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Acknowledgment of Harm and Impact in Maternity Care in England

This research seeks to understand the whole system harm that arises when clinical
errors impact parents, babies, and families in England’s maternity care. When mothers
and babies suffer life-changing errors or catastrophe, at what ought to be the most
joyful period of their life, these errors too regularly result in avoidable pain, injury, or
gratuitous mortality that linger long after the immediate harms have been addressed.
Ockenden (2022), Kirkup (2015,2022) and APPG (2024) all pay tribute to the courage of
the families who have come forward, and rightfully so. Their stories are as compelling
as they are heart-rending, demonstrating the deficiencies in NHS maternity service’s
safety culture, conversation, and accountability. These should be at the heart of every
academic examination of midwives’ errors and patient safety. With the deepest respect
to the distress and damage suffered by those impacted, may their stories continue as a
poignant reminder of the costs of unsafe care and a significant urge for reluctant
growth. Itis my wish that this study will mobilise the ongoing push for safety, clarity,

and compassion in maternity services throughout England.

“We do not blame, or identify, those who have made honest clinical errors. Clinicians
should not have to live in fear of clinical error and its aftermath; it is an inescapable

accompaniment to practice everywhere” (Kirkup, 2022, p.18).



Abstract

Introduction

Maternity services are under scrutiny in the United Kingdom. The experiences and
support needs of midwives in England who had made errors in practice, and the
potential impact on practice and safety were unknown until this study was conducted.
This thesis explores the experiences of midwives who had made errors, framing

experiences through the lens of the second victim.

Methods

A narrative literature review provides a foundational overview of the current literature
and determines the significance of the matter of safety in healthcare and more
specifically the context of safety and errors in midwifery practice. The establishment of
a gap in the extant research lay the groundwork for the research and the main
methodologies previously used in the research were explored and this determined and

justified a focused research proposal and this research.

A two-phase sequential exploratory mixed methods study was conducted. The first
phase included a qualitative descriptive study utilising semi-structured face to face
interviews with midwives who had experienced making an error in practice using
purposive sampling. Thematic data analysis with an inductive approach was used to
analyse the data. The second phase employed a questionnaire based on the first phase
to a wider sample of midwives in England. Descriptive and inferential statistics were

used to analyse data using SPSS version 25.0.



Results

Using the data generated from the study (phase 1, 15 midwives and phase 2, 513
midwives), the midwife as a second victim was established and a support mechanism
for midwives was generated. The findings of this study provide essential insights into
midwives’ experiences following errors in clinical practice, with implications for
clinicians, providers, managers, and policy makers to improve safety in healthcare in
England. Midwives experience the second victim phenomenon following the making of
an error which was unknown previously, experiencing both physical and psychological
symptoms. Midwives’ experience is bound up with self-blame, blame from others and
perceived blame. Frameworks that describe the experiences and support required to

recover from being a second victim midwife, have been developed.

Conclusion

The study provides a view of the experiences of midwives in England following making
an error in practice, locating midwives as professionals who can become second
victims. It showed insights into the emotional and professional impact of errors on
midwives. The findings highlighted the need to address the blame and symptoms in
midwives following errors that could impact safety. It shows the necessity for a new

model of support for midwives that is grounded in the evidence.
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List of Terms and Abbreviations

Table 1 List of Terms and Abbreviations

Al

Appreciative Inquiry

Antenatal / AN

The period before birth, or relating to
pregnancy

AMRC

Academy of Medical Royal Colleges

CNST

Clinical Negligence Scheme for Trusts

CTG

Cardiotocograph, a form of fetal heart rate
monitoring used antenatally or during labour

CQcC

Care Quality Commission

DH

Department of Health

GMC

General Medical Council

GROW

Gestation Related Optimal Weight

The Perinatal Institute administers the
Gestation Network www.gestation.net which
provides tools for assessment of fetal growth
and birthweight by defining each pregnancy’s
growth potential through the GROW software

HCP

Health Care Professional

HDU

High Dependency Unit

HSIB

Health Safety Investigations Branch

HSIB completes investigations that look at
factors that have harmed or may harm NHS
patients. HSIB works closely with patients,
families and healthcare staff affected by
patient safety incidents, and never attributes
blame or liability. HSIB investigations are
delivered through two programmes: national
and maternity. There are differences in how
they are carried out and how reports are
published but the aims are the same: to share
learning and to make safety
recommendations that improve safety at a
national level

HSSIB

Health Services Safety Investigations Body

Intrapartum

The period during labour, delivery, or
childbirth
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NRLS

The national reporting and learning system.
NHS patient safety recording system, the
forerunner to the LFPSE.

LFPSE

Learning From Patient Safety Events Service,
the successor to the NRLS.

Postnatal

Relating to or denoting the period after
childbirth

PTSD

Post Traumatic Stress Disorder

NHS

National Health Service

NHSE

NHS England leads the National Health
Service in England.

NHSI

NHS Improvement. NHS Improvement and
NHS England have worked together as a
single organisation since 1 April 2019, to help
improve care for patients and provide
leadership and support to the wider NHS.

NHS Resolution / NHSR

NHS Resolution’s purpose is to provide
expertise to the NHS to resolve concerns
fairly, share learning for improvement and
preserve resources for patient care. NHS
Resolution is a special health authority.

NHSBA

National Health Service Business Authority
Itis an executive non-departmental public
body of the Department of Health and Social
Care which provides a number of support
services to the National Health Service in
England and Wales.

NMC

Nursing and Midwifery Council, the current
regulator of nursing, midwifery and nursing
associates.

NNU

Neonatal Unit. A specialist intensive care unit
caring for premature, small and sick babies
from birth.

MBRRACE

Mothers and Babies: Reducing Risk through
Audits and Confidential Enquiries

PHSO

Parliamentary and Health Service
Ombudsman. The independent investigator of
UK government departments and other public
departments and the NHS in England.

PSIRF

Patient Safety Incident Response Framework.
It sets out the NHS’s approach to developing
and maintaining effective systems and
processes for responding to patient safety
incidents for the purpose of learning and
improving patient safety.
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PTSD Post Traumatic Stress Disorder. A mental
health condition that is caused by withessing
or being part of an extremely stressful event.

RCM Royal College of Midwives

RCOG Royal College of Obstetrics and
Gynaecologists

SMS Safety Management System

STS Secondary Traumatic Stress describes the
emotional distress a person may experience
after exposure to the traumatic experiences of
others.

UKCC United Kingdom Central Council for Nursing,
Midwifery and Health Visiting, the previous
regulator of nursing and midwifery in the UK.

VE Vaginal Examination

WHO World Health Organisation
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Chapter 1: Introduction

1.1 Research Problem

1.1.2 Research Aim

To address the gap in the extant literature, the aim of this research is to explore,
describe and understand midwives’ experiences after making an error in clinical

practice.

1.1.3 Research Objectives
* To describe midwives’ experiences following making an error in clinical practice.

*To make evidence-based recommendations to maximise the recovery of

midwives following an error in clinical practice which may impact on safety.

