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You are the treating neuro-surgeon of a 28 year old 
patient, working as a model and is suffering from 
meningeoma, which could be resected in toto. For fixing 
the sterile covering of the patient  you had used a sharp 
clamp. When the cover was removed, the surgical nurse 
assistant discovers that the clamp went through the root 
of the nose and has  injured the patient, now having two 
wounds at the right and left side of the nose
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A 58 year old patient on ECMO  is referred to the 

operation theatre for a lung surgery intervention. 

After anaesthesia (the patient was awake during  

ECMO since 1 week) the perfusionist has to change 

an adapter within the system due to a leak. Yet the 

new one does not fit into the system resulting in a 

heavy blood loss, need of mass transfusion and a 

short mechanical resuscitation of the patient. The 

operation goes well and the patient has seemingly 

and luckily not incured serious consequences.  
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Medical Error in grey zones

«A medical error is «an act or an omission with potentially negative 
consequences for the patient that would have been judged wrong
by skilled and knowledgable peers at the time it ocurred»

Wu, et al. To tell the truth: ethical and practical issues in disclosing
medical mistakes to patients. J Gen Intern Med 1997; 12:770-775. 
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What is the  “red line” for communicating an 
(preventable) adverse event?

Unexpected adverse events must be communicated if:

− You would yourself want to know about the incident, if you 
yourself or a family would have been in the same situation 
(“Application of the Golden Rule”) 

or

− The problem results or could result immediately or later in 
a change of the treatment or care plan



What should be told?  

Facts should always be told and – generally the sooner 
the better …

…But
The initial story is in most cases incomplete and 
sometimes totally wrong

Avoid the natural wish to draw a «complete picture», 
summarizing the initially few known facts

For these questions, a skillfull experienced coach can
be extremely helpful



TRACK 

Central communication skill 

and attitude

Definition What should reach the patient 

Transparency Attitude of being open and 

honest

I get timely access to the 

information I need 

Respect Honoring the intrinsic dignity and 

values of the patient

I was perceived and treated as 

an individual person  

Accountabilty The art of being available and 

responsive

The right persons have taken 

responsibility for their actions

Continuity The commitment of continuous 

relatedness and caring, shared 

time span 

The treatment I receive is 

comprehensible, without 

interruptions (I do not feel 

surrendered and abandoned) and 

makes sense to me

Kindness The skill to act attentively, kindly 

and cordially

I was treated with respect, 

empathy and full attention



A possible “sequence” of the conversation

✓Recapitulation of facts

✓Clear , authentic, honest  expression of  apology

✓Steps to adequately take care for the patient 

✓Steps being planned to investigate the incident and prevent another 
occurrence of the same situation

✓Offer of  multifaceted individualized support for patient/family

✓Who is talking next to  patient/family and when

✓Close with an honest, serious expression of support, sympathy and 
deep interest in the situation of the affected/injured person



When and  how  to apologize

Two meanings of  «I’m sorry”-

− Expression of compassion and solidarity– “I am so sorry that this has
happened”  (German “Es tut mir leid”) 

− Expression of responsibiliy and accountability “We know that what has
happened was a preventable adverse event and I want to truly apologize” 
(German “ich möchte mich dafür aufrichtig entschuldigen”) 

The first  “sorry” is always adequate

The second form of apology is only adequate, when a preventable medical 
error has occurred



How apologogies fail… 

“I apologize for everything that has happened…”

“If a mistake has happened…”

“There was a mistake, but …”

“This happens to the best physicians…”

“The mistake has for sure not changed the outcome 
of your treatment  …”

Quote of a (very experienced) surgeon: “I know, I 
know , for you it is uncomfortable, terrible, but believe
me, for me it is devastating»

Lazare JAMA 2006; 296:1401, Berlinger After Harm. Johns Hopkins, 2005



First/Second/Third Victim
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SIWF awarded communication instructor/ Coaching course 

Train-The-Trainer

(Faculty Development)

Competencies to implement a 
simulation training for safety culture

and communication of adverse events
and errors
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Day 1 Day 2

08:30 – 09:00 Introduction & Relevance SimSession for  Disclosure & Apology after a 
preventable adverse event  according to TRACK
& Observation & Feedback

09:00 – 09:30

09:30 – 10:00 

10:00 – 10:30

10:30 – 11:00 Disclosure & Apology after a preventable adverse 
event  according to TRACK11:00 – 11:30 SimSession for  Disclosure & Apology after a 

preventable adverse event  according to TRACK
& Observation & Feedback

11:30 – 12:00

12:00 – 12:30 Break
12:30 – 13:00

13:00 – 13:30 Disclosure & Apology after a preventable adverse 
event  according to TRACK
& observation
- With simulated persons- 

Breack
13:30 – 14:00

14:00 – 14:30 SimSession for  Disclosure & Apology after a 
preventable adverse event  according to TRACK
& Observation & Feedback14:30 – 15:00 

15:00 – 15:30 Disclosure & Apology after a preventable adverse 
event  according to TRACK
& observation
- With simulated persons- 

15:30 – 16:00 

16:00 – 16:30 Take Aways, next  Steps  & Evaluation
16:30 – 17:00 
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