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Abstract 
 

Patient safety incidents occur as a result of unanticipated failures in the processes of healthcare 

service and they severely affect patients and families. These kinds of events also deeply affect 

health providers. Much like patients and families who feel they have been abandoned in the 

aftermath of patient safety incidents, health providers can also feel they have no one to turn to for 

help while navigating blame, feelings of remorse and loss of confidence in their clinical abilities. 

To date, much of the research on the health provider experience of patient safety 

incidents investigates the negative effects and outcomes for providers with less focus on positive 

adaptive outcomes, such as health provider growth. In this hermeneutic phenomenological 

inquiry exploring the liminal journey toward growth for health providers involved in a serious 

patient safety incident; I was informed by the relational ethics of Emmanuel Levinas and 

posttraumatic growth theory. Common structures of experience are described and explored 

within six themes — Feeling Safe-Unsafe, Living Through It, A Kind Loving Hand, It’s Not 

About Me, Quiet Learnings and Having Good Come from Bad. 

Three important insights are gained through this inquiry: One, the participants mitigate 

feelings of self-blame with systems knowledge which in turn contributed to practice 

reintegration. Two, risk in clinical practice is managed as an embodied way of being. Three, an 

ethic of responsibility, lived by the participants through their incident, contributed to a moral 

resilience and reenforces what is most meaningful for them — caring for patients and families. 

Keywords: second victim, patient safety incidents, posttraumatic growth, relational 
ethics, Levinas, hermeneutic phenomenology, moral injury, moral resilience 
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Definition of Terms 
 

Adverse Event: An unintended injury or complication resulting in disability at the time of 

discharge, death or prolonged hospital stay which is caused by health care management rather 

than by the patient’s underlying disease process (Baker et. al., 2009). This term is found in the 

literature, but has been replaced more recently by patient safety incident (World Health 

Organization, 2009). 

Aporic: Unresolvable dilemmas and uncertainties as a characteristic of the work of professional 

practice (Kinsella & Pitman, 2012). 

Blame Culture: People are disinclined to be open and honest about their experiences of error 

because of a deep-seated assumption they will be found at fault and held individually responsible 

or punished for the event. A culture of blame arises when there is an inappropriate emphasis on 

individual, fallible human actions and less on system approaches to failures (Reason, 1997). 

Clinical Lifeworld: The world of immediate experience in clinical practice in healthcare. The 

natural attitude of the lifeworld is always pragmatic (van Manen, 2004). Clinical practice is a 

pragmatic application of the science and theory of the healthcare professions such as pharmacy, 

nursing, physiotherapy and medicine. Conditions in the clinical lifeworld are; unlike scientific 

labs or controlled classrooms; unpredictable, complex, and chaotic.  

First Victim: Patients and families affected by patient safety incidents (Conway et al., 2011).  

Growth: Developing beyond a previous level of adaptation, psychological functioning, or life 

awareness (Tedeschi et al., 1998). For this study, growth is seen as a positive way in which one 

has changed in the face of adversity—change in how one thinks about themselves as a person, 

professionally (?) as a health provider and how they practice (Plews-Ogan et al., 2013). Growth 

is broadly defined for this study and in keeping with the inductive and emergent methodological 
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approach. The participant’s description and lived experience of growth through being involved in 

a serious patient safety incident is key.  

Health Provider: For the purposes of this study the professions of nursing, pharmacy, 

paramedicine and medicine.  

Lifeworld: The pre-given existent world as we find ourselves in it. How we find ourselves in the 

world before any supposition – what is original and naïve? The experience of lived time, lived 

space, lived body and lived human relation (Adams & van Manen, 2008; van Manen, 1997). 

Liminality: A social anthropology term used to describe a threshold experience of life, where 

one is placed in a transitional experience of living, such as giving birth or becoming ill. In the 

liminal space one’s everyday taken-for-granted state of being changes; ambivalence, flux and the 

dismantling of previously known social structure take place. A passage of reintegration leads 

from separation of what was known, to what will yet be revealed (Szakolczai, 2017; Turner, 

2005). 

Medical Error: An unintended act (either of omission or commission), or one that does not 

achieve its intended outcome, the failure of a planned action to be completed as intended (an 

error of execution), the use of a wrong plan to achieve an aim (an error of planning), or a 

deviation from the process of care which may or may not cause harm to the patient (Makary & 

Daniel, 2016). This term has more recently been replaced by patient safety incident (World 

Health Organization, 2009). 

Pathologized: Deriving from the Greek pathos meaning “to suffer” (Dekker, 2013). The process 

by which an experience comes to be seen and approached as something that elicits suffering. The 

term evolved as a critical analytic concept during the second half of the 20th century to mean 

turning a common experience into a psychological or physiological problem to be treated by the 
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medical model (Conrad, 2005).  

Patient Safety: The reduction of the risk of unnecessary harm associated with health care (Chan 

& Cochrane, 2016). 

Patient Safety Incident: An event or circumstance, which could have resulted or did result in 

unnecessary harm to a patient (World Health Organization, 2009). There are three types of 

patient safety incidents. Harmful incident: A patient safety incident which resulted in harm to the 

patient. No harm incident: A patient safety incident that reached a patient, but no discernable 

harm resulted. Near miss or Close call: A patient safety incident that did not reach the patient. 

(Canadian Patient Safety Institute, 2011; World Health Organization, 2009).  

Posttraumatic Growth: The experience of positive change that occurs as a result of the struggle 

with highly challenging life crises. Posttraumatic growth is both a process and an outcome and is 

seen as a cognitive, emotional and behavioural human process that addresses extreme 

psychological distress. Posttraumatic growth outcomes allow persons experiencing this 

phenomenon to develop beyond their previous level of adaptation and function (Tedeschi & 

Calhoun, 2004).  

Human Resilience: A process of effectively negotiating, adapting to, or managing significant 

sources of stress or trauma in the face of adversity (Windle, 2011, p. 152). Core resilience 

consists of intra-individual factors representative of trait-resilience; interpersonal factors consist 

of personality factors developed over time through social interactions and experience 

representative of psychological resilience and socio-ecological factors consist of larger formal 

and informal structures that facilitate coping in community resilience. (Liu, Reed & Girard, 

2017) 
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Second Victim: A health provider involved in a patient safety incident who is traumatized by the 

event. Often health providers feel personally responsible for unexpected patient outcomes despite 

system failures or unpredictable events. They feel as though they have failed their patient and 

feel doubts about their clinical skills and knowledge base (Scott et al., 2009).  

The Face as Ethical: Philosopher Emmanuel Levinas (1906-1995) wrote that persons develop 

identity through understanding differences and through recognizing alterity. We come to know 

ourselves through knowing an alternate viewpoint. This understanding takes place in non-verbal 

exchange, by simply and yet profoundly seeing ourselves in the face of the other (person). We 

never truly come to know the other. In acknowledging alterity, we become ethically responsible 

for each other (Critchley, 2015; Hand, 2009). 

Trauma: Psychological human trauma is preceded by a major life crisis that severely challenges 

an individual’s understanding of the world and his or her place in it. Traumas are life events that 

cause fear, discouragement and damage in the face of adversity (Tedeschi & Calhoun, 2004). 

Health providers involved in preventable serious patient harm incidents, medical error and 

adverse events may be traumatized by the incident.  

Wisdom: In the context of posttraumatic growth, the dimensions of wisdom as an outcome are 

described as the recognition and management of uncertainty, integration of affect and cognition 

and recognition and acceptance of human limitation (Linley, 2003; Plews-Ogan et al., 2013).
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Chapter 1: Introduction 

  
Overview of the Chapter  

 
In this initial chapter, I present the context to this doctoral work and how the complexity 

of care and healthcare system failures place both patients and health providers (HP) at risk. 

Things can and do go wrong with patient care in healthcare settings and resulting patient safety 

incidents (PSI) translate to avoidable patient harm and patient death (Baker et al., 2004; Chan & 

Cochrane, 2016; Macrae, 2014). When this happens, health providers often judge themselves 

harshly (Davidson et al., 2015; Dekker, 2013; Delacroix, 2017; Murray et al., 2019) and many 

find themselves in a sort of double bind—wanting to reach out to involved patients and families 

and yet fearing further loss of personal and professional integrity by doing so (Dekker, 2014; 

Wu, 2000). On a larger scale, the resulting problems of stigmatization and shame for health 

providers following PSI experiences (Aubin, 2015; Kaya et al., 2012; Santomauro et al., 2014) 

compromise psychological safety for health providers and workers within organizations 

(Quillivan et al., 2016; Sexton et al., 2021; Ullstrom et al., 2014) and limit meaningful 

engagement in incident reporting (Ulanimo et al., 2007) and healthcare improvement (Aubin, 

2015; Davidson et al., 2015; Delbanco & Bell, 2007; Dekker, 2014; Edmondson, 1999).  

Understandably, much of the research on the health provider’s experience of PSI has 

focused on discovering knowledge about the negative impacts, ameliorating provider suffering, 

and looking for ways to prevent ongoing system failure (Seys et al., 2012; Seys et al., 2012). A 

smaller body of research however has explored positive adaptation and the more generative 

aspects of these experiences (Engel et al., 2006; Kandasamy et al., 2020; Plews-Ogan et al., 

2016; Shepherd et al., 2018). Generative in the sense that something positive and contributive 

can arise from an experience that has undeniably caused human suffering and harm. Generativity 
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is focused on growth and looks toward the future. Involvement in a PSI is antithetical to the 

caring professions, and much of the research to date describe these experiences for health 

providers in terms of existential threat and harmful outcomes (Christensen et al., 1992; Treiber & 

Jones, 2010; Ullstrom et al., 2015). However, emerging evidence shows involvement in a PSI 

can be a defining experience that spurs professional development (Shepherd et al., 2018), a wiser 

and more empathetic practice (Plews-Ogan et al., 2016) and can offer a context for health 

provider growth (Engel et al., 2006; Kandasamy et al., 2020; Plews-Ogan et al., 2016).  

 In this study, I am addressing the problem of negative outcomes for health providers 

involved in PSI by investigating the lived experience of health providers who self-report growth 

following PSI experience. I want to know more about the positive coping and generative aspects 

of these difficult experiences and am approaching this research direction through hermeneutic 

phenomenology as an inquiry that explores the phenomenon of growth in this context. 

When embarking on phenomenological inquiry, phenomenologist, pedagogical scholar 

and researcher Max van Manen (2014) advises turning to a phenomenon which seriously 

interests us and commits us to the world. As a nurse, patient safety expert and nurse researcher I 

am interested in engaging in human science research that explores difficult terrain in terms of the 

human experience and patient safety. I want to deeply dive into a topic that can be difficult to 

talk about, but is something we must talk about. Having patient care go wrong when patient harm 

could have been prevented is most assuredly difficult. By not talking and retreating into silence 

after these experiences the devastating outcomes for all involved are compounded, limited 

learning takes place and similar events are simply repeated (Aubin, 2015; Christensen et al., 

1992; Mays & Plews-Ogan, 2012; Robertson & Long, 2018). I have been professionally 

involved in quality improvement and patient safety work for the past 15 years. I have observed 
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myself and my colleagues emerge from patient safety incident experience with profound insight 

that is not shared as we retreat into the silence of our collective grief, shame, confusion and 

disbelief. I want to know more about how one may interpret their own lived experience not only 

to learn, but also to orientate towards growth. I want to understand more about how one shares 

insight gained through growth and acts upon new ways of being and doing as a result of growth. 

The following phenomenological reflection on my involvement in a serious patient safety 

incident is shared with the intent to situate this work within my own journey of growth following 

a PSI and a commitment to improve how we approach human fallibility and systems failures in 

healthcare. Following my own lived experience of a patient safety incident is the problem 

statement, purpose, research questions and organization of this dissertation.  

Becoming Beyond the Professional Role    

My Lived Experience  

Both our pagers went off at the same time. Dave and I were the nurse educators for a 

busy intensive care unit (ICU) in a large urban hospital. We were in the stairwell going down for 

our morning coffee. Jim, a staff physician, had paged both of us to the operating rooms (OR). It 

was unusual that both of us were paged at the same time. We were now feeling uneasy. What had 

gone wrong? We got there as fast as we could. The OR, not being our usual terrain, felt strange 

and we were a little disoriented. Our home was the ICU. Jim turned to us: “Guys, I am not sure 

what happened, but Mr. Thomas arrested and died in the hall outside room three.” I could sense 

Jim’s confusion and disorientation, and yet he appeared calm. It was as if he was making an 

effort to hold back from saying too much as he let things sink in for us. He had a confused look. I 

remember feeling the bile rise in my throat. What on earth had happened? This was not supposed 

to happen even within the chaos and unpredictability of caring for critically ill patients. Our job 
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was to predict clinical instability and control it; and when the inevitable death of a patient was 

near, to step aside and support a peaceful death. Our patient was not supposed to die in the 

hallway. We had failed him. 

I was holding back panic. I had helped prepare this patient for transfer to the OR. He had 

been transferred in an unstable condition. This is not unusual; it occurs every day in critical care 

areas. What made this case different, however, was that our patient was transferred without being 

intubated. At the time of assuming care, through handover report from one of our ICU nurses 

whom I had accompanied on the patient transfer, the anesthetist was at the same time rushing to 

clean up from the previous case in the receiving OR. He could visually see into the hallway from 

the OR where our patient was waiting and was relying on the monitoring devices to alarm if Mr. 

Thomas deteriorated further. The rest of the OR team was rushing to ready the room for Mr. 

Thomas’s case; squeezed in to an already packed OR schedule. Our patient’s case was urgent, 

and the team had made room by bumping other OR cases around. They would work late as a 

result. Earlier, as I peered into the OR room after helping transfer Mr. Thomas, I noticed the 

current patient was just being moved off the OR table. Even the anesthetist was helping to shift 

the patient to a bed, clean up linen, and get the switchover done. The OR team was keeping up 

the speed in order to get Mr. Thomas’s priority one case started.  

Our staff intensivist went to inform Mr. Thomas’s family of the news of their loved one’s 

death. Dave and I connected with the nurses, physicians and respiratory therapists involved with 

the transfer. Earlier, I had assisted the bedside nurse prepare Mr. Thomas for transfer. We talked 

about how sick he was. Our intuitive senses were telling us he was having trouble. I remember 

feeling uneasy about his respiratory status as he was working so hard to breathe. She did too. 

Before transfer, the medical resident had also done an extra assessment just to be sure. The 
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respiratory therapist, also somewhat unsure about an un-intubated transfer, sought additional 

advice from a colleague. We were all uneasy about transferring without intubation, but the 

decision not to intubate was upheld because of the need for speed. We reasoned this patient 

would be intubated immediately on arrival in the OR, under anesthetic, and in a controlled and 

safer procedure. We just knew he needed to get to the OR urgently. We did not want to 

compromise the tiny window of time we had to catch the open slot on the OR slate which had 

been hard won through negotiation between the ICU and OR. If this patient did not make this 

window for his urgent surgery he would die within an hour or two.  

I felt I had failed Mr. Thomas. I should have advocated for pre-transfer intubation more 

forcefully and talked to a senior staff physician about our concerns. We all felt we had failed — 

the bedside nurse, the respiratory therapist, the medical resident, the anesthetist, our staff 

intensivist and myself. To this day, I remember the look in the transferring ICU nurse’s eyes. She 

was shocked, afraid, confused and mute. I was ill prepared to talk to her about what had 

happened. She could not face nor talk with the family. Upon reflection, I realize the team never 

really authentically talked about what had happened. The requisite reports on what might have 

gone wrong, taking into account the complexity of Mr. Thomas’s condition and severity of his 

illness, were filled out and filed. Further quality improvement discussions on OR slate time for 

critical ICU patient management were held. And yet, my feelings of failing our patient stayed 

with me. I also wonder what my colleagues’ reflections on this incident might be today.  

This experience from my clinical life world continues to serve as a profound touch point 

for my own learning and growth. How might I have moved through this experience differently? 

How might I have found the courage to be bolder in my action immediately following the 

incident?  In my passive acceptance of the inevitability of things going wrong, termed by Sidney 
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Dekker (2014) as a kind of learned helplessness, I felt I failed this patient and his family. At the 

time, I also felt I failed my colleagues and myself. What eventually helped me foster my own 

growth following this experience? 

Unpredictable Clinical Life 

Kinsella and Pitman (2012), professional practice scholars and researchers, discuss the 

situatedness of clinicians engaged in professional practice. They refer to the aporia of clinical 

life and describe it as unpredictable. Clinical practice is messy, they write, full of unresolvable 

dilemmas and uncertainties. The application of theoretical knowledge (episteme) and technique 

(techne) alone does not guarantee predicable outcomes nor successful professional practice; and 

they call for practitioners to develop and enact phronesis as a practical wisdom. Phronesis 

enables judgement on what to do in any given situation. Drawing from Aristotle, they describe 

phronesis as “… an intellectual virtue that implies ethics, is based on values, is pragmatic, 

context-dependent and orientated toward action” (Kinsella & Pitman, 2012, p. 3). The phronimos 

is the professionally wise practitioner. I am not suggesting here that the answer to patient safety 

incident prevention and response in clinical practice be dealt solely through the enactment of 

practical wisdom on the part of providers; safe systems conditions are also crucial. Indeed, 

Kinsella and Pitman (2012) caution practitioners “may face a double blind when they are blamed 

for a failure of agency at the personal level when issues may be structural and systemic” (p. 8). 

However, pragmatic wisdom concerning PSI prevention and response for providers is an 

essential element of safe care for patients. Theoretical knowledge of patient safety alone does not 

address the aporic nature of these events and providers continue to be disorientated and confused 

when patient care fails unexpectedly (Mohsenpour et al., 2016; Riverra-Chiauzzi et al., 2021). 

The opportunity for growth and subsequent contribution to a wiser practice concerning 
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individual mistake making, process failures and system breakdowns, all component parts of the 

complexity of a patient safety incident, are limited (Mira et al., 2021). Evidence suggests 

affected providers most often constructively cope with such events autonomously (Busch et al., 

2020; Seys et al., 2012) and that post-event support is inconsistent at best  Health providers, 

including those who are expert, do not have a cohesive pragmatic experience with PSI, but rather 

encounter system failures and personal human error experience through trial and error and from a 

responsive stance (Christensen et al., 1992; Clancy, 2012; Jansson et al., 2015; Jones & Treiber, 

2012; Patel, 2011; Van Pelt, 2008; Wu, 2000). Health providers caught unaware by these events, 

rarely have pragmatic wisdom to draw from and as a result, uncertainty about post event 

investigation, moral injury, mental anguish and self-blame combine to limit adaptive healing as 

well as opportunity for ongoing learning, growth and the development of a wiser practice 

(Dekker, 2013; Delacroix, 2017; Delbanco & Bell, 2007; Hylton Rushton, 2018).  

Kemmis (2005) introduces the notion of a collective phronemois as praxis for the health 

professions. His invitation or call to praxis includes the development of practical wisdom borne 

of authentic reflection and a commitment to growth in professional practice. How may a 

collective phronemois concerning patient safety translate to a more ethically sound and 

compassionate clinical practice in the health professions? 

Problem Statement  

In this study, I am addressing the problem of negative outcomes for health providers 

involved in PSI by investigating the lived experience of health providers who self-report growth 

following a PSI experience. I want to know more about the positive coping and generative 

aspects of these difficult experiences and am approaching this research direction through an 

inquiry that explores the phenomenon of growth in this context.   
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Patient safety is a serious public health issue. Preventable harm caused during care has 

significant mortality, morbidity and quality-of-life implications and adversely affects patients in 

every care setting (National Patient Safety Foundation, 2015). It is estimated on any given day 

more than 1,600 patients have suffered preventable harm in Canadian hospitals and between 

2014-2015 one in eighteen patients were harmed during hospital care; with one in five of this 

group suffering more than one incident (Chan & Cochrane, 2016). Diagnostic error (Calder et al., 

2014; Dhaliwal & Shojania, 2018) and medication error (Keers et al., 2013) make up the greatest 

numbers and can result in permanent injury and death. Health providers, along with patients and 

families, are profoundly affected by these events and the problem of negative outcomes for 

health providers living through these events is significant (Lewis et al., 2013; Seys et al., 2012)  

The focus of scholarship and research addressing the health provider experience of 

patient safety incidents has necessarily highlighted the problematic emotional and physical 

symptomatology, victimhood and abandonment felt by many health providers. However, 

paralyzing blame cultures in organizations and within the health professions themselves, has 

often stifled compassionate response to provider suffering and continues to contribute to further 

harm by focusing on individuals rather than systems to solve the problem of failed care 

processes. Albert Wu (2000), physician, academic and patient safety advocate was the first to 

challenge these blame cultures by adopting the concept of the health provider as second victim 

(patients and families being the first) taken from other safety critical industry experiences of 

error and failures. His seminal paper, “Medical Error: The second victim. The doctor who makes 

the mistake needs help too,” is a courageous challenge to entrenched beliefs about mistake-

making and the need for emotional and psychological support for health providers following 



 9 

both preventable and unpreventable patient harm. It offered a much-needed opening of dialogue 

and spurred much needed action on the issue.  

