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MOVING FORWARD AFTER 

HEALTHCARE INJURY
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Objectives

• Understand the law that created Early 

Discussion and Resolution

• Understand the potential impact of this 

process

• Share strategies for discussions with 

patients 

• Discuss importance of peer support 

• Identify resources for further learning
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What is Early Discussion 

and Resolution?

EDR offers patients (or their representatives) 

and their healthcare facilities or providers a 

voluntary process for having an open, caring, 

and confidential conversation if serious 

physical injury or death occurs during 

healthcare. 
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The Goal of EDR

The goal is for a patient and their healthcare 

facility or provider to come to a shared 

understanding about what happened and 

what should happen next. 
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Launched on July 1, 2014

• SB 483 created Early 

Discussion and 

Resolution

• Signed into Oregon 

Law on March 18, 

2013 with 

overwhelming 

bipartisan support
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Benefits of Participation in EDR

• Fewer lawsuits 

• Reduced costs 

• Timely resolution

• Confidential communication

• Sustained provider/patient relationships

• Patient safety
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Fewer Lawsuits
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Malpractice lawsuits have a significant impact on 

providers and worsen with the length of litigation

Common responses to malpractice suits:

• Emotional distress: 95% 

• Major depressive disorder: 27%-39%

• Adjustment disorder: 20%-53%

• Physical illness: 2%-15%

Charles SC. (2001). “Coping with a medical malpractice suit.” 

Western Journal of Medicine, 174(1):55.

Fewer Lawsuits (cont.)

Reduced medical liability claims and lawsuits

Example: University of Michigan
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2001 2009

Open claims 262 83

Lawsuits 66% 17%

Boothman, R.C. (2014). Full Disclosure of Medical Errors Reduces Malpractice Claims and Claim Costs for 

Health System. Agency for Healthcare Research and Quality Health Care Innovations Exchange. 

Reduced Costs

Reduced legal costs

Example: University of Michigan

Reduced costs included:

• total liability

• patient compensation

• non-compensation-related legal costs
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Kachalia A, et al.  (2010). "Liability claims and costs before and after implementation of a medical error 

disclosure program.“ Annals of internal medicine, 153(4):213-221.
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Timely Resolution

Efficient resolution of adverse healthcare incidents 

Example: University of Michigan
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2001 2007

Median time from claim to 

resolution 

20 months 8 months

Boothman, R.C. (2014). Full Disclosure of Medical Errors Reduces Malpractice Claims and Claim Costs for 

Health System. Agency for Healthcare Research and Quality Health Care Innovations Exchange. 

Confidential Communication

By participating in the EDR process, discussions and 

any written work product between patients and 

healthcare facilities or providers are protected by 

law so that all parties can engage in open and 

honest conversations. 
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Oregon Laws 2013, Chapter 5, Section 4: 

Confidentiality

(1) “Discussion communication” defined as:

(a) All communications, written and oral

(b) All memoranda, work products, documents, and 
other materials that are prepared for or submitted in 

the course of or in connection with a discussion

(2) Discussion communications and offers of 

compensation 

(a) Do not constitute an admission of liability

(b) Are confidential and may not be disclosed

(c) Are not admissible as evidence in any subsequent 
adjudicatory proceeding
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Oregon Laws 2013, Chapter 5, section 4: 

Confidentiality (cont.)

(3) The court or other decision maker shall allow a 

discussion communication that contradicts a 

statement made at a subsequent adjudicatory 

proceeding into evidence only if the discussion 

communication is material to the claims presented 

in the subsequent adjudicatory proceeding.  
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Sustained Relationships

If a patient experiences serious physical injury 

during healthcare, both the patient and the 

healthcare facility or provider need information and 

reassurance to maintain their trusting relationship. 

A patient-centered approach to care after harm 

gives providers a way to preserve relationships and 

continue to care for patients and their families after 

undesired outcomes.
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Patient Safety

• Aggregate data can inform effective strategies for 

resolving adverse healthcare incidents

• Identifying and understanding the root causes of 

adverse healthcare incidents can improve patient 

safety and prevent injury to patients in the future

• Learning can be shared throughout organizations 

to ensure sustained improvement
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How Does it Work?
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Provider Notice
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Supporting Participation

• Peer support

• Disclosure training

• EDR Managers

• Learning more
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The Case for Peer Support

“Virtually every practitioner knows the sickening 

realization of making a bad mistake. You feel singled 

out and exposed…You agonize about what to 

do…Later, the event replays itself over and over in 

your mind.”

- Albert Wu, MD

Wu, A. (2000). Medical error: the second victim. The doctor who makes the mistake needs help too. 

British Medical Journal,  320, 726-727.
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“Second Victims”

“Healthcare team members involved in an 

unanticipated patient event, a medical error and/or 

a patient related injury can become victimized in 

the sense that they are traumatized by the event.” 

Scott,  S.  D., Hirschinger,  L.  E.,  Cox, K. R., McCoig, M. M., Brandt, J.,  & Hall,  L. W. (2009). The natural 
history of recovery for the healthcare provider second victim after adverse patient events. Journal of 

Quality and Safety in Health Care, 18, 325-330.
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The Second Victim Trajectory
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Peer Supporters

• Peers who have been there before

• Ready to extend support without being 

asked

• Talk and listen

• Share experiences

• Ensure confidentiality

• Proactively inquire about coping
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Disclosure Training Plans

Oregon Medical Association

Medical l iability insurers

Web content

Planned spring trainings
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EDR Managers

• Manage the process for a facility

• Hospital

• Nursing home

• Ambulatory surgery center

• Dialysis facility

• Free-standing birthing center

• File notices, respond to notices, manage 

users
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Learn More
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Learn More

Oregon Patient Safety Commission

https://edr.oregonpatientsafety.org/

edr@oregonpatientsafety.org

503-928-6158

36



13

37


