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Abstract
Rationale: It is estimated that medical errors, is the third leading cause of death after heart disease and cancer. Studies recognized some barriers to the disclosure after medical errors among health care providers shame, fear of lawsuit, punishment action, losing patient trust.  
Objective: This study aimed to observe and describe the discourse in meetings aimed to encourage open dialog between medical professionals (physicians, nurses), patients and their families about disclosure after a medical error happens. So far as we know, our study is the first to describe an initiative that was aimed to encourage such dialog as part of a national policy. The study was held in Israel.
Method: Data collection included participant observation in 15 meetings followed by a detailed field notes documentation and meetings recording. Analysis utilized thematic analysis (TA).     
[bookmark: _Hlk98488075][bookmark: _Hlk98488126][bookmark: _Hlk98488170]Results: Four major themes were identified: Transparency as a professional-moral value; Emotional challenges in being transparent; The Medico-legal discourse as a barrier to transparency; Transparency as a motivation for changes in organizational culture. Participants talked about transparency as a core component of patient- physician relationship and identified transparency with telling the truth. Participants said that transparency reflect compassion and empathy to the vulnerable situation of the patient. However, participants gave examples of cases where transparency had provoked aggression towards the staff. Participants emphasized that the medico-legal atmosphere is making it hard for them to be transparent. Participants had practical suggestions about how to implement transparency in the hospital.
Conclusion: Our findings show that it is possible for patients and physicians to talk openly about a medical error outside the law court room in an open and protective setting. We recommend medical centers to follow meetings like ours and develop work processes to enable medical teams the disclosure when medical error happen.
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Highlights 
· Mutual, non-judgmental listening has an educational value for patients and health team members. 
· Physicians and patients' alienation allow parties to listen to each other emotions and concerns.
· Physicians hold transparency as their responsibility and moral obligation. 
· Without practical tools for transparency physicians are left with ambiguity. 