Currently, there is an established recognition within patient safety science scholarship, 

patient safety policy and legislation, and in practice environments that an emphasis on 

transparency and just culture are essential components of post-incident care and healthy safety 

cultures (Canadian Patient Safety Institute, 2011; Santomauro et al., 2014). Organizational 

cultural shifts are evolving toward improved response to PSI for health providers, patients and 

their families. Attitudinal shifts, supported by best practice guidelines and policy legislation, are 

one thing; clinician attitudes and behavior change as well as skilled patient safety practice in 

these challenging contexts of mistake-making and system failure is another. Much progress still 

needs to be made (Murphy, 2017; Scott & McCoig, 2016).   

Margaret Murphy (2017), a respected international patient and family advocate in the 

area of patient safety, speaks around the world on her experience of losing her son Kevin to a 

patient safety incident. Kevin’s death was an avoidable harm that resulted from missed diagnosis 

and undertreatment of a critical illness. With inspiring insight and compassion, Murphy 

addresses the suffering and confusion felt by families in similar circumstance, while 

simultaneously acknowledging the analogous health provider experience. She is quick to note 

not all providers arrive with the humility and, in her words, “the humanity” to reach out 

openheartedly to patients and families following PSIs (Murphy, 2017). Some, deny, retreat and 

defend when facing their role in PSI (Aasland & Forde, 2005; Espin et al., 2006). Health 

providers continue to, despite recent enhanced system transparency, find it difficult to face the 

suffering of those affected by failures in care (PSI).  In these instances, the need to preserve 

professional image, protect personal identity and a general complacency concerning lack of 
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organizational response to failures in healthcare drive a kind of denial (Aasland & Forde, 2005; 

Crigger et al., 2004; Sears et al., 2016).   

It takes courage to step out of fear and entrenched, limiting professional cultures to speak 

up, report incidents and address the issue of preventable patient harm. Murphy (2017) suggests 

health provider suffering in this context is not unlike that of the affected patient and family. She 

describes the lack of respectful post-incident organizational support for patients and families as 

well as providers as a type of “shared abandonment” (Murphy, 2017). This provocative notion 

speaks to the helplessness that is simultaneously shared by families and health providers. Those 

immediately affected by PSI share a deep longing that things would have turned out differently 

and need to make meaning of their experience (Mohsenpour et al., 2016). 

Formal supports to help health providers cope and to continue in practice are rare (Liukka 

et al., 2020; Sexton et al., 2021). As well, investigations and learning processes following patient 

safety incidents can be devoid of meaningful dialogue and action that is inclusive of the 

emotional, psychological and moral implications for those involved (Dekker, 2017). Too many 

health providers travel alone on the difficult journey back to a confident, trusting and authentic 

practice they once knew. As a result, the potential for individual health provider growth and 

generative outcomes that could benefit others through professional/organizational cultural shifts 

and health systems improvement are missed.  

 In this study, I engage with the philosophy and method of phenomenology to explore the 

phenomenon of growth through the lived experience of six health providers after they have 

contributed to a serious patient safety incident. For the purpose of study, I define growth as a 

positive way in which one changes in the face of adversity; a positive change in how one thinks 

about themselves as a person, as a health provider, and how they practice (Plews-Ogan et al., 
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2013). My definition of growth for the study broadly includes personal, professional, attitudinal 

and behavioural aspects. It is through my participants’ description and co-created interpretation 

of their lived experience of growth, that a more meaningful, nuanced and richer essence of what 

it is to grow in the context of a PSI emerges. 

Research Purpose and Research Questions 

 The overall purpose of this hermeneutic phenomenological study is to explore the 

meaning of growth for health providers who have lived through a serious patient safety incident. 

For this study, growth is defined as a positive way in which one has changed in the face of 

adversity—change in how one thinks about themselves as a person, as a health provider and how 

they practice (May et al., 2012).  This a priori operational definition of growth in the context of 

PSI broadly includes personal, professional, attitudinal and behavioural aspects of the 

phenomenon. Ultimately, through co-created interpretation of the participant’s description of 

their experience of growth following PSI, yet to be revealed insights, depth and meaning of the 

phenomenon will be described and refined by the participants.  

The researcher in hermeneutic phenomenology must let things appear as they appear and be 

attentive to how they appear (Gadamer, 2004) and with this in mind, one overarching research 

question arose:  

What is the meaning of growth for health providers who have gone through a serious patient 

safety incident?  

Two sub-questions were generated from the current literature base on the health provider 

experience of PSI to augment further exploration of the context of the overarching research 

question: 

 What is it like for a health provider to be involved in a serious patient safety incident while 
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providing care?  

How does an experience of a serious patient safety incident reveal and conceal shame and 

guilt for health providers? 

The first sub-question, dealing directly with the lived experience of PSI, will bring me closer 

to “plausible insights” described by phenomenological scholar Max van Manen (2014) as 

insights that bring us in more direct contact with the world. I am most interested in exploring 

these kinds of plausible insights that offer direct contact with the felt human experience of the 

participants. Phenomenology as a research methodology does not attempt to offer theory with 

which we can explain or control, but rather brings us into direct contact with the world — to 

understand what it was like (van Manen, 2014). This sub-question also explores the background 

context of the phenomenon of interest.  

The second sub-question dealing with shame and guilt has been introduced to explore a 

well-reported emotive response to PSI (Aubin, 2018; Becker et al., 2012; Bond, 2009; Dekker, 

2013). These emotional outcomes have been attributed to limiting help-seeking behaviour (Chan 

et al., 2016; Cramer et al., 2012), post PSI event silence (Christensen et al., 1992), denial of PSI 

event (Aasland & Forde, 2005; Crigger, 2004; Murphy, 2017), and avoidance coping in health 

providers (Busch et al., 2020). The second sub-question will help me to explore how these 

commonly reported post PSI feelings may or may not contribute to the phenomenon of growth 

for the participants. 

Thesis Structure 

The thesis is organized in six chapters. In this chapter, I have provided an introduction to 

the research topic and articulated my own lived experience of a patient safety incident. I outlined 

the problem of negative outcomes for health providers following PSI and concluded by declaring 
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an overarching research question and two sub-questions dealing with the experience of a patient 

safety incident and possible growth outcomes for health providers.  

In chapter two, I review the literature. I begin by discussing the current trends and 

controversy in patient safety taxonomy relevant to this inquiry and continue with a broad 

contextual overview of patient safety science. I then review what is known about the health 

provider experience of PSIs and highlight the limited understanding of growth for providers in 

this context. I identify knowledge gaps in this area and justify the direction of the inquiry and 

proposed phenomenological methodology. In keeping with the discussion of growth after a 

patient safety incident, I conclude with an overview and discussion of posttraumatic growth 

theory chosen as one of the well-aligned interpretive lens for this inquiry.  

In chapter three, I introduce the philosophical underpinnings, theoretical framework and 

methodology for the study. The relational ethics and philosophy of Emmanuel Levinas (1906-

1995) is introduced as relevant contributory body of work. Also, within chapter three the 

hermeneutic phenomenological research method is described along with the strengths of the 

method and logical fit to the work. I also outline details on the methods of the study such as 

recruitment, research protocol and ethical considerations and procedures. Finally, I introduce the 

six study participants.  

In chapter four, I present the first three background themes:  Feeling Unsafe-Safe, Living 

Through It, A Kind Loving Hand and Chapter five focusses on three essential (figurative) 

themes: It’s Not About Me, Quiet Learnings and Commitment. These six background and 

essential themes comprise the meaning of growth for my six participants.  
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In the concluding chapter I reflect upon key findings highlighting what I have learned 

from my participants’ lived experiences and the contributions these results offer to practice, 

education, future research and policy. 
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Chapter 2: Literature Review   

Overview of the Chapter  

In this chapter I provide a review of the literature on the health provider (HP) experience 

of patient safety incidents (PSI) as well as an overview of the posttraumatic growth theory (PTG) 

chosen as an interpretive lens for this study. I am exploring growth experience for health 

providers in the context of a serious PSI. As such, I offer an appraisal of what is generally known 

and not known about PSI experience for health providers and explore the limited literature on 

growth in the context of PSI. I begin the review by introducing the context of patient safety in 

Canada as well as relevant PSI taxonomy. Within the taxonomy section, I include a discussion of 

the ongoing terminology debate as it relates to my research. I then critically appraise the current 

research and scholarship on the health provider experience of PSI and identify knowledge gaps 

and opportunities for knowledge development that influence my research question and approach 

to the study. I posit less is known about constructive, adaptive coping in providers following PSI, 

which includes growth, (Busch et al., 2020; Folkman & Lazarus, 1988; Seys et al.,2012). I then 

identify how my research will contribute to knowledge in this area. Finally, I review PTG theory 

and discuss the relevancy of the theory for the study.  

The review was conducted in June 2017 and updated in March 2021 using the following 

databases: The Cumulative Index to Nursing and Allied Health Literature (CINAHL), American 

Psychological Association Psychology Information (PsycINFO) and Medical Literature Analysis 

and Retrieval System Online (MEDLINE). Descriptor terms and key terms were combined using 

Boolean terms “OR” and “AND” for searches. Key terms used to collect the articles included: 

“second victim”, “adverse event”, “medical error”, “patient safety incident”, “patient safety”, 

“near miss” “burnout”, “posttraumatic growth”, “coping”, “shame”, “resilience”, “growth”, 
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“peer support”, “safety culture”, “psychological safety”, “positive psychology”, “healthcare 

worker stress”, “adaptation”, “adversity”; and “trauma” “health care professionals” “nurses” 

“physicians” were used in combination.  

Following the database search, articles in English were reviewed by title and abstract and 

included as full papers for review if they discussed the health provider experience of PSI. 

Relevant grey literature in the form of reports and commissioned studies were also obtained from 

select Canadian and international organizations known to publish on healthcare quality 

improvement and patient safety. These included: Canadian Patient Safety Institute (CPSI), 

Canadian Institute for Health Information (CIHI), Accreditation Canada (AC), Canadian Medical 

Protectorate Association (CMPA), World Health Organization (WHO), Institute for Health 

Improvement (IHI) and the International Society for Quality Improvement in Healthcare (ISQA). 

Hand searches of relevant seminal literature was conducted and supported by the Omni search 

tool at the Queen’s University Library. There was no time limit set for obtaining articles. 

Qualitative and quantitative peer reviewed research, editorials, discussion documents, policy 

papers, book chapters and narrative accounts were included. Research question(s), sample 

populations, methodologies, findings and implications of relevant studies were compared, 

analyzed and appraised. Relevant papers were grouped into themes around the experience of PSI 

for health providers. Thematic groupings included prevalence, influences, post-incident 

experience and developing areas of research. In this review, I present six themes: common 

experience, remaining silent, professional cultural influences, emotional and psychological 

aftermath and coping, health provider support and lastly growth and learning. 
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The Context of Patient Safety in Canada 

In a national, descriptive chart review study of seven acute care service delivery centers 

Baker et al. (2004) found that 8% of hospitalized patients in Canada suffered harm or death as a 

result of their care and 38% of this harm was preventable. These findings translate to 9,000-

28,000 patient deaths that are preventable in hospitals annually in Canada (Baker et al., 2004). 

Ten years later, using equivalent methodological approaches of retrospective chart review and 

standardized trigger tools, Chan and Cochrane (2016) in a hospital harm study found similar 

Canadian patient safety incident prevalence rates. Data gathered from this study, led by the 

Canadian Institute of Health Information, estimated that one in eighteen patients (138,000) 

suffered harm preventable harm during hospital care in Canada in 2014-2015 and one in five of 

these hospitalizations involved more than one occurrence of harm (Chan & Cochrane, 2016). It’s 

estimated on any given day more than 1,600 patients have suffered harm which extends their 

hospital stay (Chan & Chochrane, 2016). The Canadian Medical Protective Association (2005) 

reported 72 wrong site surgeries during a five-year period within Canada, and the Institute for 

Safe Medication Practices-Canada (Marshman, Lam & Hyland, 2006) reported medication error 

rates at 0.25 per 1,000 medication deliveries in Ontario. In an independent study commissioned 

by the Canadian Patient Safety Institute (2017), risk analysis methods were used to predict 

Canadian incidence rates in acute and home care settings. During the next 30 years this study 

predicted 400,000 average annual cases of patient safety incidents, costing around $6,800 per 

patient and generating an additional $2.75 billion (2017$) in healthcare treatment costs per year. 

These study results reflect the risk involved in delivering care within complex health systems. 

Economic impacts include the cost of extended hospital stays, the need for additional unplanned 

treatment and erosion of efficiency. While progress toward safer care has been made since the 
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start of the health quality improvement agenda (Braithwaite et al., 2015); harm is still occurring 

at significant levels to patients, families and health providers within the Canadian healthcare 

system. 

Patient Safety Taxonomy  

Patient safety incidents include failures in processes of care that do not reach the patient, 

reach the patient but do not cause harm and failures that cause patient harm or death (CPSI, 

2011). It is important to note taxonomy and terminology within patient safety science remains in 

development and is not without controversy (Dekker, 2007; Flemons & Davies, 2011; Health 

Insurance Reciprocal of Canada, 2020). As the science matures, terms such as medical error, 

once used almost exclusively to describe PSI, appear less prevalently as the principles of safety 

science are incorporated into the nascent science of patient safety (Vincent, 2010). Updated 

terms such as avoidable and unavoidable adverse event, critical incident, patient related injury, 

sentinel event, avoidable patient harm and PSI have been introduced to the growing body of 

theory, scholarship and research. I include a discussion on patient safety taxonomy here in order 

to identify the challenge of synthesizing patient safety literature and the ongoing debate and 

evolution of knowledge in the field. Later, I incorporate an interpretive dialogue on this topical 

debate as it relates to the health provider experience of PSI and the study participants’ 

experience.  

The term patient safety incident has been identified by the World Health Organization 

(WHO, 2009) and the Canadian Patient Safety Institute (CPSI, 2011) as a preferred term for 

avoidable process breakdown in health systems. The CPSI, formed in 2006, now called 

Healthcare Excellence Canada, convened an expert consensus group to define a national patient 

safety taxonomy. By this 2006 Canadian definition, a PSI encompasses three outcomes: no 
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patient harm, near miss (occurrence of failure without patient harm) and patient harm 

(occurrence of failure with patient harm) (CPSI, 2020). Problematically, patient safety 

terminology has been used interchangeably and without consistency or precision to describe 

patient harm in healthcare. For example, the term adverse event is used more frequently to 

describe an unavoidable patient harm incident such as an unpredicted patient deterioration 

(CMPA, 2020). The Canadian Medical Protectorate Association’s (CMPA, 2020) definition of 

the term adverse event includes harm from the recognized inherent risks in healthcare and may 

include incidences of negative patient outcomes that were not preventable; such as an unknown 

severe allergy to contrast medium in a diagnostic procedure or the sudden unexpected but 

unavoidable deterioration of a patient (CMPA, 2020). However, within the literature, the term 

adverse event has also been inconsistently applied to describe avoidable patient harm incidents 

such as medication errors (Lewis et al., 2015; Paparella, 2011). The dynamic development of 

taxonomy, as well as inconsistent precision and interchangeable use of terminology in patient 

safety science has confounded the precision of study designs as well as efforts toward meta-

analysis and synthesis in patient safety research (Busch et al., 2020; Health Insurance Reciprocal 

of Canada, 2020).  

Avoiding the use of error language is an example of the ongoing debate in the field with 

some thought leaders and scholars arguing any language of error in PSI management leads to 

clinician blame (Flemons & Wright, 2010; Flemons & Davies, 2011; Flemons, 2014). 

Proponents advocate removing medical error terminology from patient safety taxonomy 

altogether as a way to emphasis systems failure rather than traditional default to human error in 

patient safety events (Vincent, 2010). An introduction of systems level taxonomy with a 

direction toward systems level approaches to patient safety problems, including the health 
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provider experience of PSI, has successfully contributed to diminishing ubiquitous blame 

cultures prevalent in healthcare organizations (Reason 1997, Vincent, 2010). Blame cultures in 

healthcare organizations lead to unjust actions toward health providers, cultivate PSI under-

reporting and influence narrow improvement efforts aimed at individual practice (Liukka et al., 

2020; Reason, 1999). Progressively, health providers are practicing in just organizational 

cultures more than ever before (Braithwaite, et al., 2017). In just cultures, failures in processes of 

care and resulting patient harm, are approached with the upstream view of how healthcare 

systems fail both patient and provider (Braithwaite, et al., 2017; Edmondson et al., 2016; Gandhi, 

et al., 2018; Reason, 2000; Dekker, 2007). However, debate and controversy remain, with some 

arguing an exclusive emphasis on systems level approaches and error language avoidance 

diminishes health provider professional autonomy and responsibility and promotes learned 

helplessness (Dekker, 2007; Dekker, 2013; Rydon-Grange, 2015). Learned helplessness is 

related to the concept of self-efficacy and a belief in being able to action change to meet one’s 

goals (Dekker, 2013).  

On a similar vein of balancing systems and autonomous professional practice, discourse 

concerning terminology applied to the health provider experience of PSI has recently surfaced 

(Tumelty, 2021; Wu et al., 2020). The term second victim is widely accepted internationally to 

describe both avoidable and unavoidable PSI events experiences for health providers (Wu, 2000; 

Tumelty, 2021). Second victims are HPs who have been involved in an unanticipated adverse 

patient event, medical error and/or a patient related injury (Scott et al., 2009; Wu, 2000). 

Adopted from other safety critical industries, second victim refers to employee or operator 

involvement in system failure and mistake making (Dekker, 2016). A clear dimension of the 

second victim experience is an experience of adversity with emotional, psychological and often 
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physical suffering (Lewis et al., 2013; Lewis et al., 2015; Seys et al., 2012; Schroder et al., 

2020). Following unanticipated patient harm events in healthcare systems, second victim HPs are 

left to reconcile shattered assumptions about their professional competence and the self (Dekker, 

2013; Delacroix, 2017; Hall & Scott, 2012; Jones & Treiber, 2012). After 15 years of stimulating 

an important discourse on the experience of PSI/AE and inspiring a substantive body of research 

and scholarship; some suggest the term second victim has perhaps outlived its usefulness 

(Clarkson et al., 2019). Patient advocacy groups suggest the term undermines patient experience 

and find it insensitive, (Clarkson et al., 2019; Tumelty, 2021) and some health providers do not 

want to be called victims suggesting the context of victimization denotes a degree of passivity 

and helplessness (Dekker, 2013; Tumelty, 2021; Wu et al., 2020). An argument in favor of the 

term is that it is dramatic enough to seize attention to the problem and serves as impetus for 

action to support abandoned second victims and improve healthcare systems (Petersen 2019; Wu 

et al., 2020). For health providers, the use of the term is often received as a validation of their 

suffering within the healthcare community (Wu et al., 2020). Novel terms have yet to be coined 

and the debate continues. I incorporate a dialogical interpretation of the ongoing discourse, 

through anecdote and from the voice of the participants within the interpretive sections of the 

study.  

I have explored the evolution of patient safety terminology as well as inconsistent 

application and underlying debate. These controversies highlight the dynamic development of 

patient safety knowledge in the past 20 years. The ongoing debates have important clinical 

practice implications and point to healthy discourse within the field. Evolving ideas on an 

exclusive systems level approach balanced by professional practice autonomy and responsibility 

emerge and evoke questions of where the balance between the two may lie (Dekker, 2013; 
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Macrae, 2014; Reason, 2000; Tumelty, 2021). Topical debate dealing with terminology for the 

health provider experience of PSI, with compelling arguments for and against the use of the term 

second victim, also point to a shift in thinking within the field with a call for continued 

conversation and debate (Tumelty, 2021; Wu et al., 2020).  

