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Abstract 
Objective: To describe midwives’ and obstetricians’ experiences on the level of support from 

colleagues and managers in Danish labour wards following adverse events.  

Design, setting and participants: A 2012 National survey of Danish obstetricians and midwives was 

conducted to assess the level of support received in the workplace.  

Main outcome measures: Scales on social community at work, social support from colleagues and 

immediate superiors, and use of support mechanisms on labour wards after serious adverse events 

were assessed. 

Results: 2,098 midwives and obstetricians were invited to complete the survey (response rate 59%), 

and the analyses were carried out on the 593 respondents who had been involved in at least one 

traumatic childbirth at their current place of work. Respondents experienced high levels of social 

support from colleagues and social community at work, midwives significantly higher than 

obstetricians, and 95% of respondents had talked to colleagues about an adverse event. Respondents 

generally experienced low levels of social support and feedback from immediate superiors, and only 

49% had talked to their immediate superior about an adverse event. 50% believed that the hospital 

had a clear process through which they could report adverse events, and 44% knew how to access the 

necessary confidential emotional support at work. 

Conclusions: Midwives and obstetricians experienced high levels of social support and feedback 

from colleagues who are the most frequent individuals to consult after adverse events. We strongly 

suggest developing second victim support programmes with a focus on offering peer support from 

qualified and trained peers.  
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Introduction 

Healthcare professionals (HCPs) involved in unanticipated adverse patient events, medical errors or  

patient related injuries are referred to as second victims (1, 2).  These “second victims” often 

experience psychological distress, fear, loss of self-esteem, feelings of guilt, anger, burnout, 

frustration and post-traumatic stress disorder, following adverse events (3), (4, 5). Personal distress 

of physicians and self-reported error involvement are related in a reciprocal cycle, where feelings of 

responsibility for a serious medical error become a vicious cycle by provoking burn-out, depression 

and reduced empathy (6). This may result in suboptimal patient care and a greater risk of future errors 

(6). Although the greatest assets of any healthcare system are the individuals who deliver care, little 

investment is placed on the health and well being of the care providers (7, 8). This lack of support 

may impair their health, reduce job satisfaction, and compromise their ability to provide safe, 

compassionate, and high-quality care (6, 8). 

Globally, supporting second victims and addressing their needs has become a major concern for 

healthcare organizations.  The term ‘second victim’ was first used in 2000 (2), and since then, there 

has been increased evidence on the prevalence of second victims and impact of medical error and 

adverse events on healthcare providers (3). Several studies in the USA, UK, Belgium, Switzerland, 

Sweden, Italy and Denmark have acknowledged the second victim concept, and have suggested 

methods to support HCPs following an adverse event (6, 9-12). 

Despite these efforts, few healthcare organizations have assessed the need for and availability of 

emotional support services for second victims (13). Although 98% of the patient safety 

representatives who participated strongly agreed that hospitals should offer organisational support 

programmes, many hospitals did not have a current programme. Comprehensive support programmes 

should contain support by colleagues, managers and supervisors. To ensure safe and just 

environments of care, managers, clinicians and academics will need to launch, evaluate, and unify 

supportive strategies for second victims (14). 

To develop a support programme for HCPs in maternity care, we conducted a Danish national study 

to investigate the prevalence and experience of second victims in Obstetric units. This found that 85% 

of all Danish midwives and obstetricians have been involved in a traumatic childbirth (12, 15).  

Moreover, midwives and obstetricians experience a high incidence of mental health problems such 

as burnout, stress, depression and even suicide (7, 16-21), and the experience of traumatic childbirth 
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and stillbirth influences the psychosocial wellbeing of those midwives and obstetricians involved (15, 

22-24).   

The aim of this paper is: i) to describe midwives’ and obstetricians’ experience of social community, 

social support and feedback from colleagues and managers on labour wards and ii) to describe second 

victims’ experience of support following a traumatic or adverse event in the labour ward.  

