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Quality Improvement through Medical Error Disclosure
and Autopsy Findings
diagnosis was missed, but even if it were known, would not have
changed the patient’s treatment. Class II represents major errors in
detection, not treatment. Class III are missed minor diagnoses, related
to the cause of death, but having no impact on treatment or survival.
Finally, class IV misdiagnoses are the most minor. They are minor
missed diagnoses, unrelated to the disease that was the patient’s cause
of death that wound not effect treatment or outcome. We can see that
discordant autopsies, like any medical error, do not always lead to an
AE. That being said, it is important that patients are made aware of
any and all medical errors that occurred during their care.
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Editorial
Medical error has been defined as a problem that arises during
patient management. The two broad categories of medical error
are: errors in performance and errors in planning [1-3]. In errors of
performance, the correct medical treatment for a patient does not
go as planned or is left incomplete. In errors of planning, the wrong
medical treatment has been chosen for the patient, or the correct
treatment has been chosen for the wrong reason. Medical errors are
a major concern because they have the potential to cause Adverse
Events (AEs). AEs are defined as injuries to a patient that are the
result of medical treatment, not due to any underlying disease [25]. Many AEs are unavoidable, unpleasant side effects of drugs for
example. On the other hand, avoidable AEs represent a failure of the
healthcare system to ensure the safety of its patients, something that
should always be its top priority.
It should, of course, be noted that not all errors lead to AEs,
and that very few instances of medical error are due to physician
negligence or incompetence. Previous studies have shown that
systemic and environmental factors are the most important when
it comes to predicting and preventing errors [3-6]. One frequently
studied type of medical error is the discordant autopsy diagnosis, that
is, cases where the clinical diagnosis given to a patient before they die
in hospital, does not match their post-mortem diagnosis. Autopsy is
considered to be the gold standard for diagnosing a patient’s cause
of death [3], as such, when autopsy results disagree with clinical
diagnosis, it is assumed that the autopsy is correct. Discordant autopsy
findings represent an error in planning. If the correct diagnosis for a
patient is not known clinically, then the treatment the patient receives
will either be incorrect for their actual diagnosis, or correct for the
wrong reason.
The Goldman criteria for misdiagnosis are the most widely used
system for categorizing discordant autopsy diagnoses [7]. In this
system there are four classes of misdiagnosis. Class I misdiagnoses
are the most serious, they occur when a diagnosis was missed that,
if known, would have changed how the patient was treated and
prolonged their survival. Class II misdiagnoses occur when a major
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Although it has been shown that the disclosure of medical errors
is, in principle, the correct course of action [3,5,8-9]. There are many
well-documented barriers that prevent this from happening [9]. First
is fear, either of legal repercussions from patients or their families
or of loss of reputation among colleagues. Uncertainty about who is
responsible in errors involving multiple caregivers or systemic factors
can also delay or prevent disclosure. Finally, in cases where errors
are minor or go unnoticed, there concern that disclosure could cause
psychological stress or strain the relationship with the patient, doing
more harm than good in the end.
It has been suggested, that in order to overcome these barriers we
need a fundamental change in how we handle and perceive medical
errors. Some centers have introduced policies where disclosure of
medical error is part of the standard of care. Where physicians will
face professional and legal consequences if they do not disclose errors.
Others have implemented “no-fault” or “no-blame” models for error
disclosure, where the institution shoulders the blame, rather than the
individual caregivers [3,5,6,8]. Hopefully with policies like these we
can reduce some of the negative stigma surrounding medical errors
and the people who make them, and create a system that focuses
on making sure errors do not reoccur and supporting the patients
affected by them.
In the professional field of medicine, putting the interest of the
patient above all else is considered a hallmark of professionalism [8].
Patients and their families are often not aware when medical errors
have occurred. In these cases, it is the duty of a physician to disclose
these errors. When a doctor fails to disclose a medical error, they
rob patients of their autonomy, one of the core values of patientcentered healthcare [3,5,8]. A truly autonomous patient needs all
of the available information about their health to make informed
decisions, when information about medical errors or AEs is withheld,
this is impossible. In cases of discordant autopsy, the error can only
be disclosed after an autopsy has been performed. Patients who die
in hospital are not always required to have an autopsy. In-patient
deaths may be autopsied at the request of the patient’s family or their
attending physician, but are not standard practice. This means that
a physician wanting to avoid the disclosure of a potential error on
their part can simply avoid the topic of autopsy. Patient families may
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not even know they have the right to request an autopsy, and the
error may go undetected. A doctor who attempts to avoid an autopsy
when they are suspicious of a misdiagnosis is essentially the same as
one who knowingly withholds knowledge of an error from a living
patient. Although there are no further decisions to be made regarding
the deceased patient’s care, the information withheld from the family
can potentially jeopardize their autonomy as patients in the future. If
a clinician recognizes any factors that may contribute to misdiagnosis,
personal or systemic, then they should see it as their duty to request
an autopsy. Unfortunately, discordant autopsies are insidious errors
because, most often, they occur without anyone realizing that they’ve
happed. Rather than a doctor knowingly avoid autopsy, the most
usual case is one wherein no one involved in patient management
is aware of any error. With autopsy rates as low as they are [10-12],
cases like these are unlikely to be detected. Although there was no
intentional wrongdoing, the result is the same. The patient’s family
is left unaware of potential pertinent medical information, and true,
quality care has not been provided.
Beyond ensuring the autonomy of our patents, the reason that
disclosure of medical errors is so important is that it allows the
healthcare system to make changes. We know that the majority of
medical errors are the fault of environmental and systemic factors
not individuals [3-6]. This means that when a medical error is
disclosed it allows for changes to be made to healthcare that will,
hopefully, prevent the error from happening again. In cases of
autopsy discordance, failure to disclose is even more unfortunate.
Autopsy allows us to link pre-mortem findings to an accurate postmortem diagnosis. In doing so, we expand our clinical knowledge
and hopefully make it easier to arrive at a correct diagnosis in the
future. We miss out on both an opportunity to correct the external
factors which led to the misdiagnosis and the chance to expand our
knowledge about the true diagnosis.
As healthcare professionals, we can all agree that improving
the quality of healthcare we deliver is in everyone’s best interest.
One of the first steps in this improvement must be to ensure that
medical errors are reported. We need overcome the barriers to error
disclosure by shifting the culture surrounding them from one of
blame and shame to one that focuses on patient safety and systemic
improvements. Discordance between clinical and autopsy diagnosis
represent a unique challenge when it comes to the detection and
disclosure of medical errors. They are easy to conceal, and may be
made without anyone ever being aware of them. The only method
for their detection, autopsy, is declining, and failure to detect them
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prevents both hospital policy and clinical diagnostics from improving.
The only way to detect and decrease these errors is by increasing
the autopsy rate. It has previously been suggested, that this can be
achieved by implementing a system where healthcare providers
promote the value of autopsy data, and offer some kind of incentive
to the families of deceased patients to allow autopsies to be performed
[13]. Clinician’s should begin to view the recommendation of autopsy
as part of their duty, just as they should feel obligated to report any
medical errors to their patients. Part of our duty to ourselves and our
patients is ensuring that we make the most of every opportunity to
improve, and serve them better.
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