The Health Provider Experience of a Patient Safety Incident 

 Much of the research and academic discourse on health provider experience of 

unexpected patient harm has necessarily focused on understanding the negative impact and 

ameliorating suffering for providers (Christensen, et al.,192; Cramer et al., 2012; Crigger & 

Meek, 2007; Dekker, 2013; Delacroix, 2017; Edress et al., 2016; Gamble & Moanogaran, 2018; 

Hall & Scott, 2012; Lewis et al., 2015; Mohsenpur et al., 2016; Pratt & Jachna, 2014; Scott et al., 

2010; Scott & McCoig, 2016; Seys et al. 2012; Ullstrom et al., 2014; Van Gerven et al., 2016; 

Vanhaecht et al., 2019; Van Pelt, 2008). While existing knowledge offers a solid understanding 

of the deleterious effects of PSI; the need to improve understanding of HP adaptive response 

(Endler & Parker, 1990) to achieve better support and outcomes for health providers is urgently 

needed. Those who recover from and positively cope with PSI experience are more likely to 

remain in practice as well as influence and engage in future healthcare improvement efforts 

(Bleazard, 2019; Bromiley, 2015; Heiss & Clifton, 2019; Scott et al., 2009). Less is known about 

coping that leads to an adaptive healthy recovery following PSI experience. Constructive coping 

leading to positive adaptation for HPs are reported in the literature; but these data are mostly 

superlative, warrant limited discussion and remain at the task orientated behavioural level (Busch 

at al., 2021; Lewis et al.,2015; Seys et al., 2012; Scott et al., 2009). There is an almost non-

existent body of research that explores growth as positive adaptation following PSI in health 

providers (Plews-Ogan et al., 2013; Kandasamy et al., 2020).  
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 Positive psychologists studying human adaptation to adversity began to explore the 

notion that human beings striving to adapt to their environment are also “thrusting forward into 

the world of meaning” (Joseph, 2011, p. 105). Without dismissing the parallel psychic distress, 

emotional pain and biologic response to highly stressful events; empirical findings of growth 

research point to the transformative power of growth in adversity as well as the way in which 

humans make meaning from experience (Bray, 2013; Linley, 2003; Sarkar et al., 2014; 

Shakespeare-Finch et al., 2005; Tedeschi & Calhoun, 1996; Tsai et al., 2015; Weiss, 2004; Wei 

Zhang et al., 2015). Dweck and Yeager (2019) in their psychological theory of intelligence 

define a growth mindset as the belief that human capacities are not fixed but can be developed 

over time (Dweck & Yeager, 2019). Attributes of a growth mindset include a strong desire to 

improve one’s ability and a belief that effort in the face of failure can lead to growth (Dweck & 

Yeager, 2019; Moser et al., 2019). A growth mindset has been associated with the ability to 

rebound from mistakes and that failure is a way to gain knowledge and experience (Moser et al., 

2019). Research has shown that people can be on a continuum from a fixed to a growth mindset 

(Dweck & Yeager, 2019) and that supportive learning climates can positively influence a growth 

mindset (Kraft, 2020). For this inquiry, I am interested in exploring the little-known growth 

experience for health providers following a patient safety incident. Nascent patient safety 

research in this area points to promising directions of interest for educators and others who 

support HP development for mental health and patient safety professionals who support 

providers following PSI; and for those who implement just culture interventions and health 

system improvement (Plews-Ogan et al., 2016; Plews-Ogan et al., 2013; Kandasamy et al., 

2020). 
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 Within the following six themes I offer a critical appraisal of what is known about the HP 

experience of PSI. I then synthesis what is known and make the case for knowledge development 

specific to HP growth as adaptive coping following the experience of a serious PSI.  

A Common Experience 

The patient safety problem affects those who deliver care. Health providers are 

vulnerable to both systemic failures as well as individual lapses and errors in judgment; many are 

overwhelmed by unrelenting push for production and care processes are far more complex than 

ever before (Amalberti et al., 2006). PSI occur from both systemic failures in process and 

individual practice errors. Adding to the challenge, incidents go undetected and under-reported 

(Espin et al., 2006; Gordo et al., 2021) with some reporting the belief, however erroneously, that 

repercussions for HP following incidents can be punitive (Sexton et al., 2021). Providers also 

report that speaking up can feel like a futile effort and believing no action toward improvement 

will be taken; they chose not to report events (Aasland et al., 2004; Sears et al., 2016; Ulanimo & 

O’Leary-Kelley, 2007). Therefore, any measure of PSI prevalence for HP should be considered 

in the broader context of under-reporting.  

Vanhaecht et al. (2019) measured the prevalence of degrees of harm in their PSI impact 

study (N=6508). These authors found 23% of physicians and 34% of nurses in the study were 

involved in PSIs over a six-month interval which caused temporary harm for the patient. 

Twenty-two percent of physicians and 10% of nurses were involved in incidents that caused 

permanent patient harm and 42% of physicians and 22% of nurses were involved in incidents 

causing patient death. Fifty percent of the combined group experienced a no harm incident 

(where error is made/system failure occurs but does not reach the patient) and 29% experienced a 

temporary patient harm incident. Canadian prevalence is under-reported. In a small pan-
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Canadian study (N=350) Gamble & Manogaran (2018) reported 35% of respondents in their 

survey of healthcare workers views of second victim phenomenon had experienced involvement 

in a PSI in the past 12 months. Mira et al. (2015) found prevalence rates as high as 77% by 

measuring both direct and indirect post-event distress. Over five years 69% of nurses and 77% of 

physicians had either first-hand or vicarious exposure to post-incident effects through the PSI 

experiences of colleagues. This study highlighted the ripple effect these kinds of incidents can 

have on healthcare teams.  

Scott et al., (2009) in their seminal qualitative, descriptive study using thematic analysis 

methodology (N=32) developed an internationally accepted synthesis definition of a second 

victim: “a health provider involved in an unanticipated adverse patient event, medical error 

and/or a patient related injury who is traumatized by the event. Feelings of failing their patient 

and subsequent doubts about clinical skill and knowledge prevail” (p. 28). The study findings 

describe a final stage of “moving on” with three observed outcomes (Scott et., 2009). One, health 

providers did not heal, dropped out of their professions, or moved to other clinical areas. Two, 

they survived and continued to practice, but suppressed the memories of the experience and their 

subsequent feelings and three, went on to thrive by finding meaning and “made something good 

come out of the event” (Scott, et al., p. 330). The thrivers changed how they practiced or became 

involved in clinical practice improvement. Six stages of recovery were outlined: chaos and 

accident response, intrusive reflections, restoring personal integrity, enduring the inquisition, 

obtaining emotional first aid and moving on (Scott et al., 2009).  

Lewis et al. (2013) synthesized a model of nurse involvement in medical error in their 

integrative literature review analyzing quantitative, qualitative and mixed methods studies 

(N=21). Synthesis model components included:  System (work unit) and Nurse (number of years 
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worked) Influences and Interventions (disclosure and support). Measures to ameliorate negative 

outcomes of moral distress, burnout and intention to leave included peer support, disclosing to 

patients, as well as direct manager support. Fifteen studies in the review indicated that nurses 

made constructive change after PSI. Paying attention to detail, making personal change in 

practice, learning from experience, being more assertive in error prevention and supporting 

colleagues through medical error experience were reported as the constructive outcomes of PSI 

in this review.  

Prevalence of PSI experience for HP is not insignificant (Keers et al., 2013; Marshman et 

al., 2006; Vanhaecht et al., 2019). Research to date demonstrates that most, if not all HPs, will be 

involved in a PSI at some time in their career when we combine reported prevalence with 

underreported PSI in general (Espin et al., 2006; Ulanimo & O’Leary-Kelley, 2007; Vanhaecht 

et al., 2019). Being involved in a PSI is a common experience in clinical practice and outcomes 

for those involved range widely. Empirical studies offer some understanding of the trajectory of 

recovery, but the specificity of how providers adaptively cope toward positive outcomes remains 

at the superficial descriptive level.     

Remaining Silent  

Research has shown much progress still needs to be made in debunking stigmatizing 

beliefs held by HPs concerning PSI (Patel et al., 2011). Fear of repercussion and related notions 

of infallibility in clinical practice synergistically create stifled learning and healing cultures 

(Crigger & Meek, 2007; May & Plews-Ogan, 2012; Patel et al., 2011; Shepherd et al., 2018). 

Health providers are reportedly traumatized, filled with shame, become silent and socially isolate 

following PSI (Aubin, 2015; Christensen et al., 1992; Delbanco & Bell, 2007; Robertson & 

Long, 2018). May and Plews-Ogan (2012) found in their grounded theory study of physicians 
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coping with serious PSI that half of their respondents (N=32) remained silent about their 

experience prior to involvement in their study. Using Spradley’s taxonomic analysis to compile 

thematic understanding, the researchers conclude that meaningful peer exchange following PSI 

was associated with recovery from negative effects. However, signals from colleagues to 

downplay any error experience limited the study participants’ ability to engage in meaning-

making reflection with peers following events. HP frequently report they do not have the 

knowledge or skills to support a colleague through PSI (Clancy, 2012; Dekker, 2013; Mira et al., 

2017; Treiber & Jones, 2010). Some minimize the event as an expected course of treatment, or 

choose to stay silent in order to protect a colleague from emotional difficulty (Croskerry, 2000; 

Van Pelt, 2008).  

 Delacroix (2017) reported silence on the part of peers and involved HPs following a PSI 

in his phenomenological study of nurse practitioners’ (N=10) experiences of medical error. He 

concludes nurse participants yearned for forgiveness and a supportive other following medical 

error; often finding neither. The study explored the experience of medical error in terms of 

perception, effect on the nurse and nurse coping. Four overarching themes emerged from the 

analysis: 1. paradox of error victimization, 2. primacy of responsibility and mindfulness, 3. 

yearning for forgiveness and a supportive other, 4. coping with a new reality is context 

dependent (Delacroix, 2017). The fourth theme offered insights into the positive relationship 

between supportive learning climates and adaptive recovery from the emotional and 

psychological effects of the PSI experience. In supportive climates respondents were able to talk 

more readily about their experience and process difficult feelings.  

Remaining silent as a theme within the HP experience of PSI literature describes the 

difficulty HPs face in trying to speak about their own reactions as well as the silence encountered 



 28 

from others (Aasland & Forde, 2005; Aubin, 2018; Becker et al., 2012; Christensen et al., 1992; 

Dekker, 2017; Delbanco & Bell, 2007; Jones & Treiber, 2018; Quillivan et al., 2016; Robertson 

& Long, 2018; Ulanimo et al., 2007; Ullstrom et al., 2014; Wu, 2000). Understanding this part of 

the experience for health providers is essential for supportive interventional progress. Thematic 

synthesis within the body of work addressing silence post PSI points to a complex interplay 

between perfectionism and professional identity (Ullstrom et al., 2014), a lack of preparatory 

training for those experiencing PSI as well as those offering peer support (Jones & Treiber, 

2018) as well as an underappreciation of the degree of impact (Van Pelt, 2008). Opportunities for 

further research exploration of silent response to PSI remain and would contribute to 

professional and organizational cultural understanding of how silence limits recovery, learning 

and systemic improvements following PSI. In order to engage adaptive coping, including growth 

as a positive outcome, HP need to be able to share their thoughts, feelings and reactions to PSI 

events.    

Professional Cultural Influences  

 Hierarchical traditions and professional cultural beliefs within and between the healthcare 

professions contribute to silence following PSI experience (Lindstrom et al., 2011). Being unable 

to talk about one’s experience, including feelings, following PSI leads to stagnating individual 

clinician learning and stifles systems progress toward improved patient outcomes and support for 

HP (Aasland et al., 2004; Espin, et al., 2006; Kava, et al., 2012; Ullstrom et al., 2014). Many in 

the nursing, medical and health science professions still hold the view that fallibility is a personal 

failing despite much progress in just culture and systems theory approaches in healthcare 

organizations (Aubin, 2015; Bond, 2009; Patel, 2011; Peters & King, 2012; Wears & Wu, 2002). 

Despite wide understanding of systems approaches to patient safety incidents (Reason, 1997) 
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providers still report seeing their contributory role to preventable patient harm as a personal 

failing (Schroder et al., 2020). Clancy (2012) acknowledges that nurses and other healthcare 

professions embody a professional self-image of caring heroism. The myth of heroic perfection 

can be a powerful stimulant for self-incriminating guilt following PSI (Leape, 2014). 

Meaning schema built through professional training teach that safe competent care is 

achieved by following best practice as well as diligent skill-building and knowledge 

development. These schemas come into direct conflict with chaotic clinical working 

environments and can undermine learning about mistake making when errors and failures in 

processes inevitably occur (Crigger, 2004; Epsin et al., 2006; Hall & Scott, 2012; Kinsella & 

Pitman, 2012). In his perfectibility model, pioneering patient safety thought leader Lucien Leape 

(2014) addresses the nature of professionally held views of infallibility. He argues these 

unrealistic views of perfect practice, held within health professions, are reinforced by societal 

values. He posits that within the perfectibility model sufficiently trained, motivated HP do not 

contribute to medical error. Professional cultural values that espouse this kind of errorless 

imperative have a powerful influence on socializing unrealistic perfection as professional 

identity in trainees and novice HP (Schroder et al., 2020).  

Despite systems level efforts to introduce just culture principles to healthcare systems, 

the push for service delivery with limited resources, as well as professional and public 

expectations of perfection, combine to create unrealistic clinical practice conditions for HPs 

(Amalberti et al., 2006; Lewis et al., 2015; Sanders et al., 2011). Cultural norms are set toward 

HPs as tough heroes who pick up and carry-on following PSI. These cultural influences, 

frequently generated within the professions themselves, can thwart sincere administrative and 

leadership efforts to improve transparency for patients and families and compassionate post-
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incident care for HP (Van Pelt, 2008; Jones & Treiber, 2018). As a result of the professional 

taboos about error, seeking formal post-incident support can be stigmatizing and health providers 

rarely seek it (Van Pelt, 2008). In addition, minimal or impersonal generic supports such as 

employee assistance programs (EAP) seem like a band-aid solution ineffectually offered to HPs 

trying to navigate complex feelings of guilt, anger and stigma (Jones & Treiber, 2012; Seys et 

al., 2012; Busch et al., 2020). Despite craving for the opportunity to understand what happened 

and to learn from mistakes (Delacroix, 2017; May & Plews-Ogan, 2012) many HP are never 

really able to process their event and are left to cope by suppressing feelings while quickly 

stepping back into practice (Scott et al., 2009; Van Pelt; 2008; Busch et al., 2020).  

 Unrealistic professional values about an errorless imperative are entrenched during 

training (Bond, 2009; Jansson et al., 2015; Jones & Treiber, 2018). Dominant hierarchies prevail 

and influence the experience of PSI in negative ways (Wright & Khatri, 2014). Negative 

influences are experienced within the hidden curriculum as concepts, values, beliefs and 

behaviours learned by trainees but not formally taught (Benner, 2001; Taylor et al., 2018). Liao 

et al. (2014) describes this power dynamic for medical trainees. They report harsh and 

derogatory language directed at trainees from superiors in the clinical practice environment and 

describe learners doing things they believe are unsafe to fit in. Liao et al. (2014) warn novice 

physicians can find themselves assimilated to a kind of patriarchal negative culture perpetuated 

by those in power.  

This type of hierarchal power dynamic also affects novice nurses in training (Felblinger, 

2008; Roberts et al., 2009; Wright & Khatri, 2014) and in turn entrench unhelpful values about 

perfection while undermining psychological safety. Crigger and Meek (2007) found in a 

grounded theory study (N=10) of mistake making in nursing that nurses had unrealistic 
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expectations of their performance. The respondents’ personal and social idea of a nurse was not 

one which included error. Bond (2009), in her study of clinical anxiety, shame and socialization 

in nursing students concluded, “In shame, perfection is sought, one is either perfect or a total 

failure, one does not experience anything in between” (p. 134). She described a difficult tension 

for novice learners that brings the formal curricula, often espousing the errorless imperative, into 

conflict with the realities of complex clinical practice environments that at times are unsafe for 

both patient and health provider (Benner, 2001; Bond, 2009). 

To date, some progress has been made toward building enhanced health provider 

education standards for patient safety and quality improvement competence (Tregunno et al., 

2014; Wong et al., 2010). However, practice environments and the hidden curricula continue to 

negatively influence professional enculturation undermining progress toward realistic acceptance 

of fallibility (Taylor, et al., 2018; Jones & Treiber, 2018). 

Emotional and Psychological Aftermath and Coping 

The impacts of PSI erode HP confidence and are more grievous when the perceived 

responsibility and level of patient injury are greater (van Gerven et al., 2016; Vanhaecht et al., 

2019). Novice health providers, students and trainees are especially at risk of being unable to 

cope with the negative effects of patient harm incidents while in the process of early professional 

development (Crigger, 2004; Jones & Treiber, 2018; Sheperd et al., 2018, Steven et al., 2014). 

The PSI experience literature provides apt descriptions of the detrimental effects of harmful 

patient care incidents on HP and depicts the high cost of these events; which include burnout 

(Lewis et al., 2015; Van Gerven et al., 2016) depression, leaving practice (Burlison et al., 2021), 

posttraumatic stress syndromes, suicidal ideation and suicide (Christensen et al., 1992; Cramer et 

al., 2012; Jones & Treiber, 2012; Seys et al., 2012; Vanhaecht et al., 2019). Much of the 
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prevailing evidence focuses, necessarily, on the difficult process of recovery for HP and uses 

terminology such burnout, trauma, symptoms and obtaining emotional first aid. In 19 out of 41 

articles included in a systematic review of second victim experience, HPs reported symptoms of 

posttraumatic stress disorder (Seys et al., 2012). Reported psychological, physical, cognitive, 

behavioural and long-term effects from this review of 41 papers were: psychological (guilt, 

anxiety, loss of confidence, intrusion memories), physical (sleep disturbance, crying, nausea and 

vomiting), behavioural (use of alcohol, insomnia), cognitive (disturbed concentration) and long-

term effects (burnout, posttraumatic stress). The review included qualitative and quantitative 

papers from nursing and medicine as well as a small number of pharmacist and paramedic 

studies (Seys et al., 2012). 

A cross-sectional, retrospective survey study of physicians (N=186), nurses (N=682) and 

mid-wives (N=45) conducted by van Gerven et al. (2016) examined the individual, situational 

and organizational aspects that influence psychological impact and recovery from a PSI. 

Psychological impact was higher when the degree of patient harm was severe and when the 

health provider was female. Impact was lower on optimistic professionals and decreased 

significantly over time. Higher psychological impact was related with the use of active and 

planful coping with the researchers positing that problem solving planning as coping may not 

offer a way to “undo” an event once it has taken place. Blame cultures also increased negative 

psychological impact. No significant associations were found between psychological recovery 

and the impact of support programs.  

Health provider coping with PSI has been described as constructive (ask for peer input, 

make change to practice, seek training, slow down) and defensive (avoidance, alcohol and drug 

use, leaving practice, fear) (Seys et al., 2013). In a recent meta-analysis of 111 full text 
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quantitative papers on second victim experience Busch et al. (2020) found five HP coping 

strategies: changing work attitude, 89% ; following policy guidelines more accurately and 

closely, 89% ; paying more attention to detail, 89% ; problem-solving/concrete action plan ,77% 

; and, criticizing or lecturing oneself, 74%.  These researchers conclude health provider second 

victims use mostly task and emotion orientated coping strategies and to a lesser degree, 

avoidance-orientated strategies. The results of this meta-analysis suggest HPs more readily focus 

on personal practice post event and interact with PSI at the individual practice level. There is no 

evidence to suggest from the results that systems level problem solving/action as a problem-

solving coping strategy is accessed. Self-blame and self-recrimination were high at 74%.  

 Mohsenpour et al. (2016) investigated Iranian nurses’ experiences of PSI. The results of 

this qualitative, descriptive, phenomenological study illuminated a lived experience account of 

the moral and existential distress experienced by the nurse participants (N=8). Relying on self-

report of PSI experience, five themes emerged and were interpreted within an overarching theme 

of “Being a Wrong-Doer”: wandering in unpleasant feelings (with two subthemes: “unpleasant 

physical feelings” and “unpleasant emotions”); wandering in the conscience court (with three 

subthemes: “being the accused,” “being the victim,” and “being the judge”); being arrested in 

time - time for change (with subthemes: “promoting accountability”); promoting learning and 

strengthening supportive relationships; and spiritual exercise. These findings, transferable 

through in-depth description, shed light on the existential, personal and professional identity 

level effects of PSI. Nurse respondents described professional and personal “transformation” 

arising from severe disruption of shaken assumptive ways of being in clinical practice 

(Mohsenpour et al., 2016). 
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Emotional, physical, psychological and spiritual harm for HP following PSI experience is 

well documented with negative after-effects ranging from temporarily de-stabilizing to 

permanently devastating (Aasland et al., 2004; Aubin, 2015; Busch et al; 2020; Chan et al., 2016; 

Christensen et al., 1992; Cramer et al., 2012; Delacroix, 2017; Delbanco et al., 2007; Heiss & 

Clifton, 2019; Lewis et al., 2015; Mira et al.,2015; Mohsenpour et al., 2016; Syes et al., 2012; 

Schroder et al., 2020; Treiber & Jones, 2010; VanGerven et al., 2016; Vanhaecht et al., 2019). 

