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Supporting General Practitioners involved in adverse events 
Review of evidence relating to negative impacts of clinical work  
 
Dr Suzanne Shale & Murray Anderson-Wallace 
 
 

Introduction  
This is a summary of an evidence review carried out to inform potential development 
of support for General Practitioners who have been involved in adverse events.  

Terminology  

Some commentators refer to health professionals involved in adverse events as  
‘second victims’, a term introduced by Wu in 2000 (1). However, many now involved 
in the field (including safety leaders in the NHS England Patient Safety Steering 
Group, and US experts such as Dr Jo Shapiro, widely acknowledged to be a leader 
in developing support) prefer not to use the phrase.  
 
One reason for this is that patients’ supporters find it offensive, as they view patients’ 
families and other close associates as the real ‘second victims’ of medical harm. We 
appreciate that researchers have been careful to state that patients and their 
supporters are in their view the ‘first victims’. However, in our experience, lay people 
hearing the term ‘second victim’ think it should apply to patients’ families and other 
loved ones.  
 
A second reason for not using the word ‘victim’ is that we believe it to be unhelpful to 
label highly capable professionals, who often exhibit strong coping skills, as ‘victims’. 
We have therefore avoided using the expression in this review.  

Note on method  

The aims of the review were to set out the terms of current debate, assess the state 
of knowledge in the field, and identify any well-evidenced interventions. A narrative 
review method was adopted because at this early stage of developing a potential 
intervention the questions to be addressed are broad and conceptual in nature. We 
searched PubMed and Google Scholar using a wide range of keywords derived from 
the literature. We also carried out an ancestry search, manually reviewing reference 
lists of retrieved articles. We included original research, review articles, and 
conceptual studies. Material referenced in this document is a selection from the 
literature, chosen to illustrate key points.  
 

1. Understanding the terms of the debate 
We wanted to identify the specific effects of being involved in adverse events, and 
consider whether these were any different to other emotional and psychological 
challenges in clinical work. Understanding the distinctive nature of involvement in 
adverse events helps to indicate whether support should be directed solely at this 
issue, or whether a more generic approach to support might also help address a 
wider range of known challenges.     

 
We therefore asked whether there is a qualitative difference in the emotional, 
cognitive and social reactions of: 
 

 professionals involved in adverse events 
 professionals who experience client suicide 
 professionals experiencing secondary trauma, compassion fatigue, and 

burnout.  
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We deal with each of these three groups separately below. 
 

The short answer: the main difference is the presence or absence of guilt  
 
 Feelings of guilt are common among clinicians involved in adverse events, 

and to a lesser degree among clinicians whose patients die by suicide. Guilt 
does not figure largely in compassion fatigue, secondary stress, or burnout. 
However, guilt’s close partner, shame, may be present in all these areas.  

 Guilt is just one of a wider range of emotional responses associated with 
being involved in adverse events. Virtually all of the other emotional 
responses which are part of being involved in an adverse event are also 
apparent in client suicide, compassion fatigue, secondary stress, and burnout.  

 

1.1 The literature on professional involvement in adverse events  

The literature addressing the impact of professional involvement in adverse events 
infrequently specifies what triggers the professional’s reaction. Broadly speaking it is 
seen as a response to ‘something going wrong’: for example, errors, complications, 
adverse event, patient safety event, near miss, or sentinel event. (2)  
 
The following four clusters of emotion (a grouping attributable to Lazarus) (3) are 
apparent in all the analyses and systematic reviews of emotional response to ‘things 
going wrong’. In this review we have used these four clusters to compare other 
phenomena with the response to adverse events.  
 

 Guilt and Shame 
 Anxiety and Fear  
 Anger 
 Sadness 

 
Some of the most widely cited studies e.g. Scott (4) do not differentiate between 
different health professionals’ reactions. Other studies focus on specific specialties or 
occupational groups: e.g. Krzan describes a programme in paediatrics (5) while 
Jones focuses solely on nurses (6). We summarise the scant findings on General 
Practice below.  
 
