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Abstract — Background: Saudi Arabia's healthcare system
has been steadily growing over the last few decade€khough
the Saudi MOH publicizes an annual report of medich
errors (MEs) in the kingdom; there is scarce empical data
on the physicians' attitudes to disclose them. Objtives This
study aimed to describe the physician's attitudes ral
practices of disclosing MEs in the main tertiary hgpitals in
Saudi Arabia Methods This is a cross-sectional, del
administered questionnaire survey study. The physians
working in the tertiary hospitals with the biggest bed-
capacity were invited to complete an anonymous
questionnaire, addressing demographic characterists, as
well as the respondents' involvement in medical ears, and
attitudes towards disclosing them. Results One humed and
seventeen physicians completed the questionnairebdut one
quarter of respondents were personally involved inan
incident of ME or malpractice (28; 23.9%), while two thirds
(70; 59.8%) have witnessed at least one incident.e&n
respondents (6%) were willing to disclose incidentsf their
own MEs or malpractice. The main factor that would make
them disclose the ME was the seriousness of the err(60;
42.7%), followed by if the patient or one of his/herelatives
discovered it (26; 22.2%). Discussion The findingsf this
study, especially the lack of willingness to discte the MEs
were discussed in reference to relevant literatureThe main
reasons could be related to the legalistic and mdgtpunitive

approach to MEs. Conclusion We suggested a 3-steps

approach to improve disclosure of ME: 1) change the
institutional culture, 2) education and training, and 3) clear
guidelines within a disclosure-friendly environment
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Definitions and Taxonomy of MEs

There have been different approaches to the definit
of MEs; hence the differences in reporting and rgarmga
them. For example, Reason (1990) defined it as “the
failure of a planned action to be completed asihee (an
error of execution) or the use of a wrong plan dbieve
an aim (an error of planning)"6, either due to indiual
reasons or reasons related to the working condition
This was the working definition we used in thisdstdor
ME. He has argued that errors occur from the cajerese
of multiple and complex contributing factors, whileape
(1994) defined it as “an unintended act (eitheorofssion
or commission) or one that does not achieve iwsnited
outcome” 8.

Grober and Bohnen suggested that there is “lack of
standardized nomenclature and the use of multipk a
overlapping definitions of medical error” 9. Thepue
also proposed what they called “an outcome-andegsec
dependent definition of medical error”, which is1“act of
omission or commission in planning or executiont tha
contributes or could contribute to an unintendestite.

In this study we used the IOM definition of Adverse
Event (AE) as working definition for this study, iwh is
“an injury caused by medical management rather than
underlying condition of the patient” 1.

There is some evidence that healthcare providezs ar
very sensitive to the legal standard of care, awdectly
setting the standard of care is one of the greatest
challenges faced by the healthcare system. Tharsdatd
setting in conjunction with medical liability hastpntial
to improve medical treatment 10.

Coxon and Rees (2015) suggested that there are “two
main types of error in general practice are diago@nd

Though 15 years have passed since the ground-bgeakprescribing errors.”11, and estimated that “co$t§1e-2.5

report “To Err is Human” by Koln et al., (2000) waspjllion incurred by the NHS as a result of prevéiga
published 1; the literature on medical errors (MEShdverse events.” 11.

medical negligence, and malpractice and how tolaisc

The National Patient Safety Agency (NPSA) in the UK

them has been growing in many aspects. These aspefds suggested “Seven steps to patient safety iergen

included the views of medical scholars and practérs,
defence lawyers, ethicists, and communication schd.
Among which, we will focus only on the issues rethto
definition, taxonomy, and disclosure. This will #ene to
the extent needed to present the findings of tariqular

practice describes the key steps for a generalipeaio
take to avoid harming the patients they care f@."1

“The purpose of the International Classificatiorr fo
Patient Safety is to enable categorization of patsafety
information using standardized sets of conceptsh wit

study. It was not a purpose of this study to presen agreed definitions, preferred terms and the redatigps

review of literature on MEs that has been donewdisee
3-5.