Methods 

This study is part of an interdisciplinary project on traumatic childbirth from the perspective of Danish 

midwives and obstetricians, where data were generated from both a National questionnaire and 

qualitative interviews. In the questionnaire, traumatic childbirth was defined, as a birth where the 

infant or mother had suffered presumed permanent, severe, and possibly fatal injuries related to the 

birth. Respondents who had been involved in more than one traumatic childbirth were asked to 

complete the questionnaire pertaining to the birth that had had the greatest impact on them.  

The questionnaire contained selected items from the European Values Study (25), the Medically 

Induced Trauma Support Services (MITSS) survey (26), the Johns Hopkins Resilience in Stressful 

Events Organizational Assessment Survey (RISE), Version II of the Copenhagen Psychosocial 

Questionnaire (COPSOQII) (27), and questions derived from the findings of a separate qualitative 

interview (28). This paper presents data from the items on social support and feedback-at-work scales 

of the COPSOQII, and from the MITSS and RISE. Data from the remaining items and from the 

qualitative interview study have been reported elsewhere (12, 15, 29).  

The study was designed to include all obstetricians and midwives in Denmark (n=2098) comprising 

563 obstetric consultants and trainees (“obstetricians”) and 1535 midwives.  The Danish Medical 

Association provided postal addresses of obstetricians and trainees employed in the departments of 

gynaecology and obstetrics in the Danish National Health Service, and the Danish Association of 

Midwives provided postal addresses of active midwives from their lists of members. The respondents 

were offered the choice of postal or online questionnaires. Responses were anonymised and tracked 

through the SurveyXact software program. The process of recruitment has been described elsewhere 

(15). We only included respondents who had experienced a traumatic childbirth in their current place 

of work (n=593). 

The COPSOQII has been validated, using a factor analysis and Cronbach’s alpha as a measure of 

internal consistency among the items in each scale (30). Each scale consisted of three questions, and 
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the following three scales were included: i) Social support and feedback from colleagues; ii) Social 

community at work, and iii) Social support and feedback from immediate superior. The five response 

categories were assigned scores of 0, 25, 50, 75, and 100 from: i) never/hardly ever (0), to v) always 

(100). For each participant, the score on each scale was computed as the mean item score on a range 

from 0-100. A detailed description of the scales, items, and guidelines for calculating the scores were 

reported previously (27).  

The MITSS and RISE surveys are designed to assess the support mechanisms in place at healthcare 

institutions for staff involved in, or affected by, serious adverse patient events. We selected items 

reporting on Colleagues, Immediate superior, Organisations and procedures and Personal reflections. 

Descriptive analyses were used for the items from MITSS and RISE. T-tests were conducted to 

compare midwives and doctors on continuous or discrete outcomes, and the Chi-square test was used 

to compare the two groups on categorical outcomes. Statistical analyses were performed using 

STATA version 14.0 (StataCorp, College Station, TX, USA). 

Results 

Fifty-nine percent (n=1237) responded, comprising 293 obstetricians and 944 midwives. The 

analyses for this study were carried out on the 593 respondents (Table 1) who had been involved in 

at least one traumatic childbirth at their current place of work.  

Midwives’ and obstetricians’ experiences of the general level of social community, social support 

and feedback at work are displayed in Table 2. On the scale of Social support and feedback from 

colleagues, the mean score was 63, and midwives scored significantly higher (n=64) than doctors 

(n=60) (p=0.006). The highest rates occurred in the questions concerning help and support from 

colleagues who were willing to listen to work related problems. Lower rates were found on questions 

concerning how often colleagues talk with second victims about how well they carry out the work. 

On the scale of Social community at work, the mean score was 84, and midwives again scored 

significantly higher than doctors. On the scale of Social support and feedback from immediate 

superior, the mean score was 50 with no significant difference between the two groups.  