Studies have been conducted in several countries, most frequently the US, Canada, 
and the UK. It is generally assumed that the phenomenon is the same across the 
developed world, and researchers have rarely investigated whether the culture of 
different healthcare systems creates any difference in response. Few studies 
differentiate by gender, but one (7) found some indication that female doctors react 
more strongly following error, and female medical students may feel more guilty than 
males.   
 
A recent study by Harrison et al is of particular value because it asks whether the 
type and severity of event, occupational group, or health system, affects the involved 
professional’s response. It is based on an earlier systematic review of the literature 
(8),(9). The team found that:  
 

 The severity of harm made NO difference to the intensity or type of emotional 
response. Factors such as guilt are equally present in low harm & near miss 
cases.   
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 Nurses may react more strongly than hospital doctors. They score more 
highly on factors such as upset & distress.  

 There is little difference between the US & UK, although UK professionals 
seemed to experience stronger negative responses. 

1.1.2 Experiences of GPs  

We could find no study specific to UK General Practice. We found 2 studies (from 
Canada and the US) that focused on family physicians, but are of limited scope. (10, 
11) 
 
Newman’s was a small study of 30 physicians selected at random, of whom only 23 
admitted ever having made a mistake. When asked to recall feelings invoked by their 
most memorable mistake respondents reported, in order of prevalence, self-doubt, 
disappointment, self-blame, shame and fear.  
 
O’Beirne studied family physicians & their staff. Physician and staff responses were 
not disaggregated. In order of prevalence, the reported emotions were frustration, 
embarrassment, anger, guilt, blame, relief, self-doubt, shame, and sadness.  

1.1.3 Summary tables  

In Table 1 we use the four clusters of emotion discussed above to summarise the 
emotional response to adverse events reported by clinicians across all occupations 
and specialties. We then identify those reported by family physicians in particular. 
 
Guilt and shame Anxiety and fear  Anger Sadness 

All occupations and specialties 

Guilt  
Shame  
Remorse 
Regret  
Self-blame 
Embarrassment 
Disappointment 
 

Fear for others 
Fear for self 
Shock 
Panic 
Worry  
Scared  
Nervous 
Concerned 
Self-doubt 
Distress 

Angry with myself 
Angry with others 
Frustration 
 

Upset 
Unhappy 
Grief 
Despair 
Isolation 
Depressed  
Devastated 
Heartbroken 
 

Family physicians 

Disappointment 
Self-blame 
Shame  

Self-doubt 
Fear 
Relief (that event 
not worse) 

Anger 
Frustration 
 

Sadness 

 
In Table 2 we adopt Pinto’s framework (12) to summarise reported behavioural 
responses to adverse events.  
 
Behavioural  Cognitive  Social  Other  

Become more 
cautious/hypervigilant  
Increasing efforts to improve 
Aggressive to colleagues 
 

Rumination  
Reflection on what 
went wrong 
Loss of concentration 
 

Personal life affected 
Relationships with 
colleagues enhanced  

Learning  

 

1.2 Impact of client suicide 

There is an extensive qualitative and quantitative literature dating back about two 
decades, with a focus on experiences of psychiatrists, psychotherapists and 
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counsellors. Sanger (13) is an excellent review of the literature, and discussion of 
supporting and supervising mental health professionals who experience client 
suicide. 
 
The likelihood of mental health professionals experiencing a completed client suicide 
varies widely according to clinical occupation and client group. 14% of US clinical 
social workers have experienced client suicide; while a study of Irish psychiatrists 
found that 81% had experienced multiple client suicides. (13) 
 
A comprehensive review by Seguin (14) observes that research activity is divided 
between measuring general emotional effects, and measuring stress effects. The 
review summarises findings from research since 1980, and supplies a useful 
overview of effects. They concluded that clinicians undoubtedly experience 
significant emotional and stress responses, but these rarely lead to clinical level 
disorders. However, client suicides affect subsequent patient care. For example, 
clinicians may have a higher propensity to hospitalise suicidal patients.   
 