between them being based on an explicit domainl@mo
(e.g., patient safety). The ICPS is designed ta genuine
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issues related to patient safety” 13. military hospitals (42; 9.3%). The number of phisis
Feijter et al., suggested that “Incident reportaiygtems working in the MOH hospitals is almost 40,000; nhost
(IRS) do not capture all incidents in hospitals shduld males (71%), and non-Saudi nationals (70%).35
be combined with complementary information about In the Saudi Arabia, the MOH publishes reportstom t
diagnostic error and delayed treatment from patieméported cases of MEs annually. For example, ir8201e
complaints and retrospective chart review.” 14. number of ME allegations in the previous year wad 2
Most of the literature on MEs originated from th&,U cases against 1,759 doctors and 1,954 other health
and to a lesser extent from other European cowsntrigoractitioners; out of whom 1,237 were convicted B8ese
including the UK 2,12. However, there has been sonuficial numbers were also supported by the findiraj
studies from other regions of the world, like Chibd, though these annual reports shed some light on the
Nigeria 16,17, and Oman 18. magnitude of the problem in the Saudi healthcastesy,
Examples of Impact of MEs they are not enough to explain the situation. Meeeothe
The literature shows that the MEs are globally camm literature related to MEs in Saudi Arabia is scarlte
and expanding. For example, in the US, the wid@dc focused on the prevalence and management of M&s, th
report “To Err Is Human: Building a Safer Healthsyn the aspects related to disclosure.
( 2000)" estimated that between 44,000 and 98,000For example, AlJarallah and AlRowaiss have examined
Americans die each year as a result of MEsl. Thetlee pattern of MEs and litigation against doctersSaudi
estimates were made by the extrapolation of thaiteesf ~Arabia by “reviewing the lawsuits against healtcar
two large national studies19,20. Recently, Jam@43p professionals by analysing records of the casel with
estimated that the American patients who diebdly the Medico legal Committees (MLC) in various
prematurely in association with preventable harmmése provinces in Saudi Arabia”. They concluded thate“th
than 400,000 per year 21. Moreover, Bond et aDp12 process of litigations and documentation need to be
suggested that each hospital (included in theidyjtu improved” and recommended more studies 39.
experienced a medication error every 22.7 hourergev  Khoja et al., have studied the medication errons, i
19.73 admissions) 22,23. specific, in primary care in Riyadh city. They aysad all
Van Den Bos (2011) estimated that “the annual obst medication prescriptions from 5 public and 5 prévat
measurable MEs that harm patients was $17.1 bilion primary health care clinics using Neville et al
2008” 24. These figures and others suggest that MEs classification of prescription errors40. In additidibbi
common and have considerable impact. and colleagues have conducted a smaller scale efuty
Hannawa et al., have suggested that there is afoeedcauses and outcome of medication errors in hosgsthl
coordinated research agenda related to the diselasfu patients in one hospital in the city of Makkah 41.
ME2 However, another study by Alsafi and colleaguesnepl
“The ideal practitioner—patient relationship ison the physician’s attitudes toward reporting MiEs Wwas
characterized by trust, cooperation and sharedsideei done in one tertiary hospital in Riyadh 42. Thegaoded
making25 . While this relationship may be harmedaby that physicians “... are likely to disclose errorsdady a
ME, full disclosure subsequent to an error may Hhelp colleague only if the error resulted in a severmalge to
mitigate that harm 3,26-29. Scholars in medicirteice, the patient, and as such, MEs go underreportedafor
law, and communication largely agree on the need fgariety of reasons”. Moreover, Hammami and collesgu
error disclosure, but their perspectives on thénggrand have studied the Saudi public preference and ptocep
content of effective disclosures vary. Furthermepvegerts towards the disclosure of near miss ME and who Ishou
are divided whether errors which did not resultherm disclose it 43.They concluded that “most resporslent
should be disclosed to patients30,31. Most praotis do preferred to be informed of ME and by at-fault phigs,
not disclose errors to their patients, particulavhen their and 44 one third of respondents preferred to berriméd
actions caused harm32http://www.sciencedirect.corof near-miss ME...".
science/ article /pii/S073839911300219X -bib005533. In this study, we aim to help in filling some oigtgap
Saudi Arabia: Demographics, healthcare, and Medicél knowledge about the disclosure of MEs in Saudi
errors Saudi Arabia occupies a total area of arourfifabia. The objective of the study is to describe t
2,000,000 square kilometres, with a populationbafus 30  physician’s attitudes and practices of disclosingsvin
million; 10 million of which are non-Saudis34. TBaudi the main tertiary hospitals in Saudi Arabia.
healthcare system has significantly expanded dulfireg
last few decades. For example, in 1970, there wdre II. METHODS
hospitals with 9,039 beds; by 2005, there were 350
hospitals with nearly 48,000 beds35. In 2011, theds  This was a self-administered questionnaire, cross-
ministry of health (MOH)'s budget reached 6.9% It sectional study. Both the public and private teytia
national budget, and the per capita expendituréemith hospitals in Saudi Arabia were listed from the MOH
reached USD 375$ 36. In 2015, the budget alloctted website (http://www.moh.gov.sa/Sectors/Hospitalgéaa
the MOH exceeded 62 billion Saudi riyals (about US[Qefault.aspx), cross-checked with the 2014 annual
16.6 billion) 37. Most of the hospitals are affied to the statistical book 35 and then the hospital with Highest
MOH (270; 59.6%), followed by the private sectoRIl ped capacity in each of the eastern, western, ewrttand
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answer.
All physicians in the selected tertiary hospitalerev ~ Among those willing to disclose their MEs, two thr
invited to complete an anonymous survey questioenai(6/8; 75%) were males, half of them (4/8; 50%) were
either online (Error! Hyperlink reference not valar via consultants, slightly more than two thirds (5/8;582) of
email sent to the corresponding author. The quassioe them practiced outside KSA, and 87.5% of them (7/8)
was composed of three main sections: knowledgéyddt were trained in ethics. Table 4 highlights thetadiés of
and practice of physicians towards MEs. The targéhe respondents towards the disclosure of inciderfits
physicians were requested to fill the questionnaingl oneself MEs or incidents of malpractice.
return within two weeks. Returned questionnaireseweD. Factors Affecting the Decision to Disclose
validated for accuracy, contradiction and missiredad Medical Error