Second victims’ experience of support following a traumatic or adverse event on the labour ward is 

displayed in Table 3. Although 41% worried to ‘a great’ or to ‘some extent’ what their clinical peers 

would think about them after the event, only 5% had felt shunned to “a great” or to “some extent” 

by their colleagues. Half of the respondents thought that the hospital had, to ‘a great’ or to ‘some 
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extent’ had a clear process through which they could report adverse events. Twenty-one percent did 

not know whether the organisation learned from the event and took appropriate steps to reduce 

recurrence. Significantly more midwives (32%) than obstetricians (21%) found it difficult to ‘a great’ 

or to ‘some extent,’ to continue clinical practice after the event, and that to ‘a great’ or to ‘some 

extent,’ there were times when they felt less able to work safely and effectively because of what had 

happened (midwives: 35%; obstetricians: 29%; p=<0.05).       

Finally, we asked the respondents whom they talked to about the event (Figure 1). The three most 

frequent categories of choice were colleagues on the same ward (n=561; 95%), partner (n=403; 68%) 

and management (n=292; 49%). Management and family were chosen more frequently by midwives 

than doctors (52% vs 38% and 33% vs 23% respectively) when considering who to talk to about the 

event (p=<0.05).     

Discussion 

Traumatic patient-related events continue to happen in labour wards. Our study describes midwives’ 

and obstetricians’ experiences on the general level of social support from colleagues and managers 

in Danish labour wards, and also following adverse events and traumatic childbirth. 

The mean scores of midwives’ and obstetricians’ experience of the general level of social community, 

social support and feedback at work (Table 2) may be compared with a previous national study by 

the National Research Centre for the Working Environment among 3,517 employees (31). Compared 

to the general population of Danish employees, the respondents in this study scored higher on Social 

support and feedback from colleagues (score 63 vs. 57) and Social community at work (mean score 

84 vs. 79). They scored lower on Social support and feedback from their immediate superior (50 vs. 

62). Accordingly, midwives and doctors experience a higher level of social community, social support 

and feedback from colleagues, and a lower level of social support and feedback from their immediate 

superior, than the general population. This may indicate that midwives and obstetricians work with a 

high degree of independence and with little daily contact to their immediate superior.   

Individual support after a traumatic or adverse event in the labour ward can be provided by colleagues, 

managers or the organisation. Although 95% responded that they talked to colleagues on the ward 

about the event, only 48% felt to ‘a great’ or to ‘some extent,’ that their colleagues provided 

meaningful and sustained support after the event. This insufficiency has been described   as, “it was 

turned off like a switch”. In a pilot study, we interviewed midwives who had been involved in a 
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traumatic childbirth, and peer support was articulated as something important, yet not necessarily 

very qualified or sustained (32).  

Midwives and obstetricians generally experienced a low level of social support and feedback, and 

only 49% had talked to their immediate superior about the event. However, 42% felt to “a great” or 

to ‘some extent’ that their immediate superior provided meaningful and sustained support after the 

event. A large group chose to abstain from even talking to their immediate superior about the event. 

This reluctance to seek management support may be due to fear of job-loss, negative evaluation of 

performance, fear of being judged and lack of supervisor support or encouragement (9, 33). 

 Clinicians are more likely to receive support from their clinical colleagues (64%) than their managers 

(38%) (34), and whether clinical colleagues offered more understanding and empathy than managers, 

(who hold their associates accountable without being unduly punitive), has been addressed. This 

tension between being empathetic, while holding others accountable, is described as a known 

challenge of implementing the Just Culture (34). However, this may not be the only reason why HCPs 

do not receive support from their managers. Fear of being blamed is of considerable concern to both 

obstetricians and midwives after a traumatic childbirth, even in cases where there is no blame (12). 

Self-blame and guilt appears to dominate and this could indicate that, although the current patient 

safety programs have promoted a Just Culture with less blaming and shaming, the personal feeling 

of guilt remains a burden for the individual HCP (12). Employees may not wish to share such personal 

issues with managers, which could explain why less than half of the respondents received meaningful 

support from their managers. The role of the manager may be to guide the HCP empathetically 

through the organisational procedures following an adverse event, and to ensure a learning 

environment, rather than to provide personal support.  