A recent study by Wurst (15) established that higher levels of distress are associated 
with lack of support from colleagues and institution.  

1.2.1 Experiences of GPs 

There is little published data on prevalence. Halligan (16) estimated that rural Irish 
GPs would experience one patient suicide every three years. A UK analysis (17) 
found that an average of 45% of patients who died by suicide, per year (c.2,500 
people) ) were in touch with primary care services in the final month. How many of 
these saw GPs is unknown.  
 
There are a handful of studies of UK GP’s emotional and behavioural responses to 
patient suicide.  (18-20)  Saini reported in 2010 that among her sample of English 
GPs who had experienced client suicide, two thirds had been affected by it. 
Availability of support was variable.  
 
In a study of Critical Incident Review of client suicides, Kendall found that while 
Review was not always welcomed initially, many GPs found that being absolved of 
blame was helpful. 

1.2.2 Summary tables 

In Table 3 below we use the four clusters of emotion so that consistently reported 
emotional responses to client suicide may be compared with emotional responses to 
adverse events (Table 1 above)  
 
Guilt and shame Anxiety and fear  Anger Sadness 

Studies of mental health professionals 

Guilt 
Sense of failure  
Sense of 
incompetence / 
inadequacy 
Loss of self-esteem 
Shame 
Self-condemnation 

Shock 
Disbelief, 
Stupefaction 
Denial 
Self-doubt 

Anger 
Sense of betrayal 
Offended 

Sadness 
Sorrow 
Depression 

Studies of GPs 

Guilt 
 

Shock 
Disbelief 
Fear of blame 

 Sadness 
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In Table 4 we again use Pinto’s framework to summarise reported behavioural 
responses to client suicide which may be compared to experience of adverse events  
 
Behavioural  Cognitive  Social  Other  

More cautious  
Greater vigilance 
assessing suicide risk, 
overestimation of risk 
Conflict with co-workers 
 

Dreaming about 
suicide 

Talked in private 
about suicide 
Worked as usual 

 

Small effects on GP 
prescribing, record 
keeping, referral 
patterns 

 Sleep disruption 
Disrupted friendships 
 

 

  

1.3 Compassion fatigue, secondary traumatic stress, and burnout  

There is difficulty in reviewing findings relating to compassion fatigue, secondary 
traumatic stress, and burnout because these concepts are not consistently applied.  
 
The term compassion fatigue emphasises the consequences of the condition: it is “a 
reduction in the capacity or interest in being empathic towards a client, and is 
believed to result from exposure to patients' difficulties combined with the ongoing 
expenditure of empathy towards patients”. (21) 
 
The term secondary traumatic stress on the other hand emphasises the aetiology: 
“the development of PTSD symptoms in individuals who play a significant role in the 
survivor's life such as friends, family members, caregivers, and trauma workers” (21). 
Gentry (22) summarized the following symptoms of Secondary Traumatic Stress: 
“increased negative arousal, intrusive thoughts/images of another's critical 
experiences, difficulty separating work from personal life, lowered frustration 
tolerance, increased outbursts of anger or rage, dread of working with certain 
individuals, depression, ineffective and/or self-destructive, self-soothing behaviours, 
hypervigilance, decreased feelings of work competence, diminished sense of 
purpose/enjoyment with career, lowered functioning in nonprofessional situations, 
and loss of hope” (p. 126).  
 
Others, including leading researchers in this field, (23) treat compassion fatigue and 
secondary traumatic stress as broadly synonymous.  They prefer to use the term 
compassion fatigue because it is more palatable to health professionals.  
 