Data were analysed using descriptive and scoreigobs  \ost of the respondents (60; 42.7%) considered the

whenever appropriate. seriousness of the error, in particularly if it fige-
threatening as the main factor that would make them
[lI. ETHICAL CONSIDERATIONS disclose it to the patients, followed by if theipat or one

of his/her relatives discovered it (26; 22.2%), eoth
The study was conducted in accordance with theadthi colleagues discovered it (9; 8%), instructed by the
principles contained in the Declaration of Helsirgdtd supervisor to disclose (9; 8%), and the full congshess
after approval of the Research Ethics Committeghef of the patient (6; 5%). Two thirds of the femalectos
King Fahd Medical city (KFMC).The study was(10/16; 62.5%) expressed their willingness to diselthe
implemented in the period from November 2013 todlar error, compared to about half of the male doct6(396;
2014. All respondents gave consent, as a condiothe 52.1%).
online questionnaire to proceed, while those sbéeifrt  The willingness to disclose ME incidents was equal
responses by email attached their signatures to thmong those who practiced outside KSA and those who
consents. Contribution to this study was completelgid not (30; 25.6% each). Those with training ihiet
voluntary. No identifiable data was requested, uditlg were more willing to disclose MEs among all theicks
the respondent’s name. Respondents were allowed dbfactors that clinicians would consider to disedahem
discontinue answering the questions at any poititra. (Table 5). For example, 66.1% (39/59) of those whose
that they would disclose MEs were trained in ethics
IV. RESULTS compared to 33.9% (20/59). Table 5 outlines théofac
that the respondents would consider to disclose MESs

A. Demographic and Professional Characteristics Patients.
of Respondents

In total, the selected hospitals, we identified 119 V. DiscussioN
physicians; all were invited to participate; 118.@%)
accepted, and hence were included in the study. TRe General Points
participants were mostly males (96; 82.1%), and N&2s In terms of gender representations, as acknowledged
44.4%). Half of the respondents were affiliatedthe later in the limitations; the sample would not be
MoH (52; 46.4%) and about one third to military pitsls ~ considered representative of the clinicians working
(35; 31.3%). Table 1 and table 2 outline the peaband Saudi Arabia. Female physicians represent 29% ef th
professional  characteristics of the participant®hysicians working in Saudi Arabia35, while theyreve

respectively. represented by only 13.7%. Most of the respondeste
B. Committing or Witnessing Incidents of ME or affiliated to public hospitals, mainly MOH and the
Mal practice military, (44.4% and 29.9%, respectively). This Icou