Health providers cope with PSI in a variety of ways described in the literature as adaptive, 

maladaptive, constructive, defensive, task, emotion or avoidance orientated (Seys et al., 2013; 

Busch et al., 2020). Positive adaptive coping found in constructive behaviours such as seeking 

peer support, slowing down in practice, paying attention to policy, paying more attention to 

detail and engaging in problem-solving post event point to ways HP regain confidence and 

enable a return to competent practice. However, much of the knowledge generated in the area of 

positive adaptation following PSI experience is superficially at the cognitive and behavioural 

task orientated level. For example, categorizing slowing down and paying more attention as 

behavioral outcomes of positive adaptation, while helpful, are out of balance with the profoundly 

negative and sometimes traumatizing effects of serious PSI on clinical confidence and 

professional self-identity. A synthesis of the literature on HP coping post PSI reveals there is 

much to learn about positive adaptation to PSI. 

Health Provider Support 

 More energies are being placed toward providing post-incident assistance to second 

victims of PSI and adverse events in general. There is growing recognition HP may experience a 

range of posttraumatic symptoms and have difficulty returning to practice (Chan et al., 2016; 

2012; Liukka et al., 2020; Sexton et al., 2021; Seys et al., 2012). Safety science has developed 
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exponentially during the past 20 years and healthcare organizations are developing more 

sophistication in their response to preventable patient harm with support for patients and families 

being top priority (Conway et al., 2010). Further evidence is emerging that investing in 

institutional support for HP second victims following PSI contributes to enhanced safety culture, 

workforce well-being and ultimately better patient outcomes (Sexton et al., 2021). Burlison et al. 

(2021) found that second victim distress (N=155) was significantly associated with turnover 

intentions and that organizational support fully mediated those intentions. Sexton et al. (2021) 

investigated whether health care worker assessments of good institutional support for second 

victims were associated with institutional safety culture and workforce well-being (N=10,627). 

Thirty-six percent of respondents knew at least one colleague who had been traumatized by an 

unanticipated clinical event. Respondents who perceived inadequate institutional support for a 

peer post event were more likely to have a negative assessment of safety culture and staff well-

being in their organization. 

Significant gaps remain in the provision of care to HP following PSI (Liukka et al., 

2020). Peer support has emerged as one the most important indicators for positive adaptation, 

recovery and return to confident practice (Mira et al, 2017; Scott et al., 2010; Scott & McCoig, 

2016). Peer support programs such as the Medically Induced Trauma Support Service (MITSS) 

(Van Pelt, 2008) and the Resilience In Stressful Events (RISE) program at Johns Hopkins 

Hospital (Edrees et al., 2016; Edress & Federico, 2015) developed from research evidence 

showing peer-to-peer support for HP second victim is effective. These early peer programs were 

launched from a needs-based impetus at the grass-roots level. The essence of PSI and general 

adverse event peer support programs is peer-led case study/investigation as well as transparent 

and compassionate dialogue (Scott & McCoig, 2016; Scott et al., 2010; Shapiro & Galowitz, 
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2016). Egress et al. (2016) evaluated a novel peer support program using individual and focus 

group interviews. Peer responders reported encounters were successful in 88% of cases and 

83.3% reported meeting the caller’s needs (N=500). However, the researchers highlight limited 

calls specific to medical error experience (4%) and note that awareness of the program was a 

barrier to activation. Mira et al. (2017) in a preventative on-line education program addressed 

gaps in HP knowledge of second victim phenomenon and equipped program participants with 

PSI peer support training. Eighty-eight percent of participants (N=28) in this pilot study 

positively evaluated program content and outcome learning. More recently, Liukka et al. (2020) 

explored organizational action taken to support HP following PSI and adverse events in general. 

From an integrative literature review of 25 papers, they concluded there are limited 

interventional models for organizational actions following incidents. Program development and 

implementation in the area of second victim support are in early stages internationally (Liukka et 

al., 2020; Sexton et al., 2020; Scott & McCoig, 2016). Program evaluation proves to be difficult 

in dynamic under-resourced organizations (Egress et al.,2016), but early assessments of program 

outcomes demonstrate the critical need to invest in peer support training and infrastructure 

(Sexton et al., 2021). Program development in this area must be supported by evidence. My 

inquiry into a fuller understanding of the growth experience of health providers who positively 

adapt to return to enhanced practice with contributive knowledge, skills and attitudes about 

patient safety incidents will add to the evidence base for peer support programming.   

Growth and Learning 

 In the past decade the second victim phenomenon has been named, defined and made 

measurable (Burlison et al., 2021). Knowledge on how to support heath providers post-incident 

is developing and is being applied through systems frameworks, such as peer support programs. 
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These evidenced based solutions offer direction for organizations committed to supporting 

providers and strengthening patient safety culture (Bleazard, 2019; Burlison et al., 2017; CPSI, 

2020; Edress et al., 2016; Scott et al., 2010; Seys et al., 2012; Shapiro & Galowitz, 2016). Recent 

empirical evidence on HP adaptive coping following PSI, which includes growth, is also gaining 

momentum and is contributing to a knowledge base aimed to enhance health workforce well-

being (Kandasamy et al., 2021; Leape, 2013; May & Plews-Ogan et al.,2012; Plews-Ogan et al., 

2016; Sexton et al., 2021). Self-reported growth outcomes for those who have been able to move 

on following PSI is surfacing in recent research (Engel et al., 2006; Kandasamy et al., 2021; May 

& Plews-Ogan et al., 2012; Plews-Ogan et al., 2016). There is evidence, although modest at this 

point, suggesting that providers, when supported, can navigate negative effects such as self-

incrimination and the stigma of seeking support to recover to an enhanced psychological state 

and clinical ability. For those who report growth, an enhanced psychological state is described as 

increased emotional fortitude when facing difficulty and an ability to more readily accept 

ambiguity (Kandasamy et al., 2020; Plews-Ogan et al., 2016). Clinical abilities are reportedly 

enhanced through the integration of affect and cognition as well as the recognition and 

acceptance of human limitation, specifically defined by Plews-Ogan et al. (2016) as clinical 

wisdom (Dekker, 2013; Dekker, 2017; Edress et al., 2016; May & Plews-Ogan et al., 2012; 

Plews-Ogan et al., 2016, Scott et al., 2010). Important components of growth processes and 

outcomes in these instances includes making meaning, rebuilding threatened personal and 

professional integrity and sharing learning’s with others (Aasland et al, 2005; Engel et. al., 2006; 

Meurier et al., 1997; May & Plews-Ogan, 2012; Plews-Ogan et al., 2016; Scott et al., 2009). 

Evidence is showing it is possible for affected HPs to develop increased emotional strength and 

professional ability post incident. May and Plews-Ogan (2012) described positive outcomes for 
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HP following medical error in their qualitative study with physicians (N=32). Key findings in 

this study indicated that incident event disclosure with resulting transparency between patients, 

families, the medical team, and others such as incident investigators provide a critical early step 

toward reconciling painful experience of PSI. A small number of physicians in this study, when 

able to talk about what happened, taught others through their own personal narrative. The 

researchers caution that of the thirty-two respondents, most remained silent on their experience 

with opportunity for growth and learning being lost (May & Plews-Ogan, 2012).  

Health providers who report positive adaptation in the form of growth to PSI 

acknowledge the vivid negative memories of their experience and subsequent sad regret 

(Kandasamy, 2020). However, they also emerge over time with a sense of endurance, feelings of 

increased emotional strength and capacity to deal with adversity, openness to new ways of being 

and a willingness to engage in and teach others about patient safety issues to prevent 

reoccurrences (May & Plews-Ogan, 2012; Pratt & Jachna, 2015; Kandasamy, 2020; Scott et al., 

2009). Plews-Ogan et al. (2016) used a posttraumatic growth and wisdom development 

framework to explore what helps physicians (N=64) following medical error in a grounded 

theory study. Newfound insights for the respondents post event manifested in behavioural 

outcomes indicating growth. Behavioural outcomes for this group included: active engagement 

with quality improvement activities to prevent reoccurrence of known error, improving 

teamwork through enhanced communication with all members of the team, self-reflection on and 

processing of feelings of imperfection, helping others through error experience and teaching 

colleagues about patient safety, risk and quality improvement (Plews-Ogan et al., 2016).The  

behavioural outcomes for this study indicated deeper identity level self-engagement and broader 

peer connection beyond task orientation (paying more attention to detail and following policy 
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more closely) described in previous second victim studies on coping (Busch et al., 2020). 

Kandasamy et al. (2020) in a narrative enquiry (N=26) exploring physician meaning making and 

growth following medical error described post-error growth outcomes through a growth process 

of change in self- perception. This study highlights important insights into post PSI growth as 

both a process and an outcome. For my study, I define growth as a positive way in which one has 

changed in the face of adversity; change in how one thinks about themselves as a person, as a 

health provider and how they practice. The modest evidence on growth following PSI to date 

suggests that HPs can not only recover from difficult experience of PSI but can thrive (Scott et 

al., 2009; Sheperd et al., 2019) and grow (Bromiley, 2015; Engel et al., 2006; Kandasamy et al., 

2020; May & Plews-Ogan, 2012; Plews-Ogan et al., 2013; Plews-Ogan et al., 2016).  

Discussion  

I have presented the health provider experience of patient safety incidents within the 

broader context of patient safety and have outlined patient safety taxonomy and terminology 

relevant to my study while highlighting ongoing discourse that balances the approach to patient 

safety incidents between systems and autonomous practice. Six themes within this body of work 

have been explored: a common experience, remaining silent, professional cultural influences, 

psychological and emotional aftermath and coping, health provider support and growth and 

learning. Health provider symptomology, coping as well as support needs are commonly 

described in the literature; with growth aspects appearing less frequently and more recently. 

Patient safety researcher and scholar Dekker (2016) critiques a prevailing problem-solving 

approach within early second victim research and scholarship. He cautions that legitimate 

emotions such as anger and guilt, withdrawal and depression may have been unnecessarily 

pathologized into psychological or somatic illnesses. (Dekker, 2013). He calls for a new era of 
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research that illuminates the personal journey of recovery and resilience through methodologies 

that afford opportunity for a deeper exploration of contextual lived experience. My approach to 

this study is influenced by Dekker’s critique as well as my own observation of a gap in the 

literature on meaningful positive adaptation to PSI experience which includes outcomes of 

growth and learning. Problematically, research in the area of HP experience of PSI has been 

confounded by sampling that includes both avoidable (PSI) and unavoidable patient harm 

(adverse events) (Busch et al., 2020; Seys et al.,2012). While the trajectory of harm and recovery 

following either avoidable PSI or unavoidable adverse events is similar and has been explored 

simultaneously within the field (Scott et al., 2009); there is a specific nuance of experience for 

HPs involved in avoidable PSI. Knowing that a patient harm event could have been prevented 

places additional pressures on HPs and intensifies emotional and psychological effects such as 

shame, guilt, regret, self-recrimination and questions of competence and confident return to 

practice (Dekker, 2013; Kandasamy et al., 2020; Vincent, 2010). This nuance, combined with the 

high prevalence of reported 35-77% (Keers et al., 2013; Marshman et al., 2006; Mira et al., 2015; 

Vanhaecht et al., 2019) and underreported PSI experience (Espin et al., 2006; Ulanimo & 

O’Leary-Kelley, 2007; Vanhaecht et al., 2019) catalyze the need for empiric research into how 

HP successfully navigate PSI toward enhanced personal, professional and system impact 

outcomes. 

What little is known of health provider growth following patient safety incidents has been 

presented. Understanding HP recovery toward what is ultimately enhanced clinical practice 

following the difficult experience of unanticipated patient harm in healthcare is emerging 

(Bromiley, 2015; Engel et al., 2006; Kandasamy et al., 2020; May & Plews-Ogan, 2012; Plews-

Ogan et al., 2013; Plews-Ogan et al., 2016). Growth in this context has reportedly shown that HP 
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generate new meaning about the professional self through a journey of self-discovery 

(Kandasamy et al., 2020). This small body of research indicates that HP growth does occur 

following PSI (Plews-Ogan et al., 2016), that this kind of growth is both a process and an 

outcome (Kandasamy et al., 2020) with positive implications for individual clinician practice 

(Kandasamy et al., 2020; Plews-Ogan et al., 2016). Importantly, HP growth following PSI has 

reported impacts for healthcare systems in the form of positive shifts in professional cultural 

attitude toward error (Plews-Ogan et al., 2016), engagement in teaching about patient safety and 

healthcare system improvement (Shepherd et al., 2018), compassion and empathy for peers 

involved in PSI (Engel et al., 2006; Delacroix, 2017; Mohsenpour et al., 2016; Shapiro & 

Galowitx, 2016) and a contribution of clinical wisdom about PSI toward ongoing system 

improvement efforts (Plews-Ogan et al., 2016). In order to more deeply explore what it is like for 

HP who grow from their unique PSI experience, while answering existential questions of 

personal and professional identity, additional inductive and context-rich approaches are needed.  

The phenomenological approach I have selected for my study is well positioned to offer 

the depth of inquiry needed to further explore this little-known area of PSI experience for HP. 

Phenomenological inquiry is well suited to research about emotionally complex and uncertain 

life experience because it accommodates unique subtler meanings of experience that cannot 

always clearly be named; it gives us perspective on what it is like to live through something; and, 

it can access context rich human experience (van Manen, 2014). Research in the area of HP 

growth following PSI is nascent; but the small body of knowledge generated from this work to 

date indicates that continued knowledge development in this area of second victim scholarship 

will offer meaningful positive impact on individual HP practice and health system improvement.  
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I have supported the direction of my research through a review of what is known about the 

health provider experience of growth following patient safety incidents in the broader context of 

patient safety and HP experience of PSI, while highlighting debate in the scholarship. In this 

final section, I introduce posttraumatic growth theory and discuss its applicability for this study.   

Posttraumatic Growth Theory 

Posttraumatic growth (PTG) is a translational middle range theory of meaning making for 

people who have undergone a growth experience as the result of an adversity or trauma 

(Tedeschi & Calhoun, 2014). PTG has been reported after life events which cause fear, 

discouragement, and psychological or physical damage in the face of adversity (Joseph, 2011; 

Tedeschi et al., 1994). The theory is situated with the grand theories of coping, adaptation and 

resiliency (Lazarus & Folkman, 1987) and describes emotional, psychological, spiritual and 

behavioural outcomes from an experience of adversity or trauma in humans. The components of 

PTG theory are: enduring distress, posttraumatic growth (five domains), and wisdom resulting 

from a traumatic event. Essentially, PTG describes a process of meaning making for growth 

development and growth outcomes in trauma survivors.  

 Interest in the phenomenon of posttraumatic growth is motivated by a changing 

discourse in the cognitive, behavioural and social psychology sciences from pathology and 

treatments to positive human capacities and capabilities (Seligman et al., 2005). The field of 

positive psychology focuses on positively valued psychological phenomena such as growth, 

hope, eudemonic wellbeing, aesthetic appreciation and wisdom (Colman, 2015). Previous 

direction in the field of human trauma psychology had been weighted on pathology and has been 

medicalized. This medicalization was influenced by essentialist science and Freudian approaches 

adopted from psychiatry (Tedeschi & Caohoun,1994). Empiric PTG studies report that 
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respondents experiencing serious life adversity employ strategies such as cognitive processing, 

self- disclosure, social support and schema change in order to rebuild one’s views of the world 

and of the future, (Affleck et al., 1987; Linley, 2003). This process occurs within a socio-cultural 

context and results in individuals going on to live a more meaningful life with growth in the 

domains of appreciation of life, relationships, personal strength, recognition of new possibilities 

and spirituality (Tedeschi & Calhoun, 1996). Similar to the concept of resilience that describes 

bouncing back after hardship (Liu et al., 2017), the phenomena of posttraumatic growth capture 

the notion that a trauma or adversity can be a turning point that heightens the process of meaning 

making toward growth (Park & Folkman, 1997). People experiencing PTG develop beyond their 

previous level of adaptation and psychological awareness to rebuild superior life structures while 

drawing from newfound personal agency and capacity (Tedeschi et. al, 1994). Research and 

theory development in PTG point to existential life experience that explores the uncertainty of 

life, self-awareness with flexibility toward change and personal agency (Joseph, 2011). These 

developing ontological understandings of the human experience of growth through adversity 

incorporate the meaning of being and the metaphysical. Whereas the cognitive-constructivist 

components of PTG experience such as rumination, seeking an understanding other and 

inspiration from community, incorporate the social, relational and cultural contexts. 

According to cognitive psychology researchers and theory developers Tedeschi and 

Calhoun (2004), individuals experiencing posttraumatic growth experience a major life crisis 

which severely challenges an understanding of the world and one’s place in it. As outlined 

above, many health providers involved in serious patient safety incidents undergo emotional and 

psychological trauma experienced as major personal and professional life crisis (Busch et al., 

2020; Seys et al., 2012; Schroder et al., 2020). PTG theory parallels well with the HP experience 
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of growth following PSI and offers a pragmatic and rich reflective lens for my phenomenological 

inquiry. PTG theory offers an interpretative approach I use to gain an opportunity to add further 

depth to the reflective hermeneutic dialogue that will textually emerge in co-creation with the 

study participants.  

Summary 

This chapter offers an exploration of research and scholarship on the health provider 

experience of patient safety incidents. While this body of work, within the patient safety science 

literature, reveals a great deal about the difficulties health providers face when an unanticipated 

patient safety incident happens; there is still much to learn about how HPs successfully live 

through and reconcile emotional and psychological impacts, and much less on how to emerge as 

a stronger clinician with newfound capacities through growth experience.  

What is known about HP growth in the context of avoidable PSI is very limited. PSI 

experience prevalence rates combined with incident under-reporting point to a broad experience 

that will occur for most health providers at least once in their career. Yet, health provider 

education and practice cultures continue to perpetuate the perfectibility model leaving them 

woefully underprepared to deal with being involved in a serious PSI. What is known about 

growth following PSI point to promising and novel approaches to help HPs adaptively cope with 

these experiences and also offer a direction that could positively impact limiting health provider 

education cultures and post incident care structures in health systems.  

I am focusing on the self-reported growth experience of HP who have been involved in a 

serious PSI in order to further illuminate what has been described as a journey of self-discovery 

(Kandasamy et al., 2020). Phenomenology as an interpretive methodology and posttraumatic 
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growth theory as a reflective lens both provide usefulness in exploring the health provider 

journey of growth. 
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Chapter 3: Methodology and Methods 

Overview of the Chapter 

In this chapter I introduce hermeneutic phenomenology as the study methodology within 

the interpretive framework of social constructivism. Next, I describe the methods and protocol of 

my study including a description of research participants, recruitment process data collection, 

management, analysis processes, criteria for trustworthiness and ethics procedures. Finally, I 

present a summary of the chapter. 

Interpretive Framework  

The basis of hermeneutic phenomenology is to gain insights into human experience (van 

Manen, 2014). Hermeneutic phenomenology is oriented toward illuminating the meaning of 

things in daily life. By exploring meaningfulness phenomenologists do not aim to understand 

phenomena but rather describe and bring to light was it is like to live something (van Manen, 

2014). This methodology follows a social constructivist interpretive framework (Creswell & 

Poth, 2018; Denzin & Lincoln, 2018). In social constructivism individuals develop subjective 

meanings of the world in which they live and work (Creswell & Poth, 2018). Hermeneutic 

phenomenology invites co-creation between the researcher and participant in order to explore 

and describe the essence of phenomena under study (van Manen, 2014). As such, research 

outputs within a social constructivist framework are constructed by both the participant and the 

researcher (Creswell & Poth, 2018).  

Utilizing a hermeneutic phenomenological approach for this inquiry aligns with the 

ontological assumption of reality being multiple, and fits well with the purpose of my work 

which is to understand the meaning of growth for health providers who have gone through a 

serious patient safety incident experience. Each participant’s lived experience of a serious PSI 
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was unique to them and their lived reality. The epistemological assumption of hermeneutic 

phenomenology is to conduct research as close as possible to the participants (Creswell & Poth, 

2018; Vagle, 2014; van Manen, et al., 2016). The gap between the participant and myself, the 

researcher, was minimized as their lived experiences emerged through meaningful dialogue. 