Health professionals frequently conflate the concept of compassion fatigue with the 
concept of burnout but these concepts are usually differentiated in the literature. The 
term burnout was first used to refer to idealistic welfare professionals frustrated by 
the constraints of working within welfare bureaucracies. There is now a vast literature 
(24), which includes many reported studies of healthcare professionals. Some 
suggest that compassion fatigue comes first, and can turn into serious burnout if not 
relieved. A 2014 metasynthesis related levels of doctor burnout to the nature of 
healthcare provider systems. (25)  
 
The Secondary Traumatic Stress Scale and the Compassion Fatigue Short Scale 
have been validated and widely used in research.(26) However, in a persuasive 
review of the literature Elwood (21) argues secondary traumatic stress is poorly 
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conceptualised argues that  “equivocal findings regarding the prevalence and 
severity of secondary trauma symptoms … does not warrant systematic 
implementation of prevention and treatment recommendations”.  

1.3.1 Experiences of GPs 

Aside from one discussion of the role of Balint Groups (27), we could find no study of 
secondary traumatic stress or compassion fatigue specifically in GPs.  
 
However, since the early 1990s there have been widely expressed concerns for GP 
Burnout (28-40). 

1.3.2 Summary tables  

In Table 5 we use the four clusters of emotion to support comparison of emotional 
aspects of compassion fatigue and secondary stress with emotional responses to 
adverse events.  
 
Guilt and shame Anxiety and fear  Anger Sadness 

Compassion Fatigue Short Scale (items) 

Feelings of failure, 
worthlessness 

Feelings of being 
trapped by work, 
involuntary recall 
of frightening 
experience 

 Feelings of 
hopelessness, 
depression 

Secondary Traumatic Stress Scale items + additional items from Gentry (22) 

 Feeling jumpy 
Self-doubt 

Feeling easily 
annoyed 
Angry outbursts 

Sense of dread 
(expecting bad) 
Emotionally numb 
Upset by reminders of 
work 

 
In Table 6 we use Pinto’s framework to summarise behavioural responses 
 
Behavioural  Cognitive  Social  Other  

Compassion fatigue  

 Flashbacks, intrusive 
thoughts, disturbing 
dreams, losing sleep 

Unable to separate work 
from private life 
Feeling weak, rundown 

 

Secondary traumatic stress  

Avoidance of certain 
patients  
Avoidance of 
associations 
reminding of work 
Gaps in memory 
about patients 

Unwanted thinking 
about work 
Trouble 
concentrating 
Disturbing dreams 
Feeling of reliving 
patient’s trauma 

  

 

1.4  Effects on welfare professionals of working with traumatised individuals 

There is an extensive literature dealing with effects on welfare professionals of 
different types of trauma work (e.g. working with child survivors of abuse, disaster 
response, domestic violence). Newell (41) traces the emergence of concepts, 
including burnout and compassion fatigue, that have crossed over from the welfare 
professions literature into work on experiences of nursing and medical professionals. 
Research into the effects of ‘trauma work’ has occasionally informed research into 
health professionals’ emotional responses and coping strategies in the face of 
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trauma (42), but it has not yet permeated research into professionals involved in 
adverse events.  
 
The term ‘vicarious traumatization’ refers to a phenomenon that arises from working 
with survivors of trauma or violent crime.(43)  Vicarious traumatization is triggered by 
the process of empathetic listening to “emotionally shocking images of horror and 
suffering” (44). Professionals affected may begin to experience negative emotions 
and burdensome psychological responses that mirror those experienced by their 
clients.     
 
Identification with a client’s trauma may, however, also be matched by identification 
with the client’s recovery. The recent development of concepts of ‘vicarious post-
traumatic growth’ (45) and ‘vicarious resilience’ (46) are worthy of note. Trauma 
survivors may experience personal growth as they recover from trauma, and 
frequently demonstrate impressive personal resilience. It is suggested that 
professionals may also experience personal growth and learn resilience through 
observing these processes in traumatised clients. (47) As yet the findings are scant, 
and it is unclear what quality or quantity of ‘witnessing’ would be required to ignite the 
vicarious response. 
 
