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Disclosure of Adverse or Harmful Events

Effective: May 1, 2014

Last revised: June 23, 2022

Version: 20

Related topic(s): Medical Records Documentation; Medical Records Management

A practice standard reflects the minimum standard of professional behaviour and ethical
conduct on a specific topic or issue expected by the College of its registrants (all physicians
and surgeons who practise medicine in British Columbia). Standards also reflect relevant
legal requirements and are enforceable under the Health Professions Act, RSBC 1996, ¢.183
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College of Physicians and Surgeons of British Columbia PRACTICE STANDARD

Preamble

This document is a standard of the Board of the College of Physicians and Surgeons of British
Columbia. It also offers some broader guidance on the medico-legal implications of
disclosure.

Within the practice of medicine, unintended adverse or harmful events will inevitably happen
and do not always reflect individual or system errors. This standard focuses on the need for
appropriate communication with patients and families. When an adverse or harmful event
occurs, a sincere expression of regret and concern is almost always appropriate.

Definitions
The definitions outlined by the CMPA (2015) include:

apology A genuine expression of sympathy or regret, a statement that one is sorry
for what has happened. An apology includes an acknowledgement of
responsibility if such responsibility has been determined after analysis of a
patient safety incident.

disclosure The process by which a harmful patient safety incident is communicated to
the patient. (Canadian Patient Safety Institute)

harm An outcome that negatively affects the patient’s health and/or quality of life.

patient The individual who is the subject of the patient safety incident. The term
may include the patient’s family when the patient has consented to them
being involved in the disclosure process; the patient’s substitute decision-
maker when the patient lacks capacity to consent; or the patient’s legal
representative when the patient is deceased.

patient safety The World Health Organization (WHO) provides terminology to facilitate

incident the sharing and learning of patient safety information globally. The
Canadian Patient Safety Institute (CPSI) has adopted some of these terms.
To support clarity and consistency in patient safety discussions, the College
and CMPA now uses these terms:

1 Patient safety incident: An event or circumstance which could have
resulted, or did result, in unnecessary harm to the patient.

1 Harmful incident: A patient safety incident that resulted in harm to
the patient. Replaces the terms “adverse event” and “sentinel event.”

1 No harm incident: A patient safety incident which reached the
patient but no discernible harm resulted.

1 Near miss: A patient safety incident that did not reach the patient.
Replaces “close call.”
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etc.). However, the involvement of multiple registrants, medical trainees or other
health-care providers may require that a decision be made as to who is the most
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