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Abstract
•	 Objective:		To	describe	how	errors	personally	affect	

medical	professionals,	barriers	to	the	implementa-
tion	of	provider	support	programs,	and	key	issues	
for	hospital	leaders	to	consider	when	creating	a		
support	program.

•	 Methods:		Literature	review.
•	 Results:		Health	care	providers	involved	in	medi-

cal	errors	experience	significant	emotional	turmoil.	
Nurses	and	physicians	report	feeling	anxious,	upset,	
guilty,	depressed,	and	scared	after	an	error,	often	for	
prolonged	periods.	Furthermore,	job	satisfaction	and	
performance	may	decline.	Unfortunately,	providers	
are	often	reluctant	to	discuss	these	emotions	with	
colleagues	and	may	not	seek	support	from	others	
as	they	cope	with	these	emotions.	Recent	evidence	
shows	that	physicians	are	dissatisfied	with	the	emo-
tional	support	they	receive	from	health	care	institu-
tions	after	medical	errors.	Multiple	barriers	present	
challenges	for	health	care	leaders	to	designing	
effective	support	programs,	including	physician	
perceptions	of	efficacy,	privacy,	and	availability.	How-
ever,	a	few	malpractice	insurers	and	large	medical	
centers	have	created	programs	that	successfully	
provide	emotional	support	to	providers	after	errors	
through	one-on-one	counseling.

•	 Conclusion:		Medical	professionals	frequently	expe-
rience	emotional	distress	after	medical	errors	and	
often	do	not	receive	support	for	coping	with	this	
distress.	Leaders	at	medical	centers	and	malprac-
tice	insurers	should	consider	providing	counseling	
services	and	other	means	of	support	to	health	care	
providers	involved	in	medical	errors.	

The Institute of Medicine report To Err is Human awak-
ened medical providers, health care administrators, 
and the lay public to the substantial incidence and 

cost of medical errors in the United States [1]. Although re-
search has documented the considerable physical and emo-
tional suffering of patients and families involved in medical 
errors, the emotional impact of medical errors on health care 

providers is sometimes overlooked [2]. After involvement 
in medical errors, physicians and nurses often experience 
intense negative feelings that can affect job performance or 
even result in psychiatric illness [3]. Providers often struggle 
to identify sources of confidential and compassionate sup-
port after errors. Programs to help health care providers 
manage the emotional consequences of errors have lagged 
behind important prevention efforts. In one recent survey, 
90% of physicians felt that hospitals and health care orga-
nizations failed to adequately support them in coping with 
stress associated with medical errors [4]. 

Health care executives and risk managers recognize that 
substantial stress accompanies medical errors, but no clear 
guidelines describe the best way to support providers after an 
error. However, emerging lessons from developing support 
programs can point leaders towards strategies for enhancing 
the institutional response to medical error [5]. The aims of 
this article are to (1) review the current understanding of the 
emotional impact of medical errors on health care providers; 
(2) describe the needs of providers in these situations and the 
barriers to addressing these needs; and (3) present possible 
ways for health care leaders to address these needs.

the emotional impact of errors on physicians
Until the end of the 20th century, the emotional impact of 
errors on physicians was rarely discussed in academic litera-
ture or even amongst providers themselves [6,7]. Although 
physicians have always understood the practice of medicine 
to be error-prone [8], unrealistic expectations on the part of 
clinicians, patients, and society can foster an environment in 
which mistakes come to represent a moral failing or cause 
for stigmatization [9]. Responses to error often focus on miti-
gating the consequences to the patient, reducing the chances 
of a malpractice suit, and learning cognitive and technical 
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lessons to prevent recurrence [10]. However, without collec-
tive recognition and acceptance of the powerful emotions 
surrounding errors, health care providers have often coped 
with these feelings in isolation [11].  