All five items concerning organisation and procedures had <50% of the respondents replying to ‘a 

great’ or to ‘some extent,’. This indicates a potential for improvement with respect to organisational 

and communication procedures, facilitating learning and offering support and this is similar to the 

findings of others (34). Improvements at this level may be beneficial for patients’ safety as well as 

HCPs, since a strong patient safety culture is the basis for implementation of a clinician support 

program (35). Access to confidential, emotional support, and a clear process to report adverse events, 

could improve the Just Culture within an organisation (33). Almost a third of our HCPs feared having 

to speak to the patient and/or family yet 67% felt that they were ‘not at all’ or only to a ‘small extent’ 

enabled to communicate appropriately with them after the event. Since disclosure to the first victim 
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is considered to be an important factor in the recovery of the second victim, institutions should offer 

training in the difficult task of communicating with patients and their families following an adverse 

event (36). 

Another consideration is the need to offer strategies to support second victims given that HCPs 

respond differently to adverse events. Significantly more midwives than obstetricians found it 

difficult to continue clinical practice after the event, and felt less able to work safely and effectively 

because of what happened. Also, significantly more midwives than doctors talked to Management 

and Family after the event. Similarly, midwives reported significantly higher scores on psychosocial 

health problems following a traumatic childbirth than obstetricians (15). This difference may be 

related to differences in the level of competence and length of education. It may also be related to a 

gender bias (no male midwives), since women tend to report significantly more distress and insecurity 

after adverse events than do men (3). Finally, it may be related to a difference in the nature of 

midwives’ and doctors’ work. It has been argued that the greater a professional’s empathetic 

identification becomes with the patient, the greater is their risk of experiencing secondary traumatic 

stress (37, 38). Midwives consider their relationship with pregnant women to be “the very essence of 

midwifery care” (38, p 77), and they may be more likely to develop a more empathetic relationship 

with laboring women than obstetricians who are often involved for only a short time.  

Second victims may suffer long-term consequences after an adverse or traumatic event, and hospitals 

should implement second victim programmes to assist their staff in coping effectively (13). Little is 

known about best practice, since very few studies have evaluated existing support programmes (13). 

Our study may contribute to the development of such programmes in an obstetric setting due to the 

following two findings: i) colleagues on the same ward seem to be of immense importance, but the 

quality and the duration of that support should be improved, and ii) individual differences with respect 

to needs following an adverse event may need to be considered, as we found that midwives and 

doctors respond differently. We are currently working on the development, implementation and 

evaluation of a peer support programme (‘The Buddy Study’) in the Departments of Obstetrics and 

Gynaecology, and Oncology at Odense University Hospital. The programme comprises a two-hour 

compulsory seminar for all staff, which includes an overview of the second victim phenomenon, basic 

listening skills and tools to facilitate sustained and meaningful communication (39). Placing an 

emphasis on the personal relation, all staff must choose two ‘buddies’, who will be contacted after an 
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adverse event, and these buddies are responsible of contacting the second victim and providing 

sustained peer support. The programme will be evaluated in early 2020.  

To our knowledge, this is the first time that such a large study has been conducted on both 

obstetricians’ and midwives’ experiences with social community, social support and feedback from 

colleagues and managers in labour wards worldwide. It is also the first study to describe second 

victims’ experiences of support following a traumatic or adverse event in labour wards in Denmark.  

A limitation of our study is the response rate of 59%, which may lead to selection bias. Another 

concern is the long recall period, since 45% of the events occurred >3-years previously. Given the 

rarity of traumatic childbirth, we included all events regardless of time since the event. In our analysis, 

to relate the general level of support and feedback to the support received following a traumatic event, 

we only included respondents who had experienced the traumatic childbirth at their present place of 

work. Finally, the items used from the MITSS and RISE/Johns Hopkins have not been validated, but 

at the time there was no known comparable alternative survey instrument.  