1. Introduction
	Grober and Bohnen (2005) proposed medical error to be "an act of omission or commission in planning or execution that contributes or could contribute to an unintended result" (p. 42).  Medical errors are a leading cause of death in North America. It is estimated that medical errors, is the third leading cause of death after heart disease and cancer. Although the way of measurement has been argued in the literature, yet there is an agreement that medical errors occur all too often, remain underreported, and that systemic changes can improve patient outcomes (Makary and Daniel, 2016; Mazer and Nabhan, 2019; Shojania, and Dixon-Woods, 2017). Extremes of age, complex care, urgent care, and a prolonged hospital stay are associated with more medical errors (Weingart et al., 2000).
[bookmark: _Hlk61253185]	Disclosure refers to “communication between a healthcare provider and a patient, family member, or proxy that acknowledges the occurrence of an error, discusses what happened, and describes the link between the error and outcomes in terms the patient understands” (Fein et al., 2007, p. 760). Studies recognized some barriers to disclosure among health care providers – Blame and shame (Sage and Underhill, 2020), fear of lawsuit, punishment action, losing patient trust, communication inexperience (Gallagher et al., 2003).  Other concerns are, determining whether disclosure is needed, when and how to disclose, who should disclose, and whether other team members should be present, including risk management (Jones et al., 2019). However, LeCraw (2018) found that events with injury due to medical error were resolved 43% of the time with apology alone even though 60% of these events involved lawyers. John (2018) concluded that: "We need to work toward a different culture, one in which we openly acknowledge our own mistakes and that avoiding them completely is impossible" (p. 2273). 
	In a study conducted in Australia (Terry, et al., 2019) 304 patients were asked about their opinions and experiences in the context of medical errors. Physicians were described, as lacking in communication skills, especially in creating clarity and accuracy in the information conveyed to the patient and his family. Burgess, et al (2012) examined 33 patients' perceptions about events that represent errors in long-term illnesses treatment. They suggest that improving communication skills can have a calming effect in cases when harm is caused, as well as taking patient's side effects and complaints seriously.
	Communication-and-resolution programs (CRPs) are intended to open communication about events that did not involve negligence, promote responsibility, transparency, and learning after adverse event (Gallagher et al., 2018). Implementing of CRP does not expand liability risk, rather it may improve some liability outcomes (Kachalia et al., 2018).  Hospitals are well suited to design and implement CRP that gives an immediate empathic response to patient harm and implement lessons learned into safety improvement to prevent recurrences of the event (Moore et al., 2017; Sage and Underhill, 2020). There is a controversy as to whether CRP change injury rates (Zeiler, 2017). 
	2. Aims of the study
[bookmark: _Hlk78806276]	The purpose of this study is to observe and describe the discourse in meetings aimed to encourage open dialog about the disclosure after a medical error happens. The meetings involved medical professionals (physicians, nurses), members of the hospital manager board, representors of the risk management department and representatives of an NGO that was established to support patients and families that were harmed by a medical error (See below: 'Ofek LaChaim').  We aimed to understand the barriers and supports to the dialog after a medical error had happen.     
[bookmark: _Hlk96264790][bookmark: _Hlk96261802][bookmark: _Hlk96261719]	So far there have been only few initiatives that we know, mainly of family members whose relatives were harmed, for encounters between injured patients, families, and medical teams (See king, 2016; Schweitzer, 2018). Our project is consistent with these initiatives. However, our study is the first that we know to describe an initiative aimed to encourage such a dialog not in the context of a specific case but to with the purpose to facilitate organizational change at the national level. 
	3. The theoretical framework of the study
Our article employs Martin Buber's philosophy of dialogue (Buber, 1970). By examining some of Buber’s ideas, we intended to develop an understanding of the value of listening in the discourse of patients, family and physicians after a medical error has happen, as expressed by Gordon (2011, 217): "listening plays an essential role in initiating many dialogues by creating a space in which two people can embrace each other as complete individuals". Although Buber never wrote about medicine directly, his ideas served as a theoretical framework for analyzing the relationship between patients and physicians (Abramovitch and Schwartz, 1996;  Cohn, 2001; Messinger and Chin-Yee, 2016; Scott et al., 2009; Pembroke, 2010). Mainly because he raised fundamental questions about the basic level of how human beings relate to one another. 
[bookmark: _Hlk96511491]	According to Buber, to be is to be in relation, in dialogue. One cannot say the word 'I' without relating to a world outside the self (Buber, 1970). He introduces the concept 'I-Thou' to identify a relationship involving two subjects. He also uses the term 'personal making present' (Buber, 1957) in which one is receptive and open to being influenced by other beings. Presence to other beings means including oneself in the personal reality of the other or in other words being encounters another with mutual awareness. In contrast, to 'I-Thou' relation which are personal and intimate,  the concept 'I–It' is an impersonal objectified type of interaction in which the 'other' is treated as an object. 
	Buber's ideas on dialogue, presence, and embracing can open our eyes about his understanding of listening (Gordon, 2011). For him truly listening involve being present to the other. It means, "responding to the other as a whole person and creating a space in which the other can speak his or her own words and meaning" (p. 207).  In real, honest listening one is open to the other’s being. It involves supporting the other to create their own meanings without trying to impose one’s own language or interpretation on the other. One of the two essential conditions for listening is active which means deep listening to the other’s point of view and an attentiveness to his or her lived reality. 