1.1.4 Research Design

A pragmatic approach was adopted to achieve the acquisition of new knowledge. An
exploratory sequential mixed methods study was undertaken which complimented the
ontological position of the midwife researcher and met the aim and objectives of the
research. The first phase was a qualitative data study examining midwives’ experiences
of making clinical errors. This study analysed 15 midwives’ experiences. This was used
to inform the second phase study which explored a wider sample of midwives’

experiences of errors (n=513), based on the data of the first study.
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1.2 Thesis outline

This chapter introduces the research context, the problem, its aim, and objectives.
Chapter 2 presents the extant body of literature and arguments leading to the necessity
for the present research. Chapter 3 discusses theoretical considerations and Chapter 4
the research design. Chapter 5 presents the phase 1 study: the qualitative findings and
interpretation. Chapter 6 depicts the phase 2 study: the quantitative findings and
interpretation. Chapter 7 draws the research together with a discussion, consideration
of limitations, presentation of the final conceptual models and implications for practice

and demonstrating the unique contribution of this thesis to knowledge.
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Diagrammatic representation of the outline of the PhD Thesis. Figure 1.0

Chapter 1: Introduction
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Chapter 3: Theoretic Considerations

Chapter4:

Chapter 4: Research Design and Protocol
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Recommendations and Contribution to Knowledge
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Chapter 2: A Narrative Literature Review: From Safety in Healthcare
to Midwifery Errors.

2.1 Introduction

The overarching aim of this narrative literature review is to provide a foundational
overview of the current literature and determine the significance of the matter of safety
in healthcare and more specifically the context of safety and errors in midwifery
practice. Itwillillustrate a gap in the research and lay the groundwork for the research
(Baker, 2016) by presenting a comprehensive narrative synthesis of previously
published information and research (Green et al., 2006, p.103). An analysis of the value
of the extant literature (Grant and Booth, 2009), advances understanding and decision
making in relation to the future research (Sutton et al. 2019). The review will draw
conclusions about safety in maternity care and errors in midwifery practice, aiming to
describe the larger picture rather than specifically addressing one key area (Campbell
2023), hence the review addresses several key areas. It will identify the main
methodologies previously used in the research and will determine and justify a focused

research proposal and subsequent study.

A narrative review is justified as it provides a strategic tool to frame the subsequent
research thatis presented, enabling the thesis to make a meaningful and original
impact in midwifery. The broad nature of a narrative review (Sutton et al. 2019) allows
the scope to offer a comprehensive picture of safety and error experience. The review
will demonstrate that whilst literature exists in the realm of safety and error experience

for other healthcare professionals, it is lacking for midwives and specifically for
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midwives in England. It will justify the ensuing exploratory mixed methods study. The
narrative review will enable contextualisation in the discussion chapter that will guide
my own findings and interpretations. A characteristic of this kind of review is that the
process for composing a narrative review is not well defined. As stated in the 2019
paper by Juntunen and Lehenkari detailing the method of doing narrative literature
reviews is iterative, non-structured, and multi-layered, and the results are presented in
a manner that integrates social context and pre-analysis (Juntunen and Lehenkari,
2019). The potentially wide issue of midwives experiences of making errors, impacting
safety in healthcare, has a wealth of dimensions, and was best suited for a narrative

assessment.

The delivery of safe healthcare is a global priority (WHO 2023). This chapter will present
the extant literature on safety in healthcare. Safety in healthcare will be considered
globally, then focused on the United Kingdom (UK) National Health Service (NHS) and
maternity care specifically. The concept of errors will be defined with a necessary
distinction made between errors and adverse events. A critical exploration of the known
effect of errors on healthcare professionals will be made with a focus on midwifery. The
rationale for the thesis and the significance of conducting this research is established

in this chapter.

2.2 Safety in healthcare and maternity care

In 1999 the United States of America (USA) Institute of Medicine published a highly
influential seminal document ‘To Err Is Human, Building a Safer Health System’ (Kohn

et al., 1999) confirming the physical and financial toll of errors in American hospitals.
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For the first time, the report recognised the findings of two large American studies in
health care (Brennan, 1991and Thomas et al., 1999) that adverse events occurred
varying between 2.9% and 3.7% of hospital stays, with over half of these adverse events
occurring from preventable medical errors. This report announced that the extrapolated
figures accounted for 44000 deaths of Americans due to medical errors per year
(American Hospital Association, 1999). This publication prompted a global surge in
research and investment in improving patient safety (Halligan et al., 2022). Using
patient records from 1999, Vincent and colleagues in the United Kingdom (UK)
discovered an adverse event rate of 10.8% to 11.7% of all patients admitted once. The
Health Foundation and other organisations corroborated this using the figure of about 1
in 10 people being harmed (Health Foundation, 2011). It became acknowledged that
health care related errors were a key hazard to patient safety (Waring, 2005 and
Vincent et al., 2001). Following the USA report, an era of checklists, regulation and
standardisation that assisted with the alleviation of some of the organisational system

inadequacies emerged.

Patient safety is concerned with the prevention of errors and adverse effects to patients
associated with healthcare (World Health Organisation (WHO), 2021a). The WHO has
identified healthcare safety as a serious global public concern, estimating
conservatively that patient harm is a key leading cause of morbidity and mortality in the
world with 1 in 300 patients harmed during health care (WHO, 2019). However,
Panagioti et al. (2019) estimated that 1 in 20 patients were affected by preventable
harm in medical settings. Specifically in the UK, preventable harms in hospitals have
shown to result in 934 excess bed days per 100,000 population (Hauck et al., 2019),
with The Department of Health (DH), estimating again recently that 10% of hospital
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admissions are affected (DH, 2000). In addition, European data, reliably show that
errors and adverse events occur in up to 12% of hospital admissions, with similar
findings from Spain, France and Denmark (WHO, 2019), with the harm being caused by
a range of adverse incidents, with nearly half being avoidable and therefore likely to be

errors (de Vries et al., 2008).

The WHO (2021b) asserts that countries must address patient safety and quality of care
fears, with encouragement to scrutinise policies that support safety including the
involvement of healthcare staff in the safety concerns, as itis acknowledged that safety
is an essential element of a quality healthcare organisation. A vital contribution is the
avoidance and reduction of harm to an acceptable minimum for all involved (WHO,
2018). However, a retrospective investigation on the avoidibility of hospital deaths in
England claimed that 3.6% of hospital deaths still have a 50% or more chance of being
avoidable (Hogan et al., 2015) which represents a possible 150 preventable deaths
every week. Arecent NHS staff survey (NHS, 2023) claimed that 33.5% of staff said they
had seen errors, near misses or incidents in the last month that could have hurt staff,
patients, or service users. Reporting such incidents commenced on a voluntary basis in
2003 and since 2010 has been compulsory in severe harm or death (Cooper et al.,
2017). The National Reporting and Learning System (NRLS) received 652,246 incident
reports from England between April and June of 2022, compared to April-June 2021,
this indicates an 8.0% increase. This probably reflects adjustments made to service
delivery during the COVID-19 pandemic time, which led to a relatively low number of
reported occurrences, as well as an NHS reporting culture that is continuously
improving and encourages staff to reportincidents in order to promote patient safety
improvement (NHSE, 2022). There is currently a pause in the annual publishing of this
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data whilst publications are brought in line with the introduction of the Learning From
Patient Safety Events (LFPSE) service to replace the NRLS which was decommissioned

inJune 2024.