Hermeneutic phenomenology follows an inductive methodology of data collection and 

interpretation (Creswell & Poth, 2018; Denzin & Lincoln, 2018).   

Acknowledging my epistemological, ontological and axiological assumptions is 

consistent with and valuable to this research methodology which accesses co-creation between 

researcher and participant (Creswell & Poth, 2018). My interest in the topic of growth through 

adverse experience was shaped by observations and insights gained from my own lived 

experience as a nurse and educator. As such, I began this thesis work with my own reflective 

narrative of a serious patient safety incident. I have approached this inquiry with reflexivity 

using a social constructivist interpretive framework. As a former critical care nurse educator and 

healthcare educator involved in developing interprofessional curricula patient safety learning 

programs; I have interacted with health providers who are passionate about health system 

improvement and listened to their stories. I sat next to a surgeon during a patient safety 

conference and listened as he described, through his sobs, his experience of PSI and the resulting 

avoidable death of one of his patients. I have heard a mother’s story of losing her child to 

avoidable healthcare error events. I have also anguished over my own involvement in PSI and, as 

an educator, have witnessed the fear and confusion in novice clinicians as they realize something 

has gone horribly wrong with the care they are delivering. These experiences have deeply shaped 

my interest in this subject and how I went about investigating it. I have been flexible and 
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adaptable as the study unfolded in order to capture the meaning of growth for the participant 

health providers who generously agreed to participate. 

Hermeneutic Phenomenology  

The initial philosophical underpinnings of phenomenology are found in the philosophies 

of Edmund Husserl (1859-1938) and Martin Heidegger (1889-1976). Phenomenological 

philosophers believe our experiences of how things appear in our consciousness are innate and 

more important than abstract theorizing (Matthews, 2006). Phenomenology aims to bring 

experiential realities to language by producing insights that allow us to see into the heart of 

things (van Manen, 2016). Ultimately, the phenomenological gaze allows us to come closer to 

knowing what it is to be human. Phenomenologists believe we do not exist apart from the world 

— we are part of it and self-determine our relationship to it (Vagle, 2014).  

The project of phenomenology is an ontological one (van Manen, 2014). What it is to be. 

To live through. For the phenomenologist, the seeing of meaning is the understanding “the living 

of life or understanding what is it is to live through something.” (van Manen, 2014, p. 53). By 

revealing phenomenologically, the given-ness of experience emerges in ways we may not have 

seen before. Phenomenologists consider pre-reflective meaning as a felt experience before 

concepts or theorizing enter cognition and this felt meaning is the focus of phenomenology 

(Errasti-Ibarrondo et al., 2018). In approaching the world in this way, we can see beyond 

previously held assumptions and notions of something. Things appear to us in a new light or 

from a new perspective. In this study, I aimed to illuminate nuanced, yet meaningful, less-

explored perspectives of what it is like to grow while living through the aftermath of a serious 

patient safety incident. The evocative nature of an experience associated with stigma, suffering 

and guilt (Delbanco & Bell,2007) may place health providers at the very heart of some of the 
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darkest days in their lives and careers (Christensen et al., 1992; Cramer et al., 2012). Accessing 

these emotional and sometimes private lived experiences (May & Plews-Ogan, 2012) requires an 

inductive methodology that offers sensitivity and an emphasis on subjective human experience. 

An empathic, moral and, at times, aesthetic poetic depth is offered through phenomenological 

methodology. 

Hermeneutics is a philosophical technique concerned with interpretation and 

understanding (Gadamer, 2006). Assumptively, hermeneutics determines all engagement with 

the world is interpretive and, as such, researcher output is an interpretation of experience. 

Heidegger applied the hermeneutic approach to phenomenology and considered it of central 

importance to the tradition. The philosophical stance of the hermeneutic recognizes pre-

understanding which contributes to the interpretive work as the researcher attempts to get as 

close as possible to the experience of the participant. Individual situatedness in culture, practice 

and language forms the basis for hermeneutic interpretation (Gadamer, 2006; Wojnar & 

Swanson, 2007). The goal of any hermeneutic inquiry is to identify participant meanings from a 

blend of the researcher’s pre-understandings and the participant generated description on the 

phenomenon (Wojnar & Swanson, 2007). This kind of human science research attempts to meet 

human beings where they are naturally engaged in their world. A hermeneutic interpretation 

notes, “there is a phenomenon ready to shine forth, but interpretive work is required by the 

researcher to facilitate this coming forth and then to make sense of it once it has emerged” 

(Smith, et al., 2009, p. 12).  

A technique of the hermeneutic method is the interpretation of text (Gadamer, 2004). For 

this inquiry, renderings of textual anecdotes from participant experience offer an entry point for 

hermeneutic interpretation. Van der Zalm and Bergum (2000) note the epistemology of 
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hermeneutic phenomenology focuses on revealing meaning rather than explaining or theorizing. 

They describe two types of meaning: cognitive and non-cognitive. The cognitive or conceptual 

form is informational and makes social understanding of phenomena possible. The non-cognitive 

on the other hand is evocative, expressive, transcendent, and often poetic. The mutuality of a 

phenomenological text invites an experience for the reader. An experience whereby an intuitive 

grasp of what is written may arise as universally familiar, but at the same time, offers new 

perspective. In the hermeneutic, the researcher is interpreting text in this way, but is also tasked 

to evoke transformative meaning in written interpretations of the phenomenon. For this study, I 

employed a hermeneutic phenomenological approach using van Manen’s (2014) Phenomenology 

of Practice: Meaning Giving Methods in Phenomenological Research and Writing. van Manen’s 

(2016) procedures for hermeneutic phenomenological analysis are outlined below.   

Methods 

Research Setting 

In qualitative research, each research tradition determines how a researcher approaches 

recruitment by either locating a site or an individual for inclusion. For this inquiry, less emphasis 

was placed on a homogenous physical research setting. Rather, the shared experience of growth 

following involvement in a serious patient safety incident offered the shared contextual setting. 

There is less emphasis on controlling for variation, as one would in a quantitative study, and 

more on accessing varied contextually rich opportunities to explore the phenomenon of interest 

(Creswell & Poth, 2018; Denzin & Lincoln, 2018). Indeed, variation of the phenomenon of 

interest becomes important to qualitative researchers as they explore the breadth and depth of the 

research interest. In hermeneutic phenomenology the emphasis is on the meaning of the lived 

experience. van Manen (2016) states hermeneutic phenomenology “tries to ward off any 
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tendency toward constructing a predetermined set of fixed procedures, techniques and concepts 

that would rule or govern the research project” (p. 29). The phenomenological research process 

is inductive and flexible toward the phenomenon of interest and in light of this, the research 

setting in my inquiry was less important than the experience of the phenomenon of growth after 

involvement in a serious patient safety incident.  

Research Participants 

My inquiry was designed to reveal the lived experience of growth for health care 

providers who contributed to an avoidable patient safety incident that resulted in patient harm. 

Phenomenological researchers are often challenged when external concepts such as sample size, 

sampling strategies, and empirical generalizations are imposed and applied to a hermeneutic 

phenomenology study (van Manen, 2014). Consistent with van Manen’s phenomenology of 

practice work, I invited six healthcare professionals who self-reported an experienced growth 

after a serious patient safety incident. Consistent with van Manen’s processes, there is no 

determined sample size or saturation of data in the traditional sense (van Manen, 2014, 2016). 

The aim is to render rich, detailed textual accounts of the phenomenon of growth therefore a 

concentrated focus and prolonged engagement with a small number of participants was 

employed (Cohen et al., 1998; Smith et al., 2000). In hermeneutic phenomenological study, the 

researcher’s work finishes when they reach an understanding of the phenomenon under study 

(van Manen, 2014, 2016). This means rich and varied dimensions of the lived experience of the 

phenomenon have been illuminated and rendered textually through co-creation with the 

participants. As the iterative and simultaneous recruitment and data analysis phase progressed in 

my inquiry, and no added dimensions of the phenomena of growth were revealed, participant 

recruitment was halted at six participants.  
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Participants were included in this study if they met the following criteria: 

1. able to speak and read in English; 

2. practicing licensed physicians, nurses, pharmacists, respiratory therapists, or paramedics 

in Canada;  

3. working for more than one year [Rationale: A one year timeframe was selected to avoid 

including new graduate professionals who reportedly have higher incidence of PSI and 

who may be treated differently as novices in the clinical environment (Murray et al., 

2019). For example, studies show new graduate nurses experience transition shock and a 

theory-practice gap when they start independent clinical practice (Murray et al., 2019). 

Limited clinical exposure in training leaves novice nurses at risk of missing patient 

deterioration and making errors due to inexperience (Baumann et al., 2018). Access to 

clinical mentorship programs for new graduate nurses is increasing and offer mentorship 

periods for new graduates (Baumann et al., 2018). New graduate intake processes now 

include prolonged orientation, reduced nurse-patient ratios and a dedicated supportive 

clinical mentor (Baumann et al., 2018). Newly qualified paramedics also report 

challenges transitioning to complex practice environments and junior medical residents 

report these same challenges]; 

4. shared their experience of healthcare error on public forums such as videos, conferences 

and professional newsletters;  

5. willing to share their experience of growth after involvement in a serious patient safety 

incident; and, 

6. have access to psychological counseling services through employee programs such as 

Employee Assistance Programs (EAP) or through professional associations or 
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professional colleges. Access to mental health support was an inclusion criterion as the 

emotional impact from sharing a PSI experience was possible, and as such it was 

necessary to ensure the participants had access to mental health support if needed. 

   The participants. The participants came from three provinces in Canada, differing 

health professions and practice contexts including: emergency medicine, hospital pharmacy, 

pediatric and critical care nursing and paramedicine. Two emergency medicine physicians, two 

registered nurses, one hospital pharmacist and one paramedic were included.  Participants’ 

experience of a serious PSI ranged from the recent past (three to five years) to less recently (six 

to more than 30 years). Pseudonyms have been used to protect their identity. 

Tom. Tom is an Emergency Department (ED) staff physician who completed his medical 

residency training a number of years ago. He is actively involved in quality and patient safety 

leadership and leads research and training in this field. He works at large inner-city academic 

hospital as a resuscitationist trained to revive the critically ill. He leads teams of highly trained 

healthcare professionals to do this work. He is also a teacher and a mentor to medical residents 

learning to become specialists. Trained as an engineer before becoming a physician, Tom has 

also found a natural fit and a rewarding role as a thinker and a doer in health systems 

improvement in the ED. Tom shares his incident experience from four years ago when he first 

started as an ED staff physician following residency training. 

Steve. Steve is a registered nurse (RN) who is in a leadership role. He has had a rich 

career of leadership in the nursing profession. He is nearing retirement and looks upon his 

nursing life with satisfaction. He is grateful for the experiences his profession has afforded him. 

As he shares his story of making a serious medication error as a newly trained neurotrauma 
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intensive care unit (ICU) nurse over thirty years ago. He is deeply grateful for the strong, kind 

and in his words, “loving mentorship” he found within his team of comrades at the time. 

Carol. Carol is a mid-career advanced care paramedic in a practice leadership role. She 

leverages the depth of her experience to guide best practice and policy for paramedics in a 

government role. She sees an even greater potential for her profession and speaks honestly of the 

ways in which things need to change culturally within and around her profession to realize this 

potential. Her 15 years’ experience at the sharp end of care contributes to strategic planning for 

emergency medical technician (EMT) and paramedic practice settings. According to Carol, the 

emergency medical services (EMS) is in a state of flux and transition. Carol approaches her work 

from a systems perspective and has been involved in patient safety and quality work. She shares 

she has a passion for being in her own words “a fixer.” Her incident took place in rural clinical 

practice around ten years prior to her sharing her story for the study. 

John. John is a RN who shares his experience from his time as a new graduate nurse 

working in a pediatrics. He came to his first nursing job with life experience and a developed 

career before becoming a nurse. This gave him confidence to be himself despite what he 

perceived to be somewhat constricting traditional cultures around him. He shares in those first 

novice years it was not easy being a new nurse and some of the nurses around him were 

unsupportive, unhelpful and unwelcoming. Nonetheless, he stood his ground and found mentors 

who supported him. He knew the kind of nurse he wanted to be. He describes how he choose fun 

T-shirts the over formal uniforms, brought fun and humour to his role, and most of all was 

determined to interact with the pediatric patients he cared for as people. His reflections on the 

reality of the nursing practice world as difficult and overwhelming offer a glimpse of what 

makes it possible for novices to survive difficult initiations. John was also able to negotiate an 
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patient safety incident and subsequent crisis of confidence to go on to mentor others. His incident 

as a new graduate RN occurred ten years prior to the study. 

David. David is a senior clinical pharmacist in a busy tertiary care hospital. He has been a 

passionate advocate for systems learning and patient safety his entire career. He was profoundly 

affected by his experience of a serious patient safety incident and continues to work through the 

emotional aftermath to this day. In his words, “things changed” after his high-risk medication 

error. He is determined to “make good come from bad” and seeks ways to be a change agent for 

both system safety advances as well as for the psychological safety needs of colleagues going 

through PSI experience. He is involved with a peer support network at his institution and is 

called upon as a guest speaker at safety conferences and events.  

David is also a musician and an artist. He found solace in conveying his suffering through 

making beautiful things. Making art depicting his incident experience provided a comfort as well 

as a way to share his inner journey of recovery while releasing some the painful emotions. David 

shares his art and found images that symbolize his experience when speaking at learning events. 

He has generously shared this part of himself for the study. David’s incident occurred within five 

years of the study.  

Melanie. Melanie is a pediatric ED physician. She is in a leadership role within her 

organization. She leads colleagues who mentored her as a medical resident. She smiles and 

laughs a little as she shares this part of her story. She deeply values her mentors. Part of her work 

is dedicated to improving systems and structural processes as well as nurturing a learning culture 

that supports good patient care. She is involved with quality-of-care improvement, mitigating 

risk and responding to patient safety incidents when they happen. She enables conducive 

learning for medical learners. While fulfilling these roles she also cares for patients and families 
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as a rotating ED staff physician. Sometimes, rather than a scrub top, she wears a T-shirt with an 

embossed image of a heart with the word LOVE written underneath. She is quick to share her 

error experiences with mentees and understands the health system can fail individual clinicians. 

She shares having a system understanding and an awareness that things can and do wrong does 

not make things any easier when they do. Melanie’s PSI experience happened over five years 

before the study. 

Recruitment Strategy 

 After approval from the Queen’s University Health Sciences and Affiliated Teaching 

Hospitals Research Ethics Board (HSREB) certificate # 6026276 (Appendix A), I began the 

following recruitment process:  

1. I approached my network of healthcare professionals in the field of quality improvement 

and patient safety. Through email, in-person meetings and phone calls I presented the 

study purpose and recruitment criteria using HSREB approved email text. I shared the 

HSREB approved letter of invitation (LOI) (Appendix B) and HSREB approved 

recruitment poster (Appendix C) with my contacts. These professional contacts 

introduced me to potential study participants. One participant was recruited through 

this process; 

2. I posted the HSREB-approved recruiting poster on a professional social media site. The 

poster was also approved for distribution through a newsletter to graduate students by the 

School of Nursing at Queen’s University. Two participants were recruited through 

this process; 

3. I also approached recognized health providers who had shared their experience of PSI on 

public forums such as videos, conferences and professional newsletters. I emailed these 
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health providers an invitation to the study following standard email text approved by 

HSREB. One participant was recruited through this process; and, 

4. I contacted potential participants through members of organizations with mandates in 

quality and patient safety such as: the Canadian Patient Safety Institute, the Quality and 

Patient Safety office of a Regional Health Authority in Canada and Emergency Medical 

Services in a Canadian province. I accessed these organizations through a main contact 

by an HSREB approved email and shared the letter of invitation and recruitment poster. 

These organizational contacts introduced me to potential participants. Two participants 

were recruited through this process.       

Whether referred by another, on seeing the recruitment poster or on being contacted directly 

by me, potential participants corresponded with me by email or phone call. I shared the study 

inclusion criteria in an initial email. Those who matched the inclusion criteria, and continued to 

express interest in participating in the study were included in the study. Confirmed participants 

were then invited to engage in an interview at a convenient place and time for them, and when 

possible, for their first interview, in-person. Initial HSREB approval was granted for a 

combination of either in-person and online meetings, depending on participant preference and 

distance.  

According to van Manen (2016) it is important the phenomenological interview should 

happen in a place that is comfortable for the participant to establish a conversational relation. I 

was able to host five in-person initial interviews and one initial interview, for the sixth 

participant, through the online engagement platform ZoomTM due to distance. I met three 

participants in private office settings, one in a hospital, and two in private homes. The first face-

to-face interviews helped me build rapport, trust, and human connection with the participants. 
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During the first meeting, I provided additional information about the research and reviewed a 

hard copy consent form (Appendix D). One signed copy of the study consent was retained for the 

study file, and one copy was given to the participant. I also responded to any questions or 

concerns at this time.  

Data Collection 

The narrative text generated from a dialogical relationship with the participants forms the 

foundational data for this study (van Manen, 2016). Each participant engaged in two digitally 

recorded, in-depth interviews. Conversations lasted from one to two and a half hours. The intent 

was to gather rich descriptions of the human experience and the phenomena of growth as the 

participants experienced it. Along with two interviews, participants were invited to share 

meaningful objects and artistic sources to inform the interview discussion. Participants were also 

invited to share a written account of their PSI experience prior to their first interview. I 

maintained a researcher journal for reflexivity and recorded field notes following each interview. 

Phenomenological interview. The phenomenological interview allows participants to 

describe their experience and reflect on their own descriptions (Burgum, 1991). The atmosphere 

of the initial and follow-up interview was conversational and open with participants sharing their 

experiences with as much specificity as possible. I encouraged the participants’ description of 

their feelings and attempted to be aware of my own involvement in the dialogue by avoiding 

interrupting or leading (Bergum, 2013). I avoided gathering perceptions, views, beliefs or 

opinions, rather I was interested their experience as it was lived (van Manen, 2014). I used a 

semi-structured script (Appendix E) with questions and prompts to guide the phenomenological 

interviews. In a semi-structured script, the researcher develops a list of question and topics to be 

covered during the conversation. However, in following phenomenological method, the 
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researcher does not strictly follow the script during the dialogue (Lune & Berg, 2017). For 

example, when I asked one participant about how the PSI experience changed his practice and 

how he felt as a health provider he responded:  

 I'm familiar with this whole second victim literature story. My personal belief is that I 
don't have the right to be the second victim. It doesn't serve anybody well for me to do 
that, and how can I be a victim in the same category as the guy who died? That just does 
not resonate in my head. For me, the way forward is not to say, "Hands up." It's to accept 
that, in fact, this may actually happen again, and kind of dive into the system and feel like 
I'm doing something to not do it, and feel like I've at least given myself an honest shake at 
changing the way I think about these things in order to prevent it in the future. 
 

I did not include a question specifically about being a victim in the initial semi-structured 

script created for all participants nor in the second customized semi-structured interview script 

generated specifically from each participant’s transcripts, yet this example illustrates how an 

important insight about second victim identity was obtained (Busch et al., 2020; Wu et al., 2020). 

By allowing the dialogue to flow the participant, already very familiar with the term second 

victim and its accompanying academic literature, could allow himself to reflect more deeply and 

come to a place where he could challenge his own beliefs and offer a new narrative. By using an 

open conversational approach in each phenomenological interview, I followed the flow of the 

conversation, meeting the participant where they were, and explored interesting insights in-depth 

such as the example above. This method is described by van Manen as the dialogical relationship 

within a phenomenological interview (van Manen, 2015). 

My phenomenological interview, including the initial semi-structed interview script and 

questions, was developed from the literature on the health provider experience of PSI’s and was 

refined through a pilot process. I pilot tested a script with an initial set of questions and prompts 

with a university faculty critical care physician who is an internationally recognized expert in 

patient safety and who met the study inclusion criteria. The pilot participant offered refining 
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feedback on the phenomenological interview process, semi-structured script and initial questions. 

From the results of the testing, we revised the semi-structured interview script and questions. My 

supervisors, experts in the field of patient safety and in hermeneutic phenomenological research, 

advised me on these refinements. 