About one quarter of the respondents indicated th&yPlain the variety in age groups, where93 (79.60he
were personally involved in an incident of ME orféSpondents were between 26 and 50 years old,hend t
malpractice (28; 23.9%), while two thirds (70; 5®)8 qualifications where uns_pemallzed MBBS h.olders
have witnessed at least one incident. The mostntakiEPresented 22.2%. Additionally, fellows, registrar
reaction to the witnessed incidents was to talktte residents, and intems represented more than dne th
person who allegedly committed the error (44; 37,6%(34.2%) of the respondents. Such a variety woute et
followed by ‘doing nothing’ (22; 18.8%). More thawo been possible _|f only private hosp_l'FaIs were taarggﬁs
thirds of the respondents were aware of theirtitgns’ they usually hire older, well-qualified, and spéeied
policy or guidelines to report medial errors (72.486). consultants, or experienced GPs. Two thirds of _the
Table 3 outlines the respondents’ exposure to rakdid@SPondents (60%) have less than 10 years of exmeri
errors (or malpractice) during their clinical piaet in their practice. Arguably, this variety of resplemts

C. Attitudes Towards Disclosing own Medical could render the findings of this study more repnéstive
E.rrors to the reality of practice, at least within the b

Seven respondents (6%) were willing to disclosQOSp'tals‘ Moreover, this is important to underdtémeir

incidents of their own MEs or malpractice, 42 (35)9 attitude towards disclosure of MEs.

would not disclose them, while the rest 68 (58.td)not B. Committing or Witnessing _MES . . .
The voluntary self-declaration of being involved in
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different figures than those discovered throughiengvof colleague did not seem to be main factors (9; 7e@ih).
records or hospital systems. As most of the Saoshitels These factors are consistent with findings fromepth
lack formal and consistent system of reporting MBsas studies. Ibrahim et al conducted a study that veI123
not possible to assert how our finding (23.9%) camp surgical trainees, and found that the factors thetld

to the overall picture in Saudi Arabia. Neverthglethis stop them from disclosing MEs included fear frorazast
percentage seems consistent with findings of atheties by patient family (51; 80.9%), and “if the patierg
conducted elsewhere. For example, Oyebode condactednaware that the error happened,” 30 (47.6%).53
systematic review of and estimated that there aBe SGhalandarpoorattar et al found that participantsevless
medication errors/100 prescriptions 45and thatenfik et likely to disclose minor (39.6%; 21/53) than major
al who systematically reviewed 65 studies and cafed (49.1%; 29/53) MEs.48. Everett et al.,, found tbat of
that prescribing errors are common, affecting ab8G80 the 636 residents included in their study, 74.7%hein

of hospital admissions.46but higher than what Zwetaal  would disclose the error if it was serious enoughetsult
found after conducting a structured review study®26 in a malpractice suit and many residents (40.9%)ldvo
patient records, and identified 744 (9.8%) advengents not reveal a near miss event because they beliéasino
(AEs)47. impact on patient health 54.

Two thirds (70; 59.8%) have witnessed at least one Among the 60 respondents who mentioned what factors
incident of ME or malpractice done by a colleaglbe would make them disclose their MEs; Two thirds loé t
most taken reaction to the witnessed incidentstovdalk female doctors (10/16; 62.5%), compared to abolitdia
to the person who allegedly committed the error; (44he male doctors (50/96; 52.1%).The willingness to
37.6%). More than two thirds of the respondentsewerisclose ME incidents was equal among those who
aware of their institutions’ policy or guidelines teport practiced outside KSA and those who did not (306%b
medial errors (73; 62.4%); only one fifth (20.5%ported each). Those with training in ethics were more ingl
the incident to the hospital authorities. This dodde 66.1% (39/59) to disclose MEs among all the choifes
interpreted in two ways. First, this could reflectfactors that clinicians would consider to discltsem.
transparent collegial conversations among collesgue Sage suggested the three domains that comprise the
which made talking to the person the preferred aghoi medical malpractice system were: clinical carepulis
Second, it could be interpreted, especially whemerot resolution, and liability insurance55.
findings are considered, as reluctance to be incanyact
with the system to avoid dealing with the aftermath VI. AWAY FORWARD
such reporting of ME. Moreover, there could haverbe
lack of certainty about whether an incident ocadiirethe The findings of this study along with other recent

first place. This could explain why 23 (19.7%), abd studies 15,18,56,57 indicate that there are common
(16.2%) of the respondents were not ‘not sureh#y parriers to the disclosure of MEs. In the resthef article,
were involved in or witnessed an incident of MEyye will try to address the main barriers and sugesay
respectively. forward to overcome them.
C. Attitudes Towards Disclosure of Medical Errors A Syift Shift from Legalismto Communication

