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1. Recognize that all health care providers will make medical errors

2. Appreciate the professional and personal effects of medical errors 
and adverse events on health care providers

3. Identify the resources and support available to providers affected by 
errors

• The curriculum was developed by medical student members from the 
Wayne State University School of Medicine’s (WSUSOM) Institute of 
Healthcare Improvement Chapter.  Oversight was provided by the 
course directors in Psychiatry and Patient Safety and Quality.

• A literature review was performed to identify key concepts related to 
the impact of error on health care professionals.

• Using National Public Radio’s ”Storycorps”(3) as a model, physicians 
were recorded describing their experience with ME and its impact on 
their professional and personal lives. 

• University and University practice group attorneys were was 
consulted. Physicians signed consent for recording.  Videos were 
reviewed to ensure no identifiable or protected patient information 
was presented.

• A PowerPoint slide set was developed which provided background 
information on the impact of ME and a recent example of a 
healthcare provider’s suicide following a near miss event.  

• Three faculty video tapes describing their person experiences with 
ME were incorporated into the slide set.  Associated discussion 
questions were included. 

• A one hour curriculum delivered to a class of 297 students can 
increase students’ confidence in coping with medical error. 

• Review of measures that did not show improvement identified that 
our curriculum needs to emphasize that reporting non-harmful errors 
is essential to the process of improving the quality and safety of 
patient care. This is most strongly demonstrated by measure 14.

• Survey measures 5 and 9-12 were included to establish a baseline 
knowledge on ME effects on physicians, These measures did not 
significantly changes after the discussion as students were already 
knowledgeable about these measures.

AIMS

• Medical error (ME) is a concern for trainees across all levels and is 
an important concept to address early in student education (1,2)

• A recent study involving medical students found strong interest in 
curricula on ME(1)

• This interest was particularly in the format of small group discussions 
led by senior physicians sharing their experiences with ME (1). 

• We developed an interactive curriculum for second year medical 
students that explored the impact of ME on physicians and built upon 
the year 1 curriculum focus of patient safety.

RESULTS
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• Discussions were an hour long and included of 15 students and 1 
facilitator. 

• Topics covered included:
 Personal and professional impact of adverse events/near 

misses on health care providers

 Error disclosure
 coping with error
 Effect of an error on the medical team
 Sources available to providers to help them cope with error

• Pre and post surveys were developed to evaluate the impact of the 
curriculum on student knowledge and attitudes.

• A 5-point Likert scale was used 

• Surveys were administered before and immediately after the 
discussion.

Table 1: Changes in Survey Measures

Survey Items and number % 
change P value

1 I am confident in my ability to cope with medical error in my future 
career 14.34 <0.001

2 I am aware of resources that I can use to cope with performing a 
medical error 29 <0.001

3 I am confident in my ability to recognize that a colleague is struggling 
to cope with performing a medical error 11.2 <0.001

4 I have an understanding of the Caring for the Healthcare provider 
concept 20.6 <0.001

5 There are multiple ways that a team can be affected by a medical error. 0.32 1

6 I believe that everyone in the medical error process is impacted, not 
just the patient 4.1 0.012

7 I am aware of the avenues I can go through to report a medical error I 
witness 19.4 <0.001

8 Medical error can lead to physician burnout 5.5 0.008

9 I believe that the culture of medicine or the workplace environment 
impacts a physicians ability to cope with medical error 1.12 0.747

10 I believe that acknowledging my responsibility in performing a medical 
error is healthy 2.38 0.276

11 A close call does not have an effect on the team or how members of a 
team will feel. 2.12 0.558

12 Medical errors will not have an effect on my practice of medicine 5.34 0.065

13 Admitting to a medical error will cause me to get sued -(4.7) 0.025

14 It is important to practice full disclosure for errors that have led to 
harm than for those that have not 7.14 0.088

• Analysis was based on a convenience sample of 78 participants 
who completed pre and post surveys. 

• 14 measures assessed students’ confidence in understanding 
impact of ME and the resources available to aid in coping with error. 

• 8 of 14 measures (p<.05) showed improvement in students’ 
confidence.

• Mean change of the significant measures was 15.73%

• Mean change of all measures was 10.3% 

• Awareness of coping resources was the greatest changes, 
(29.68%) followed by an understanding of the impact of Medical 
Error (20.60%) 
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