Conclusion 
Midwives and obstetricians had high scores on general social support and feedback from colleagues 

and social community at work, midwives significantly higher than obstetricians. Both midwives and 

obstetricians generally experienced a low level of social support and feedback from their immediate 

superiors, and less than half had talked to their immediate superior about the adverse event. Our study 

indicates that clinicians believe there is a lack of clarity regarding adverse event reporting and access 

to confidential emotional support. These results may contribute to improvements in managing adverse 

events and in developing second victim support programmes in obstetric settings. In Odense 

University Hospital, Denmark, we are currently developing and implementing such a peer support 

programme to investigate how clinical peers can constitute a mutual support system for HCPs after 

adverse events.  
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Tables 

 

 

 

Demographic n (%)
Position

Midwife 469 (79)
Doctor 124 (21)

Sex
Female 541 (91)

Male 52 (9)
Age

≤29 35 (6)
30-39 191 (33)
40-49 149 (26)
50-59 146 (25)
≥60 61 (10) 

Missing 11
Years in practice

≤5 130 (22)
6-10 103 (18)

11-15 108 (18)
≥16 244 (42)

Missing 8

Table 1. Demographic characteristics of the survey respondents
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 Table 2. Results from the questionnaire. Numbers (and percentage) for each response category.

Social support and feedback from colleagues
Mid 468 84 (18.0%) 194 (41.5%) 151 (32.3%) 35 (7.5%) 4 (0.9%)
Doc 123 16 (13.0%) 46 (37.4%) 34 (27.7%) 23 (18.7%) 4 (3.3%)
All 591 100 (16.9%) 240 (40.6%) 185 (31.3%) 58 (9.8%) 8 (1.4%)

How often are your colleagues willing to Mid 469 191 (40.7%) 211 (45.0%) 61 (13.0%) 5 (1.1%) 1 (0.2%)
listen to your work related problems? Doc 120 42 (35.0%) 52 (43.3%) 17 (14.2%) 6 (5.0%) 3 (2.5%)

All 589 233 (39.6%) 263 (44.7%) 78 (13.2%) 11 (1.9%) 4 (0.7%)
How often do your colleagues talk with you Mid 468 4 (0.9%) 101 (21.6%) 203 (43.4%) 118 (25.2%) 42 (9.0%) 64 0.006
about how well you carry out your work? Doc 123 3 (2.4%) 25 (20.3%) 49 (39.8%) 35 (28.5%) 11 (8.9%) 60

All 591 7 (1.2%) 126 (21.3%) 252 (42.6%) 153 (25.9%) 53 (9. 0%) 63
Social community at work

Mid 468 228 (48.7%) 223 (47.7%) 16 (3.4%) 1 (0.2%) 0 (0.0%)
Doc 123 44 (35.8%) 70 (56.9%) 6 (4.9%) 2 (1.6%) 1 (0.8%)
All 591 272 (46.0%) 293 (49.6 %) 22 (3.7%) 3 (0.5%) 1 (0.2%)
Mid 468 176 (37.6%) 262 (56.0%) 30 (6.4%) 0 (0.0%) 0 (0.0%)
Doc 123 32 (26.0%) 69 (56.1%) 19 (15.5%) 3 (2.4%) 0 (0.0%)
All 591 208 (35.2%) 331 (56.0%) 49 (8.3%) 3 (0.5%) 0(0.0%)
Mid 468 258 (55.1%) 157 (33.5%) 45 (9.6%) 7 (1.5%) 1 (0.2%) 85 0.0001
Doc 123 56 (45.5%) 43 (35.0%) 18 (14.6%) 5 (4.1%) 1 (0.8%) 79
All 591 314 (53.1%) 200 (33.8%) 63 (10.7%) 12 (2.0%) 2 (0.3%) 84

Social support and feedback from immediate superior
How often do you get help and support Mid 467 40 (8.6%) 102 (21.8%) 163 (34.9%) 130 (27.8%) 32 (6.9%)
from your immediate superior? Doc 122 15 (12.3%) 34 (27.9%) 34 (27.9%) 24 (19.7%) 15 (12.3%)

All 589 55 (9.3%) 136 (23.1%) 197 (33.5%) 154 (26.2%) 47 (8.0%)
How often is your immediate superior Mid 467 133 (28.5%) 163 (32.8%) 101 (21.6%) 60 (12.9%) 20 (4.3%)
willing to listen to your work related problems? Doc 123 38 (30.9%) 41 (33.3%) 23 (18.7%) 15 (12.2%) 6 (4.9%)