[bookmark: _Hlk96514221]	Scott et al., (2019) and others recognized that clinician-patient healing relationships are a special representation of 'I-Thou' relationships since they are characterized by dialog and mutuality (Pembroke, 2010; Cohn, 2001). However, the conditions of clinical practice are challenges to legitimate the 'I-Thou' encounter because the mutuality is limited by an inherent asymmetry of the clinician-patient relationship. Also, the biomedical characteristics of modern medicine involving objective consideration of physical examination, imaging procedures etc strengthens 'I-it' relationships (Abramovich and Schwartz, 1996; Cohn, 2001).  Messinger and Chin-Yee (2016, 185) concluded that: "Ultimately, medicine cannot do without the I–It, yet a medicine that exists solely in this mode threatens to lose its humanity". 
	 4. Method
4.1. Settings
[bookmark: _Hlk78807868][bookmark: _Hlk92096020][bookmark: _Hlk78806681] The meetings, 'Ofek LaChaim', (Meaning in Hebrew: horizon for life) on behalf of the Ministry of Health in collaboration with the 'Ofek-Back to Life' organization, were established with the aim of bringing together patients who have been affected by medical error with health care professionals to encourage dialogue about the ‘day after’, a medical error happened.  "Ofek Back to Life" is a leading organization active in legislation, public activity and developing an information system to prevent medical malpractice and to obtain coverage in the health system (retrieved 2/8/2021 https://en.ofekor.co.il/ ).
	Designed in the form of a workshop, the meetings described in this article were offered to all medical centers and HMOs in the country as an initiative of the Ministry of Health as an incentive to promote culture change. They included 3 main parts: 
	(1) An opening lecture was delivered by one the authors (M.B.), a senior physician and former director of the Center for Clinical Quality and Safety in a major hospital in the country (Hadassah-Hebrew University Medical Center) with research experience in disclosure (Brezis et al., 2019). The lecture described the healing value of apology, transparency and listening to restore truth with short clips sampled from TED talks on errors and vulnerability (Brian Goldman: Doctors make mistakes. Can we talk about that? Leilani Schweitzer: Transparency, Compassion, and Truth in Medical Errors, Katheryn Schulz: On being wrong & Brené Brown: Power of Vulnerability).  The lecturer had training experience as leader in a national initiative on disclosure after medical mistakes run in recent years at the National Center for Medical Simulation (Brezis et al., 2017).  In this project, over two hundred senior physicians, managers and nurses participated in a meeting where they met actors playing victims of medical errors as a platform to practice apology skills (This project is a main topic in the documentary film “To err is human” by Yariv Mozer (available at https://www.imdb.com/title/tt8077336/). 
	 (2) A personal story shared by one of the "Ofek Back to Life" representatives, a patient or family member, about malpractice or medical error they experienced during medical treatment. The case that was presented did not take place in the hospital where the meeting was held, and the presentation was without identifying details about the case itself. 
	(3) A closing panel that included the presenters of part 1 and part 2 and representatives from the hosted hospital senior management board and from the risk management department about the challenges of disclosure in daily practice. This session which lasted on average about 45-60 minutes included a discussion with the meeting audience.  
	In few meetings, one of the senior bord management, shared in the first part or in the third part of the meeting, a case of an error in which they were personally involved and send participants a message that to make a mistake is human. 
4.2. Data collection 
The meetings were held for two years (2/2018 – 1/2020) in 15 medical centers and one nursing school across the country (Table 1). 
--Insert table 1 here-- 
	Participation in the meeting was elective. The meetings were offered to all medical centers in the country and each meeting was open to all medical team members (mainly, doctors, nurses, and social workers). Each meeting lasted an average of 3 hours and was attended by several dozen participants most of them were nurses and a minority of physicians (Table 2). 
--Insert table 1 here-- 
	The fieldwork was held by the first author. Data collection included participant observation in all the meetings followed by a detailed field notes documentation and meetings recording.  The recordings of the closing panel (part 3) of all the 15 meetings were transcribed verbatim. For anonymity, participants' personal details were disguised. Meetings were encoded Randomly W1-W15. 
 4.3. Data analysis
	To analyze the transcripts of the closing part, we utilized thematic analysis (TA) and followed Clark and Broun (2006) guidelines. We came from a constructionist methodological position. TA is suitable for analyzing qualitative data collected in wide range of ways from interviews and focus groups to qualitative surveys, diaries etc. (Clarke, Braun, & Hayfield, 2015). In TA coding can be performed either manually or through a software program (Esfehani, & Walters, 2018). We chose to code manually to stay as close as possible to the participants experience (See: Annapally et al., 2019).
	The analysis included familiarizing, generating initial codes and searching for themes for each of the first 10 transcripts separately. Triangulation was conducted when the themes were charted into a framework excel matrix allowed for cross-referencing comments across research team members. It helped capture different dimensions of the phenomenon. After an agreement was reached themes and sub-themes were defined and named. 
Ethical approval
[bookmark: _Hlk57308698]The study was carried out with the approval of the Israeli Ministry of Health National Committee for Human Medical Research No. MOH035-2019 . 
5. Findings
[bookmark: _Hlk98436772]	Transparency after a medical error was the main line that appeared in the data analysis. Overall, we found four themes:  Transparency as a professional-moral value; Challenges in being transparent; Transparency and the medico-legal discourse; Transparency and the organizational culture.  
