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A pervasive theme of healthcare reform
globally is greater candour about the
imperfections of care quality, particularly
for patients and family members when
things go wrong. Numerous healthcare
systems now have published policies
around disclosure. However, as Moore
and Mello document in their paper in this
issue of BMJ Quality and Safety,1 details
about how, what and when to disclose
are scant, and based on minimal evidence
about what works for patients, families,
clinicians and organisations. Moore and
Mello provide important insights from
New Zealand, where a mandatory system
for compensation following treatment
injuries has been in place for over 40
years, on how to achieve reconciliation
that satisfies the concerns of aggrieved
patients and carers while being acceptable
to clinicians and organisations.
Moore and Mello relate their findings in particular to the North American
context. The traditional medical malpractice liability system in the USA has long
been criticised for its cumbersome,
lengthy procedures, financial risks to all
parties (healthcare organisations, patients
and families, and lawyers), and tendency
to prioritise minimisation of liability over
learning and improvement.2 Communication-and-resolution programmes have
been offered as an approach that might
meet the expectations of patients and
families more swiftly and sensitively,
and encourage learning from mistakes
rather than suppression and concealment.3 In England, too, there have been
moves towards emulating systems in
place in other countries to facilitate early
resolution of compensation claims and
encourage learning from incidents, with

calls for the introduction of a ‘rapid resolution an redress system’ for obstetric
errors,4 and a shift in the focus of the
NHS Litigation Authority, to be renamed
NHS Resolution.5
More broadly, openness has been a major
theme of recent policy reform in England.
A culture of opacity and secrecy was
strongly implicated in recent high-profile
failings in the quality of care in Stafford
and Morecambe Bay,6 7 where problems of
quality and safety over prolonged periods
persisted despite warning signs,8 and were
associated with poor outcomes including
unnecessary deaths. Responses to these
failings have emphasised the importance
of openness and transparency to learning
and improvement.9–11 Long-standing
concerns about the proclivity of the
National Health Service to react to critical scrutiny in a defensive and obstructive manner—what Sir Robert Francis
called its ‘institutional instinct (towards)
concealment’ rather than embracing
learning6—have given rise to a host of
policy interventions designed to foster
openness. These include, most notably,
a legal ‘duty of candour’ that compels
all healthcare organisations to provide
information, support and an apology
to patients and families should harm be
caused in the course of care.12 The duty
of candour has been accompanied by a
range of other policies with similar intent:
a requirement that NHS organisations use
complaints investigations to learn lessons
and improve care13; greater support for
staff who voice concerns about colleagues
or systems; new requirements regarding
the publication of data by NHS organisations; and a new regime of inspection
by the Care Quality Commission (the
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There is thus sometimes a chasm between the
perspective of the system and the perspective of
patients and families; for families, it is important to
bridge this chasm. Patients and families may well want
the clinician and organisation to learn from errors, but
they also need them to recognise and understand the
consequences of those errors. Professional guidance
advocates an apology that is ‘personalised,’ rather
than framed as ‘a general expression of regret about
the incident on the organisation’s behalf.’19 Moore
and Mello’s findings suggest this is important but not
sufficient: what is needed is recognition that what an
organisation sees as a lapse (or a process fallibility, a
gap in training or an opportunity for learning) can
look quite different from the victim’s standpoint, and
a sincere attempt to understand that standpoint.
Taking on such a different standpoint can be difficult in itself. The difficulty may be compounded by an
environment in which calls for openness are permeated by concerns that, while well meaning, are essentially instrumentalist and organisationally oriented:
legal compliance; supporting staff to acknowledge
and report mistakes; using learning from incidents to
improve. The challenge is both creating guidance for
clinicians that incorporate the importance of acknowledgement and empathy for the perspective of patients
and families, and creating supportive organisational
environments that allow this to flourish alongside the
other system-oriented objectives for openness.
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