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THE AFTERMATH OF ERROR FOR 
HEALTHCARE PROFESSIONALS 

 Making an error leads to 

• guilt, shame, humiliation 

• loss of confidence 

• deep concerns about professional skills 

• social isolation 

 Because of these consequences healthcare professionals who make a mistake 
are referred to as the “second victim” 

 The bulk of the small literature on the second victim has focused on coping in 
the aftermath of an error 

Mostly 
doctors, some 

nurses and 
other allied 

health  



EMOTIONAL REASSURANCE AND LEARNING 

 Taking responsibility for an error increases emotional distress but also 
increases learning 

 Prioritising emotional reassurance over learning can inhibit learning 

What if students were more prepared ahead of time 
for mistakes and were motivated to learn from 

them? 
What can we do to achieve this? 

First step is to understand how students think about 
and anticipate error. 



STUDY 1: METHOD 

 Interviewed 23 MD4 students from August-November 2016 

 Student interns - shadow an intern 

 Approximately 1 hour interviews 

• Anticipation of challenges and error 

• Types of error 

• Thinking about errors 

• Consequences of error 

 Findings are based on preliminary analysis 
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What will be most challenging? 

FINDINGS 

I think being scared that I don't know enough to make calls without missing something in the 
time that I need to. I guess that's probably the thing I'm most nervous about, being called to 
see a patient or something like that and not being able to recognise when there's something 
more going on and dismissing it.  

Yeah, ultimately because you can make decisions that could potentially have quite devastating 
consequences, and again tossing up with your lack of, or my lack of confidence with what to 
do. You don't want to be the guy that's just not sure about doing everything and always asking 
your bosses, so it's like how much responsibility do you take, but … you don't want to take on 
too much such that the devastating consequences happen, I guess. 
 
And the devastating consequences would be things like? 
 
Like injuring a patient. Potentially lethal consequences with patients. Maybe not so, but just 
medication errors, or things like that which could potentially have quite lethal consequences 
with patients. 
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 They can reduce the chances of error through “checking” 

 Two types 

• Asking someone else (nurse, senior doctor) 

• Checking their own work 

FINDINGS: ANTICIPATION OF CHALLENGES AND ERROR 



• Struggle with a balance between self-reliance and getting help from others and see this as 
related to making errors 

FINDINGS 

I always think about I'm really bad at being assertive and often I'm bad at seeking assistance 
and often try to sort of sort something out myself and then if I absolutely can't call someone 
else in. I just think like what if you had a rapid review and you made a bad split second 
decision and then the patient turns out having a massive bleed or something and by the time 
anything's done about it it's too late. What I mean is I feel like you have to have really good 
instincts about when to pass things up the food chain because your knowledge is so limited. 

FINDINGS: ANTICIPATION OF CHALLENGES AND ERROR 

Too Independent; 
“Rogue” 

Overconfident 

Over-reliant;   
Inefficient 

Getting Advice 
at the Right 

Times 



 Struggle with a balance between efficiency and compulsive checking 

FINDINGS 

Overconfident;Nev
er Checks  

Compulsive 
Checking 

Checking         
“Just 

Enough” 

Most of the things I'm doing, I'm always double checking. Discharge summaries, I guess, there was one particular patient, 
I did a discharge summary quite quickly…, I did the discharge summary completely and then the intern really had just a 
million and one things to do, so they only got a quick chance to glance over it. I checked the most important things, but I 
guess if there was a mistake, it could have potentially slipped through. 
Is that something that you thought about at the time? 
Yeah. I reread it about five times to make sure that there wasn't. Yeah, I'm pretty cautious, so I always ask. 

I guess thinking about errors would make you, if you think about them too much, you can become over anxious about 
them, and then that would be, I guess a bit detrimental because, then you may not be confident in your skills, you might 
spend extra time, unnecessary amounts of time, double checking your work, which then, in a busy setting, you might then 
just make things more problematic. It's kind of that fine balance between having enough caution to start making them 
without having too much caution interfere with your work. 
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 Many believe that team will catch their errors 

I think it depends somewhat on the context and your level of supervision and that sort of aspect, 
what your belief is in the safety net that will catch an error or omission you might make, so I 
guess in someways I'm fortunate to be in a major metropolitan hospital next year where there 
should be several safeguards in that respect, but I imagine my level of anxiety would be 
significantly higher if I was working in an understaffed rural for the first time. 

