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PATIENT SAFETY INCIDENTS AMONG
FOUNDATION DOCTORS

Editor,

Unfortunately, patient safety incidents (PSI) occur in our
complex health care systems. These can have a negative effect
both on the patient and the doctor involved. !? Apart from
the usual feeling of guilt, doctors also experience problems
with job satisfaction, their relationship with colleagues,
depression, inability to sleep, fear of going to work and low
self-esteem. ** There is limited data on the extent of this
problem, especially among junior doctors. Getting support
after errors may be difficult for senior physicians, let alone
for junior ones. There is data to suggest that discussing such
events with supervisors giving constructive criticism leads to
better doctor outcomes. 3

Times during when Patient Safety Incidents Occured

m During normal working
hours (21%)

= During on call (69%)

After the on call hours
(10%)

Fig 1. Time of PSI occurrence

The aims of our study were to determine how often
foundation doctors are involved in PSIs and which are the
most common incidents. An anonymous online questionnaire
was distributed amongst Foundation Doctors working within
the Malta and Severn (UK) Foundation schools, and 140
doctors completed the survey. There were no differences in
the results between the 2 schools. Involvement in at least 1
PSI occurred in 58.5% of doctors. The remainder, (41.5%)
claimed that they were never involved in such an event.

In most cases (48.9%), the PSI was identified by the doctor
performing it. Doctors expressed different reactions after such
events including; concern about the patient’s health (25.6%),
need for self-improvement (24.2%), disappointment (17%),
shame (13.5%), guilt (12.5%) and desire to quit (4.9%). Only
1.35% did not demonstrate any apparent concern. The time
of occurrence (Figure 1) and the type of PSI's (Figure 1) are
demonstrated below.

In terms of learning events, 31.2% noted the importance
of good communication between doctors and patients, re-
confirming patient identity prior to any intervention (27.7%),
the need to give more attention to clinical practice guidelines
(22%), re-check drug allergies (9.9%) and check blood results
thoroughly (9.2%).

In 80.8% of PST's, doctors claimed there were no patient
consequences. The rest did not give any answer. They
considered fatigue (57.7%), time restriction (49%), doctor
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—doctor (12.5%) and doctor to other healthcare professional
miscommunication (22.1%) as possible reasons for such
events. Furthermore, 86.1% of those involved in a PSI,
thought that it was avoidable.

The majority of doctors (67%) claimed that they had not
been trained in how to communicate effectively when it
comes to apologising. The remainder (33%) claimed that they
feel confident to communicate effectively when it comes to
apologising.

Types of Patient Safety Incident

M Prescribing Error (47%)

B Documenting on the wrong
patient’s file (25.7%)

Blood taking from the wrong
patient (20.5%)

® Wrong antibiotic choice in
known case of drug allergy (5%)

m Others (1.8%)

Fig 2. Types of Patient Safety Incident

Support and advice from a more experienced person was
required in 74.2% of cases, with 26.7% of them mentioning
that they would benefit from psychological support after a
PSI.

This data demonstrates that most junior doctors experience
emotional distress following PSI's. Formal training in
communication skills, disclosure of information and the
offer of counseling with therapists and physicians (including
Lead Physicians) with personal experiences of medical errors
could be provided to help doctors understand how to cope
well after such events. Ineffective coping strategies may be
adopted if doctors are provided with inadequate support and
thus become the “secondary victims” of such events.
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