[bookmark: _Hlk92627121][bookmark: _Hlk98427203][bookmark: _Hlk78807352]5.1. Transparency as a professional-moral value 
[bookmark: _Hlk98436835][bookmark: _Hlk98147133]	Participants considered transparency as a moral value reflecting professional integrity: “It is the proper thing that families know what happened to them, or to their loved ones, it’s a value that is equally as important” (W5). They discussed the moral obligation of physicians to be open and candid with the patient when a medical error had happened.
[bookmark: _Hlk98436902]	They talked about transparency after medical error as a core component of patient- physician relationship. They identified transparency with telling the truth: “I am really proud to be part of an institution where questions of transparency and inquiry and truth-telling have become part of life” (W4). Transparency was identified as an important step to restore the patient trust: “The first step in diffusing any accusations from a victim is really to talk about things with him. To understand that, even if someone hurt him, it wasn’t done on purpose, and that it certainly occurred during a procedure that was intended to benefit him. That these things happened during a treatment procedure that was intended to be good for him” (W5). 
[bookmark: _Hlk98436944]	Participants said that transparency reflect compassion, humanity and empathy to the vulnerable situation of the patient who has experienced a medical error: “Sometimes looking into their eyes and being there with them, even if you don’t say anything… if you don’t say the difficult words…that will devastate them, the eyes are going to express that, first, I’m here with you, I’m listening to you… and we’ll look into it and we’ll get back to you with proper answers and we… I think this is the key to… really calming people down and giving them the feeling that they are in good hands” (W1).  
	In addition of telling the truth, participants talked about expressing grief for what had happened, apologizing, and taking responsibility check and come back with answers as parts of transparency: “…I’m really sorry for what happened, but I myself don’t know what happened…I promise…to look into it and let you know” (W1). 
[bookmark: _Hlk98156500]	However, participants also paid attention to the caution required when approaching to talk with transparent with the patient: “We need to think about what we are doing so that we won’t put the wrong idea into someone’s [the patient and/or their families] head when all we want is for us to be OK with him and to admit [what happened] …we could do irreparable damage” (W5).
	Participants discussed the added value of transparency to draw lessons for the future. They recognized the moral value of commitment to the heart patients to put things right and prevent similar errors from happening in the future: “Most patients who experience something bad during their hospitalization don’t start demanding compensation…they want acknowledgement — that’s one thing; and they want lessons to be learned so that things will change, so the same error won’t happen again” (W4); “Transparency pays off…we research any incident like that, sit down with the team…and then we also learn the lessons…through new procedures that we undertake…” (W6). The importance of transparency in front of other colleagues was also presented as an essential part of medical professionalism to assure future learning: “Information sharing, that can be done anonymously, it doesn’t matter to me what happened in which hospital… [what is important is] how I can prevent myself from falling into the same trap” (W6).
[bookmark: _Hlk93078341]5.2. Emotional challenges in being transparent 
[bookmark: _Hlk98437044]	Participants recalled cases where patients welcomed transparency and disclosure: “The father of that girl came to see me on the management wing, and — just look at what he’s thinking — he says, 'I’m asking you not to take any action against whoever who made the error…promise me'" (W6). On the other hand, there were examples of cases where transparency had provoked anger and aggression towards the staff: “Most of the time you do witness anger… it’s hard for me to even express myself, but it’s natural, we’re talking about someone who lost a loved one, a relative” (W6). 	 
	Participants addressed some of the bad emotions they experience when an error happened such as guilt feelings: “The punishment is what the person [e.g., a physician] experiences toward himself and how he experiences self-criticism” (W4) and the sense of failure and difficulty to accept that they have made a mistake: “This defense…it’s existential. To admit it or not to admit it. I did it, I didn’t do it. Do you see? There is some sort of cognitive dissonance here…” (W4). 
[bookmark: _Hlk98146463]	Participants said that transparency has an emotional benefit for helping to cope with these hard feelings: “There is some sort of feeling there, especially among the people who were more closely involved, but everyone feels it…a sort of catharsis…you feel that you went back to interacting with the family, with the person” (W9) “For me to be able to keep sleeping at night, right now I don’t care about the lawsuit…or what risk management are going to tell me… what interests me right now is really my healing in admitting the error… it’s no secret that I try to hide all the time, and as soon as I shared that with the patient, I felt that I had at least closed a circle for myself and for her” (W1). 
[bookmark: _Hlk98437008]	Participants addressed the emotional difficulty of facing the harmed patient following the transparency act: “Proper disclosure is not enough… what is important beyond that is what comes next. Like, did you visit the patient the next day? Did you follow up with them? ... A lot of times what happens is we shy away, like, I hurt him, I recoiled from that, and I didn’t go…Because of the shame, because it doesn’t feel good” (W5). They spoke also about  the shame of facing their colleagues after being transparent and the fear that what happened will harm their professional future: “This thing gets blown up so big that they [the Hospital management] don’t remember you, or the decades [of service] that you’ve put in…that’s why I think people avoid saying anything” (W5). 
[bookmark: _Hlk92115411]5.3. The Medico-legal discourse as a barrier to transparency 
[bookmark: _Hlk97400049]5.3.1 The perspective of hospital management and legal department