Initial descriptions of the emotional impact of medical er-
rors were limited to personal narratives and observations by 
sociologists. In 1984, Hilfiker [6] described the aftermath of 
an obstetrical error he committed and his difficulty finding 
an outlet for his emotions. He suffered profound guilt and 
anxiety, but discovered his colleagues avoided discussing 
these feelings. Contemporaneous descriptions of medical 
training by sociologists mirrored Hilfiker’s portrayal of 
the culture of private practice. Both medical and surgical 
residents experienced intense negative emotions associated 
with an error, but lacked forums for healthy, nonjudgmental, 
and open discussion of their mistakes [12,13]. 

Subsequent studies confirmed the common experience 
that physicians suffer after a mistake. In structured inter-
views of internists and medical subspecialists, all reported 
dysphoric feelings after an error, with many suffering feel-
ings of fear, guilt, anger, embarrassment, and humiliation 
that persisted for months or years [10]. In interviews of 
family physicians asked to recall their worst error, similar 
themes emerged. Frequently reported emotions included 
self-doubt (96%), disappointment (93%), self-blame (86%), 
shame (54%), and fear (50%) [11]. These powerful emotions 
arise in part from the deep sense of vocation and high stan-
dards espoused by most clinicians. Malpractice suits and 
administrative investigations can dramatically heighten and 
prolong these emotions by forcing the involved provider to 
relive negative events and feelings for months or years [3].  

In the largest and most comprehensive survey to date on 
the topic of medical errors, 3171 physicians from multiple 
specialties in the United States and Canada were surveyed 
about the emotional impact of errors [4]. Similar to prior 
studies, physicians reported anxiety about future errors 
(61%), loss of confidence (44%), sleeping difficulties (42%), 
reduced job satisfaction (42%), and harm to their reputa-
tions (13%). Of note, specialty and nationality did not influ-
ence the emotional impact of errors, suggesting that this 
issue is important across all care settings. This study also 
determined that near misses cause substantial emotional 
suffering for medical professionals. At many facilities, near 
misses are probably underreported [14], suggesting that 
counseling systems coupled solely to error reporting will 
fail to identify some providers who would benefit from 
emotional support. 

This survey also identified groups who were more likely 
to suffer adverse emotional effects after an error [4]. These 
included physicians who were dissatisfied with how their 
past disclosure of serious error went, physicians who per-
ceived themselves to be at an elevated risk for malpractice 

lawsuits, and female physicians. Qualitative studies have 
also identified beliefs and personality traits that may modu-
late the degree of distress after an error [10]. For instance, 
physicians expressing comfort with uncertainty or limited 
faith in the ability of medical intervention to control patient 
outcomes may have decreased stress after errors. Con-
versely, providers who consider a mistake to be a reflection 
of their overall clinical competence may have stronger nega-
tive emotional responses. Recognizing or even screening for 
these factors may help target interventions to the clinicians 
with the greatest need. 

Errors contribute to the already high stress of medical 
work, possibly exacerbating the physician’s increased risk 
of depression [15], substance abuse [16], and suicide [17]. 
For some providers, the lingering emotional impact of an 
error can lead to disabling psychiatric disease, such as 
posttraumatic stress disorder [3]. The emotional impact 
of errors can also substantially affect physician job perfor-
mance. In a prospective, longitudinal study of residents, 
self-perceived errors were associated with reduced quality 
of life, increased burnout, and depression [18]. Interestingly, 
those who experienced burnout reported increased rates 
of errors in subsequent months. This finding suggests a 
vicious cycle in which errors and negative emotions beget 
each other. Thus, programs designed to break this cycle and 
support health care workers following errors may ultimately 
improve patient safety, malpractice risk, staff retention, and 
provider well-being [19]. 

Although few investigators have focused on nurses, the 
existing literature suggests that nurses also suffer strong 
negative emotions following involvement in a medical error. 
Qualitative summaries of interviews report a similar range 
of emotions to those expressed by physicians: shame, guilt, 
anguish, anxiety, apprehension, and fear [20–23]. In one 
study comparing emotional responses of nurses, physicians, 
and pharmacists following a medication error, nurses were 
most likely to report negative emotions and fear of disciplin-
ary action or punishment [21]. 