In total, 12 interviews were conducted and transcribed. Five were hosted face-to face and 

the remaining seven on a video-conferencing platform. Second follow-up interviews were 

conducted within four to five weeks of the first. Follow-up interviews were customized to each 

participant and guided by questions generated from initial interview transcripts. Transcripts were 

reviewed and revised by myself and my two supervisors for transcription errors and then e-

mailed to the participants for their pre-review and consideration in preparation for their second 

interview. Each of the six participants took the opportunity to review their transcript to highlight 

discrepancy and parts of the conversation they wished to explore more deeply. This also 

provided an opportunity for the participants to validate the data collected (Lincoln & Guba, 

1985). As we engaged in the second interview, I referred back to the initial interview transcripts 

both verbally and visually on screen to explore thoughts and clarify comments and ideas.  

Researcher’s journal. To enrich and complement the textual transcriptions I kept a diary 

with notes of the encounters with participants. Keeping a journal helped me to reflect on 

significant aspects of my interaction with each research participant (van Manen, 2016). These 

observations captured the non-verbal interaction and moments of emotion where exchange was 

particularly saturated with meaning beyond transcribed language and dialogue. My reflections 

post-interview focused on capturing nuanced meaning as it emerged in transient rich moments of 

co-created meaning. I engaged reflexively in this process, attempting to avoid an over-emphasis 

on my own interpretations in the early stages. Discerning patterns of the work in progress as well 
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as insights gained were recorded and incorporated into the analysis. At each stage, I documented 

trends and reflections in my research journal. I created large posters for each participant 

displaying initial sentence clusters and sententious phrases that captured the fundamental 

meaning of a participant text as a whole (van Manen, 2014). I also included representational 

visual imagery on the posters as a way to capture the emerging main significance of the 

individual participant text. I have incorporated select visual imagery within the 

phenomenological text and anecdote in the interpretive sections of the thesis. 

Literary, artistic, meaningful object sources. In hermeneutic phenomenology 

researchers are encouraged to explore literature, poetry, art, and artifacts as sources of lived 

experience that increase their understandings of the phenomenon under study (van Manen, 

2016). As part of my study protocol and with HRSEB approval participants were invited to 

create or share a familiar meaningful poem, a piece of art or visual image such as a photograph 

or an object representing what their experience had meant to them. In discussing expressivity of 

meaning van Manen (2014) emphasizes subtler meanings of certain experiences cannot be 

named nor described with any clarity. He points out conceptual language often falls short of felt 

meaning. The phenomenality of human experience, or a felt meaning, may be expressed more 

deeply through indirect and non-cognitive experience of art in its varied forms —visual art, 

poetry, music, meaningful objects (van Manen, 2016). This kind of participant/researcher 

engagement within a research study protocol offers a way for participants to identify salient 

associations and express what may be otherwise unsayable. Objects, literary sources and art in 

everyday life can be imbued with personal meaning, they evoke memories and can offer comfort 

(Cox & Guillemin, 2018). 
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Two of the research participants shared meaningful materials in this way and consented 

to have these materials shared in the study. I have included them in the interpretive sections of 

the thesis. I anticipated with the use of an optional artistic or other meaning-making medium that 

the participants and I could gain deeper access to their lived experience by evoking meaning in a 

non-cognitive, felt way (van Manen, 2016). As the researcher, and in keeping with the 

phenomenological interpretive method of co-creation, I also selected and incorporated symbolic 

images and poetry in order to engage more deeply with an interpretation of the participants’ lived 

experience and the phenomenon of growth in a PSI context. In the interpretive sections of the 

thesis, I have incorporated symbolic images and poetry in this way.   

Consulting phenomenological literature. For phenomenological researchers, literature 

is an important source of information that can contribute to the description and interpretation of 

the phenomenon under study (van Manen, 2016). Methodologically, the ethics of Emmanuel 

Levinas (1906-1995), an existential phenomenologist, are employed in order to ask questions 

which challenge conventional assumptions about communication and relationships in healthcare 

settings. Levinian philosophy is found within the human relation and “questions the meaning of 

being on the basis of the encounter with the other” (McCarthy, 2010, p.97). When our ethical 

responsibility to the other is denied, something erodes (Levinas, 1985). In patient safety 

incidents, failures of relation and communication are frequent (Espin et al., 2006; Hamid et al., 

2014) and lead to ethical failures. For example, incident disclosure to patients and families 

following PSI does not always occur, leaving patients unaware of avoidable harm that occurred 

to them while in care (Conway et al., 2011). Of ethical concern, and influenced by organizational 

cultures, non-disclosure and under-reported patient safety incidents by health providers can mean 

harm incidents may be repeated and process improvements not be actioned (Conway et al., 2011; 
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Dekker, 2013). For some HPs, moral questions arise when the difficulty speaking one’s truth 

through the experience of a PSI is compound by the effects of limiting professional cultural 

views of error in clinical practice (Steven et al., 2014; Wright & Swanson, 2007; Wong & 

Ginsburg, 2017; Van Pelt, 2008). And moral dissonance is experienced by HP holding a 

relationship of broken trust with their patients as poorly managed PSI compound ethical failures. 

Often remaining unknowable it is the face of the Other that stares back in these painful 

circumstances of suffering for both patients and health providers. Central for Levinas (1985) is 

the face-to-face encounter in understanding our obligation to the Other and to ourselves. When 

we engage in the face-to-face encounter, through the use of language, we see what lies on the 

other side of silence—the call of the Other (Irvine, 2005). For health providers turning to the face 

of the Other represented by patients, families and affected colleagues can become impossible as 

the guilt, shame and confusion in the aftermath of PSI draw affected HP into silence and solitude 

(Busch et al., 2020; Seys et al., 2012).  

Levinian philosophy can guide an ethic of responsibility toward the Other in instances of 

PSI. Levinas’ intersubjective philosophy asks us to respond to the Other as a social structure 

preceding individual freedom (McCarthy, 2010). In this way, intersubjective ways of being built 

on sensing, feeling and embracing the Other ultimately become the basis for an ethic of 

responsibility. In the context of HP growth following PSI, the painful silent suffering of an 

affected colleague, patient or family member becomes the face of the Other. Another’s gaze calls 

one to act with responsibility, and in the case of PSI to reach out and care for all affected. In this 

way, the guilt and suffering felt by the involved HP is understood by one’s colleague and patient 

and family suffering is witnessed and acted upon.  
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From an ethical stance, Levinas (1985) posits that suffering cannot be systematically 

objectified, but rather, is deeply felt and acted upon from a shared humanity. To witness the 

suffering of the Other is an ethical provocation that pulls us from complacency toward action in 

ethical and political solidarity (Guenther, 2011). Levinas phenomenological philosophy offers 

deep structures of experience and his notions on suffering, shame, otherness as well as ethical 

provocation toward responsibility and agency (Critchley, 2015; Levinas, 1985) are well aligned 

with this inquiry. Throughout the descriptive and interpretive sections I have incorporated 

Levinas’s writing, ethics and philosophy in dialogical co-created phenomenological text. As 

ethical considerations arose within the participant experience, I textually interpreted the moral 

aspects of HP growth following PSI through the philosophical writings of Levinas. 

Etymological tracing. By tracing etymological sources phenomenological researchers 

are put in touch with an original form of life where words had living ties to the lived experiences 

from which they originally sprang (van Manen, 2016, p.59). The etymological tracing of words 

used to describe and interpret the phenomenon of HP growth within the context of a serious PSI 

was employed as a method for this study. van Manen (1997) highlights that exploring words can 

reveal lost meaning, dual meaning and conflicting experience for phenomenon. Etymological 

tracings of participant words saturated with meaning were incorporated into the interpretive 

phenomenological anecdotes in the thesis in order to evoke and provoke as well as explore 

interpretive depth and expansion of meaning of the phenomenon of growth for HP following PSI 

(van Manen,2016).  

Data Management 

 Due to the detailed nature of the textual material; pseudonyms were used to protect the 

privacy of each of the participants as well as other individuals and/or institutions (Creswell & 
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Poth, 2018). The interviews were audiotaped with the participants’ permission and de-identified 

digital recordings were transcribed verbatim by a secure and reputable transcription service. 

Each transcript was proofread to ensure correct verbal and non-verbal data were captured. 

Participants had electronic access to their own transcripts however the totality of electronic data 

was only accessible to myself and my supervisors. The digital recordings were destroyed 

following confirmation of accurate transcription. One electronic copy of the data will be stored 

for five years on an encrypted hard drive at Queen’s University servers, at which time all 

electronic data will be permanently deleted and hard-copy materials will be destroyed using a 

professional confidential shredding service.  

Data Analysis   

My study followed van Manen’s (2016) interpretive approach. This includes using data 

reduction, thematic reduction, reflecting on essential themes, as well as the art of writing and re-

writing.  

Data reduction.  The data were cleaned for mis-transcription and missing words. I also 

incorporated notation on emotion when it arose. The data cleaning and preparation process was 

audited by my supervisors who also listened to the participant recordings and verified transcripts. 

Each transcript was read and listened to in full, three or four times. I worked with paper copies of 

the transcripts. I split the text into a numbered left-hand column per page which allowed for 

manual highlighting and interpretive notation on the right-hand column. Pragmatically this 

process enhanced the audit and peer review process. My supervisors overviewed the process and 

informed the peer review of both the description and subsequent interpretive renderings of the 

participant transcripts. The process required a high degree of reflexivity. I reflected on pre-

understandings and assumptions while engaging with the text. My researcher’s journal and 
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tentative textual analysis notes augmented the textual interpretations. As multiple readings of the 

transcription texts went on, anecdotal phenomenological texts as examples of experience from 

each of the participants were created to represent synthesized description and interpretation of 

the phenomenon of growth following PSI (van Manen, 2016).  

Determining themes. I first attended to the text as a whole, immersing in the data at the 

macro-thematic level (van Manen, 2016). Then, subsequent line-by-line reading led to 

highlighted sections of fundamental meaning which were extracted and rendered to descriptive 

anecdotal text for refinement. Next, at the micro-thematic level, I attended to words, phrases, and 

sections of text (van Manen, 2016). The process of determining themes was iterative and evolved 

as the data was reduced and explored. Each of the twelve interview transcripts, once cleaned, 

were rendered into “chunks” of text and annotated with tentative first pass in vivo themes. I 

produced annotated posters to display these first pass in vivo themes for each participant and 

incorporated representative visual images as well as rich exemplar participant quotes. I met with 

my supervisors to discuss and re-read the textual chunked data. We shared our reactions to the 

data and debated the emerging meaning found within the first pass in vivo themes. From this 

stage I rendered the interview text to descriptive anecdote. I then went on to the interpretative 

phase of the analysis dialoging with the phenomenological descriptive anecdote by incorporating 

relevant scientific and academic literature, Levinas’s philosophical writing on the ethical relation 

and the theoretical tenants of Tedeschi and Calhoun’s posttraumatic growth theory. The 

interpretive phase of the data analysis also included my own reflections as a practitioner and my 

response to the lived experience of the participants. In phenomenological anecdotal form, I was 

then enabled to look for general commonalities. From here I grouped the rendered anecdotes 

under each of the final six themes. I met regularly with my co-supervisors as peer reviewers to 
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discuss and agree upon the emerging meaning through these stages of analysis. Finally, I further 

developed each of the six themes through the process of writing and re-writing and reflecting on 

the themes as a whole. I incorporated both interpretive anecdote as well as fulsome participant 

quotes in order to fully illuminate the lived experience as well as strengthen the interpretive 

foundation of co-creation between the participants and myself as the researcher (van Manen, 

2014, 2016). 

Reflecting on essential themes. Themes are the structures of the experience (van Manen, 

2016, p. 79). Creating a phenomenological text within the thematic representation of the 

structures of experience of growth following PSI for HP was the object of my research process 

(van Manen, 1990). Meanings of the experience of growth for HP following involvement in a 

PSI explicated in the phenomenological text, within six themes, are co-constituted between the 

participants and myself through a thoughtful, self-aware and sensitive reflexivity. Through the 

interpretive process and as the themes were developed, I kept in mind Levinas’s relational ethics 

and posttraumatic growth theory. In fact, the work of Levinas richly contributed to the thematic 

interpretive analysis on considering the Other as well the moral and ethical components of the 

participant experience. The posttraumatic growth theory also offered a useful lens from which to 

probe deeper in reflective hermeneutic dialogue on growth through adversity. I avoided 

overshadowing the lived descriptions of my research participants with these philosophical and 

theoretical writings. Rather, these writings enabled me to ask questions of the data and to probe 

deeper with my interpretation of growth. Meanings of growth were interpreted through my own 

pre-understandings of the phenomenon as the researcher with a dialectical relation with the 

participant (Finlay, 2002).  
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In hermeneutic phenomenology each interpretation requires mobility on the part of the 

researcher in order to respond to emerging insights in a scholarly, creative and original manner 

(van Manen, 2014). I also explored meaning through. When applicable, etymological tracing, the 

use of poetry, select representative imagery, relevant scientific concepts and knowledge were 

used as lens to explore the emerging structures of lived experience of growth in this context. 

The meaning or essence of a phenomenon, such as growth, is never simple or one-

dimensional (van Manen, 2015). Rather, it is multi-dimensional and multi-layered. When 

revealed through a phenomenological stance, structural meanings within phenomenological text 

should offer reflection on both the general and the particular of lived experience. It is within 

these variations and nuances of the general and the particular that richer interpretive 

understandings are achieved. In keeping with this notion of the general and the particular and 

following van Manen’s work I identified incidental and essential themes (van Manen, 2016). 

Incidental themes are those at the background of the phenomenon. They complement the lived 

experience, but are not unique to the phenomenon under study (van Manen, 2016).  Whereas 

essential themes determine the uniqueness of a phenomenon (van Manen, 2016. For my study 

three incidental and three essential themes were developed from my analysis of the lived 

meaning of growth for the participants. Van Manen (2016) notes general essences of structure of 

phenomenon emerge to create meaning, whereas particularities emerge as texture, breadth and 

depth of phenomenon within lived experience. Each research participant within the study lived 

their own journey and each experienced the phenomenon of growth through in their own 

particular way. This notion of the particular as texture, breadth and depth of phenomenon is 

germane to the ontological underpinnings of phenomenological philosophy and methodology. In 
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our meaning making each of us has a particular way of seeing the world and our unique 

experience shapes how we understand it.  

The art of writing and re-writing. Tentative descriptive and interpretive renderings of 

participant experience were captured thematically in written form and refined through a 

hermeneutic dialectical reflection (back and forth) in light of new data (Cohen et al., 1998). 

Employing the hermeneutic circle means the smallest statement or insight must be understood 

within the whole. A dialectic examination of parts will lead to synthesis of the whole. Gadamer 

(1984) describes the dialectic hermeneutic. In expansion, cycle after cycle becomes a type of 

spiral “…in which truth is understood in the conclusive reconciliation of whole and part, which 

may be conceived as a spiral in which truth keeps expanding… that is the whole truth never is 

but always to be achieved.” (Weinsheimer, 1989, p. 40).  

Trustworthiness 

Verification strategies incrementally and interactively contribute to build reliability and 

validity, or trustworthiness in qualitative research. The following trustworthiness criterion was 

employed for this study: credibility, dependability, confirmability and transferability (Lincoln & 

Guba, 1985). Verification procedures included co-creation with participants between interview 

one and two, peer and expert consultation and involvement on the developing phenomenological 

reduction and audit procedures. 

Credibility. As a researcher I maintained an open stance, used sensitivity, creativity and 

insight as I moved from study design to implementation. I relinquished poorly supported ideas 

and interpretations (Morse et al., 2002). Regular peer de-briefings with my supervisors, who 

have expertise in both patient safety science and phenomenological research, offered 

opportunities to explore emerging meaning, support interpretations and clarify direction. My 
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thesis committee members, expert in resilience scholarship and patient safety science, also 

offered peer review and augmented insights through the proposal process and final analysis. 

Triangulation was achieved through utilization of various sources of data collection including 

follow-up interviews, researcher’s journal, use of art, literature, and phenomenological literature. 

Research data was interpreted with the assistance of my supervisory committee (Lincoln & 

Guba, 1985). In order to ensure the participant voice is clearly heard I have incorporated frequent 

and direct quotation within the phenomenological text.  

Dependability. This aspect of trustworthiness was achieved through describing 

procedures and findings that can be repeatable in similar context (Lincoln & Guba, 1985). 

Dependability is best demonstrated with an audit trial (Lincoln & Guba, 1985). I provided an 

audit trial in the form of a research journal and a detailed account of my research process. Audit 

processes were incorporated for both transcription data management as well as thematic 

reduction.  External audit was conducted by my supervisors to confirm accuracy of transcription 

material; each listened to audio recordings while reading the respective transcripts. I inched 

forward in my research processes as I met with my supervisors to describe and discuss tentative 

analysis renderings while avoiding cognitive leaps (Morse et el., 2002). Thick description to 

ensure transparency was used to document justification and rationale of decision-making 

throughout (Lincoln & Guba, 1985). 

Confirmability. Research findings of this study are true to the participant experience 

(Lincoln & Guba, 1985). Each descriptive, interpretive phenomenological anecdote is liberally 

represented by exemplar participant quote. Participants contributed to ongoing thematic 

development between interview one and two by reading interview transcripts and responding to 

clarifying questions in interview two. Journal entries and notes from meetings with my co-
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supervisors were documented providing justification of decisions made throughout the research 

process.  

Transferability. In quantitative research the criterion of trustworthiness is known as 

external validity (Lincoln & Guba, 1985). Transferability in qualitative research is the extent to 

which findings of an inquiry have applicability to similar contexts with other individuals or 

groups (Lincoln & Guba, 1985). Consumers of qualitative research are invited to consider the 

context represented by a study and apply relevant insights from the study to their own experience 

and context (Creswell, 2007). It is important in qualitative work to offer rich and detailed 

contextual descriptions and I have provided rich description of the participant context as well as 

the participant lived experience. I have used liberal direct quotes, and in the interpretive sections 

refer to seminal scientific literature in the field of patient safety science. Theme one to three in 

particular outline rich detail of the participants’ lived world. I also provide de-identified details 

on participant professional background and experience. 

Ethical Considerations  

Data collection began after ethics clearance was obtained from the Health Sciences 

Research Ethics Board certificate # # 6026276 (Appendix A). Renewal letters for ethics 

clearance were obtained in 2019-2020, 2020-2021, 2021-2022 and 2022-2023 from HSREB. 

Recruitment to the study started in July 2019 following testing of the initial interview guide and 

was completed February 2020. Following recruitment procedures outlined above, the study 

participants were informed of the research aims and objectives in an HSREB approved email and 

in the letter of invitation (Appendix B). Once recruited to the study, written informed consent 

(Appendix D) was obtained at the beginning of the first interview for each participant. Before I 

started with the interview questions, participants were verbally informed of the research aims and 
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objectives, potential risks and benefits of being in the study and given a copy of their signed 

consent. I outlined procedures to ensure confidentiality of any personal information and the study 

data overall. I also informed the participants that some of the information they provided to me 

could be included in future publications, but that any personal identifying features would be 

removed. 

The experience of a serious PSI for health providers can have emotional, psychological 

and mental health ramifications. As such, it was necessary to ensure participants had access to 

counselling services throughout the study in the event they experienced emotional distress while 

sharing their memories and narrative. As part of the study inclusion criteria, participants had to 

have access to professional counseling services either through their place of work through 

employee assistance programs or through their professional association. At the beginning of each 

interview and throughout any subsequent interviews I informed the participants that there was no 

obligation to continue participation, that they could withdraw from the study at any time, and 

could stop the conversation at any time or decline answering a question. I attended to the 

participants responses and emotions, pausing and checking in if emotions arose in the 

conversation. If emotions arose, I reminded the participant that we did not need to continue and 

they did not need to finish answering a question if it was too difficult to talk about. None of the 

participants asked to stop the interview or declined to answer a question.  

Summary 

In this chapter, I have described the interpretive framework, methodology and methods 

applied to my study. I introduced hermeneutic phenomenology and how this methodology 

contributed to the work. I have outlined Levinas’s relational ethics and made the case for 

applicability of his phenomenological writing to the interpretive analysis of the participant 
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experience. I introduced each of the six participants through phenomenological anecdote. 

Finally, I also reviewed the details of my methods for data management and analysis while 

outlining criteria for trustworthiness and ethical considerations.  
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Chapter 4: Background Themes of Growth Following a PSI Experience 

“When the awkwardness of the act turns against the goal pursued, we’re at the height of 
tragedy.” (Levinas, 1968, p.58) 

 
Chapter four describes and interprets three background thematic structures of growth for 

HP following PSI experience:  Feeling Unsafe-Safe, Living Through It and A Kind Loving Hand. 