There had been a statistically significant decrease in the maternal death rate between
2009-2012 and 2011-2013 in the UK, however, data from a collaborative investigation
by MBRRACE-UK (Mothers and Babies: Reducing Risk through Audits and Confidential
Enquiries), show that even when excluding deaths from Covid-19 the maternal death
rate in 2020-22 (11.54 per 100 000 maternities) was higher than that seen in 2017-19,
(8.79 deaths per 100 000). Clear examples of maternity systems under pressure were
seen, and this increase in maternal mortality raises further concern about safety (Knight
et al. 2023). Although the majority of women received good care, improvements in care
(which may have made a difference to the outcomes) were identified for 29% of women
who died in the 2019 report (Knight et al. 2021), the subsequent report demonstrated
that amongst the women who died, 14% were assessed to have received good care, but
detailed assessment showed that, for another 52%, improvements in care may have
made a difference to their outcome (Knight et al. 2023). However, the complexity of
women was also noted, and pregnancy is not without risk for any woman. A country
with an established midwifery body similar to that of the UK, New Zealand, reported
that 48% of severe maternal morbidity was preventable in one health board in a small
study (Sadler et al. 2013) and in an expert review of maternal deaths in New Zealand,
35% had potentially avoidable factors within their care (Farquhar et al., 2011). The rate
of direct maternal death in New Zealand from 2011 to 2020 was 6.75 deaths per

100,000 maternities. This is a much higher rate than the rate in the UK from 2011 to

26



2019, which was 3.78 deaths per 100,000 maternities (Health Quality and Safety

Commission, 2022).

The UK Confidential Enquiry into Maternal Deaths is a gold standard internationally for
investigation and improvement in maternity care but will still underrepresent errors as
morbidity caused by errors is not covered in these reports (Knight et al., 2019). The
Kings Fund (2008) recognised that national data on morbidity in mothers and babies is
meagre and problematic and as a consequence it was still not possible to always
assess the contribution of errors in maternity care to maternal or infant morbidity.
However, recent national reports including the Morecambe Bay Investigation (Kirkup,
2015), the Ockenden Review of maternity services at Shrewsbury and Telford Hospital
NHS Trust (Ockenden, 2022), Reading the Signals: Maternity and Neonatal Services in
East Kent Report (Kirkup, 2022), the triennial MBRRACE reviews (Knight 2021, 2023) and
the National Maternity Review (Cumberlege, 2016) continue to stress that there is more

that can and should be done in relation to safety.

Investigations into maternity incidents related to avoidable harm to mothers and babies
leading to 3 maternal and16 baby deaths at Morecambe Bay NHS Foundation Trust
between 2004 and 2008, led the Parliamentary Health Service Ombudsman Report
(PHSO, 2013) to raise serious concerns about midwifery practices. The Kirkup Inquiry
(2015) followed, clearly identifying multiple factors that “comprised a lethal mix” (p.7),
of both person and system factors including substandard care, deficient skills and
knowledge; working relationships that were extremely poor and poor responses to
incidents. The report was not about blame for individual errors, but strongly criticised

collusion, concealment of the truth and unprofessional behaviour. A further report by
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the Kings Fund (Baird et al., 2015) catalysed major changes to the future of midwifery in
England in response to this report. The recent Ockenden Report (2022) and Kirkup
Report (2022) further highlighted the safety issues that have surfaced in the field of
midwifery. However, Vincent and Amalberti’s (2016) view is pertinent in that the
longstanding concern with safety in obstetrics is a marker of the high standards and
stakes of the speciality. Spotlight on Maternity (NHS England (NHSE), 2016)
emphasises high level themes to focus on in order to improve safety in maternity care,
inclusive of a broad level focus on safety in maternity, still echoing the ‘To Erris Human’
report (Kohn et al., 1999) which acknowledged that preventing errors meant designing a
health service tackling all levels to ensure that it is safe. The same message is as valid
today as it was almost thirty years ago, maybe more urgent, as unsafe maternity care
has been a constant theme in the inspection reports of the Care Quality Commission
(CQC), the independent regulator of health and social care (CQC, 2017). The CQC is
concerned that there has not been enough learning from good and outstanding services
or enough support for that learning from the wider system. The CQC have highlighted
that the safety of certain hospital maternity services is still impacted by factors like the
calibre of staff training, the poor working relationships between obstetric and midwifery
teams and hospital and community-based midwifery teams, a lack of thorough risk
assessments, and a failure to interact with, learn from, and listen to the needs of local

women (CQC, 2022).

Over a decade ago it was claimed that giving birth in England in 2008 was likely to be
safe for the overwhelming majority of women and babies (Kings Fund, 2008), however
with a caveat: safety ‘incidents’ in maternity were recurrently reported, although two-
thirds of these caused no harm to mothers or babies, with just over a fifth causing ‘low
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harm’ and 1.5% causing severe harm. In addition, safety was not a priority in Trusts and
maternity services were of low priority from a government perspective (Kings Fund,
2008). In contrast, the Kings Fund (2008, p.5) perceptively acknowledged that
“Nowhere have the negative aspects of patient safety been more emphasised thanin
the maternity services, which in recent years have been subject to increasingly frequent
reviews by professional and regulatory bodies,” and this predated the key maternity
inquiries (Ockenden 2022; Kirkup, 2015 and Kirkup, 2022). The NHS remains a relatively
safe place in which to give birth (NHS, 2016; Kirkup, 2015; NHS Resolution, 2019;
NHSE, 2019 and House of Commons, 2021), but when things go wrong in maternity
care the effects can be devastating, more so than other areas of healthcare (Kirkup,
2015). By 2024 not one maternity service was rated as outstanding for safety in England
and 47% were rated as require improvement for the safe key question, although only
18% were truly inadequate (CQC, 2024). High profile failures of safety in the NHS have
raised new concerns over safety in the NHS generally and maternity care in particular
(Kirkup, 2015; Ockenden, 2022 and Kirkup, 2022) and despite the focus on patient
safety and many improvements, there are still recurring safety risks and incidents in
healthcare (HSSIB, 2024b). There were 605,479 live births in England and Wales in 2022
(ONS, 2024b). The neonatal mortality rate declined up to the 3-year period 2013 to
2015, but there have been no significant changes from then until 2020 to 2022 (ONS,
2024a). With a national ambition to reduce these rates by 50% by 2025, still a
significant proportion of clinical negligence claims relate to maternity errors (NHS

Resolution, 2024, Figure 2.2).

Error reducing became a central part of policies and guidance to improve quality in
healthcare in the NHS and formed a key strand of the Government’s clinical governance
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agenda. The 1990s saw the advance of risk assessment in the UK (DH, 2000) which
initially focused on reducing litigation risks. The Clinical Negligence Scheme for Trusts
(CNST) was established in 1995 (NHS Resolution, 2019) and most NHS Trusts became
affiliated to the scheme, which required them to develop clinical incident reporting
systems and comply with its risk management standards in order to receive discounted

premiums (DH, 2000, 1999, 1998).