	The hospital management and legal department members presented complexity standpoint with respect to the question of staff transparency after a medical error occurred. The official voice was that transparency after an error had happened is a fundamental part of the organizational commitment to improve care: “First of all, we look at each event systemically. About the work processes, we are not looking to punish anyone; we want to learn from the work processes, how we can improve the working environment and how we can avoid the next incident” (W4).  They conveyed a reassuring message emphasizing their commitment to support medical team members that report medical errors: “I think that first of all, you need to restore your confidence in our managerial commitment… that we will give real backing to transparency…tell the truth even if the truth is hard for the patient” (W9). 	Members of the hospital board shared with the audience some of their personal experiences to strengthen their emotionally attachment to the meeting agenda: “At the start of my career, we made an error, we were scared. We were really scared. We said if I report the error, I will get penalized…they’re going to say that this nurse makes errors and I’ll get labelled. Over the years, this is part of what I’m bringing to management; they educated us within the institution itself, that this is the right thing to do” (W7).
	However, as reaction to statements and questions made by the audience, representatives of the legal departments, risk management departments and hospital board members, addressed the problematics in encouraging transparency with the patient and the families as said one of the legal department representatives said: "As an ideal, as a principle, I completely agree with the attitude of apology, empathy, and listening and expressing grief. However, I must be honest. In the world that I come from, we have difficulty in implementing it" and later she added: "We investigate because we want to learn. We first and foremost want to understand in our home what went wrong and how we will learn from it. Then the lawyers arrive and ask that we expose our reports to them" (W14).
	The risk managers emphasized that it is essential to report as soon as possible about an error in medical treatment so that they can find out what had happened and then plan the appropriate response: “We will praise anyone who comes to us and reports an incident, and we be will really, really critical if we learn about an incident from a lawyer, or from a claim or serious complaint from a relative” (W4). However, they also pointed out that in some cases the investigating of the case could result in a penalty: “There is a spectrum here. On the one hand, some errors are human errors, we can understand that, and maybe these can be blamed more on the circumstances of the person who made the error, but at the other end of the spectrum… there really are people who deserve a very serious punishment” (W4); “Sometimes there is no choice and actions have to be taken; [such as] transferring someone from a particular ward to one where there is less danger that they will make errors in the future … this idea that there’s a perfect world where we just empower people who made errors and surround them with empathy is just wrong” (W5). The possibility of actual punishment as a necessary condition for learning for the future was considered by one of the medical team participants: “But in any case, maybe it’s not a case of them taking my license [to practice medicine] away, but if I knew that I would pay NIS 100 to charity, say, just for a while, then every error I made would make my learning better” (W2). 
5.3.2 The medico-legal discourse and the daily practice of health care team members 
[bookmark: _Hlk98437173]	Participants, physicians and nurses, paid attention to the tensions they experience between their daily practice and the legal guidelines: “First of all, there is obvious tension between the legal department and the medical team, the question has been raised on more than one occasion…has the standard of a reasonable doctor become that of a rare doctor?” (W9). They appreciated the importance of the meeting but expressed their concerns about the risks in transparency: "First of all, thank you very much for this day ... I would be happy to have practical tools and talk more about what was not talked today .... What are the cases that a license is revoked? What is considered a human error? Because today we talked about important issues, but we do not have the tools to do it in real life" (W10). 	They emphasized that the medico-legal atmosphere is making it hard for them to be transparent with the risk management department without becoming legally entangled: “We need to learn, [how to be more transparent], but also be very careful from a legal point of view” (W5). 
	They said that the medico-legal reality is making it hard to learn from the mistake for the future and to give support to the staff involved in the case as one of the doctors explained: “Afterwards, they [the senior physicians] explained to us that they were stopping all the pathology meetings…because there were lawyers and lawsuits. So, on the one hand we really want to be transparent…to come and talk and tell and hug and do all that. But then you’ve got lawyers hindering us” (W6). One participant spoke openly about how he hid information for the fear of punishment when he was aware of the cost of doing so while depriving his colleagues of the ability to learn from the future case: “I can interrogate as much as I like, but I don’t leave any traces for the investigators. It pains me to say that because it prevents others from learning, but it’s a lesson I learned the hard way. I also think that transparency is a good thing, but sometimes too much transparency isn’t a good thing” (W6). 
	 Physicians pointed out the influence of the medico-legal discourse about patient-doctor relations. It affects patients' behavior and influence the physicians willingness to make transparency with patient when an error had happen: “They [the patients/the families] come with a lawyer, who guides them in exactly what they need to do to get as much as possible out of the healthcare system afterwards…today, you get recorded by patients, and every word you say can be used against you later on” (W6). 