Like other health care providers, many nurses believe 
they are subjected to expectations of perfection [24]. How-
ever, unlike physicians, nurses are especially concerned 
about disciplinary action, including termination. In many 
settings, nurses are not protected by peer review and due 
process rules that shield physicians from swift dismissal. 
In one survey of nurses’ attitudes regarding medication 
errors, 20% of nurses admitted they had failed to report a 
medication error because of fear they would be subject to 
disciplinary action or even lose their job [25]. Furthermore, 
nurses agreed that some errors are not reported because of 
fears regarding a negative reaction by the nurse manager 
(77%) or peers (61%). Factors that inhibit open reporting and 
discussion of error not only prevent health care leaders from 
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understanding patient safety issues at their facility, they also 
isolate suffering providers and erode institutional trust [5]. 
Promoting culture change to reduce such punitive environ-
ments is an important element of providing emotional sup-
port for all health care workers. 

how physicians cope with Medical error
Understanding the needs and coping habits of physicians 
after an error may inform the design of support programs. 
In one survey, family physicians identified 4 needs after an 
error: the opportunity to talk to someone about the mistake 
(63%), reaffirmation of their competence (59%), validation 
of their decision-making process (48%), and reassurance of 
their self-worth (30%) [11]. In addition, clinicians may need to 
disclose the error to the patient and study the error for lessons 
learned in order to promote emotional healing [2,6]. These 
methods of coping with the aftermath of an error depend on 
the ability to communicate with others in an environment 
that facilitates safe and open discussion about errors [26]. 

The process of medical education can sometimes lead 
trainees to develop coping mechanisms that are maladaptive. 
Traditionally, medical trainees have been gradually social-
ized to expect perfection of themselves and others [27]. This 
socialization process can hinder the development of open 
and supportive forums to help physicians discuss and cope 
with errors. As a result, some residents learn to manage the 
vulnerability and discomfort of making mistakes through 
techniques such as denial, distancing, and discounting [13]. 
By asking educators to volunteer details of their own errors 
and to engage in constructive and sensitive discussions of er-
rors, residents may develop positive coping strategies.

Accepting responsibility for errors appears to be an im-
portant step in maintaining healthy coping habits. Wu et al  
[28] found that residents who accepted responsibility for 
their errors were more likely to enact constructive changes 
in their practice than those who distanced themselves 
or utilized escapism. However, accepting responsibility 
heightened the distress residents experienced after an error. 
Attending physicians may help residents cope with errors 
by supporting the resident in accepting responsibility and 
by providing reassurance that emotional distress is normal. 
In a series of structured interviews with residents recalling 
a specific error, respondents expressed a common need for 
acknowledgment that more experienced physicians had 
been involved in similar errors [29]. 

Several factors can limit the ability of attending physi-
cians to provide effective support to trainees following 
errors. Some studies have suggested that trainees hesitate 
to tell their attendings about errors. In one survey asking 
residents to describe their most significant mistake, only 
54% reported the error to their attending physician [30]. 
However, residents are often willing to discuss errors with 

their peers. West et al [18] reported that 83% of residents dis-
cussed a recent error with another resident versus 54% who 
discussed the error with an attending. Health care organiza-
tions might consider using peer groups to support trainees. 
In addition, attendings may not have had formal training in 
supporting medical students and residents after errors and 
also may not know where to turn for help in managing their 
own emotional distress. Medical center leadership should 
develop programs to support their senior physicians, who 
then will be better equipped to provide support for the rest 
of the health care team. 