There was a clear difference between those whocurrently, the Saudi Arabia, as explained by Alliana
expressed their willingness to disclose one’s Miidents  and AlRowaiss has three types of committees that de
(7; 6%) compared to those answered the factorsttiegt with medical litigations, namely the Primary Invgstion
would make them disclose them (60; 42.7%). Probablgommittees, Medical Violation Committees, and the
this could be interpreted as the difference betwebat \edical Jurisprudence Committees.39
persons believe to be right and what would be done Though there is no evidence on whether this stractu
reality. This is not a unique finding. Ghalandan@itar et managed to reduce the MEs; the literature otherwise
al conducted a Study that involved 53 surgeons a@@ggests that reliance on Comp|ex |ega| approad‘MS
residents of surgery, and found that “although mosfas not definitive in reducing them 58,59.
physicians indicated they would disclose errorsnimor  We recommend more reliance on more communication
and major scenarios, only 16.7% (n%48) had discltsed  poth inter-professionally among colleagues, as el
last MEs to their patients"48. Hobgood et al., sedwhat improved communication between the care-giversthed
only 28% of residents had disclosed their mostiggmt patients and their families. Research suggests tthat
error with the patients or the patients’ family 4%is gap majority of patients who experience a ME desireeghr
was attributed by many authors to the cliniciamsirfof a principa| outcomes: an apology, an explanation’ and
malpractice lawsuit, losing patients’ trust, andoéional  commitment to future error prevention60. To achieve
reactions of the patients and their relatives 42t48s communication that fulfils these outcomes, proper
physicians may approach error disclosure withreparation is needed as explained in the next

considerably more fear, anxiety, and shame 50-52. subheadings.
The main factors that would make them discloser the, Education and Training
MEs were the seriousness of the error, in partituléit The literature established quite clearly the imgoce of

is life-threatening (60; 42.7%), and if the patienione of  ,rqyider-patient communication for the proper disare
his/her relatives discovered it (26; 22.2%). Thguesst by o MEs 59.61-63. This level of efficient communicat
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Female 16 (13.7)

it is mandatory to ensure that the ability of the| No answe 5 (4.3)
undergraduate and the postgraduate medical traittees
deal with incidents of MEs, including their honestd Highest academic qualification
transparent disclosure. Second, on-going trainimg o "MBBS 26 (22.2)
communication should always be made available Her t —=c=r 11 (9.4)
practicing clinicians, who may have forgotten ovénanly MD 52 (44.4)
studied communication skills to pass the exams. PhD 16 (13'7)

Training should always be supported by clear, ad&qu .
and culturally-oriented guidance, as describedvielo O'Fhe.r 6 (5.1)
C. Guiddines and Disclosure-Friendly Working Missing 6(5.1)
Environments

Guidelines are not the only answer for all the f@ols APPENDIX

related to the clinical practice. Sometimes they fa

humanize the healthcare mantra. Thus, we suggest TaBLE 1-PROEESSIONAL PROEILE OF

d_evelopmg gmdelmes that are part of more con‘q_emeh/e PARTICIPANTS (N=117)
disclosure-friendly management system. This would

encourage the practitioners to voluntarily approéble

system’ rather than running away and avoiding dt. this Institutional affiliation

to happen, there is a need for a “conceptual leap t| MoH Hospitals 52 (44.4)
collective accountability”. We are aligned with Belt Military 35 (29.9)
al.,64 that “institutions need to prioritize teamaining, Private 12 (10.3)
develop robust, non-punitive reporting systems”.isTh | Others 13 (11.1)
should indeed be implemented within a fair systéyat t | Missing 5 (4.3)

has the efficient ways that compensate patients wédre
harmed in accordance with the Kingdom’s Islamicaleg ["Ciinical Specialty

heritage. Neurology 2 (1.7)
Anaesthesioloc 5 (4.3)

VIl. . CONCLUSION Obstetrics ¢ Gynaecolog 5 (4.3)

) ) . i , Surgery 5 (4.3)