In 1997 the Labour Government’s (1997 — 2001) White Paper, set out a ten-year
modernisation strategy for the NHS, putting formal responsibility for quality on every
health organisation by making responsibility for arrangements for clinical governance at
a local level (DH, 1997). This was underpinned by a new statutory duty of quality on
NHS providers. However, in 2000, incident reporting was patchy, lacking in design and
robustness, and has been heavily criticised (DH, 2000). In the wake of the Bristol
Inquiry, (Kennedy, 2001) the National Patient Safety Agency (NPSA) was created as a
Special Health Authority and an intensified emphasis on improving the safety of care
through clinical governance strategies was generated (DH, 2000).This new national
system for reporting and analysing adverse health care events examined root causes
form incidents with the aim to prevent repetition by providing feedback, guidance, and
patient safety alerts to make sure that key lessons were identified and learned.
However, the Department of Health (DH, 2000., p. x) added to the safety confusion
themselves by using the term adverse events which encompasses a multitude of
events inclusive of, but not exclusive to errors. Significant investmentin incident
reporting systems ensued (Williams and Osborn, 2006), accompanied by professional
requirements to support the use of such systems, which continue today (NMC, 2015).
Furthermore, the reforming NHS Plan (DH, 2000) led to the establishment of the
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National Institute for Clinical Excellence (NICE) to set standards of care and the
Commission for Healthcare Improvement. This was a precursor to the Care Quality
Commission (CQC), being established in 2009 as the independent regulator of health
and social care in England. Its purpose being ensuring health and social care services
provided people with safe, effective, compassionate, high-quality care and to
encourage care services to improve. A subsequent NHS Long Term Plan (DH, 2019)
continued to identify childbirth to be the safest it ever had been, but did highlight
preventable maternity related deaths aiming to half them by 2025.The NHS supports a
just culture, producing guidance comprising of consistent, constructive, and fair
evaluation of the actions of any staff involved in patient safety incidents (including
errors) to be used with the support of key regulatory bodies such as the Nursing and
Midwifery Council (NMC), General Medical Council (GMC) and CQC (NHS England and
NHS Improvement, 2020). Based on the work of Reason and the National Patient Safety
Agency’s Incident Decision Tree, to be ‘just’ equated with considering a systems
approach before action is taken against an individual with guidance focused on treating
staff in the NHS involved in a patient safety incidents in a congruent, positive, and
equitable way (Appendix 1) (NHS Improvement, 2018 and Academy of Medical Royal

Colleges (AMRC), 2022).

The reach for patient safety continued under the umbrella of the National Reporting and
Learning System (NRLS) from April 2016 and the independent Healthcare Safety
Investigation Branch (HSIB) launched in 2017 along with legal protection for whistle-
blowers who uncovered and escalated information relevant to clinical and other
mistakes (HSSIB, 2023). In 2019 the NHS Patient Safety Strategy (NHS England, 2019)
was published. HSIB was the first organisation in the world to be an independent

31



investigator of patient safety incidents, scrutinising any patient safety incident that was
referred to them in a non-punitive manner, promoting learning and improvement, rather
than finding fault, attributing blame or holding people to account (HSSIB, 2023).
October 2023 saw this body modified and replaced by HSSIB, now a fully independent
arm’s length body of the Department of Health and Social Care which continues to
build on the expertise and experience of the former HSIB, whilst highlighting safety
management systems (SMS), a proactive and integrated approach to managing safety
which considers several strategies. Through safety policy it establishes senior
management's commitment to improve safety and outlining responsibilities by defining
the way the organisation needs to be structured to meet safety goals, and continues
through safety risk management, inclusive of the identification of hazards and risks and
the assessment and mitigation of risks. Safety assurance involves the monitoring and
measuring of safety performance, the continuous improvement of the SMS, and
evaluating the continued effectiveness of implemented risk controls. Lastly, safety
promotion covers training, communication, and other actions to support a positive
safety culture within all levels of the workforce (HSSIB, 2023). Launched in November
2015, the National Maternity Safety Ambition is to reduce the incidence of stillbirths,
neonatal and maternal fatalities, and brain damage that happen shortly after birth by
half by 2025. Safer Maternity Care, a new national action plan, was introduced in
November 2017 to update this policy. This laid out further steps to enhance the
thoroughness and calibre of research into term stillbirths, severe brain damage to
infants, and maternal and infant fatalities. Up to September 2023, the program was a
component of the HSIB but is now part of the CQC and are referred to as the Maternity

and Newborn Safety Investigations (MNSI) program as of October 20283.

32



The most recent change to how healthcare organisations respond to incidents is the
Patient Safety Incident Response Framework (PSIRF) (NHS England, 2023) with the
emergence of a shift in approach to safety analysis. The NHS Patient Safety Syllabus
(AMRC, 2022) and the Learn from Patient Safety Events service (LFPSE), replacing NRLS
(NHS England, 2022), both acknowledge the approach of an SMS, and are additional

advancements.

The Safety | approach is used to analyse incidents by examining failures in a system.
The assumption is that predictability enables the causes of failures to be identified and
examined. Links between the incident and its root causes can be identified enabling
learning from it and ultimately processes such as guidelines and protocols are
improved and therefore safety. Representing a change in the way of thinking by offering
a complementary way of reasoning and emphasising a resilience approach, Safety Il
starts by looking at everyday practices. The method is in line with Appreciative Inquiry
(Al), in which determining what goes well in the workplace is the starting point.
Stemming from the aviation and construction sectors, Safety Il tells us that without
understanding the intricacies of how things actually operate in the real world, we
cannot manage and improve safety. Although considering what works well is less
threatening than investigating situations where patients came to harm or where health
professionals become second victims (Scott et al. 2009) and blame emerges, even with
all of its appeal and potential, there are still a lot of obstacles in the way of a successful

interpretation and application of the Safety |l perspective in healthcare. These
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obstacles could lead to a lost chance to potentially improve quality and safety

practices in the NHS (Verhagen et al., 2022).

Albeit healthcare is like other industries in that it follows guidelines and protocols, the
practice of healthcare is complex and consists of many different dynamic processes
that impact patient safety (The Patient Safety Company, 2024 and Vincent and
Amalberti, 2016). Currently, Safety | and Safety Il are two distinct, yet complementary
views of safety and can coexist alongside each other depending on the situational
requirements (Johnson et al., 2019). Successful safety management will rely on a
variety of approaches developed from a diversity of insights and perspectives, with
different healthcare processes and contexts demanding different strategies (Amalberti

and Vincent, 2020 and Vincent and Amalberti, 2016).