Understanding how trainees cope with errors may not 
completely generalize to the broader population of inde-
pendently practicing physicians. However, it is likely that 
the maladaptive coping mechanisms described in training 
evolve into a persistent reliance on isolation and silence. In 
the extreme form, some providers cope with errors by leav-
ing the practice of medicine entirely [31,32]. Others cope with 
errors by becoming unnecessarily cautious in subsequent 
encounters, resulting in overuse of tests and procedures [33]. 
Such maladaptive coping mechanisms increase health care 
costs and have the potential to harm patients. Altering these 
patterns will require changing both the medical culture and 
the habits of individual physicians. It is also possible that 
some physicians develop constructive coping strategies that 
do not depend on seeking support and validation from others 
within health care. Control over the work environment, spiri-
tuality, and support from family contribute to general physi-
cian well-being, although the specific role for these factors in 
addressing the emotional impact of errors is not known.

Barriers to seeking support
Physicians perceive that few institutions meet their emo-
tional needs after an error. Among a broad cross-section 
of physicians from the United States and Canada, 90% 
agreed that hospitals and health care organizations fail to 
adequately support them in coping with stress associated 
with medical errors [4]. One form of providing support for 
health care workers after errors is through formal counsel-
ing programs. Eighty-two percent of physicians in this 
survey expressed interest in counseling after a serious error. 
However, they also reported significant barriers to pursuing 
counseling, including reluctance to take time away from 
work, the belief that counseling would not help, concerns 
that counseling sessions would not remain confidential or 
separate from their staff credentials record, concerns that 
counseling might impact malpractice insurance rates, and 
the fear that colleagues might judge them negatively. 

Institutions may be able to address some of these barri-
ers, although the evidence base regarding the most effective 
approaches is early in its development. First, institutional 
leaders and risk managers can educate physicians that 



www.turner-white.com Vol. 15, No. 5   May 2008   JCOM   243

clinicAl review

therapeutic conversations with a counselor are generally 
protected from discovery in the event of a lawsuit. Such 
protection can be arranged by classifying the conversation 
as part of quality improvement activities or by establishing 
a protected patient-provider relationship. Because hospitals 
may contract with counselors outside or inside the medical 
center, legal consultation is advised to review these arrange-
ments to ensure the conversations are in fact protected. 
Offering geographically convenient, on-demand counseling 
services may also encourage use. Additionally, protecting 
providers from patient care duties in the aftermath of an 
error and during ongoing counseling could improve uti-
lization. Ultimately, these steps require financial support 
because providers may be reluctant to access important ser-
vices if they bear the cost of lost wages. Finally, institutions 
can demonstrate respect for health professional privacy by 
guaranteeing that counseling records remain outside per-
sonnel and medical staff credentialing files. 

A second form of support following errors comes from 
discussing the event with peers. Clinicians may be unsure 
of who to speak with after errors, a problem that is often 
exacerbated by recommendations from lawyers and risk 
managers to refrain from discussing errors with peers out-
side the peer review or quality improvement process. In the 
survey by Newman [11], only one third of respondents cited 
a colleague as an important source of support. Furthermore, 
when presented with a hypothetical error scenario involv-
ing a colleague, only one third of respondents would offer 
unconditional support. Similarly, Christensen et al [10] found 
that internists viewed disclosure of emotional issues to peers 
as unhelpful and even threatening. Although morbidity and 
mortality conferences might be a useful forum for discussing 
emotional issues with peers, such conferences have tradition-
ally involved rituals of self-blame and even humiliation that 
can exacerbate negative emotions [12,34,35]. 

opportunities and challenges for institutional 
leaders 
Health care organizations have an important opportunity 
to improve their response to employees struggling with the 
emotional impact of medical errors (Table 1). However, the 
traditional coping habits of providers may change slowly, 
limiting utilization of well-designed support programs. 
Furthermore, substantial expertise is required to ensure 
new programs do not oppose legal, regulatory, and business 
objectives. Important steps in meeting these challenges are 
to engage influential leaders, to strengthen trust between 
management and medical staff, and to commit resources to 
support services. 