	Following the panel, the participants shared their distinguish between apologizing and taking responsibility and explained that the medico-legal discourse make it impossible to be transparent with the patients and their families as they would like to: "Unfortunately, in our legal environment, we remain in a situation where a staff member who apologizes is seen as acknowledging responsibility, even if all they want to do is express empathy and sorrow. Until this is changed, these words about transparency are nice but they are empty” (W9). 
	Participants wonder specifically whether patients in Israel will appreciate the doctor's transparency or take advantage and file a complaint / lawsuit: “The literature… as presented here…talks mainly about American society. Are there any data or understanding of how Israeli citizens or patients behave?” (W9).
[bookmark: _Hlk98488234][bookmark: _Hlk93078410]5.4. Transparency as a motivation for changes in organizational culture  
 Participants talked about different ways in which transparency can change the culture at the hospital.
5.4.1 Implement transparency in the hospital daily life    
[bookmark: _Hlk98437221]Participants had practical suggestions about how to implement transparency in the hospital. For example, to integrate representatives from the risk management team in the departments that will address the daily dilemmas the staff have about how to do transparency: “We want to have several people who speak the [legal] 'language', who will lead us on this issue, who increase our vigilance and awareness …” (W3). In another meeting, participants suggested having one team member act as a liaison to update the patient or the relatives during the formal hospital inquiry. This will restore the patient and their relatives trust in the hospital staff (W5).
	In one hospital the participants argued that to gain public trust when an error happens, the policy should be to be transparent and publish what happen: “See, we are not perfect people, we are not a perfect organization…The worst thing that could happen is that an incident like this could happen again. We don’t want it to come to that, and we are prepared to put it out” (W4).
	Participants discussed the changes that had already been put into practice to encourage a culture of transparency in their organization, such as reporting about errors during departmental meetings: “We started this so that the senior doctors would [talk about] making errors, and then the interns. At the end of the morning meeting, everyone says whether they made an error… and how they thought they could prevent it…change is possible” (W6).
[bookmark: _Hlk78279458]	Participants mentioned the responsibility of safety control procedures for reducing the chance of errors: “I really believe in organizational culture, I really believe in order, and I think that forms are important…the so-called checklist… [The checklist] check for me the end of the procedure… I prepared, I got myself organized, I’m standing in front of a mirror, in front of the list of things to check—got it, got it, got it, got it, excellent?” (W7). “There are no employee errors but team errors…  we should aspire to build such a team … that it’s going to be impossible to make errors” (W4). 	Participants also talked about “almost-error” as a learning opportunity. “I see the ‘almost-errors' as a possibility for growth, which you report’” (W2). 
5.4.2 Medical teams' training for transparency 
	Participants talked about the importance of acquiring tools and skills to actually “do” transparency with patients and relatives: “I asked myself what skills a staff member will leave today, if tomorrow he thinks he made an error… when should I speak up, what do I say, who should say it…” (W4). Participants talked about the importance of recruiting experts from other professions - psychologists, social workers, professional conflict mediators (מגשרים) etc.., to help in carrying out the conversation with the patient.
	Participants discussed making educational steps to change the medical staff’s self-professional – perception and to establish culture of transparency, accepting and learning from feedback: "I think both nurses and doctors are sure they are excellent. There is an ego problem here. We are not open to the end to receive feedback from the department head, to learn from it" (W12); “Modesty and doubt. I think that if all of us, the pharmacists, the doctors, all the hospital staff, if we stuck to these two words when we’re learning, when we’re caring for patients, when we’re teaching, many of these problems would be solved. It would be easier for us to get over errors and to admit them, to apologize, to prevent them, because we would question everything. So, bear these two words in mind” (W7).
	Participants discussed the importance of encourage critical-thinking within medial teams as well as breaking down hierarchies between the professional roles, including the hospital support staff (cleaners, food dividers ect.) in order to allow transparency: “This is something that I think needs to be worked on in terms of the professional hierarchy and sectors too…doctors are only allowed to be transparent with other doctors, nurses with nurses, and there is the support staff, who can sometimes stop everything [even before the situation deteriorates] but they are not part of the discussion  …we’re all part of the same [work] place, we’re not in different places, and we all need to somehow fix this thing…” (W4).   
5.4.3 Implement transparency as a focal part in patient-physicians relationship 
	Participants described transparency with patients as a focal aspect and not just in the context of medical errors: “I think that if, right from the outset, from the moment a patient is admitted to hospital, before any error has occurred, treatment is given with transparency, openness, and trust, a person can feel that you can trust the team with any behavior” (W1). Listening to the patient was mentioned as the core of good medicine practice: “The most important thing is to listen to the patient who knows himself and knows his body. It’s not just about errors, it’s about how we relate to our patients. How we listen to them, how much we empathize with them, not about how we deal with our shifts and the workload and the day-to-day chores” (W1).
	Good communication with patients and family members can enable patients alert to prevent errors even before they occurred: “When I prepare a patient for surgery…I explain to them that their name will get called out in the operating theater, and that they’ll be marked on the side [of the body] on which the operation will be performed, and I encourage them to get involved, so that they’re aware what they are going in for” (W7). Good communication could help if an error unfortunately occurred: “People who have been treated…in a way that is not insulting or emotionally offensive, they feel uncomfortable filing a lawsuit even if it is factually justified. But people who are emotionally wounded [from the outset] file lawsuits even when they are not justified” (W7).  