When asked about whether error comes into his thinking: 
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FINDINGS: TYPES OF ERROR 

 Medication error (particularly dosage error) seemed to be top of mind 

 Surgical error - operating on wrong limb 

 Diagnostic error - missing something acute  
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FINDINGS: THINKING ABOUT ERRORS 

 High diversity in levels of worry 

• Some were reluctant to think too much about error.  

• Others already worry about error a lot 

• All worry at least a little 



FINDINGS: THINKING ABOUT ERRORS 

 Need to think about it some so that you are careful, but thinking about it too much 
could lead to too much worry and checking 

Not Enough 
Worry  

Too much 
worry;  
anxiety; 

incapacity 

Worrying          
“Just 

Enough” 

I'd like to think that I'm thinking about them in a way that is constructive, so hopefully I'm 
striking the right balance, but some of that will also be ignorance because I don't know about 
some of the errors that I could make. 



FINDINGS: THINKING ABOUT ERRORS 

 When they started thinking about error 

• Varies from student to student 

• A key moment for some was the first time they did something on the ward that they 
could get wrong and that could be consequential 

When my intern gave me her pager... She said, "you know you can handle it. If you need help, 
give me a call. You know you can make some of these decisions, and just check in with me," 
you know some of the basic things. Then you realise actually there are things that you could do 
that could actually end up ... There are certain things that you could do that could end up having 
bad consequences for the patient. Charting fluids too quick, too fast, how much is enough? That 
sort of thing. 
 
I think that's when I realised, "oh you could actually make a mistake." 
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FINDINGS: CONSEQUENCES OF ERRORS 

 Significant emotional ramifications 

• loss of self-esteem and confidence; self-recrimination; disappointment; guilt  

 Many predicted a prolonged period of doubt before being able to rebuild 
themselves 

 

 

 

 

 

 

 Highlighted the role of social support 

You forget to look at a scan and someone dies. I don't know how you ever 
reconcile yourself to having done that… Stain on your conscience. 

I think you'd really feel, really feel like you're a bit of a failure, you're stupid, you 
shouldn't be a doctor, you haven't really earned your position. I think you'd really 
start doubting your abilities as a medical professional. 
 



 

 Many saw errors as team errors and believe that team will support them 

• Though recognise that this depends on the team 

• Good experiences with teams as student interns may be leading them to anticipate 
they will be supported if they make a mistake 

 

 

 

• This expectation is at odds with what the literature suggests will happen 

• Two local doctors (one who runs a clinical school) said in response to this finding: 

• “They will be hung out to dry” 

FINDINGS: CONSEQUENCES OF ERRORS 

I think if you're open and up front about it and make steps to change things and rectify the issue 
then they would even think more highly of you because they're like "This guy's really got his 
head screwed on right." 



FINDINGS: CONSEQUENCES OF ERRORS 

 Believe error will impact on how you are judged 

I think it's quite a big concern because … it could affect your career progression as well 
because your seniors who are future referees and what not are impacting on who hires you and 
has who input there. That can have ramifications later on as well as if you make a mistake then 
you'll become less confident in your skills and then that can then affect your work later on 
because, again, you're second guessing and then you're more prone to make mistakes. 

…if you miss something important then colleagues and superiors will judge you for it and 
judge your medical abilities. That element that yeah, you're not practicing to the best of your 
abilities then you'll fail your patients. 



FINDINGS: CONSEQUENCES OF ERRORS 

 Motivated to learn from mistakes 

• Example: student who took gloves and gowns home to practice after “de-
sterilising”surgeon who spoke to her harshly 

 Noted the inevitability of mistakes, primarily seeing errors as learning opportunities 
that “In some ways, you would hope it makes you a better doctor” 

 



IMPLICATIONS FOR MEDICAL EDUCATION 

 Need to address the areas of balance that they are seeking 



IMPLICATIONS FOR MEDICAL EDUCATION 

 Students may have an idealised view of error 

 Need to equip students for the real impact of error but without damaging 
their developing identity 



FUTURE RESEARCH 

 Follow-up interviews with MD4s at end of internship (and possibly 
beyond) 

 Have started interviewing MD1s  
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