Successful plans to support physicians and nurses will 
necessarily start with leadership at the top of organizations. 
At hospitals, this starts with a commitment from hospital 

leadership, who in turn should collaborate with departmen-
tal and medical staff leaders. Many physicians in the United 
States work in solo and small group practices and will not 
fall under the auspices of a hospital leadership or large 
group practice management structure committed to such 
improvements. However, risk managers and executives at 
malpractice insurance companies have a vested interest in 
developing support programs for the solo practitioners and 
small institutions they insure. 

We propose that organizations should commit resources 
to supporting clinicians not only because of the moral value 
of recognizing and alleviating suffering, but because such 
investments in human capital may ultimately promote busi-
ness goals, improve patient safety, and reduce risk. Strategies 
to reduce provider distress may also benefit organizations by 
allowing nurses and physicians to return to work in a more 
resilient and focused state of mind, thereby averting further 
errors [18]. Furthermore, the emotional state of health care 
providers involved in litigation may affect their capacity as 
a witness and may detract from their defense. As recently 

Table 1. Key	Considerations	for	Establishing	Support	
Programs	for	Health	Professionals	Involved	in	Medical	
Errors

Health	care	providers	often	avoid	discussing	errors	with	others	

Leaders	can	facilitate	open	discussion	about	errors	by	ac-
knowledging	that	mistakes	are	inevitable	and	by	sharing	
their	own	experience	with	errors

Emphasizing	that	conversations	with	counselors	are	protected	
from	legal	discovery	may	encourage	therapeutic	interactions

Strong	negative	emotions	have	been	documented	by	profession-
als	in	all	medical	fields	after	errors	of	any	severity

Risk	managers	and	hospital	leaders	should	expect	to	encoun-
ter	the	emotional	impact	of	errors	in	all	health	care	settings

Because	providers	have	traditionally	coped	in	silence,	many	
providers	may	not	voluntarily	reveal	the	stress	they	face

Providers	often	perceive	practical	barriers	to	seeking	emotional	
support

Support	programs	may	be	enhanced	by	efforts	to	improve	
convenience,	expand	hours	of	access,	and	provide	relief	
from	clinical	duties	to	permit	attendance	

Many	providers	do	not	voluntarily	use	available	resources	be-
cause	of	concerns	about	efficacy	and	privacy	

An	opt-out	rather	than	opt-in	approach	to	support	services	
might	improve	utilization

Institutions	should	guarantee	that	therapeutic	conversations	
remain	confidential

Ongoing	internal	investigations	can	exacerbate	negative		
emotions	by	forcing	providers	to	relive	errors

Streamlining	and	coordinating	efforts	by	risk	management,	
peer	review	systems,	and	human	resources	may	improve	
how	providers	perceive	institutional	response	to	errors	



244   JCOM   May 2008   Vol. 15, No. 5 www.turner-white.com

coping with errors

argued by Denham [5], the health care institution becomes 
the “third victim” after the patient and provider when em-
ployees sense that they may be neglected, abandoned, or 
punished by the institution after a medical error. 

Changing medical culture regarding response to errors 
is a major long-term challenge for health care leaders. A key 
first step towards promoting such culture change is for ex-
ecutives to acknowledge that despite striving for excellence, 

some mistakes are inevitable and to publicly recognize 
that errors typically arise during well-intentioned conduct 
compromised by faulty systems. Established forums for 
discussing a variety of emotionally and ethically chal-
lenging topics, such as the Schwartz Center Rounds, may 
provide additional structure or resources to facilitate general 
discussions of medical error and how providers respond to 
medical error [36]. 

Organizations should also be aware that some patient 
safety activities can inadvertently exacerbate health care work-
ers’ distress after errors. For instance, tools such as root cause 
analysis may aid process improvement [37], but their use 
forces physicians and nurses to relive and examine their mis-
takes in front of others. Investigations may unintentionally 
exacerbate emotional trauma when they are repeated, poorly 
timed, disorganized, confusing, or unsympathetic. Reporting 
required by federal and state regulations and accrediting enti-
ties also risks aggravating emotional responses. For instance, 
new reporting requirements for certain types of adverse health 
events to the Department of Health in Washington State adds 
a layer of potential scrutiny and discomfort to the aftermath of 
an error despite the focus on quality improvement [38]. 