These three themes are explored within one chapter as each represent the background themes of 

growth following PSI in a healthcare context. In chapter five I present the three essential themes: 

It’s Not About Me, Quiet Learnings and Good from Bad. Methodologically, I have described and 

interpreted the six themes for this study using exemplar phenomenological anecdote. Each theme 

represents a common experience for all six participants. I have followed this method of 

representing the thematic structures of the phenomenon of growth through descriptive and 

interpretive phenomenological anecdote throughout the study. Sharing the voices of the 

participants, I have balanced anecdote with direct quotes and interpretively incorporate symbolic 

imagery, poetry and shared objects. The interpretive materials were selected by both the 

participants, as meaningful depictions of their experience, and myself as the researcher in 

dialogue with the text. As well, I explore the phenomenological writing of Emmanuel Levinas 

and the underpinnings of Tedeschi and Calhoun’s (2004) cognitive psychological theory on 

posttraumatic growth in an interpretive co-creation with the participants’ lived experience.      

As I engaged with the words of the participants through the transcriptions and their 

recorded voices; I deepened my relationship with each of them. I also realized there is much 

richness in the silences, hesitations, humour and sadness found within these stories. Meaning is 

felt within and between their words. van Manen (2016) refers to the fruits of the conversational 

relation in his discussion of hermeneutic phenomenological reflection. He notes the conversation 

can sink into a stillness of reflection whereby silences are not empty, he says “in this kind of 
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silence; the truth not only insight has been acquired, the truth of life and a state of being in truth 

has been achieved in the conversation” (van Manen, 2016, p. 48). My deepest hope is that in the 

moments of shared silence between myself and the participants, where no words were spoken but 

where meaning was exchanged, we found moments of being in truth. It is a privilege to be part of 

witnessing these personal accounts of lived life and I am deepening my sense of a shared 

experience between these people. I was invited through these narratives to reflect upon my own 

lived experience as a nurse as well as my own becoming both personally and professionally. 

Becoming, through the ups and downs of living a professional life in healthcare service. I feel a 

shared humanity as I describe and interpret these journeys of fallibility and error. The growth 

which may come from making a mistake or being involved in an experience that goes wrong in a 

patient safety incident can be hard won, often comes with regret and rarely feels resolved. It 

takes resilience, courage, honesty, integrity and self-compassion to stand for what is true for 

oneself and one’s patient in the midst of failed care, be it system failure or health provider 

fallibility. What happens when no amount of individual skill or mastery can overcome a patient 

harm inducing systems failure and the aftermath leaves the human beings involved questioning 

their core beliefs about what is safe and good care? How might we help both novice and expert 

practitioners navigate the moral adversity arising from the perfect storm of mistakes, human 

imperfection and long-held myths of perfection within professional cultures?  

Sidney Dekker (2017) writes about the deep complexity of failure and points out our 

understanding of the science of safety has evolved. The ability to explain disaster and failures in 

safety-critical industries, such as healthcare, has become sophisticated. However, he notes 

despite being able to trace the causal webs of many events, the suffering caused by preventable 

failure can still seem meaningless. All too often the events are traced to banal everyday processes 



 76 

and he questions that we may have become clever but callous. He says we are left with the 

“steely emptiness of scientific explanations” and the existential questions around PSI experience 

are not as easily answered (p. 26). What are the existential questions we need to ask ourselves 

about failure? What are the questions we need to ask about being fallibly human as health 

providers?  

Theme One: Feeling Safe-Unsafe 

 The clinical lifeworld is aporetic. It is messy, full of unresolvable dilemmas and 

uncertainties (Kinsella & Pitman, 2012). As Kinsella and Pitman (2012) assert, this messiness is 

characteristic of the work of professional practice. The etymological meaning of aporia traced 

back to Greek origin and Latin translation describe “a professed doubt as to where to begin” 

(Harper, 2020). Etymological tracing of the word’s Greek origins offers: impassability, 

difficulty, hard to deal with, perplexity and want of means. I situate this first theme Feeling Safe-

Unsafe within the aporetic realm of professional practice because in this theme the participants 

describe their clinical lifeworld as a messy world.  

 The six study participants are passionate about what they do. Each has journeyed; with 

commitment, hard work and clear vision; to arrive at their place of practice. Their practice is who 

they are as people. They embody their chosen profession and the work brings fulfilment and 

meaning into their lives. Yet, their professional practice world is uncertain. In this world it is 

sometimes difficult to know “where to begin”. What may seem a straightforward case or process 

can rapidly become perplexing, hijacked by limited resources or time. In such a milieu, mistakes 

can be made and things can go wrong. What does it feel like to be the person who is exposed and 

made vulnerable by the complexities of a system they practice in and yet to choose to continue to 

enter the work? Perhaps, naively so, many enter into the work expecting the system to support 
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them, or are confident in their technical ability that they can surmount the risks? The theme of 

Feeling Safe-Unsafe illuminates these paradoxes as shared by the participants. 

I'm a Kite in the Wind—Tom’s story 
My practice is at a large inner-
city academic hospital, which 
essentially means that we serve 
a large population. There's a 
fair amount of people that are 
at various stages of their 
training that work with us, 
including medical students, 
residents, senior residents, non-
medicine learners. We get 
nursing learners, we get 
pharmacy learners, and so, we 
have this kind of busy space. 
The inner-city aspect is we 
really function with a lower 
socioeconomic group of 
patients down here in the city 
center. We deal with a significant amount of just regular everyday emergency medicine 
stuff: bones, breaks, lumps, bumps, callouses, and then your resuscitation stuff, so people 
who have a respiratory cardiac disease and who are already compensating. At our 
hospital we see a ton of mental health. We see a ton of addictions. Those typically fly 
together a little bit. Because of that, we have a very loud environment. The environment 
is just…I feel like there's always an active list of things that need to happen in my head. 
The auditory experience, or the visual, the senses experience in the department is that it's 
loud, it's busy, there's lights flashing, there's noises happening, there's alarms, there's 
chimes. It's like this kind of desensitizing environment where you have very little control 
over what happens and so I feel like I'm a kite in the wind sometimes. There are days 
when it's nice and calm and I can drift around, and then there are other days where 
you're just being blown around by gusts now and again. You just have to go with the flow. 

 
Working in an inner-city Emergency Department (ED), Tom cares for patients and 

families with some of the poorest health in the city. He describes his “Emerg” as a chaotic and 

busy place. A typical day of work may include leading a resuscitation team to treat a trauma 

patient, while arranging for mental health care for someone in crisis with mental health needs 

and addictions. The space is loud, filled with the noise of alarms and monitors and numerous, 

Figure 1 
   
Kite Depicting Anecdote I Am a Kite in the Wind 
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sometimes frenzied human interactions. For Tom, in some ways, the emergency environment has 

desensitized him. To navigate in the chaos, he has normalized what may be overwhelming for 

many. However, he can often feel like he has little control over what might come next in his 

practice environment and he describes this experience as being like a kite in the wind. There are 

days where everything is nice and calm and he is drifting, and then, there are other days where he 

is blown around by gusts. Despite the challenges, Tom has found ways to navigate and to 

maintain a sense of control. When he describes the sensation of drifting like a kite or being 

blown by the chaotic flow of the place, there is a sense his surrender to the wind may be his way 

to survive, to let go of trying to control things, and instead move with them and allow the wind to 

just carry him for a time. However, there are times when he cannot deliver on patient 

expectations nor on his own desire to provide care that is intimately present to those who are 

seeking it. Chronic conditions, addictions, and social circumstances are factors he cannot control, 

as he cannot affect the downstream social circumstances for those patients. He is a 

resuscitationist, so he can only help those patients make it to their follow-up. Spending time to 

assure patients and families or to calm their worries can seem extraordinary; a luxury as the gusts 

of wind moves him along. As he says, it is like providing band-aid care to the medical and social 

issues of those patients. He also deals with the organization of social resources to help patients 

back into their living environment or a safe place. How might Tom continue to surrender to the 

chaotic flow of this place and yet find ways to remain safe and fulfilled? I selected the image of a 

kite and Robert Stevenson’s (1850-1894) poem to further describe and interpret Tom’s 

experience. 
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The Wind 
I saw you toss the kites on high  

And blow the birds about the sky;  
And all around I heard you pass,  

Like ladies' skirts across the grass—  
O wind, a-blowing all day long,  

O wind, that sings so loud a song!  
 

I saw the different things you did,  
But always you yourself you hid.  
I felt you push, I heard you call,  
I could not see yourself at all—  
O wind, a-blowing all day long,  

O wind, that sings so loud a song!  
 

O you that are so strong and cold,  
O blower, are you young or old?  
Are you a beast of field and tree,  
Or just a stronger child than me?  
O wind, a-blowing all day long,  

O wind, that sings so loud a song! 
Robert Louis Stevenson 

 
Stevenson’s poem, The Wind, evokes a feeling of elusiveness and power as, at times, 

one may be tossed and blown about by its power. With its loud song, we are reminded that the 

wind is ever-present. Yet, in the imagery of kites and of birds a-blown, there is the understanding 

that kites and birds are built to move with the wind—to be within it and of it. As an emergency 

physician, Tom’s insights into his relationship with the chaos of his lifeworld, and his use of a 

kite in the wind as metaphor, describes his ability to be of the chaos in the ED; to be able to 

move with it and within it. This means at times, moving when he needs to against the flow to 

reach a destination, and at others, to surrender to be blown to where he is needed the most. 

Flying a kite takes some skill and can also be joyous and exhilarating. It takes a watchful eye and 

a sensitivity to where the gusts may move, to be able to let go and to then pull on the guidewire 

when needed. A kite can become one with both the wind and the person flying it—a trinity of 



 80 

natural forces, of wind, of human spirit and of a well-honed tool. Being an ED physician requires 

Tom to have an ability to go with the natural flow of chaos and to allow oneself to surrender to 

being ‘blown’; and at the same time to assert an agency when needed and hone and rely on one’s 

craft and tools. Most importantly, a kite can be handed to a trusted companion when one is worn 

or tired or perhaps when the gusts are just too strong. In Tom’s descriptions we can feel the 

kinetic embodiment of his craft. He moves with the flow of the work and he executes his agency 

through a combination of cognitive and physical skills. His practice is embodied and his clinical 

life-world mostly feels safe. But on occasion chaos reigns and the complexity of his work can 

overwhelm even the most skilled and seasoned practitioner.  

System Stockholm Syndrome: The Devil You Know is Better than the Devil You Don't—Tom’s 

Story  

Tom has a deep interest in and is always looking for ways to improve practices and 

processes. As an engineer before becoming a physician, he has sought out training and stepped 

into leadership roles related to system safety and improvement. He takes the opportunity to view 

what he is seeing around him in the clinical world through this lens. He says: 

The other thing I find frustrating about medicine and about healthcare in particular is 
that there's this term that I use, but I use it in the educational premise and I call it 
"System Stockholm syndrome". It's like we develop a fondness for our captor, right? The 
other way to talk about this is there's two things that we as healthcare providers hate, 
the way things are, and change. We're all recognizing that the system is not functioning 
optimally for the providers, for the patients, for the system itself. That being said, we've 
somehow developed an affinity for the way that it works; a fondness for this system that 
we openly say is not working, and then changing that system becomes this struggle that 
seems in one way necessary, but in the other way, folks are saying, "But this is the way 
we've done things. We cannot change the way we're doing things." In the previous 
sentence they've said, things must change. There's this weird dichotomy about change 
management in healthcare that I feel is just fundamentally different than in other places. 
I don't understand that yet. I just don't feel like I have a good grasp on it. I think it gets 
in the way of a lot of things. It gets in the way of improving our systems. It gets in the 
way of us feeling we can interact in specific ways with our colleagues, disclose specific 
things to our colleagues, because it's just not the way that things have traditionally been 
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done. It just feels like the change is too big. That, to me, is probably one of the most 
frustrating things. I just don't understand our affinity for the system that has held us 
back. "The odds were against us and let's celebrate the fact that we got through." 
There's this notion and the night shift's exactly the same thing. It's like you're in the 
trenches, you're fighting off the enemy, and then when light comes up in the morning, 
and the reinforcements come back in, you're wasted, but you feel there's a certain pride 
that comes from that of that opposition or that the forces were against you. Think of the 
corollaries there. One of them is being a captive, which is a negative thing. The other 
one is war. Healthcare shouldn't feel like either of those things. We're not setting people 
up; we're not setting up a system that allows us to one—not make the mistakes; two— 
that even values the notion that we shouldn't even be putting people in this scenario in 
the first place. Either we've never been at the tipping point, or we've just accepted this 
stress of being near the edge and we don't care about it anymore, which is probably 
even more concerning. 

 
As Tom elaborates on his experience of being a captive in a clinical lifeworld, he 

describes the team celebrating making it through a night shift when things were hard and almost 

impossible to navigate. There is a sense that everyone is proud of surviving many ordeals. 

However, there are constrains in place imposed by health providers themselves and constrains 

put in place by the system. Those constrains do not allow health providers to be as effective and 

good as they should be. These self-imposed restraints and limiting professional cultural values 

also stall innovations and progression. This is the double-bind. Those living in this world know 

that things are not functioning, but struggle to engage in any change. They may have lived 

through change that did not work. Human capital, in these instances, has been high for negligible 

payoff, or sustainable difference. When people are asked to participate in change or develop new 

ways of doing things, they “prefer the devil they know to the one they do not”. They prefer the 

old and current way of doing things, even though that might be problematic. Mounting the 

momentum for any new initiative becomes difficult when, in Tom’s words, people are practising 

at the edge. Tom shares his deep concern with this prevailing acceptance or surrender to the 

notion of being a captive in a system that does not work. He also considers new clinicians who 

are working in a compromised system, captive and oblivious to the prevailing value of the status 
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quo. These new professionals accept that being near the edge is a usual way to practise. Tom 

recognizes change management in healthcare is different than in other places. He feels he does 

not understand that yet and he is puzzled by it.  

The Latin origin of the word captive is captivus meaning to be made prisoner or 

enslaved. The definition of the captive is one who is taken and kept in confinement; one who is 

completely in the power of another (Harper, 2020). Tom cannot understand health providers’ 

affinity for a system that prevents them from providing safe, manageable care. Convincing 

people to change is a massive thing, and yet he continues to play a role in trying to make that 

happen within the ranks of his own colleagues and with the learners he mentors. He has carved 

out a place in his practice for building resilience, growth and learning into the system. This is a 

rewarding part of his practice and he continues to pursue it despite the uphill push. He is 

incredulous as he shares his analogy of being in the trenches, surviving the night shift, waiting to 

see the light of dawn and feeling pride to have made it safely to the end of the shift. 

Paradoxically he is also forgiving of this ED culture that takes pride in being able to handle 

anything.  

The A Team: The Six Legs of a Stool and Feeling Safe—Steve’s story 

Steve was a newly trained critical care nurse at a large urban teaching hospital in Canada 

at the time of his serious patient safety incident experience. The environment of an ICU is full of 

technology. With 12 patient beds, the team of six nurses worked closely together on day and 

night shift. Many of the patients in this unit were unconscious and intubated, attached to 

monitors and very ill. The environment was intense and frequently, executing care required 

speedy decisive decision-making. Steve talks about wanting to fit in and to appear competent to 

the skilled nurses he admired. Both his gender and his novice status made him stand out and he 
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remembers feeling lucky that some of the respected experts took him “under their wing”. He 

describes his novice experience as something like the play “West Side Story”, where a group 

looked out for him and others at times tried to “trip him up”. Being a man in the world of nursing 

at this time was not common. As part of becoming an accepted team member he was tested. 

Steve used humour and his individualism as well as an earnest desire to be “good” as a critical 

care nurse to win over his personal champions. How does one feel safe as a new person on a 

team, or even more crucially as a novice? When does the ground feel shaky? When does it feel 

solid? As an ICU nurse what does feeling safe feel like?   

For Steve, two important aspects of feeling safe in his clinical work and as a human being 

in the lifeworld of nursing in the ICU are revealed. The first relates to the team and the second, 

to mentors. Feeling safe as a novice in this lifeworld was more than knowing that team-mates 

were fluidly working together; it also meant having strong mentors who were tough, yet kind. 

When on solid ground, the team had fun, looked out for each other, and relied on one or two very 

expert “crackerjack” nurses who could be looked to for their skills and in a nuanced way provide 

calm. Having these “strong women” offered the team a calming knowledge that if things got 

rough, they had people within the group who could figure it out. These crackerjacks could do the 

skills with their eyes closed. In ICU nursing and caring for critically ill patients Steve describes a 

feeling that things can go sideways at any time, there is always a threat to the controlled stability 

or predictability. For Steve, he was not sure he could figure things out without these strong 

women team members. Now, as a policy maker in the world of health service delivery, he 

laments the loss of wise and senior clinically oriented nurses and leaders. For him, healthcare 

restructuring and a stronger emphasis on clinical leadership as management, means a loss of 

strong clinical leadership roles for nurses and an erosion of existing solid ground. He highlights 
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the drop-in mortality rates for the unit he worked on at the time and attributes these outcomes to 

the implementation of good science implementation supported by clinically oriented leadership 

positions.  

   When the A-team was on, it was like, let's say there 
was six of us on it, it'd be like six legs of a stool, 
each strong, but bound by the metal that would go 
around it, right? And this strong seat, so you could 
sit on it, fall off it, but the group still was the 
strength of those six people, completely 
interconnected, even though they're off, maybe 
somebody had a one to one with some horror show 
in the corner and someone else had to take three to 
balance it. Everything got done. So it was that 
combo of people that could joke and laugh and 
support and somehow the eight hours just went 
whipping by and if you came in the morning, or on 
the night shift for some reason, the beds all looked 
clean, the environment looked clean, the ventilators 
were working. So it would be that place. It was a 
really crack kind of team. 

 

The metaphor of the six-legged stool to describe a team which is working well and on 

solid ground is Steve’s way of expressing a feeling of being safe. I selected this image to depict 

his description. Each leg is part of the whole, each leg is needed for a stable and solid platform. 

Each person is contributing, each person is valued for what they bring. If one side wobbles, the 

other takes the load. Everything feels in balance. The brilliance of the thing is the simplicity. 

There is a security that the thing will endure and function just as it should. From this knowing 

there is a calm, a confidence and a strength. The depth of interconnectedness of the team in this 

clinical lifeworld was a vital part of Steve’s growth as well as his ability to resiliently work 

through the experience of his mistake in the early days of his career.  

 

 

Figure 2 
   
Stool Depicting Anecdote  
The A Team 
 

 
 



 85 

The B Team and Feeling Unsafe—Steve’s story 

 It is important to consider shakier ground. As a novice, Steve recalls having fear, feeling 

nauseated, if the team were not at the top of their game. He would look at the schedule in 

advance of starting and be able to anticipate the nature of the shift. Not having those wise, skilled 

members was part of it, but interpersonal collaborations and interactions also had a crucial role in 

feeling safe in practice. A reliance on each other as people, to work together and to actually like 

and respect each other, was a vital contributor to feeling safe. A safe place in this clinical 

lifeworld is more than finding clinical efficiency and skilled competence, it is about the human 

beings working in the dynamic, intense place and being able to rely on each other.  

  When the B team was on it was also unbelievable in a different way. Oh, 
God. So, it would be people with first of all difficult personalities, so on a 
purely personal, interpersonal level, not fun humans to spend time with. And 
maybe they have their own demons, when you're young you don't think 
they're carrying some horrible thing, they're just mean. So, there was 
something about the interpersonal. 

 
What you Can and Cannot Control: What Do I Have to Let Go? Carol’s story 

Paramedics are doers and fixers and as Carol shared more of herself and her thoughts on 

her professional identity, it became apparent that for paramedics there is an embodied, action-

oriented innateness toward taking charge, gaining control of the uncontrollable and fixing things. 

The work is physical. It is a mastery of skills that save lives, but also a mastery over tenuous 

environments and conditions. A mastery of teamwork and reliance on each member of the team.  