All 590 171 (29.0%) 194 (32.9%) 124 (21.0%) 75 (12.7%) 26 (4.4%)
How often does your superior talk with you Mid 467 4 (0.9%) 42 (9.0%) 135 (28.9%) 183 (39.2%) 103 (22.1%) 49 0.17
about how well you carry out your work? Doc 122 2 (1.6%) 13 (10.7%) 42 (34.4%) 45 (36.9%) 20 (16.4%) 53

All 589 6 (1.0%) 55 (9.34 %) 177 (30.1%) 228 (38.8%) 123 (20.9%) 50
* t-test comparing mean scores between midwives and doctors

Social community and social support and feedback at work - midwives, doctors and all. 

p-value *

Do you feel part of a community at your place of work?

N All Always Often Sometimes
Mean 
score

Never / 
hardly ever

How often do you get help and support from your 
colleagues?

Is there a good atmosphere between you and your 
colleagues?

Is there good co-operation between the colleagues at 
work?

Seldom



Second victims in the labour ward: Are Danish midwives and obstetricians getting the support they need?  
 

13 
 

 

 

 

 

 

 

 

Table 3. Results from the questionnaire. Numbers (and percentage) for each response category.

N All To a great extent To some extent To a small extent Not at all Don't know

Colleagues
Mid 469 35 (7.5%) 148 (31.6%) 105 (22.4%) 179 (38.2%) 2 (0.4%)
Doc 123 10 (8.1%) 47 (38.2%) 23 (18.7%) 42 (34.2%) 1 (0.8%)
All 592 45 (7.6%) 195 (32.9%) 128 (21.6%) 221 (37.3%) 3 (0.5%)
Mid 465 146 (31.4%) 81 (17.4%) 199 (42.8%) 24 (5.2%) 15 (3.2%)
Doc 122 36 (29.5%) 20 (16.4%) 50 (41.0%) 11 (9.2%) 5 (4.1%)
All 587 182 (31.0%) 101 (17.2%) 249 (42.4%) 35 (6.0 %) 20 (3.4%)

Mid 466 2 (0.4%) 17 (3.7%) 3 (0.6%) 438 (94.0%) 6 (1.3%)
Doc 123 1 (0.8%) 7 (5.7%) 4 (3.3%) 110 (89.4%) 1 (0.8%)
All 589 3 (0.5%) 24 (4.1%) 7 (1.2%) 548 (93.0%) 7 (1.2%)

Immediate superior
Mid 466 68 (14.6%) 129 (27.7%) 130 (27.9%) 122 (26.2%) 17 (3.7%)
Doc 122 24 (19.7%) 26 (21.3%) 34 (27.9%) 27 (22.1%) 11 (9.0%)
All 588 92 (15.7%) 155 (26.4%) 164 (27.9%) 149 (25.3%) 28 (4.8%)

Organisation and procedures 
Mid 466 75 (16.1%) 105 (22.5%) 111 (23.8%) 141 (30.3%) 34 (7.3%)
Doc 121 31 (25.6%) 19 (15.7%) 29 (24.0%) 33 (27.3%) 9 (7.4%)
All 587 106 (18.1%) 124 (21.1%) 140 (23.9%) 174 (29.6%) 43 (7.3%)
Mid 469 84 (17.9%) 124 (26.4%) 161 (34.3%) 89 (19.0%) 11 (2.4%)
Doc 123 27 (22.0%) 24 (19.5%) 42 (34.2%) 22 (17.9%) 8 (6.5%)
All 592 111 (18.8%) 148 (25.0%) 203 (34.3%) 111 (18.8%) 19 (3.2%)
Mid 464 167 (36.0%) 57 (12.3%) 117 (25.2%) 79 (17.0%) 44 (9.5%)
Doc 123 60 (48.8%) 8 (6.5%) 24 (19.5%) 23 (18.7%) 8 (6.5%)
All 587 227 (38.7%) 65 (11.1%) 141 (24.0%) 102 (17.4%) 52 (8.9%)
Mid 464 27 (5.8%) 88 (19.0%) 49 (10.6%) 270 (58.2%) 30 (6.5%)
Doc 123 8 (6.5%) 27 (22.0%) 11 (8.9%) 66 (53.7%) 11 (8.9%)
All 587 35 (6.0%) 115 (19.6%) 60 (10.2%) 336 (57.2%) 41 (7.0%)
Mid 460 63 (13.7%) 71 (15.4%) 160 (34.8%) 70 (15.2%) 96 (20.9%)
Doc 123 24 (19.5%) 17 (13.8%) 40 (32.5%) 15 (12.2%) 27 (22.0%)
All 583 87 (14.9%) 88 (15.1%) 200 (34.3%) 85 (14.6%) 123 (21.1%)