The possibility should be considered, however, that a helping professional might 
learn survivorship from clients (or harmed patients and their supporters) as much as 
clients might learn it from professionals.  
 
The phenomenon of post-traumatic growth is arguably apparent in effective clinician 
coping following adverse events (reviewed below). Many professionals turn the 
traumatic experience of inadvertently harming a patient to good ends, by engaging in 
post-event remediation activity aimed at improving provision.  
 
Joint patient and professional initiatives such as the US organisation Medically 
Induced Trauma Support Services (MITSS http://www.mitss.org/index.html) could be 
viewed as a ‘virtuous circle’ of survivorship work, with clinicians and patients each 
supporting personal growth and resilience in the other.    
     

2: Coping strategies, recovery processes, and perceived support needs  
We hypothesize that support programmes will be more likely to be effective if they 
build upon personal and professional strengths, are tailored to the challenge of 
overcoming adverse events, take into account barriers to accessing support, and are 
responsive to clinicians’ perceived needs. We therefore examined evidence on 
coping strategies, recovery processes and reported perceived barriers and needs.   
 

The short answer  
 Existing research on clinicians involved in adverse events focuses on 

emotion-focused and social-focused coping, and there is less discussion of 
action-focused approaches to coping. 

 The ‘find and fix’ approach to learning after adverse events could be 
interpreted as an action-focused coping strategy. If it is, engagement of the 
involved clinician is probably valuable. Recognising that ‘find and fix’ is a 
coping strategy might also help indicate if and when it becomes maladaptive.  

 Evidence on the recovery process of hospital clinicians merits careful 
assessment, but may not translate directly to General Practice. 

 The most frequently expressed perceived need is support from peers 
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2.1 Coping strategies  

Some research into clinician responses (e.g. (12) (48)) adopts Lazarus’s (49) 
distinction between problem-focused and emotion-focused coping. Problem-focused 
coping is directed towards changing the relationship between the demands of the 
situation and the resources available, while emotion-focused coping is directed 
towards managing the emotional consequences of the stressor.  
 
Courvoisier’s (50) study of regret in doctors and nurses suggested three kinds of 
coping strategy: action-oriented, cognitive, and social.  Action-oriented strategies, 
such as taking responsibility, greater vigilance, creating guidelines etc. are akin to 
Lazarus’s problem-focused coping. Cognitive strategies such as rumination, 
suppression, acceptance, and self-attacking, and social strategies such as seeking 
support from colleagues or relatives, have affinity with emotion-focused coping.  
 
Whether it is called ‘action-oriented’ or ‘problem focused’, this coping strategy is only 
available if clinicians involved in adverse events are included in appropriate 
professional activities in the wake of the event. If they have been suspended from 
work or otherwise not permitted involvement in managing the aftermath, they can 
only resort to emotional, cognitive, or social coping.  
 
The phenomena of post-traumatic growth, vicarious post-traumatic growth and 
vicarious resilience (discussed above) perhaps point towards a further coping 
mechanism, ‘testimony-focused’ coping. The process of listening to the experiences 
of other survivors of medical harm – either patients or professionals – might help 
clinicians construct a personally meaningful response to their own experience of 
trauma.  

2.2 Recovery processes 

Scott’s widely cited account of stages of recovery (4) is worth close examination. 
Scott studied a range of clinical staff working in a US hospital setting, so careful 
consideration should be given to how the UK and General Practice context may 
affect the processes she describes. For example, compliance with the statutory duty 
of candour will drive disclosure and apology processes, shaping the involved 
professionals’ action and experience. The culture of General Practice as a 
profession, and the micro-cultures of practices and partnerships, may have a 
significant impact on how adverse events are conceptualised and managed.  
 
The stages outlined are not invariably sequential. 
 
Stage 1 Chaos and accident response This phase is characterised by intense 
activity, sometimes chaos. The primary focus at this stage is treating or securing care 
for the patient or, in the worst case, informing a patient’s family that the patient has 
died. Some clinicians report feeling overwhelmed by events, and may be unable to 
continue providing care. 
 