[bookmark: _Hlk92115641]	Participants discussed transparency and its importance to build collaboration with patients to move forward after an error had occurred: “When the patients and the medical staff aren’t at each other’s throats but are united in the face of the need to improve medical care and safety, then the whole relationship between these two groups, everything changes” (W9).  Participants also raised the possibility of sharing medical notes with patients, should patients wish to see them: “During these conversations, we invite them [the patients/ relatives] to see the notes. That is to say: 'as far as we are concerned, there is nothing that isn’t transparent'” (W9).
6. Discussion
	Our study focused on the discourse of health care team professionals about the disclosure after a medical error in meetings held to encourage dialogue with patients and family members affected by a medical error. The meetings brought the partners – managers, physicians, nurses, and patients, to an open, discourse about their experience, their emotions, and their challenges. 
[bookmark: _Hlk98437298]	Relying on the philosophy of Martin Buber, Cohn (2001, 177) suggested that dialogue is vital to nurture therapeutic relationships: "The doctor cannot heal, in the broad sense of the term, and the patient cannot be healed, without dialogue. In addition to verbal exchange, dialogue entails really listening to one another and even seeking the opportunity to listen". 
	Our meeting gave a defined structured place for the patient's story and emotions as well as to the experiences and emotions of the doctors and nurses. A significant part of the introductory lecture in our meeting referred to the value of listening to physicians and to patient with an emphasis on the case when a medical error happened. The setting illustrated the value of mutual non-judgmental listening to the injured patient, their family, and the medical team members. It refers to Carl Rogers (1980) 'listening-with-understanding' approach that draws the attention to a listening activity that intend to authentically to achieve the other person’s reference point with respect and empathy (Rogers and Roethlis-berger 1991).  
	Although failure is often dealt with through cognitive responses, a focus on emotions can act as a motivator, allow for learning and lead to increased effort to improve on past errors (Nelson et al., 2018, von Arx, et al., 2018).  The patients participated in our meetings told their story in front of medical team members they did not know at a different medical center than the one where their case took place. Bell et al. (2018) reported about things organizations can do better support for harmed patients and families, among them involve patients and families in research design, solution development, and after-event learning. Koksma and Kremer (2019) found that joining forces with patient expedites change and creates pluralism and encouraged to include patients in initiatives aimed to improve quality of care. 
	Itzchakov et al. (2017) found that "high quality listening reduces speakers’ social anxiety which in turn enables speakers to process information less defensively which by extension increases objective-attitude ambivalence" (p. 117). They suggest that listening in an emphatic and non-judgmental way in which the speakers felt the listeners accepted them, rather than agreed with them, decrease in defensive process. 
[bookmark: _Hlk98490231]	It may be that the alienation between parties in our meetings moderated objections, allowed what Buber described as 'I-Thus' relation and was one of the reasons why the medical team members and the patient affected emotionally by each other concerns and difficulties. Following Buber’s ideas recognizing in the meetings both the physician’s and patient’s human identities, the recognition of one each other, even if not fully mutual, offered common ground on which to base interaction as partners (Cohn, 2001). Cohn (2001, 177) concluded that the health care delivery system can allow the 'I-Thou' relation and establish model of social support and interdependency rather than only on detachment of physicians from their patients. Some of the 'I-It' world elements are necessary for physicians to do their work "but an overemphasis on the It-world, could result in a harmful progression of the It-attitude against which Buber warns".
[bookmark: _Hlk98490575]	The main theme emerged in the meetings discourse was transparency. Participants discussed their professional responsibility and moral obligation for transparency with the injured patient and their families. They mentioned the professional value they see in learning from what happened for the benefit of patient in the future. Transparency after a medical error event is a moral and considered to be part of a systematic institutional response to injury (Sage and Underhill, 2020; White and Gallagher, 2013). Transparency is relatively inexpensive. It improves, quality and safety across the continuum of care and ultimately leads to lower malpractice agreements (Kachalia et al., 2010; National Patient Safety Foundation’s Lucian Leape Institute, 2015). Followed by honest explanations and apology (Carmack, 2014; Weiss & Miranda, 2008), transparency allows reconciliation with the patient and support for involved caregivers. It is highly satisfying to patients and by clinicians (Kachalia et al., 2010).   Satisfaction of patients was higher when physicians were empathetic and not confronting and included compensation negotiations (White et al., 2017). 
[bookmark: _Hlk98491760]	The medical team members in our meetings shared their emotions and concerns about transparency with the patients and their family members after a medical error had happened especially in medico-legal matters. Our meetings did not offer practical tools for transparency with patients and their families which left the participants with ambiguity and frustration. As documented in Bell et al. (2018), they hesitated about what transparency mean practically, for example, who should be communicating with patients and families after harmful events? When and how it should be done?