Although regulatory and legal ramifications of medical 
error are often unavoidable, health care institutions should 
strive to limit the emotional impact of internal investigative 
activities by unifying and streamlining inquiries. Clear, con-
sistent, and transparent policies describing how the institution 
investigates and responds to errors can help nurture trust 
between management and medical staff [3,39]. Although or-
ganizations cannot exclude disciplinary action when conduct 
transgresses legal and ethical boundaries, organizations can 
maintain the trust of employees by guaranteeing fair, respect-
ful, and thoughtful responses to errors. 

Models for providing emotional support
There are several possible models for providing support to 
health care workers after an error, each with different pros 
and cons (Table 2). The available literature provides little, if 
any, rigorous assessment of these models. In some cases, our 
suggestions are derived from expert opinion or unpublished 
reports from single institutions because no higher level of 
evidence yet exists. Therefore, the following models are 
provided as options for health care leader to consider, rather 
than as guidelines. This nascent state of the existing empiric 
literature highlights the critical need for further research in 
this area before firm recommendations can be made. 

Support from Risk Managers
In some organizations, risk managers may provide the bulk 
of the posterror counseling and support to providers. The 
first contact between a risk manager and the emotionally 

Table 2. Possible	Sources	of	Support	for	Health	Care	
Providers	After	Medical	Errors	

Risk	managers	and	legal	defense	team	provide	emotional		
support

Pros:	Typically	first	to	respond,	will	have	longitudinal	relation-
ship	with	provider

Cons:	Risk	managers,	lawyers	unlikely	to	have	the	training	or	
time	to	meet	ongoing	emotional	needs	of	health	profession-
als.	Risk	managers	and	lawyers	may	need	to	deliver	infor-
mation	and	advice	that	is	emotionally	disruptive,	even	as	it	
serves	the	legal	interests	of	their	client

Critical	Incident	Stress	Management	(CISM,	“Debriefing”)

Pros:	Training	is	readily	available,	well-suited	to	mass	casualty	
scenarios

Cons:	Not	specifically	developed	or	adapted	for	health	care	
scenarios,	can	exacerbate	stress	if	performed	too	early,		
providers	at	risk	for	feeling	blamed	in	large	group	setting

Physician	support	groups

Pros:	Have	benefited	physicians	facing	other	emotionally	and	
ethically	challenging	issues

Cons:	Anecdotes	suggest	such	groups	are	difficult	to	gather	
and	maintain,	providers	may	feel	exposed	and	uncomfort-
able	before	peers

Referral	to	Employee	Assistance	Program	(EAP)

Pros:	Utilizes	benefits	commonly	available	at	many	large		
employers

Cons:	Availability	may	be	limited,	particularly	in	small	group/
solo	practice	setting,	available	staff	may	not	be	specifically	
prepared	to	aid	health	care	professionals,	focus	on	well-
being	may	not	adequately	address	the	intensity	and	dura-
tion	of	emotional	suffering	

Referral	to	colleague

Pros:	Inexpensive	if	counselor	time	is	volunteered,	colleague	
may	be	best	suited	to	understand	contextual	and	technical	
issues

Cons:	Providers	may	have	concerns	about	availability	and	
confidentiality,	providers	must	overcome	traditional	avoid-
ance	of	discussing	errors	with	peers	

Referral	to	professional	counselor	or	psychiatrist

Pros:	Most	prepared	to	changing	needs	of	health	care	pro-
viders

Cons:	Expense,	may	be	difficult	to	locate	mental	health	pro-
viders	with	expertise	or	interest	in	counseling	health	care	
providers
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affected provider is critical for establishing trust and initiat-
ing emotional support. By serving as a guide and advocate, 
risk managers help to diffuse the stress brought about by 
subsequent investigative and legal processes. Risk managers 
also typically play an important role in coaching providers 
on error disclosure and the immediate response to an error. 
However, a major drawback of relying on risk managers as 
the primary source of support for health care workers after 
errors is that they generally do not have the training or time 
to meet the ongoing emotional needs of physicians and 
nurses. Ending the historical reliance on the good intentions 
of risk managers to provide ongoing emotional support 
will require investing in new systems and people trained to 
counsel health care providers after errors. 

