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Seminar for 

health care workers -

Preparing for mastery

Adverse Events

Photo: Charday Penn/iStock/Getty Images

Joy Buikema Fjærtoft
joy.buikema.fjaertoft@helsedir.no
Project leader, Organizational psychologist
Patient safety department

Previously,12 years in the Work environment department,
Oslo University Hospital
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See the facilitation guide for more 
information on holding such seminars.

Please credit the use of the presentation
slides and other materials. QR-code for selected

supporting materials
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10%

of hospital stays

result in patient harm

Global patient safety action plan WHO 2021
The Economics of Patient Safety OECD 2021 

?
the human costs

12-15%

of health budgets can be 
tied to consequences of

patient harm
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Verdier

Normer 

Atferd

«Values and norms 

expecting doctors to be 

infallible…»1

1The professional culture among physicians in Sweden: potential implications for 
patient safety. Danielsson et al 2018 BMC Health Services Research

2 Rikshospitalet i Københavns podcast «Svært at tale om på Riget», episode 
«Ufejlbarlig pr definition» 2021

«[Norm] ‘Make no mistake, and if it 

does happen, you are the one

responsible’ is still very much

alive….» 2

«We have to dismiss the

illusion of perfection.» 2

Values

Norms 

Behavior

Iceberg model
for culture
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Consequences

Foto amirreza jamshidbeigi, Unsplash

The culture of infallibility «is 

experienced as a burden, and doctors

describe the silence that occurs, as the

consequence of the aversion to 

discussing errors» 1

• Fear of making mistakes
• Heavy burden
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3 Bohnen et al (2019) When Things Go Wrong -The Surgeon 
as Second Victim. Annals of Surgery 

Expected to be stoic when an adverse 
event occurs. “We hold the grief hidden 
and suffer in silence. The pain can 
almost destroy you.”3 

• Silence
• Pain is kept hidden



Culture of infallibility

Swedish and Danish research
show that 71-92% of midwives
and obstreticians have 
experienced serious adverse
events

yet have low acceptance for 
fallibility.

Schrøder, et al. 2021

Photo: Yuri Arcurs Mostphotos

→ Hindrance for    

psychological safety
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• change in sense of identity

• shame

• isolation

___________________

• anxiety, depression, burnout

• defensive practice

• leaving the profession

Consequences can be

Schrøder et al. 2021, Van Gerven et al 2016, Øyri et al. 2023, 
Busch et al. 2020 and others

Photo: Pixel/iStock/Getty Images
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Quality and 
patient safety

Culture

Psychological
safety

Employee well-being
and engagement
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Preparation for mastery

→ Build resilience

→ Avoid stigmatization

• adverse events: prevalence, type

• normal reactions

• how would you like to be treated?

• peer support

• training for conversations with

patients and relatives

Foto: Stockbilder
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as patient as family as employee as coworker never

1
Have you ever been involved in an adverse event? 
patient harm, potential harm, complication, medication error, misdiagnosis, missed care…

Answers show how
common the experience is



The first of 214 answers in this session.

Think of an adverse event or a traumatic 
experience you have been involved in –  
which emotions or themes do you connect 
with this experience?

1

Answers demonstrate common
reactions and normalize them

Shame

Shame

Shame

Shame

Fear

Grief

Powerlessness

Powerlessness

Loneliness

Inadequacy
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Think of the same situation again. How 

would you have liked to be met, what 

were your needs?

Answers demonstrate that
needs are such that colleagues
can support one another

Understanding

Understanding

Support, 
understanding

Caring

Openness

Understanding, 
support

Support

Understanding

Understanding,
opportunity to talk



Formalizing peer support

• shows that the organization cares

• influences the culture positively

• can be implemented with low-threshold, 

low-cost interventions

15

Informal peer support

Types of peer support

Buddy system

Local team

Central resource group

Professional associations’ 
peer support systems



• All HCPs must attend a seminar about

second victim, listening skills and 

‘buddy talk’ (2 hours). 

• After this, all must choose two

buddies from their group of peers 

(interprofessional). 

• The buddy is notified if there has been

an adverse event.

• Buddy-talks are confidential.

• Two hours are allocated for the buddy-

talks – distributed as you see fit. Must 

not extend beyond four weeks.

16

Buddy system
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The buddy role

• Contact the colleague involved 

within 24 (or 48) hours. If this is 

not possible, the alternate buddy is 

activated.

• Provide psychological first aid: 

Be present and able to contain and 

support the other person.

• ”Walk with the person” – be a 

companion on the journey. 

Photo: Priscilla du Preez/Unsplash



Seminar

• I have gained knowledge about the 

second victim phenomenon 98%

• I feel prepared to become a buddy for 

my colleagues 87%

• I am satisfied with the overall content 

of the seminar 92%

Buddy-talks

• After 18  months, 26 HCPs 

had  activated their buddy (out 

of 29 registered buddy calls) 

• Other support programs report 

that smaller numbers use the 

programs than anticipated

18

Results

Self-selected relations were considered to add a greater sense of safety and to encourage a 
general sense of responsibility toward each other. 
Talking to a peer with the same background and training was considered to provide more 
qualified professional assessment of clinical decision-making.
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Simulation training
Conversations with patients, users and families
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What is the difference
between expressing
regret and apologizing?

1
2
1

Foto: SDI Productions/iStock/Getty Images
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Sincere
apology

Open  
disclosure

Expression 
of regret

Review og 
the event

Involving
those affected

Learning and 
improvement

Report back to 
those involved

Watchful
follow-up

Empathy and support

Ivaretakelse av pasienter, brukere og pårørende
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Distinction between expressing regret and apologizing.

Until the circumstances have been clarified, an apology should not 

be made. 

v

Acknowledging, and 

expressing regret that an 

unfortunate event has 

occurred, and well as 

showing empathy, should be 

done as soon as possible.

If an error or flaw is 

confirmed, if something has 

been done (or not done, that 

should have been), it is 

essential that those affected 

receive a sincere apology. 
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What is the difference
between sincere and 
pseudo-apologies?

2
2

Foto: Pixel/iStock/Getty Images
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Pseudo-apologies

to regret the
pasient’s, user’s
or relative’s
experience of,
or reaction to, 
the event, not 
the event itself

to give an 
explanation of
why treatment
was carried out
the way it was, 
without
regretting or 
apologizing for it

when it seems
the person is 
being forced or 
apologizing
without meaning
it, because s/he
has been asked
to do it

when it’s carried
out as a 
formality

1 2 3 4



Acknowledgement of error(s)

Description of what happened

Clear statement on taking responsibility

Expression of remorse

Change in behavior/practice

25

Elements in a sincere
apology

1

2

3

4

5

Foto: Charday Penn/iStock/Getty Images



26

•Another HCW 
familiar with  
patient/event

•Senior leadership

Serious event

Less serious
event

Involved HCW 
profoundly
affected

HCW involved
able to meet

• Involved HCW

•Senior 
leadership

•Another HCW 
familiar with  
patient/event  

• Involved HCW

Adapted from Mira, 2015
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QR-code for selected
supporting materials



• Case and simultation training is 

integrated in a new competance

program for suicide prevention and 

follow-up, 13 000 users

• To better care for families og 

promote more openness to their

ideas for improvement

• To better prepare health care

workers and build resilience

28

Example
Implementation

Photo: Nikki Meel/Mostphotos



Simulation training for hospital leaders
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