	The participants debated the issue of apology as part of transparency. They  noted their concern that patients would take advantage of their candor and use it against them. They raised concerns that the apology might be expressed as an admission that they were guilty. Mazor et al. (2004) found that transparency with patients and families after medical error does not worsen liability outcomes. The opposite is true. Patients tend to turn to legal options not because of what occurred medically, but because of how they are treated once something unexpected happen. Apologies reduce anger and aggression and promote forgiveness and relationship well-being (Darby & Schlenker, 1982; McCullough, Worthington, & Rachal, 1997; Ohbuchi, Kameda, & Agarie, 1989). 	However, apology is not always easy, and it requires skills and practice (Schuman, 2018). High-quality apologies include many elements, such as an acceptance of responsibility and offer of repair and do not include self-protective strategies, such as justifications or victim (Schumann, 2014).
	The medical team members also expressed concern that their openness and honesty would be used against them by the hospital management and that it might threaten their professional future. The message from the hospital management and the legal department was ambivalent. On the one hand, they unequivocally supported the idea of transparency and emphasized that it is the doctors' moral responsibility towards the injured patient and family members.  However, the hospital management also had a double-meaning message about the backup they will give to one that had done a medical error. Cooper et al. (2017) argue that it is difficult to form learning from medical errors unless health care is free from an atmosphere of blame. 
	LaDonna, et al. (2018) argue that it is important for physicians to practice coping strategies to deal with failure, while emphasizing the value of mentorship, pay attention to self-care and nurturing a circle of support. Analyzing physicians and nurses regret experiences, von Arx, et al. (2018) argue that most important is receiving superiors’ support for the reinforcement of the professional identity that may lead to lower job turnover among healthcare professionals. 
7. Limitations 
Our study has issues that limit our conclusions.   About half of the meeting participants (51.3%) in the were nurses and less (39.6%) were doctors although from the documentation in the participant observation it appears that most of the speakers in closing panel were doctors. Our analysis relied on what the participants said in front of other stakeholders - board members, risk management, patients, and the Ministry of Health. All had their motives, and it is likely that there are opinions and emotions that did not come up in the discussion. Second, participation in the meeting was optional. It is possible that those who joined the meeting had an earlier interest in the subject. 
8. Conclusions
[bookmark: _Hlk98437387]The meetings in our research established an important message to the medical team members: It is possible to talk openly about a medical error in an open and protective setting. An atmosphere of mutual listening enabled a dialogue between medical team members, patients and their families and risk management. The meeting evoked intense emotions, exposed concerns and brought up challenges from all parties involved.  Nevertheless, what was taboo and happened only in court to become a reality in the meeting. There was a strong desire of all parties for transparency, namely, to share difficult experiences, overcome guilt and shame, ask for forgiveness, apologize and reconcile.  
	We had to stop our project with the onset of the corona epidemic. However, we expect that the burden on the medical staff and the danger of burnout has only deepened since then (Pollock et al., 2020). It is necessary to strengthen issues raised in our study like listening and transparency to empower the medical staff considering the challenges in communication between the medical staff, patients, and family members, at the time of the epidemic (Back et al., 2020). 
	McCullough (2008) call for a cultural change that will make social environments with less factors that derive the desire for revenge, and richer in factors that elicit forgiveness. Bynum et al (2018) call to develop more resilient approaches in medical education that acknowledge and confront shame, guilt, and pride. Approaches that will address for example questions such as how to provide feedback, in a non-shaming manner, how to guide learners to shame-resilient approaches to making an error and how to establish the environmental conditions necessary for learners to willingly share emotions and reach out for help.   
	Our meetings illustrated the contradictions between the medico-legal need to report the case of a medical error, investigate, and when necessary, punish those involved. However, supervising and punishment might block the possibility of apologizing and learning for a better future. Despite the atmosphere of reconciliation in our meetings, the challenge was and still is - whether and how this contradiction can be resolved. LeCraw (2018), effective malpractice reform must meet the physicians desire to lower liability outcomes and decreased stress and patients desire for explanation of adverse outcomes and timely and fair resolution.
[bookmark: _Hlk98437476]	We recommend medical centers to follow meetings like ours and develop clear work processes that allow medical teams the practically do disclosure when medical error happen. 
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Table 1: Meetings' characteristics
	Characteristics of meeting
	N=15 (%)

	Type
General hospital
Geriatric
Nursing School
	
12 (80%)
2 (13.3%)
1 (6.6%)

	Hospital Size
Large (>800 beds)
Medium (400-800 beds)
Small (<400 beds)
N/A
	
3 (20%)
3 (20%)
8 (53.3%)
1 (6.6%)

	Location
Urban
Rural
	
10 (66.6%)
5 (33.3%)

	Size of meetings
<50 participants
50-100 participants
>100 participants
	
1 (6.6%)
10 (66.6%)
4 (26.6%)




Table 2: Meetings' participants characteristics
	Participants' characteristics
	N=997 (%)

	Gender
Male
Female
	
337 (33.8%)
660 (66.1%)

	Level of Education 
BA
MSN/MA
MD/PhD
	
388 (38.9%)
356 (35.7%)
253 (25.3%)

	Profession 
Physicians
Nurses
Others
	
395 (39.6%)
512 (51.3%)
90 (9%)

	Administrative role
Yes 
No
	
850 (85.2%)
147 (14.7%)

	Performing disclosure in current position
Yes 
No
	

205 (20.5%)
792 (79.4%)
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