Critical Incident Stress Management
At some institutions, risk managers and other counselors 
have been trained to participate in Critical Incident Stress 
Management (CISM), an approach developed in law en-
forcement for debriefing after intensely stressful incidents 
[40]. For instance, at the MultiCare Health System in Tacoma, 
WA, teams were trained to guide group debriefing of trau-
matic events. These meetings are confidential and protected 
from legal discovery by adopting the CISM program as part 
of the facility’s quality improvement plan. Attendance at 
sessions is voluntary but compensated by paid leave time 
during the meeting. These teams are available at any time 
to promptly debrief employees, much in the way rapid re-
sponse teams respond immediately to medical emergencies. 
Although there are no published outcomes demonstrating 
effectiveness in the health care setting, similar activities are 
widely used in law enforcement and aviation. 

Anecdotal reports of CISM at this one institution are 
positive, but substantial limitations should be considered. 
First, these techniques were not developed to specifically 
address stress from medical errors. Second, CISM is pri-
marily designed for large group debriefing, a setting that 
may make many providers uncomfortable or even prompt 
blaming. Lastly, there have been reports indicating that pre-
mature or forceful debriefing efforts may exacerbate, rather 
than calm, emotional distress [41]. Nonetheless, institutions 
that are already prepared to provide these services in other 
traumatic scenarios may find they are also helpful to health 
care workers after some errors. 

Physician Support Groups
Physician support groups have been proposed as a way to 
support physicians after errors [10]. Because some physicians 
may feel that only fellow physicians can fairly scrutinize 
their errors, limiting groups to physicians might address one 
barrier to accepting emotional support [12,13,42]. Support 
groups, such as Balint groups (www.balint.co.uk), are fo-

rums for physicians to discuss and acknowledge emotionally 
challenging patient communication dilemmas. However, it is 
unclear whether these groups are effective for providing sup-
port in the immediate aftermath of an error. One academic 
medical center attempted to develop such support groups as 
an outgrowth of its expertise in counseling physicians after 
boundary violations. However, group leaders found that 
many physicians were unwilling to discuss their emotions 
before their peers and did not utilize the voluntary service. 
Although sufficient mentors volunteered to participate by 
sharing past errors and coping strategies, the program did 
not continue in part because the intended audience resisted 
the group setting (B. Swiggart, personal communication, 
December 2007). Outside large medical centers, the critical 
mass of willing participants would be even harder to find. 
Further study is required to determine what role support 
groups should play in counseling providers.

Litigation Assistance Programs
A few malpractice insurers, including Physicians Insurance 
and COPIC, have developed litigation assistance programs 
that provide confidential educational and emotional support 
for physicians and their spouses involved in medical mal-
practice litigation. These sessions may include discussions 
of litigation stress syndrome or mock trials. In addition, 
some companies provide financial support for counseling 
as needed. However, most malpractice insurers rarely offer 
these services to clinicians not involved in litigation.

Routine Counseling After Serious Errors
A few health care institutions offer individual counseling 
to all health care providers involved in serious errors [43]. 
In such a model, the involved provider, a risk manager, or 
a department leader could initiate the counseling process. 
Because physicians often cope with the emotional impact 
of errors in silence, they may show few outward signs of 
emotional distress. Therefore, it may be important for risk 
managers to offer counseling services to every provider they 
encounter. Furthermore, because voluntary participation ap-
pears to limit use of counseling services, an opt-out strategy, 
rather than opt-in strategy, might increase utilization with-
out encroaching on the provider’s freedom of choice. Al-
though some centers provide counseling only when health 
care workers are in crisis, a more proactive approach could 
help prevent providers’ emotional distress from reaching 
such a serious level. 