Personal reflections
Mid 468 37 (7.9%) 126 (26.9%) 115 (24.6%) 182 (38.9%) 8 (1.7%)
Doc 123 7 (5.7%) 29 (23.6%) 13 (10.6%) 71 (57.7%) 3 (2.4%)
All 591 44 (7.5%) 155 (26.2%) 128 (21.7%) 253 (42.8%) 11 (1.9%)
Mid 468 17 (3.6%) 134 (28.6%) 109 (23.3%) 205 (43.8%) 3 (0.6%)
Doc 122 1 (0.8%) 24 (19.7%) 13 (10.7%) 83 (68.0%) 1 (0.8%)
All 590 18 (3.1%) 158 (26.8%) 122 (20.7%) 288 (48.8%) 4 (0.7%)
Mid 467 9 (1.9%) 20 (4.3%) 7 (1.5%) 426 (91.2%) 5 (1.1%)
Doc 123 0 (0.0%) 6 (4.9%) 2 (1.6%) 114 (92.7%) 1 (0.8%)
All 590 9 (1.5%) 26 (4.4%) 9 (1.5%) 540 (91.5%) 6 (1.0%)
Mid 467 17 (3.6%) 51 (10.9%) 30 6.4(%) 365 (78.2%) 4 (0.9%)
Doc 123 2 (1.6%) 12 (9.8%) 3 (2.4%) 105 (85.4%) 1 (0.8%)
All 590 19 (3.2%) 63 (10.7%) 33 (5.6%) 470 (79.7%) 5 (0.9%)
Mid 467 55 (11.8%) 94 (20.1%) 160 (34.3%) 151 (32.3%) 7 (1.5%)
Doc 123 11 (8.9%) 28 (22.8%) 35 (28.5%) 48 (39.0%) 1 (0.8%)
All 590 66 (11.2%) 122 (20.7%) 195 (33.1%) 199 (33.7%) 8 (1.4%)

* p-value < 0.05 in t-test comparing mean scores between midwives and doctors

I knew how to access confidential emotional support within the 
institution if I needed it

I was always clearly briefed about the ‘next steps’ in the hospital’s 
processes for following up after serious adverse events

Level of agreement with the following statements about experiences following the adverse event

I worried a lot about what my clinical peers would think about me 
after the event

My clinical colleagues provided meaningful and sustained support 
after the event

For a while after the event I felt shunned by some of my clinical 
colleagues

My immediate superior provided meaningful and sustained support 
after the event

I considered moving to another institution because of the event or 
what happened afterwards

I considered leaving my profession because of the event or what 
happened afterwards

I feared having to speak to the patient and/ or family

The hospital had a clear process through which I could report 
adverse events

I was enabled to communicate appropriately with the patient 
and/or family after the event

I think that the organization learned from the event and took 
appropriate steps to reduce the chance of it happening again

There were times when I felt less able to work safely and 
effectively because of what happened*

I found it difficult to continue clinical practice after the event*
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Figure Legends 
 

Figure 1. Distribution (percentage) of midwives’ and doctors’ who talked to colleagues (same or other 
ward), partner, management, friend, family, psychologist, priest, risk manager, others or nobody after the 
adverse event. * p-value < 0.05 in t-test comparing midwives and doctors.  

 

 

  


	Abstract
	Introduction
	Methods
	Results
	Discussion
	Conclusion
	References
	Tables
	Figure Legends

