage Patient
and

Share Information

Agree No ClaimAgree No Claim

Assign to Counsel
Litigate

Assign to Counsel
Litigate

Claims Committee
Settle or Trial?

Claims Committee
Settle or Trial?

� Pre-suit Notice Period �

Agree to Disagree

No Dialog

University of Michigan Model – Results

• Reduction in claims:
• 2001:  260 pre-suit claims and pending suits

• 2014:  approx. 100

• 50% decline in legal costs since 1997
• Saving of $2 million in the first year the program was implemented

• Reduction in severity of claims 
• Average 2.6% annual increase vs. 10% increase in the natl. avg.

• Approx. 50% reduction in time to resolve claims 

• Level malpractice premiums despite increases in clinical business

• Increased error reporting 

University of Michigan Model – Results
University of Illinois

• 50% reduction in claims within two years of implementing the Michigan-
based model

• Of the 37 cases in which the hospital acknowledged a preventable 
medical error and apologized, only one patient sued

• Only six settlements exceeded the hospital’s medical and related 
expenses

• Increase in staff reporting of concerns/incidents

Sack, K. “Doctor’s Say ‘I’m Sorry’ Before ‘See You in Court.” NY Times, May 18, 2008. 
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Transparency – Work on National Level

AHRQ Pt. Safety and Med. Liability Initiative. 10/2014. MD. http://www.ahrq.gov/professionals/quality-patient-safety/patient-safety-resources/resources/liability/liability_initiative.html

Transparency – Work on National Level

AHRQ Pt. Safety and Med. Liability Initiative. 10/2014.  MD. http://www.ahrq.gov/professionals/quality-patient-safety/patient-safety-resources/resources/liability/liability_initiative.html

2010 NY “Communication and Resolution” 
Program (“CRP”):

• Implemented at five NYC hospitals

• Results:

• Improved disclosure practices

• Strengthened relationship between clinicians and risk management staff

• Training of staff in the disclosure and communication with patients

• Improved tracking of reported events

• None implemented the compensation component:

• Reported barriers: 

o Reluctance to offer compensation unless specifically requested

o Concern about heightened liability exposure

o Lack of program buy in and varied levels of leadership support

o Risk management staff overworked, participation too laborious

Mello, M., et al. “Implementing Hospital-Based Communication-And-Resolution Programs: Lessons Learned in NYC.” Health Aff. Jan. 2014; 33(1): 30-38.
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2012 Massachusetts “Disclosure, Apology 
and Offer” Law

• Six-month “pre-litigation resolution period” to allow for:

1. Disclosure of mistakes

2. Apology to the patient and family if appropriate

3. Offer of compensation as a means to avoid litigation when possible

• Supported by Beth Israel Deaconess Medical Center, Baystate 
Medical Center,  Massachusetts General Hospital, and affiliates

• Statements of apology could not be later used against the physician 
in court 

Reshaping 
the Way We 
Think

After the apology, 
what’s next?
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Personal Goals:

• Make it right

• Restore the faith in healthcare

• Restore the faith in our institution

Caring:  We Do the Kind Thing

Safety:  We Do the Safe Thing

Excellence:  We Do the Best Thing

Integrity:  We Do the Right Thing

Our Values  

Living our values
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What are my first steps?

• Event investigation:

• Understanding of injury, mechanism of injury, long term 
implications

• Record review 

• Meet with involved providers

• Claims evaluation, verdict research

• Research patient and related issues

• Who is the patient/family and what is important to them

• Consult with counsel, if necessary

• Discuss with hospital administration

• Rehearse

“It’s all I have to give and I 
want her to have it.”

“Where’s the sting?”
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What would you do in this 
case?

Reshape the way you think

Reshape the way you think

• Patient’s condition was misdiagnosed in the ED  

• Presented to ED the next day; correct diagnosis made 

• Due to a variety of care lapses, patient received five wrong-sided 

radiation treatments 

• Condition was terminal; inappropriate treatment would not impact 

prognosis

• Wife was long-time employee of hospital and did not want anyone to 

know about the claim

After the apology, 

what’s next? 

Reshape the way you think
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Settle on a handshake?

Reshape the way you think

The “humanness” of the 
approach wins 100% 

of the time.

Reshape the way you think

avautour@mrmgroup.com
(860) 920-7454

Allison.Reynolds@hhchealth.org
(860) 972-9766

Questions?

Allison Reynolds, CPIW

Director, Medical Claims Management
Hartford Healthcare

Atty. Alice Vautour

Vice President, Product Development 
MRM Group, LLC