In _conclusmn, this questionnaire, .cr.oss-_secncmady Ophthalmology 14 (12.0)
that |_ncIUCjed 117 physmans practicing in the bgg Emergency Medicin 3(2.6)
SaL(del tﬁ”"’,’“,y hospitals wast am(()jn%_thle first Sﬁjﬁd Orthopaedic Surger 78 (23.9)
study physicians’ exposure to and disclosure ofi Family Medicine 16 (13:7)

errors. Though most of the participants have either

witnessed or was involved in a medical error, andra of Internal Medicine 20 (17.1)
their institutions policies on its disclosure; thercentage | Paediatric _ 11 (9.4)
that were willing to disclose it was significantlpw. Physical Medicine & rehabilitatio 2(17)
Factors that they may play a role in the decision t | Others 3(2.6)
disclose included the seriousness of the error varether Missing 3(2.6)
the patient (or his/her relatives) became awari. diVe
suggested three possible interventions improveadisce Job Title
of MEs: change in the institutional culture frongddism Consultan 37 (31.6)
to communication, education and training, and clear Specialisi 22 (18.8)
guidelines within a disclosure-friendly environment Fellow 10 (8.5)
Variables N (%) Registral 6 (5.1)
Age Groups Residen 18 (15.4)
<20 2(1.7) Intern 6 (5.1)
20-25 7 (6.0) GP 4 (3.4)
26-30 25 (21.4) Missing 14 (12.0)
31-35 25 (21.4)
36-40 17 (14.5) Years of clinical practice
41— 45 15 (12.8) 1-4 32 (27.4)
46-50 11 (9.4) 5-9 37 (31.6)
51-55 10 (8.5) 10-14 19 (16.2)
56- 60 5 (4.3) 15-19 11 (9.4)
20-24 11 (9.4)
Sex 25-29 3(2.6)
Male 96 (82.1) 30-34 2 (1.7)
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Missing | 2(1.7) Trained in Ethics

Yes 73 (62.4)
Practice outside Saudi Arabia No 44 (37.6)
Yes 59 (50.4) Abbreviations: MoH, Ministry of Health; Gl
No 58 (49.6) General Practitioner

TABLE 1-PREVIOUS EXPERIENCE IN WITNESSING OF OR INVOLVED IN  INCIDENTS OF ME AND AWARENESS OF
REPORTING POLICIES (N=117)

Answer Personal | Witnessed an/Reaction when witnessed the ME dor| Awareness of
involvement injincident of ME (%) institutional policy or
an incidence ofor malpractice guidelines in your

ME or (%) institution on how to
malpractice disclose and report ME
(%) (%0)
Yes 28 (23.9% 70 (59.8% 1. Did Nothing 22 (18.8% 73 (62.4%
No 66 (56.4% 20 (17.194 2. Talked to colleagu 44 (37.6% 28 (23.9%
only
Not surt 23 (19.7% 19 (16.2%43. Reported to senior or 0 (0.0%)] 16 (13.7%
117 (100.0% 109 (93.2% 4. Reported to hospit 17 (14.5% 117 100.09
management only
2&3 4 (3.4%
3&4 7 (6.0%
Missing 23 (19.7%

TABLE 1-RESPONDENTS ATTITUDE TOWARDS DISCLOSING THEIR MES(N=117)