Comments - At this stage action-oriented coping is dominant, but emotional control is 
required. Immediate professional support during the crisis is likely to be valuable, for 
example to take over the patient’s care or support disclosure processes. In General 
Practice, where one of the most frequent errors is misdiagnosis (51), this stage may 
look significantly different. Issues relating to the duty of candour are significant at this 
stage. 

 
Stage 2 Intrusive reflections. The professional is managing their emotional response 
and making sense of what has happened. They re-imagine events, and re-evaluate 
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decisions and actions. Some clinicians may withdraw from colleagues, while others 
seek colleagues’ approval for their decisions.  
 

Comments - At this stage Scott identifies emotion oriented coping as dominant. 
Social support and opportunity to reflect and reality check are important. As decisions 
are being re-evaluated, this could be a stage at which to indicate support will be 
offered for action-oriented coping e.g. “we want to involve you in developing 
solutions”. It needs to be communicated that ‘learning from events’ will include the 
clinician as a partner, not a ‘defendant’.  

 
Stage 3 Restoring personal integrity. Professional reputation and self-esteem are 
major concerns. Clinicians worry about becoming the focus of gossip or media 
attention, losing the trust of colleagues, or having to face the censure of authorities. 
 

Comments - Cognitive/emotion-oriented and social coping are dominant in Scott’s 
account. How do organisational structures and professional networks in General 
Practice affect this stage? If GPs are not embedded in large organisations do they 
feel more vulnerable to reputational risk and censure, or less? 

 
Stage 4 Enduring the inquisition. The focus is on having to repeatedly account for 
ones’ actions, as different parties seek an explanation of what went wrong and why. 
Explanations are owed to patients, internal reviewers may demand accounts of what 
happened, and external agencies may be conducting further investigations.  
 

Comments - Scott focuses on emotional coping at this stage. Her respondents were 
employees in a large corporation. Does emotional coping with the demands of 
investigation and accountability differ in General Practice where organisations are 
smaller, practitioners are leaders, and hierarchies are flatter? Would GPs be more 
involved with action-focused coping at this stage? Might focused support for action-
oriented coping be fruitful? 

 
Stage 5 Obtaining emotional first aid is characterised by the search for support. 
Clinicians may look for support through professional or social networks, as well as 
from loved ones. Some find that support is not forthcoming, or that their needs are 
being misinterpreted, and start to look for sources of professional help. 
 

Comments - In Scott’s Stage 5, social strategies are dominant. It has been 
suggested there is greater opportunity in General Practice than in secondary care to 
meet informally but does the culture of General Practice promote or inhibit social 
coping strategies after adverse events? Do they make it easier or more difficult to ask 
for help, including psychological support? (18, 52, 53)   

 
Stage 6 Moving on. Some clinicians thrive. They contextualise the event within a 
career that is successful overall, gain insight and embrace learning opportunities. 
Others survive. They cope, but experience intrusive thoughts, persisting sadness, or 
keep searching for meaning or redemption. Finally, some clinicians withdraw. They 
resign (or consider resigning), feel incompetent and inadequate, and may experience 
ongoing depression or stress disorders.  
 

Comments - Action oriented, emotional, social strategies and maladaptive coping are 
all apparent in Scott’s account of ‘moving on’. Clinicians who have adapted well 
seem to be those who have taken steps to learn and ‘redeem’ the error, suggesting 
that action-oriented strategies may be key to successful ‘recovery’.    
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2.3 Perceived barriers and needs 

Where organisations have sought to rely on conventional sources of support (e.g. 
occupational health, employee assistance programmes, counselling, mental health 
provision) there are low levels of self-referral for support after adverse events. (54)  
 