2.3 Human error theory and healthcare

The prevailing view on errors in the health service has changed over time. The person
approach dominated the error response during the 1990s, with a name, blame and
shame mentality, coupled with a medical attitude that equated error with
incompetence (Reason, 2008).This was visibly reflected upon in the publication An
Organisation with a Memory (DH, 2000), noting that a blame culture can encourage the
covering up of errors due to fear of retribution, and that it is often the response
following an error to pinpoint the blame on to one or two individuals in a disciplinary
manner. The health services also began to look to other organisations and to influential
reports to learn lessons about safety, particularly aviation (Reason, 2008). Kohn et al.
(1999) called for a shift from blaming practitioners for errors to a focus on preventing

errors from occurring in the future. This was not to discount responsibility for errors, but
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there was a need to work with individuals to make a healthcare system safer, and
individual blame did little to assist this. The title of Kohn et al’s. (1999) work leant itself
to its sentiments; “to erris human”, but it was felt that some errors could be prevented.
Such international seminal reports, along with UK national enquiries have also focused
professional and public attention on errors and safety, for example The Bristol Heart
Inquiry exposed health system safety concerns in the UK for the first time, creating the
foundation for future scrutiny (Kennedy, 2001). Successive scandals and inquiries have
continued to fuel the debate on patient safety; An Organisation with a Memory
(Donaldson, 2000), the Francis Report on Mid-Staffordshire NHS Foundation Trust
(Francis, 2013), the Report on Morecambe Bay (Kirkup, 2015), Ockenden Report (2020,
2022), Kirkup (2022) and the Blood Inquiry (Hansard, 2018) all raising safety concerns,
often over maternity services. Over time a more system focused model of error has
prevailed and ingratiated itself into the health service (Reason, 2008 and AMRC, 2023).
The patient safety movement is very much based on the premise that safety incidents
are largely due to systems that are poorly designed, rather than the result of one

individual’s actions or inactions (Cooper et al., 2017).
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2.3.1 Introduction to errors

Reason's (1990 p.9/ p.64) description serves as a major basis for error consideration.
“Errors are planned actions that fail to achieve their desired consequences without the
intervention of some chance or unforeseen agency”. Most studies classify patient harm
as preventable if it occurs because of an identifiable modifiable cause, and its future
recurrence can be prevented with appropriate adaption to a procedure or following
instructions, but there hasn't been a uniform agreement reached (Panagioti et al.,
2019). A definition of medical error requires the consideration of the full extent of
errors, specifically, errors that result in harm as well as those that do not (Kohn et
al.,1999; Barach and Small, 2000 and Holloway and Panzerm, 2001). Errors that do not

result in harm are often referred to as near misses (Barach and Small, 2000).

2.3.2 Adverse events and near misses

Academics and governments have discussed error in amalgamation with, orin the
context of adverse patient outcomes or patient safety incidents (DH, 2000; NHS, 2019
and Grober and Bohnen, 2005) with the WHO (2009) defining patient harm as “an
incident that results in harm to a patient such as impairment of structure or function of
the body and/or any deleterious effect arising there from or associated with plans or
actions taken during the provision of healthcare, rather than an underlying disease or
injury, and may be physical, social or psychological”, but these concepts may or may
not involve errors. An essential construct for discussion of errors is the defining of
errors and the differentiation of errors from other related issues such as adverse events
(Smith, 2013). This research and the NHS (2019) are mindful that previous international
estimates have been challenged for confusing errors and adverse events (Shojania and
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Dixon-Woods., 2017).Some incidents are clearly errors, but some incidents are not
errors, however the patient suffers a degree of harm as the incident or adverse event
may have been an anticipated side effects or risk of the care being provided (Smith,
2013). An adverse event has been defined as “an incident which results in harmto a
consumer” (Health Quality and Safety Commission, 2013 p.4) and would concur with
Smith’s (2013) reasoning and that of the WHO (2007). Kohn et al. (1999) stress that not
all errors result in harm, although those that do are preventable adverse events, and

this is where confusion in terminology exists.

Some errors can be characterised as near misses, as the error does not reach the
patient, although it is clearly still an error (Smith, 2013). The Department of Health (DH)
(2000 p. xii) define a health care near miss as “A situation in which an event or
omission, or a sequence of events or omissions, arising during clinical care fails to
develop further, whether or not as the result of compensating action, thus preventing
injury to a patient”. Kessels-Habraken et al. (2010) question whether it is useful to make
a distinction between incidents that did and did not reach the patient but did not cause
harm when defining near misses involving errors, or whether they may just as well be
placed into one category. They used the definition of an incident as any deviation from
the normal situation that was related to patient care, irrespective of the presence of
harm. Kessels-Habraken et al. (2010) suggest that one should define near misses as
incidents in which timely error recovery prevented the incident from reaching the
patient. Then, no-harm incidents could be defined as incidents that reached the patient
but did not cause harm, and accidents could be defined as incidents that reached the

patient and caused harm. Those definitions would endorse the definitions as suggested
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by the drafting group for an International Classification for Patient Safety (Runciman et

al., 2009).

Some adverse events will result from a medical intervention or be part of the natural
risk of a life event such as childbirth or an obstetric emergency and may not be
preventable, or an adverse event maybe the side effects of planned care, a shoulder
dystocia or postpartum haemorrhage, they are not attributable to errors from health
care professionals. For example, a woman has a caesarean section and suffers from a
life-threatening infection. This is a known complication of invasive surgery, and as such
is an adverse event, but not an error. However, if the infection was a result of poor hand
washing or incorrect instrument cleaning, then these could be construed as errors and
would be preventable adverse events. There is international agreement in terminology
around adverse events; the DH (2000 p.xii) define adverse health care event as “an
event or omission arising during clinical care and causing physical or psychological
injury to a patient”, but this definition may or may not be inclusive of errors. As will be

seen, these distinctions are not consistently utilised in the extant literature.

Research demonstrates how widely midwives perceive delivery trauma. According to a
study by Toohill et al. (2018), midwives described birth trauma as: 1) seeing women
treated disrespectfully; 2) experiencing disrespect as a midwife; 3) participating in
substandard care practices; 4) dealing with the fact that things don't always go as
planned; or 5) situational and workplace factors that make stress worse. According to
Leinweber et al. (2017), traumatic birth events can include harm, death, injury, subpar
treatment, or contempt from others. Cohen et al. (2017), includes exposure to the

woman's hostile behaviour as well as mistakes, crises, problems, and death. Rice and
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Warland (2013, p. 1060) found that midwives communicated their emotions regarding
traumatic birth as ‘feeling for the woman’. Specifically for midwives adverse or
traumatic events may include errors, but frequently also does not and hence existing
research on traumatic or adverse events may not reflect a clear picture of how

midwives experience errors or the support that they require.

2.3.3 Errors

The seminal report To Erris Human, which acted as a catalyst for almost all of the 21
Century attention that patient safety has received, (Kohn et al., 1999), defined errorin
healthcare as the failure of the planned action to be completed as intended or the use

of awrong plan to achieve an aim, closely following the work of Reason (1990).

Errors take a limited number of forms: mistakes (planning failures) and slips and lapses
(execution failures) and it is crucially acknowledged that errors can happen at any stage
in the process of care (Reason, 1990), although this definition disregards errors of
omission. Additionally, an unintended act (either of omission or commission) is one
that does not achieve its intended outcome is offered by Leape (1994). Grober and
Bohnen (2005, p3.) propose that a medical error is actually “an act of omission or
commission in planning or execution that contributes or could contribute to an
unintended result”. Reason in his later writing further classifies the nature and varieties
of human error (Reason, 2001, 2008), with all definitions having deviation as a core
theme. Reason (2008) discusses a classification taxonomy based on intention, action
or contextual factors and this model is still used to understand errors today
accommodating these definitions of errors. A summary of classifications of errors can

be seenin Table 2.0.
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Three performance levels (Skill, Rule, Knowledge (SRK)) and several error mechanisms
(slips, lapses, and mistakes) are integrated inside the same framework by the Generic
Error-Modelling System (GEMS) (Reason 1990). When these two dimensions are
combined, one can learn more about the characteristics of errors, differentiate
between errors based on knowledge and errors based on rules and recognise the

specifics of how different error kinds differ.