Feature Will disclose | Will not Missing
(%) disclose (%)
Gender
Male 6 (5.1%) 36 (30.8%)
Female 1 (0.9%) 6 (5.1%)
subtotal 7 (6.0%) 42 (35.9%) 68 (58.1%)
Academic qualification
MBBS 1 (0.9%) 9 (7.7%)
Master 0 (0.0%) 6 (5.1%)
MD 3 (2.6%) 13 (11.1%)
Ph. D. 1 (0.9%) 11 (9.4%)
Others 1 (0.9%) 3 (2.6%)
subtotal 6 (5.1%) 42 (35.9%) 69 (59.0%)
Institutional affiliation
Public (MoH) 1 (0.9%) 20 (17.1%
Military 5 (4.3%) 13 (11.1%)
Private 2 (1.7%) 1 (0.9%)
Others 0 (0.0%) 7 (6.0%)
subtotal 8 (6.8%) 41 (35.0%) 68 (58.1%)
Job Title
Consultan 4 (3.4%) 14 (12.0%)
Specialis! 1 (0.9%) 9 (7.7%)
Fellow 1 (0.9%) 4 (3.4%)
Registrat 0 (0.0%) 3 (2.6%)
Residen 0 (0.0%) 5 (4.3%)
Intern 1 (0.9%) 2 (1.7%)
GP 1 (0.9%) 1 (0.9%)
subtotal 8 (6.8%) 38 (32.5%) 72 (61.5%)
Practiced outside KSA
Yes 5 (4.3%) 25 (21.4%;
No 3 (2.6%) 10 (8.5%)
subtotal 8 (6.8%) 35 (29.9%) 74 (63.2%)
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Trained in Ethics
Yes 7 (6.0%) 28 (23.9%),
No 1 (0.9%) 13 (11.1%);
subtotal 8 (6.8%) 41 (35.0%) 68 (58.1%)
TABLE 1 FACTORS AFFECTING THE DECISION TO DISCLOSE MEDICAL E RROR TO PATIENTS (N=117)
Respondents’ Error is Patient is |Supervisor| Error Discovered
features (N = |serious or life fully 's request|discovered by
117) threatening | conscious (%) by patient| colleague(s
error (%) (%) &lor (%)
relative(s)
(%)
Gender
Male 50 (42.7% 5(4.3% 8 (6.8%| 13 (11.1% 8 (6.8%
Female 10 (8.5% 1(0.9% 1(0.9%]| 13 (11.1% 1 (0.9%
Subtotal 60 (51.3% 6 (5.1%| 9 (7.7%| 26 (22.2% 9 (7.7%
Academic
qualification
MBBS 12 (10.3% 1(0.9% 0(0.0% 3(2.6% 0 (0.0%
Master 3 (2.6% 1(0.9% 2@1.7% 2(1.7% 2 (L.7%
MD 33 (28.2% 3(2.6% 2(1.7% 4(3.4% 2 (L.7%
Ph. D. 8 (6.8% 1(0.9% 2(1.7%| 1(0.9% 2 (L.7%
Others 4 (3.4% 0(0.0% 2(1.7% 2(1.7% 2 (L.7%
Subtotal 60 (51.3% 6 (5.1%| 8 (6.8%| 12 (10.3% 9 (7.7%
Institutional
affiliation
Gov. (MoH) 30 (25.6% 2(1.7% 2 (1.7% 3(2.6% 2 (L.7%
Military 14 (12.0% 1(0.9% 6(5.1% 8(6.8% 6 (5.1%
Private 6 (5.1% 3(2.6% 1(0.9% 1(0.9% 1 (0.9%
Others 9 (7.7% 0 (0.0% 0(0.0% 1(0.9% 0 (0.0%
Subtotal 59 (50.4% 6 (5.1%| 9 (7.7%| 13 (11.1% 9 (7.7%
Job Title
Consultan 12 (10.3% 3(2.6% 3(2.6% 2(1.7% 3 (2.6%
Specialis! 8 (6.8% 1(0.9% 2(1.7% 2(1.7% 2 (L.7%
Fellow 8 (6.8% 0(0.0% 1(0.9% 1(0.9% 1 (0.9%
Registrai 5 (4.3% 0 (0.0%| 0(0.0%) 0 (0.0% 0 (0.0%
Residen 10 (8.5% 0 (0.0%) 2 (1.7%) 3(2.6% 2 (L.7%
Intern 2 (L.7% 1(0.9%) 0(0.0%) 1(0.9% 0 (0.0%
GP 1 (0.9% 0 (0.0%) 0 (0.0%) 0 (0.0% 0 (0.0%
Subtotal 46 (39.3% 5(4.3%) 8(6.8%) 9 (7.7% 8 (6.8%
Practice
Outside KSA
Yes 30 (25.6% 4 (3.4%) 5 (4.3%)| 7 (6.0% 5 (4.3%
No 30 (25.6% 2 (1.7%) 4(3.4%)| 6(5.1% 4 (3.4%
Subtotal 60 (51.3% 6 (5.1%) 9 (7.7%)|13 (11.1% 9 (7.7%
Trained in
Ethics
Trained 39 (33.3% 5(4.3%) 7 (6.0%) 11 (9.4% 7 (6.0%
Not trained 20 (17.1% 1(0.9%) 2(1.7%) 2(1L.7% 2 (L.7%
Subtotal 59 (50.4% 6 (5.1%) 9 (7.7%)13 (11.1% 9 (7.7%
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