The primary reason given by Pinto’s English surgeons for not seeking support was 
‘machismo culture’ (12). Discussing their needs following patient suicide, GPs have 
described General Practice as a culture where there is a disincentive to voice 
emotions or discuss concerns about error.(18)  
 
US clinicians have identified a range of barriers to seeking support including a lack of 
time, issues of confidentiality, negative impact on career, documentation on their 
records, the stigma of mental health care, uncertainty about whom to see, difficulty 
accessing services, and the prospect of unwanted interventions.(55)  
    
An obvious way to identify clinicians’ perceived support needs is to ask them what 
they want, as Pinto did. The most popular solution among surgeons was a formal 
mentoring system, followed (in descending order) by a time break after serious 
complications, counselling services, operating in pairs, a focus on human aspects of 
complications, opportunities for open discussion, structured debriefing, peer support 
groups, complication-related training, and - lastly - resources to mitigate production 
pressure.  
 
Many studies invite clinicians to state what would have been useful when support 
was absent, so they are not based on actual experience of value. Pinto’s findings are 
interesting because those surgeons put peer support groups low on their list. In the 
predominantly US literature, peer support has been consistently identified as the 
preferred solution (56-58). However, where peer support programmes have been 
pioneered, there has sometimes been disappointing take up.(55) The low ranking 
given to peer support groups by Pinto’s surgeons is echoed in Hu’s evaluation of a 
peer support programme where physicians appeared reluctant to discuss serious 
adverse events in a group setting. As Pinto’s surgeons gave their highest ranking to 
formal mentoring, it appears that what is wanted is one-on-one peer support.   
 
Newman’s remains the only study reporting what family physicians want (10). Four 
primary needs were identified: needing to talk to someone about their mistake; 
needing validation of their decision-making process; needing reaffirmation of their 
professional competence; and needing reassurance of their personal self-worth. 
Aside from the first, these are desired outcomes rather than ideas about the support 
that would be valued.  
 
One way of interpreting the evidence would be to recognise how both Pinto’s and 
Newman’s clinicians prioritised the need for validation of their clinical acumen before 
amelioration of broader emotional issues. People experience shame and loss of face 
when they fall below standards they set for themselves; clinicians experience shame 
and loss of face when their actions fail to satisfy their own expectations of the quality 
of clinical care they should provide. Dealing with the emotional fall out from adverse 
events means having to negotiate an embarrassing gap between the clinician you 
think you are and the clinician who made an error. (59) Clinical reflection is a critical 
part of this. 
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3. Possible support mechanisms, and evidence for their effectiveness 
We wanted to find out what approaches were effective. We hoped to identify which 
could be utilised in an ‘asset based’ approach, building upon the cultural and other 
strengths of the General Practice community.   
 

The short answer 
 - There is currently no consensus on what mechanisms are effective 

 
A ‘toolkit’ for organisations seeking to develop support programmes has been 
produced by MITSS (MITSS http://www.mitss.org/index.html) with Pratt and others 
(60) This toolkit directs attention to 10 organisational dimensions of establishing a 
clinician support programme.  

3.1 Approaches specifically designed to support professionals involved in 
adverse events 

 
All the support systems reported in the literature to date are hospital based. In a 
recent systematic review of provision for involved clinicians (61) Seys noted there is 
currently no consensus on what mechanisms are most effective.  
 
The following approaches were however apparent:  
 

 Sharing experiences with peers 
 Talking and listening to involved professionals 
 Inquiring about colleague coping 
 Organizing and facilitating open discussion of the error  
 Providing a professional and confidential forum to discuss errors 
 Expressive (reflective) writing 

 
Debriefings following adverse events, such as those undertaken by anaesthetists, 
are often advocated. Mishandled the effects can be negative. (55) 
 
There has been some discussion in the literature of the value of specialised critical 
incident stress management and psychological debriefing. Used to assist first 
responders and others in potentially traumatic occupations, evidence of their 
effectiveness is mixed. However, it may be inappropriate to disregard them entirely. 
(62)  
 
Among the most developed organisational support systems is Scott’s ‘3 tier’ support 
system. (63) This moves through varying levels of severity. Tier 1 provides 
immediate reassurance. Tier 2 provides ongoing practical support. Tier 3 offers 
specialised emotional and therapeutic support.  
 