Drawing on the body of psychology literature on how errors occur, Reason’s GEMS
Model categorises errors. Based on the earlier work of Rasmussen (1986), the ideas
begin that people switch between different levels of cognitive control when faced with
different situations, such as a skills or level-based control for everyday common
activities. Errors at this level are action slips or lapses and are the result usually of
distractions that disrupt the skills routine. Alternatively in more unusual situations,
people look for familiar patterns and look for the best matched stored rule. Experience
and training will help select the right rule. When no known rules apply, a substantial
cognitive effort is required to initiate and utilise knowledge based cognitive control
(Stewart and Chase, 1999). Errors made at the rule and knowledge-based levels of
cognitive control are often known as mistakes or errors, although they have differing
mechanisms. The GEMs model adds in intended (mistakes) and unintended (slips and

lapses) unsafe acts.
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Figure 2. Structured visual summary of Reason’s Generic Error-Modelling System
(GEMS), showing where ATS (Activation-Triggered Slips) fit in alongside mistakes

and violations.

Human Errors

Mistakes (Rule or
knowledge based)

Slips (Skill-based)

Rule-Based Mistake
* Misapplication of
rule
Use of a bad rule

Activation Triggered
Slip (ATS) .
Habitual action
Wrong execution
Right action, wrong

time / context Knowledge — Based

Mistake
* Lack of experience
* Unfamiliar
situation

Table 2.0: Definition, descriptions and examples of error types using GEMS
Classification (Reason 1990). Adapted from Tallentire (2015).

Error Type Definition Example of Error
Skill-based slips Errors which result | Patient’s notes not checked for current
and lapses from some failure medications as possible cause of a
in the execution problem such as an allergy.
[slip] and/or
storage [lapse] Failure to remove the tourniquet from the
stage of an action patient’s arm following intravenous
sequence cannula insertion

Mishearing or misinterpreting verbal
information provided by a colleague or
misinterpreting what was said in a
telephone conversation.

41



Rule-based
mistakes (RBMs)

The mistake arises
from the
application of a
‘bad’ rule or the
misapplication of a
‘good’ rule [a rule
of proven worth]

The midwife notices reduced variability in
the fetal heart rate (FHR) but also notes
that the woman has just received opioid
analgesia (e.g. pethidine), which is known
to cause temporary reduction in FHR
variability without indicating fetal
compromise. Despite this, the midwife
applies the general rule (that reduced
variability = concern) without considering
the context. She initiates an unnecessary
emergency transfer to the obstetric team,
causing stress to the mother and
potential disruption to the birthing
process.

Knowledge-based
mistakes (KBMs)

Mistakes arising
from “the more
laborious mode of
making inferences
from knowledge-
based mental
models of the
problem space”

Myra Cabera (Morris, 2010)

Failure to spot contraindications to
medication (Reason, 2008).

A midwife fails to respond correctlyto a
shoulder dystocia and panics and
mistakenly: pulls on the baby’s head,
thinking this will help expedite delivery.
She delays initiating the appropriate
emergency manoeuvres due to
uncertainty about the correct sequence.
The pulling risks causing brachial plexus
injury to the baby (e.g. Erb’s palsy). The
delay in performing manoeuvres
increases the risk of hypoxia or birth
trauma.

Violations

Deliberate
deviations from
those practices
deemed necessary
to maintain the
safe operation of a
potentially
hazardous system

Due to time pressure and a shortage of
staff, the midwife does not change gloves
or perform hand hygiene between vaginal
examinations of two different patients.
This is a known breach of infection
prevention protocols. The midwife
rationalises the action by thinking:

“I've just used gloves, and there’s no
visible contamination—it should be fine.”
However, a few days later, one of the
women develops chorioamnionitis
(infection of the fetal membranes), and an
investigation reveals a possible cross-
contamination.
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However, the important aspect of latent errors is absent from the GEMS Model, and
latent errors manifest within systems. However, latency is a feature of the context of a
system rather than a cognitive mechanism which is the focus of the GEMS Model. Not
with standing, the GEMS model has made significant contribution to safety
discussions, and any latent factors can and should be considered in an investigation of

errors in addition to using this model (Stewart and Chase, 1999).

2.4 Approaches to patient safety

There are two accepted ways of viewing the human errors, the person approach and the
systems approach (Reason, 2000, 2008; Dekker, 2013; DH, 2000 and AMRC, 2023).

These two dichotomies are both considered in models of patient safety.

2.4.1 Person approach to errors

The person approach to errors focuses on the unsafe act (Reason, 2000), the clinician
committing the error would be the focus. This has also been described as the old view
in aviation safety (Dekker, 2013). It would be claimed that the error arose from a
behaviour associated with the individual, it was human error (Dekker, 2013), for
example through inattention, negligence, recklessness, or carelessness (Reason, 2000)
and associated remedies would be behavioural in orientation, such as re-training,
specific safety campaigns or naming, blaming or shaming (Reason, 2000). The erring
individual is the focus and Reason (2000) highlights that this was the prevailing tradition
in medicine at the turn of the twenty first century, particularly as individual
accountability is a professional requirement and legally enforceable in the UK (NMC,

2015).

43



Reason (2008) describes the person approach as a managerially and legally convenient
approach to safety and error management. It is also contained in terms of length of any
investigation. Dekker (2013) also illustrates that human error would be a common
acceptable conclusion of an investigation. However, it has been highly criticised by
Reason (2000) in his early work as hampering the safety culture. Austin and Smythe
(2014) echo this wondering if midwives will feel safe in acknowledging errors when itis a
societal expectation to publicly name the erroneous individual. Comparing medical
practice to aviation, 90% of quality lapses in hands on practice were judged as
blameless (Marx, 1997). A blame culture and reporting culture cannot coexist
comfortably and cannot contribute satisfactorily towards greater safety. A line needs to
be delineated between blame worthy errors and blameless errors (Reason, 2008) to
enhance understanding and safety. Marx (1997) stressed the need to balance the need
to maintain professional standards and accountability with the need and desire to

report errors. There is a need to work with the best interests of safety in mind.

2.4.2 Systems approach to errors

As an alternative approach, human error may sometimes be the factor that immediately
precipitates a serious failure, or a symptom of the system but there are usually deeper,
systemic factors at work which if addressed would have prevented the error or acted as
a safety-net to mitigate its consequences (DH, 2000. p. ix and Dekker, 2013). The
systems approach to errors recognises that human performance depends on a
dynamic and interrelated set of parts; with the focus on systems as a route to safety
(ACMC, 2022). It underpins the NHS Patient Safety Strategy including the Patient Safety

Incident Response Framework and A Just Culture Guide (NHSE, 2019). It recognises
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that humans are fallible and that errors are inevitable; they will be expected (Reason
2000, 2008), even in the best run organisations (DH, 2000). Errors are caused by
systematic factors regardless of practitioner’s attributes (Christensen, 2019; Reason,
2000, 2008 and Dekker, 2013) as they are systematically connected to the features
presentin individual’s tools, tasks or environment. A ‘systems’ approach to error
considers all relevant factors and focuses on strategies that maximise the frequency of
things going right (NHS, 2019). Hence, before or following errors, organisations need to
consider the conditions under which individuals work rather than separating the
individual from the context of the error. “Like the patient, people at the ‘sharp end’ are
seen as victims of systematic error-provoking factors and flawed defences that
combine, often unforeseeably, to cause unwitting patient harm” (Reason, 2008. p253).
By taking this approach, failures in the system and how they can be strengthened to
prevent repeat errors are considered, and the human error should only be the starting

point of further investigation not the end pointin itself (Dekker, 2013).