The emotional needs of a provider will evolve after an 
error. The first meeting with a counselor is an important 
opportunity to assess the provider’s initial response to the 
event. Goals for this meeting might include normalizing 
the provider’s reaction, helping the provider to recognize 
and acknowledge their feelings, and preparing the provider 
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for ongoing negative emotions and thoughts. Subsequent 
meetings would adjust to meet the provider’s needs and 
schedule. Depending on the assessment of the counselor, 
additional resources could be mobilized as appropriate. 
This might include referral for long-term psychiatric care 
or use of physician-wellness services, such as mindfulness 
training, which may help restore resilience and job satisfac-
tion [44]. Many risk managers are aware of psychiatrists in 
their community who have cared for physicians involved 
with errors and litigation. Health care organizations should 
seek to involve these specialized individuals in the design of 
their support system, both to solicit advice and to maintain 
a referral option outside the medical center for providers 
who may be uncomfortable receiving ongoing counseling 
through the medical center.

The specialty of the counselor may not be critical to their 
effectiveness. Anecdotal reports indicate that initial counsel-
ing can be successfully provided by professionals in psychia-
try, psychology, and social work (J. Kendall and R. Hofeldt, 
personal communication, December 2007). Physicians out-
side the mental health fields may also be valuable counselors, 
provided the individual is held in high esteem and motivated 
to provide unconditional emotional support [45]. Although 
sociologic research suggests physicians may identify best 
with other physicians, no experimental evidence supports the 
exclusive use of professionals from one discipline. Nonphysi-
cian counselors may be better able than physician counselors 
to focus on the health care worker’s emotional responses 
rather than on the technical details of the event. Thus, the in-
terest and experience of the counselor may be a more impor-
tant determinant of their effectiveness than the counselors’ 
professional affiliation or background. 

Experience in counseling health care providers rarely aris-
es without prolonged institutional commitment. Risk manag-
ers seeking to hire counselors without dedicated institutional 
resources may encounter boundary and practical issues. 
Clinical departments may vary in their willingness to con-
tribute to services, and it may be awkward for risk managers 
to request counseling services on behalf of a provider if the 
department head is not in agreement about the value of such 
services. Additionally, it is difficult to predict the appropriate 
duration of counseling, so cost may be difficult to specify. 

At some centers, counseling programs may be funded 
through the Employee Assistance Program (EAP). Although 
this helps to provide equal access to services, there are po-
tential disadvantages. For instance, risk managers may have 
limited control over who is selected by the benefit program 
to counsel the provider, resulting in a referral to a counselor 
without specific experience or interest in this issue. There 
may be restrictions on the night and weekend availability of 
EAP services. Furthermore, solo practitioners are unlikely 
to have EAP benefits unless they are offered as part of 

their health insurance. Ideally, such services would be pro-
vided by malpractice insurers, although other models may 
emerge. For instance, professional bodies or consortiums 
or solo and small group practices could form purchasing 
groups to distribute the cost of counseling services.

summary
Physicians and nurses suffer substantially after involve-
ment in errors and desire more support from colleagues 
and institutions. The emotional impact on individual prac-
titioners may eventually limit the success of health care 
organizations and the satisfaction of employees, medical 
staff, and patients. As the patient safety movement con-
tinues to promote transparency in health care, addressing 
the emotional impact of errors should become a more ac-
cepted and recognized component of quality improvement 
initiatives. Although several models may prove successful, 
we believe malpractice insurers and large medical centers 
should consider providing funding for counselors who can 
provide emotional support to providers after errors. As new 
systems are developed, we hope that rigorous descriptions 
and evaluations will guide their dissemination, ultimately 
helping to determine standards of compassionate support 
that health care workers can depend upon dealing with the 
emotional aftermath of a medical error.
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