Each of Scott’s support tiers utilises resources already available to a large institution.  
 
Scott’s system appears to focus on enhancing emotional coping and it is not clear 
how far support is directed towards action-oriented coping. In Tier 2 for example, 
activities undertaken by risk managers could either disrupt action-oriented coping by 
excluding professionals from engagement in the aftermath of adverse events, or elicit 
action-oriented coping by engaging them as partners in learning and remediation.   
 

http://www.mitss.org/index.html
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3.2 General support mechanisms 

We provide a brief overview here of mechanisms intended to ameliorate stress and 
support resilience in the face of compassion fatigue or burnout. We considered these 
because they may be viewed as candidate approaches to supporting professionals 
involved in adverse events. 
 
A recently updated Cochrane Review (64) of interventions to prevent stress drew 
mainly disappointing conclusions. It did however find some evidence that cognitive-
behavioural training as well as mental and physical relaxation had the potential to 
reduce stress moderately.  
 
The Point of Care Foundation recently reviewed the available evidence on 
interventions to support individual resilience (65). Below we comment on the six 
approaches they identified. Evidence for each approach, which is in the main quite 
weak, is cited in the Point of Care Foundation report. 
 
1. Self-care: this includes physical care (exercise, diet etc) and attention to emotional 
wellbeing, which may include meditation, recreational activities, intentionally seeking 
to develop resilience, and ensuring good personal relationships at work.  
 
2. Clinical supervision: there is extensive debate about the meaning of clinical 
supervision, and a specific literature relating to clinical supervision in General 
Practice (see e.g. (66)) The concept and practice of ‘Restorative Supervision’ has 
been promoted and evaluated in the West Midlands, and it is claimed it reduces 
stress in health visitors, but we could find no published evaluations or protocols 
describing how it works.  
 
3. Reflective practice: while widely advocated and incorporated into training 
programmes there is scant evidence for the impact of reflective practice in general or 
on approaches to coping (67).  
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Schwartz Rounds are a structured meeting to support reflective practice, and an 
evaluation of US Schwartz Rounds suggest they have some impact which increases 
the more rounds are attended.(68) The Point of Care Foundation is evaluating the 
impact of Schwartz rounds in the UK. Whilst popular with those who attend, the 
nature or duration of their impact is unclear.  
 
Balint Groups (69) are a form of reflective practice familiar to some in the General 
Practice community, and where they exist may be a resource for GPs who have 
experienced adverse events. Note, however, our comments above that a group 
setting may constitute a barrier to discussing adverse events.  
 
Peer coaching (70) is another approach to supporting reflective practice, but there is 
currently little evidence of its effectiveness or sustainability. 
 
4. Mindfulness and meditation. There is some evidence that mindfulness based 
meditation practice may be effective in reducing stress.  
 
5. Interventions to improve resilience: the concept of resilience is at present vague 
and in the absence of agreed definitions it is difficult to assess evidence of what 
factors contribute to building or maintaining resilience. McCann (48)noted that very 
little research has been carried out on resilience in doctors.    
 
6. Educational programmes: the effectiveness of educational programmes can only 
be assessed by evaluating whether they achieved their intended outcomes and 
whether changes were sustained over time. We could find no literature evaluating 
educational programmes aimed at supporting involved professionals.    
 
 
Finally, in our discussion of the recently developed notions of Post-traumatic Growth, 
Vicarious Post-traumatic Growth and Vicarious Resilience (s.2.1above) we suggest 
that these might afford new ways to conceptualise the aims and approaches of 
supportive interventions. The focus would be on recognising the scope for personal 
growth and supporting coping modalities that might sustain it, including witnessing 
others’ recovery.       
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