In line with the systems approach, Reason (2008) established the Swiss Cheese Barrier
Model demonstrating how, when holes are aligned in an organisation’s defences, this
will permit an error to occur (Figure 2.1). The Swiss Cheese Model is based on the

underlying Theory of Active and Latent Failures.
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Figure 2.1 Swiss Cheese Barrier Model of How Events Occur Through Breached

Defences

Some holes due

to active failures P
N 2 A ( | Hazards

| —— Other holes due to
latent conditions
{resident “pathogens”)

Losses

Successive layers of defences, barriers and safeguards

Perneger (2005)

Reason (1990) fist proposed the theory of active and latent failures, commonly known
as the Swiss Cheese Model, suggesting that accidents in healthcare, a complex
system, were caused by either a breakdown or absence of safety barriers across 4
distinct levels: Unsafe Acts, Preconditions for Unsafe Acts, Supervisory Factors, and
Organisational Influences. Active failures were used to describe factors at the unsafe

acts level and latent failures described unsafe conditions higher up in the system.

Active failures, consisting of the unsafe act of the person via a slip, a lapse, or mistake
(Reason, 1990) or the omission and commission, planning and execution an act (Grober
and Bohnen, 2005); the person factors are present, but also latent conditions within the
system can contribute to the error. They are the resident pathogens; the decisions by
managers, policy makers, designers, understaffing, time pressures, inexperience,
sickness rates, staff relations or shift patterns. These preconditions, supervisory or
organisational factors are dynamic (Wiegmann et al., 2022) and are latent failures.
Individually each component is not enough for an error to occur, but lined up and
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combined, they create the perfect conditions for an error to occur. This theory explains,
in system terms, why errors happen and how they may be prevented from happening
again. It moves the focus from the error of the person to the underlying organisational
factors. Although widely used in healthcare (Underwood, 2013.) and is an extremely
useful framework and safety model (Larouze and Le Coze, 2020, Wiegmann et al.
2022.), itis also widely criticised. Positively it makes complex ideas easily
understandable and has contributed to promoting organisational accident models in
many areas (Larouze and Le Coze, 2020). However, the critics argue it is too generic,
and its diagrammatic simplicity may limit it in practice, and the underlying assumption
is that things go wrong because of failures. Perneger (2005) has demonstrated users’
lack of understanding about the model when in use and Le Coze (2013) highlights its
analytical limitations, however the model has significantly contributed to shifting the
focus of accident prevention from a person focused to the systemic view (Larouze and

Le Coze, 2020).

Countering such criticism though, when understood correctly in can be an effective
method for investigating and preventing accidents (Wiegmann et al. 2022) and can
explain why accidents happen and how they can actually be prevented from happening
again, hence itis actually a barrier model of how events happen through breached
defences and can support patient safety (Larouze and Le Coze, 2020, Wiegmann et al.

2022). Itis the pervasive model of safety thinking in both industry and the NHS.

2.5 The impact of error: the second victim

Despite the report ‘To erris Human’ (Kohn et al., 1999), bringing into sharp focus safety

and having ripples worldwide, its focus was largely on patient safety and minimal
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attention was paid to the individual professional; indeed, the four-tiered approach
recommendations of the report were entirely patient focused. Similarly influential
safety reports and publications in the UK arising at a comparable time (DH, 2000, p.16;
Vincent et al., 1994. and Vincent, 1997), only briefly acknowledged that healthcare staff
could experience shame, guilt and depression after a serious adverse event, and that
these feelings could be exacerbated by follow-up action. However, Wu (2000)
introduced the concept of the second victim after an error in health care had occurred.
Wu (2000) discussed that this phenomenon occurs when an erroris made by a doctor.
There is the first victim, the patient, but there is also a second victim, the doctor
involved in making the error. Scott et al. (2009, p.326) further substantiated this
phenomenon describing second victims as “healthcare providers who are involved in
an unanticipated adverse patient event, in a medical error and/or a patient related
injury and become victimized in the sense that the provider is traumatized by the
event”. Frequently, these individuals feel personally responsible for the patient
outcome and many feel as though they have failed the patient. A growing body of
literature and research exploring the psychological, emotional and physical
experiences of clinicians following safety incidents, both adverse events and errors in
practice in healthcare has emerged in recent times. Much of this has been voiced as

the healthcare professional being second victim.

2.5.1 The second victim: establishing the phenomenon

The earliest evidence about clinicians’ experiences following errors and adverse events
in clinical practice were focused on doctors in the United States of America (USA). Wu

etal.’s (1991,1993, 2003) early work described that following errors in practice and
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emotional responses in doctors were inclusive of: feeling remorseful (81%), guilty
(72%), angry at oneself (79%) and inadequacy (60%). A further 6% of doctors reported
avoiding patients with similar problems since an error and 28% feared negative
repercussions following an error. A multitude of further research ensued demonstrating
that the phenomenon that became known as the second victim had credibility and was
widespread, not just in doctors, but also in some other healthcare professionals as will

be explored below.

Expanding on Wu'’s early work, Waterman et al. (2007), Harrison et al. (2014) and Han
et al. (2017) all confirmed that significant numbers of doctors displayed similar
symptoms that could be characterised as this second victim phenomenon, reporting
large percentages of doctors who reported increased anxiety (61%), less confidence
(44%) having their sleep affected sleep (42%) and less job satisfaction (42%) when they
had made an error (Waterman et al. 2007). McCay and Wu (2012) used a case study
approach to illustrate the second victim phenomenon in a doctor who made a drug
error that led to the death of a patient and subsequently to more errors and his own
suicide attempt, and another medic who had experienced a couple of adverse events
(non-errors) but recovered and carried on practising. Han et al.’s (2017) findings on
surgeons corroborated that a large percentage of surgeons identified anxiety (66%)),
guilt (60%), sadness (52%), shame or embarrassment (42%) and anger (29%). The
second victim phenomenon can also be identified in European clinicians, Mira et al.
(2015) examining doctors, nurses and others who had reported errors in Spain
characteristically reported emotional responses that were typical of the second victim,

particularly guilt (58.8%), anxiety (49.6%) and reliving the event (42.2%). Most
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healthcare professionals in this study identified with being involved in events as second

victims at least once in their health careers.

Following Wu’s (1991) seminal work, both Arndt (1994) and Meurier et al. (1997)
tentatively examined the effect of errors specifically on nurses. With Arndt (1994)
identifying guilt, shame and reconciliation with human precariousness following
medication errors, whilst Meurier et al. (1997), using a questionnaire modified from Wu
(1991), exposed emotional distress in response to errors (majority), 73% of nurses were
angry at themselves, 42% were angry at others, 37% were fearful of repercussions and
66% experienced guilt. Similarly, Wolf et al. (2000) further broadening the research to
be inclusive of nurses’, pharmacists’ and physicians’ medication errors reported data
corresponding to the concept of the second victim as described by Wu (2000). The
highest ranked responses and concerns were guilt, nervous, worried, fear of
disciplinary action or punishment and concern for the safety of patient, with a weak
correlation between harm and response. Emotional responses included guilt, shame,
and thoughts about the betrayed patients, colleagues, or family. Depression, suicidal
thoughts, insomnia, and nightmares also followed error occurrence. The demonstration
of the range of experiences within the second victim phenomenon was illustrated in
both McCay and Wu (2012) and Wolf et al. (2000). Abusalem and Coty (2011) suggested
that nurses experienced emotional distress and Lewis et al. (2015) found a relationship
between nurse’s involvement in preventable adverse events and the two domains of
burnout: emotional exhaustion (P =.009) and depersonalization (P =.030). This
research explicitly included obstetric units, but these data were not separated from
other data and yielded no specific information in the direction of midwives. They
concluded that preventable adverse events, (errors), provoked feelings of insecurity,
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discomfort, guilt, and distress, with recommendations to observe nurses for signs of
emotional exhaustion and depersonalisation following preventable adverse events.
More recently, feelings of being a second victim were explored in Spanish midwives and
obstetricians in relation to adverse incidents, suggesting for the first time that midwives
are susceptible and sensitive to the phenomenon (Santana-Dominguez et al. 2022) but

not specifically in response to errors.

Chan et al. (2018) were able to confirm the second victim in Southeast Asia, with
reports of nurses responding psychologically after an error specifically with negative
feelings and anger inclusive of sadness, stress, guilt, low self-esteem and a loss of
confidence. Taifoori and Valiee’s (2015) with nurse participants in Kurdistan
discovered, based on predetermined criteria, that 85.6% had emotional reactions
around harming the patient, 87% experienced guilt ,69.3% experienced self- anger and
67.3% experienced embarrassment. A systematic metanalysis of second victim
symptoms to any adverse event or error (Busch et al. 2020) demonstrates the most
prevalent second victim symptoms in Table 2.1. This can be summarised as a wide
range and high occurrence of psychological symptoms, with more than two-thirds

reporting troubling memories, anxiety, anger, remorse, and distress.
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Table 2.1 The prevalence of second victim symptoms (Busch et al. 2020).

Symptom experienced % of participants Confidence interval
experiencing symptom

Disturbing memories 81% 95% [Cl] = 46-95
Anxiety/concern 76% 95% Cl = 33-95
Anger toward themselves | 75% 95% CIl =59-86
Regret/remorse 72% 95% CI =62-81
Distress 70% 95% Cl =60-79
Fear of future errors 56% 95% Cl = 34-75
Embarrassment 52% 95% Cl =31-72
Guilt 51% 95% Cl =41-62
Sleeping difficulties 35% 95% CI =22-51

Physical symptoms of the phenomenon were revealed within the freedom of the
qualitative research framework. Continuing with doctors, the qualitative approach
enriched the data available on the second victim phenomenon as a purely quantitative
research approach was methodologically limited with a loss of the personalised
account of error experience by using predefined answers related to emotions and
feelings. Luu et al. (2012) identified a consistent four phases of response in surgeons
and doctors following an adverse event inclusive of ‘The kick and physiological impact’;
the visceral blow, the anxiety and stress response followed by the ‘The fall’; the feeling
of being out of control, the need to right oneself, emotion, dark cloud, depression and
reputational damage. Treiber and Jones (2010) continued error research in nurses and
saw evidence that concurred with Scott et al. (2009) and Wu (2000), stating that nurses
were second victims; blame, fear and visceral responses were all described in
response to making a medication error. Developing their work further, Treiber and
Jones’ (2018) concluded that recent nursing graduates could be second victims,
displaying emotional reactions concurrent with the phenomenon; visceral reactions,

emotions, or fear, these could manifest from internal or external sources. Mok et al.
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(2020) too claimed that nurses experienced second victim-related physical,
psychological, and professional distress, again concurring that the second victim

response was a broad reality.

2.5.2 Fear

Some studies specifically highlighted fear as part of being the second victim (Rassin et
al., 2005; Morrudo et al., 2019; Covell and Richie, 2009; Treiber and Jones, 2010, 2018;
Delacroix, 2017; Crigger and Meek, 2007; Chan et al., 2018 and Ajri-Khameslou et al.
2017). Covell and Richie’s (2009) examination of adult and paediatric nurses’
medication errors, inductively uncovered the negative consequences of revealing
errors, such as poor sleep, anxiety, and depression, confirming previous quantitative
findings (Wu, 2000; Harrison et al., 2014 and Han, 2017). In addition, fear rated highly,
particularly the fear of the consequences of revealing errors. Morrudo et al. (2019)
examined medication errors in Brazilian nurses and found as did Covell and Richie
(2009), that fear was also articulated. Developing their work further, Treiber and Jones’
(2018) second victim graduates noted that fear was part of their phenomenon, either
manifesting from internal or external sources. In Rassin et al.’s (2005) chronological
account of the second victim, nurses identified on the day the error occurred, not only
feelings around responsibility, anger, shame, and loss of confidence, but fear. There
was fear for the patient’s welfare, additionally confirmed by Delacroix (2017), but also
fear for the repercussions of the error; victimisation was evidenced. Ajri-Khameslou et
al. (2017) identified similarly the fear of the outcomes of errors whereas Harrison et al.
(2014) found that 81.5% of doctors in their study were anxious about the potential for

future errors. Crigger and Meek (2007) also confirmed that nurses displayed symptoms
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of the second victim with fear being present; fear of punitive responses as did De
Freitas et al. (2011) where there was a fear of punishment on revealing errors. Chan et
al. (2018) additionally identified a fear of making future mistakes, a fear of reprisals and
a fear of being ‘black marked’. In a rare insight into midwifery errors, O’Boyle (2013)
identified the experience of errors in midwifery practice incidentally whilst using an
ethnographic methodology examining home birth in Ireland. A midwife discussed the
death of a baby and the feelings of isolation, loss grief, guilt, blame, fear, loneliness,
and suspicion that emerged which was summarised as ‘being dragged over the coals’
(O’Boyle, 2013. p5). There is little else available in this study as its primary focus was
not to examine errors in practice and therefore no relevant recommendations about
midwives and error experience were made. Wu et al. (1993, 2003) revealed that, 13% of
doctors also reported discussing mistakes less as a consequence of negative
reactions, with a small percentage (5%) not telling anyone. However, Harrison et al.
(2014) worryingly found that 25% of participants had not reported incidents that had
occurred even though they were aware they should have done, thus reflecting previous
findings in this area (Kingston et al., 2004 and Rowin et al. 2008.), it was postulated that
this was because of the psychological effects of the incident or a lack of confidence in
the system around them (Lawton and Parker, 2002; Kingston et al.,2004; Rowin et al.,
2008 and Jennings and Stella, 2011). There is substantial evidence that anxiety and
fear can worsen the quality of care and lead to unfavourable birth outcomes (Kennedy
and Shannon, 2004). Fear may be harmful ra