Everybody wants to be a fixer in paramedicine. I think that is part of our 
culture, like we are trained to fix things. We get into somebody's home, and 
we've been trained to say that you should be able to make them better, 
right? They should be in a better state when we get to the hospital than 
when they first called you as a “fixer”. You do take some ownership for 
that, trying to fix stuff, but yet there are things that sometimes you alone 
cannot fix. 
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What does it feel like for a paramedic when something cannot be fixed? Whether fixing 

things in this instance means a patient, a difficult on scene patient extraction, or a system that 

doesn’t work? How does Carol navigate the embodied value of being a fixer against the reality of 

complex events that sometimes means things will remain broken and cannot be fixed? For Carol 

it took time to answer these questions. She shares that one can control one’s own behaviours and 

make self-adjustments when needed, but on a systems level, even if she modifies her approach, 

the outcomes still might not be optimal. This could mean a patient was just too ill to survive or 

that the system did not support processes in the ways that it should have. She recognized that as a 

novice building competency in systems understanding was something that eased the ownership 

of taking personal responsibility every time something went wrong. Being mentored, building 

systems knowledge through employment with her family’s quality assurance company and time 

in as a paramedic contributed to this. She now recognizes that a constellation of factors, 

including other’s reactions can influence things. For her, there is a balance, a middle ground, in 

this; also expressed by Chilean poet Pablo Neruda: 

An Ode to Broken Things 
 

Things get broken  
at home  

like they were pushed  
by an invisible, deliberate smasher.  

It's not my hands  
or yours  

It was not the girls  
with their hard fingernails  
or the motion of the planet.  

It was not anything or anybody  
It was not the wind  

It was not the orange-colored noontime  
Or night over the earth  

It was not even the nose or the elbow  
Or the hips getting bigger  



 87 

or the ankle  
or the air. 

 
The plate broke, the lamp fell  

All the flower pots tumbled over  
one by one. That pot  

which overflowed with scarlet  
in the middle of October,  

it got tired from all the violets  
and another empty one  

rolled round and round and round  
all through winter  

until it was only the powder  
of a flowerpot,  

a broken memory, shining dust.  
 

And that clock  
whose sound  

was  
the voice of our lives,  

the secret  
thread of our weeks,  

which released  
one by one, so many hours  

for honey and silence  
for so many births and jobs,  

that clock also  
fell  

and its delicate blue guts  
vibrated  

among the broken glass  
its wide heart  

unsprung.   
 

Life goes on grinding up  
glass, wearing out clothes  

making fragments  
breaking down  

forms  
and what lasts through time  

is like an island on a ship in the sea,  
perishable  

surrounded by dangerous fragility  
by merciless waters and threats.  

 
Let's put all our treasures together  
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-- the clocks, plates, cups cracked by the cold --  
into a sack and carry them  

to the sea  
and let our possessions sink  
into one alarming breaker  

that sounds like a river.  
May whatever breaks  

be reconstructed by the sea  
with the long labor of its tides.  

So many useless things  
which nobody broke  

but which got broken anyway  
 

Pablo Neruda 

 
Pablo Neruda invites us to think about impermanence. His words evoke deconstruction 

and entropy, a gradual decline into disorder. He draws out the significance of broken things in 

life, reminding us we will always encounter them. There is an inherent knowing that there is no 

source of blame for these broken things, they just are. At the end, though, he reminds us that 

within impermanence there is also a cycle of transmutation and 

reconstruction. Carol’s realization that her profession’s 

identity is impermanent, and that there will always be 

encounters which cannot be fixed, is an understanding of her 

experiences within her lifeworld that can be found as 

metaphors in Neruda’s words. For Neruda, things that are held 

dear, such as a clock “whose sound was the voice of life” may 

one day be gone. For those in paramedicine, transitions in their 

role are shifting dearly held values. Elements of the work 

which were highly valued in the past, may be dissipating to be reconstructed in a different way.  

Carol’s paradox of being a fixer in a system she alone cannot fix, highlights the dissonance 

which must be felt by many of her colleagues. The balance for Carol is found in holding personal 

Figure 3 
 
Broken Clock Depicting 
An Ode to Broken Things 
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accountability alongside the knowledge each individual is working within a system that doesn’t 

always work. A system which must be navigated and that will wield unruly if one does not see 

oneself as part of the reconstruction ¾ or perhaps as a fixer within inevitable brokenness.  

Within the personal experience for Carol, there are experiences of losing patients who 

could not be saved; and of things going wrong which could not be controlled. There is exposure 

to another’s extreme suffering and duress. These are some of the constants of the lifeworld of a 

paramedic. With an embodied identity as a “fixer”, who goes into unpredictable moments and 

spaces to rescue ¾ when that rescue does not happen, one can feel a personal failure. Carol 

acknowledges her insight into an acceptance of unanticipated outcomes has come with maturity 

and growth as a professional paramedic. However, she also knows letting go and knowing you 

cannot control every outcome can be hard. First responders are vulnerable to mental health and 

work-related stress injuries which can be crippling. As Carol shares her story of PSI, she knows 

the crippling feelings about this “rough call” are still within her.  

When Everyone is Valued as Part of the Care Team—Carol’s story 

 A large part of Carol’s work is now thinking about non-traditional ways to care for 

patients in the community. She finds collaboration and building relationships with other 

providers in the system to be rewarding. New programs such as access to life-saving 

thrombolytics for heart attack patient’s pre-hospital has involved solid work around improving 

access to care for patients and has contributed to breaking down silos and eroding hierarchies 

and pecking orders. When these types of programs work, collaborative care plans are built for 

patients. As well, common understanding of processes across transitions provides a respectful 

common ground where all members of the team are valued for their contribution. For Carol, the 
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paramedicine role is evolving and growing for the better with these endeavors and transforming 

ways of working.  

When you're on one of those good calls you really feel like you are part of a valuable 
component of the care for that patient. You're immediately talking to a care team that's 
going to take over care for the patient. You're collaboratively building a care plan with 
the cardiologist that's potentially going to be doing the angioplasty if you're going 
directly to the cath lab. And when you pull into the cath lab and you give reports, 
everybody's listening to what you're saying, they really want to know the history, which 
sometimes is not the case with the other interactions with other health care providers in 
emergency department sometimes. I think those are kind of the components that really 
make you feel like part of the team. It makes you feel like you're almost at the same 
professional level, that you're bringing something to the table, what you have to say is 
important. And again, that's not always how I think we get treated. We don't often treat 
other health care providers well either, so it's not definitely just one-way disrespect. 

 
Within Carol’s current policy work some of the Emergency Medical System (EMS) 

delivery problems are viewed differently. Spending time on a non-urgent call in the community 

is not seen as an inefficient use of an EMS resource, rather it is about serving patients in point-

of-care ways which meet their needs. She describes “aha” moments when exchanging thoughts 

with other health providers about their roles in caring for patients in the community. Palliative 

care nurses and doctors who provide care to patients at home are coming together with 

paramedics to look at care from the patient’s perspective. This is making a difference as well as 

having an influence on the evolving paramedic role. Good care happens in the chaos, despite 

silos and long held limiting professional identities. At times like these, Carol can feel safe and 

rewarded in her work.  

Reflecting on Theme One: Feeling Safe-Unsafe 

For all six of the participants, the theme Feeling Safe-Unsafe illuminates the aporic 

paradoxes found within professional healthcare practice. The theme offers one aspect of the 

contextual background to understanding the meaning of growth through the experience of a 
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serious event. I have shared lifeworld exemplars of how the participants can and did feel safe in 

providing care. The theme also highlights experiences of feeling un-safe and how the participants 

managed to navigate these tensions. There is an element of unpredictability, at the very essence 

of healthcare work (Dekker, 2013, Vincent, 2010) and these exemplars illustrate how the study 

participants aimed to gain control in those unpredictable clinical situations. Patients entered into 

their care with unknown illnesses or injuries and the participants used knowledge, skills and 

experience to surmount challenges. The participants also described a context of uncertainty at the 

systemic level which compounded risk and the potential for failure.  

The structures of lived experience within the theme Feeling Safe-Unsafe emerged to 

highlight a challenging continuum of safe-unsafe clinical life. Through sharing their stories, it 

became apparent that living in the clinical world for the participant means there was is no place 

for complacency nor naive expectation that structures within the system will always keep 

patients and health providers safe. This ebb and flow of feeling safe and unsafe demanded 

adaptability and agency. Each participant claimed an engagement with the system in this regard. 

Whether this was simply being able to recognize when things were not working and risk levels 

were rising or having the courage to speak to colleagues about unsafe behaviours or situations, 

navigating overwhelming amounts of system improvement change or looking for ways to come 

together with other professional groups. Each person spoke of a dynamic engagement with the 

living system of which they were a part.  

While the six participants were experienced at the time of their interviews Steve and John 

were novice at the time of their serious incident. For these novices, the real-world realization 

their clinical life-world could be, in one moment, predictable and safe, and in another full of risk 

came with an understanding it would take more than personal skill and mastery to stabilize un-
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safe contexts. They realized relying on the team, assessing risk, speaking up, setting limits and 

fostering relationships with mentors would be crucially necessary to stay safe and to keep their 

patients safe. As novices, they came to a realization they were not individual clinicians, but 

rather parts of a living system joined with others. Sometimes their belief in themselves to 

manage the unpredictable nature of their clinical life depended upon their perceived power to 

influence change. Feelings of lesser power due to underappreciated professional rank or 

inexperience contributed to increased feelings of helplessness and disengagement. 

Tom’s analogy of being a kite in the wind blown by the unpredictable nature of his work 

in the ED is echoed in Carol’s description of being a fixer in a system which ultimately asks her 

to let go of things. Not everything can be controlled or fixed. Both described a requirement to be 

adaptive and flexible in order to keep things safe. There was also a tension in balancing an 

understanding of one’s skill and knowledge with the reality that system pressures and structural 

failures or even brokenness may compromise safe and good care.  Each spoke of their work with 

an understanding the systems they work(ed) in are(was) unforgiving and demanding; and, at 

times, unsafe. They were present to the possibility that at any minute a controlled situation could 

deteriorate to disorder and chaos. This may be due to the trajectory of the severity of the patient’s 

condition or the result of a myriad of system conditions. Steve highlights the complex and 

unpredictable nature of work as a novice critical care nurse when referring to the “crackerjacks” 

on his team. He described the less experienced members of the ICU looking to the 

“crackerjacks” to keep the team and the patients safe when disorder and chaos took hold. For the 

study participants, living with risk and unpredictability was at the time of their incident and still 

now a known and accepted part of the work.  
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Zimmerman et al. (2008) in their application of complexity science for health systems 

describe chaos as a type of system behaviour. While appearing random and unpredictable; chaos 

is, in fact, deterministic and contains a hidden order. Referring to the weather as an unpredictable 

chaotic attractor they note that weather patterns are actually constrained within a range. The 

participants have a similar insight. They know and accept healthcare’s unpredictability. They 

become skilled, over time, at anticipating the system chaos and the range of possible behaviour. 

An aspect of this understanding is a knowing that a full control of events and outputs will not 

always be possible nor achieved. Carol, for example, understands the risk of error is much higher 

during a handoff from the ambulance to the ED. She noted handoff failures were known and 

frequent and later shares that a handoff failure was root of her significant PSI event. Tom 

recognized, as a new staff physician in his ED, the team had not established a pattern of 

predicable trust, and ultimately a lack of trust led to breakdowns in team communication 

ultimately triggering his serious PSI experience. All six participants eventually learned to accept 

high levels of risk and vulnerability and became skilled at being able to navigate a range of 

predictable within the chaos of their systems.  

A complex adaptive system is a non-linear interactive system which can adapt to a 

changing environment (Braithwaite, 2018). The agents within the system are diverse in form and 

capability; and they adapt by navigating the rules and standards as they gain experience 

(Zimmerman, et al., 2008). Skilled adaptability on the part of clinicians is evident when a 

healthcare system and the players within it are working well at keeping things safe despite chaos. 

Tom’s ability to “drift along with the wind”, going with the flow when he could and adapting to 

the changes is one example from the participants’ clinical lifeworld that highlights not only an 

acceptance of risk, but a skilled way to be in chaos ¾ as an agent diverse in form and capability. 
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An important aspect of a diverse ability to adapt has been described by Amalberti et al. (2006) in 

their theoretical discussion of standard procedure violations. The participants in this study did 

not offer examples of procedural violations to mitigate risks, rather they did highlight that 

standard procedures and structures did not always keep them or the provision of care safe. In 

their model Amalberti et al. (2006) suggest acceptable violations of rules toward useful outcomes 

are unavoidable in a dynamic system. This is the mark of adaptation within dynamic conditions. 

And when we apply these principles to healthcare systems, we can begin to truly value the 

adaptability of skilled agents within and of the system. To maintain integrity, a successful system 

relies on dynamic adaptability. Through the participants descriptions we more clearly come to 

understand the clinical lifeworld as an interdependent living system and more fully appreciate 

the skilled adaptation on the part of health providers is the very living tissue of successful health 

systems. Steve’s experience working with the A Team in the ICU, illustrated by the metaphor of 

“six legs of a stool”, evokes the essence of what it like living in a complex adaptive system—

when one part of the system is compromised the other part must adapt to regain the integrity of 

the whole. Feeling safe in their practice world for each of the six participants meant being 

adaptable to ever-changing conditions. Relying on the family of the team was an essential way in 

which the participants felt less alone when the environment became chaotic and felt unsafe. Most 

importantly for the participants, when each member of their team was valued for their 

contribution and collaboration was high, they felt safe. The etymological root of the meaning of 

adaptation is the state of being fitted to circumstances or relations and from a biological 

viewpoint, adaptation is defined as variations in a living thing to suit changed conditions 

(Harper, 2020). If healthcare systems are complex adaptive living systems, should we not 

support these systems through dynamic human ways of being? How might we apply intelligent 
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safety science revelations targeting structures and mechanisms within the systems while 

honouring the very living tissue of these complex systems?  

Psychological safety is an atmosphere where one takes chances which are needed to feel 

secure and to make change; where one feels safe to learn and one can bring forth concerns and 

issues (Edmondson, 2004). More recently Clark (2020) highlights the important contribution of 

psychological safety toward challenging the status quo without being embarrassed, marginalized 

or punished. As a novice in the ICU Steve describes palpable fear when working with a team that 

did not like each other or when strong personalities negatively dominated the working 

atmosphere. To feel safe meant someone “had your back”. These ideal conditions did not always 

happen and in some ways the participants’ experience of psychological safety was dependent on 

the tribal nature of the cultures within their units or workplaces.  

For the participants, the ability to be flexible and adaptable in environments of known 

risk came with experience. Novice Steve relied on seasoned colleagues to help him recognize 

and adapt to risk and to provide a level of psychological safety. For example, he considers the 

risk of trying to manage multiple urgent clinical scenarios, and in his words, “… maybe someone 

had a one-to-one horror show in the corner, someone else took three patients to balance it.” 

Universally, there was an understanding that the system; possibly due to absent leadership, lack 

of resources, increasing service pressures; was not always reliable, and they did not always feel 

safe. What helped them was finding ways to remain fulfilled and safe by connecting with 

patients and colleagues, looking to mentors as well as relying on developing their own skills and 

experience. These were the individual factors that helped.  

What of the balance of system factors that might help providers feel safe? The structures 

within the theme Feeling Safe-Unsafe reveal experience of living within a system. The structural 
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elements of the theme once again offer contrarian notions which speak to the enigmatic and the 

ungraspable nuance of human experience. Tom’s insight into what he calls “System Stockholm 

Syndrome” is antithetical to the flexibility and adaptability found within the participant’s 

descriptions of their immediate practice world. The participant experience of adaptability 

emerged as an individual practice adaptation to changing context. Their experience contrasts 

Tom’s metaphor describing clinician resistance to system improvement. He describes that many 

feel paralyzed and sometimes openly resist improvements to fix what is not working. They are 

held captive by “the devil they know”. It would seem practising “at the edge” comes at a cost. In 

his metaphor, Tom highlights that to feel safe, many clinicians seek a status quo in the hopes of 

preventing further erosion of presumed stability. prevents momentum toward improvements. 

New practitioners are entering a practice world where the system status quo is, in Tom’s words, 

“living on the edge”. There is a normalization of coping with things as they are, accepting that 

things do not work; but in spite of known risk and challenge, the job still has to be done. 

However, relying on personal adaptability as a way to navigate the brokenness places of the 

healthcare system, places expectation on the individual and can dangerously personalize failures.  

Dekker (2007) introduces the psychological theory of learned helplessness to health 

service culture. This theory, well known to behavioural psychologists, is about response to 

unavoidable negative re-enforcement (Rydon-Grange, 2015). If a person learns their response 

has no effect on their environment and receives chronic negative feedback; they may display 

behaviours of learned helplessness such as passivity, detachment and apathy. And for the study 

participants herein lies the tension. The participants embody their work. They care deeply about 

their patients, their profession and their colleagues. They describe building adaptability into their 

clinical practice as they gained experience. However, they also butted against constrained 



 97 

organizational culture around them ¾ a culture of status quo. For Tom, this showed up in his 

improvement science leadership work. He describes this as a complacent acceptance by others to 

practise on the edge. And for Carol, this status-quo showed up seeing colleagues content to 

remain with a non-professional designation, before professional changes took place for 

paramedicine. 

The participants describe an embodied professional practice. Embodied more deeply as 

they found ways to move with and adapt to uncertainty, dynamic conditions and, at times, 

brokenness in their lifeworld ¾ to “go with the wind” and “live on the edge”. One’s body grasps 

meaning. Our corporeality mediates our experience in the world (Merleau-Ponty,2014; van 

Manen, 2007). How might subtle bodily ways of being in professional practice, described by 

Tom as moving with the wind, influence the human experience of error (PSI)? Are experiences 

of error (PSI) extensions of embodied practice and ultimately embodied in and of themselves? 

What are the ways one might carry an experience of PSI within a body? What wisdom and 

wounds remain in the tissues? The body, as one of four fundamental lifeworld existentials 

described by Merleau-Ponty (2014) and van Manen (2007) is a way to understand a person’s 

situatedness in the world. The body carries felt sensations while revealing and concealing 

something about ourselves. How might collective embodied error experience influence 

professional cultures, mentorship relationships and how one commits to clinical practice as a 

health provider?  

Feeling Safe-Unsafe emerged as a background theme for the experience of growth in PSI 

experience. The essence of experience points to revelations that nothing remains static in clinical 

life. There is a recognized and accepted risk in the practise world. The participant looked for 

ways to live on the continuum of feeling safe and feeling unsafe and they embody ways of being 
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that builds adaptability into their practice. As the very living tissue within a living system, the 

participants seek to balance their own practice accountability within the imperfect system of their 

clinical lifeworld.  

Theme Two: Living Through It 

 The participants describe living through the experience of being involved in a patient 

safety incident— serious mistake, healthcare error, medical error, system failure, preventable 

adverse event— as an emotionally painful journey. No matter the taxonomy, and the discourse 

within the science of safety, the event of being involved in caring for a patient who has been 

unpredictably and avoidably harmed is a source of suffering for all involved. No amount of 

language around just culture, blame, second victimhood or systems thinking will erase the felt 

remorse and sadness. There will be those who respond to such incidents with emotional distance 

or even callousness and denial in order to cope with how they feel (Busch et al., 2020; Dekker, 

2017; Patel, 2011). It is a common human response to downplay the impact when bad things 

happen and often the complexity of the work in healthcare naturally leads to a reasoning that the 

event was unavoidable (Bromiley, 2015; Espin et al., 2006; Murphy, 2017) Well-meaning, 

consoling colleagues may attempt to reassure the person involved that these things happen (Van 

Pelt, 2008).  However, no matter the overt, observable response when things go bad, all 

providers involved carry the burden of failing a patient and family. For those in the healing 

professions an error event that harms is unimaginable until it happens, and when it does every 

clinician within the circle of knowing about the event exclaims “that could have been me.” 

The second theme Living Through It represents a liminal place of vulnerability where 

previously held understandings of one’s place in the clinical world shift to a shakier ground of 

confusion and self-doubt. This is a place of unknowns with more questions than answers —what 
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will happen to the patient? What will happen to me? What will my colleagues think? Who can I 

ask for help? How did this happen? As the participants describe their serious PSI in the theme 

Living Through It, we can grasp that moving through such an experience was not linear but 

rather was lived iteratively, incrementally and circularly. Living through this dark place of doubt 

was often endured alone. Human experience of liminality and vulnerability emerge as I explored 

this aspect of the participants’ journey.     

A Difficult Case—Tom’s story 
I remember. That was my first one. I remember learners since who were there in that 
environment saying, "Man, that was like a really weird, tough, difficult case. How do we 
go down that road?" It's a case I won't forget. There's been a handful of those. I've been 
in practice for four years. It's like it's been a long time and so, I think the bigger thing is 
pretending that they haven't happened or forgetting that they did. I think that's almost 
like a malignant personality trait to forget these things … if they don't mark you. 
 

What is it like to make a mistake or have something go wrong in the clinical practice 

lifeworld of the ED? As Tom describes his experience, I notice there are many layers to these 

lived moments, things seen and unseen, things said and unsaid, things seen, noticed and 

sometimes ignored. As Tom shares his story, in hindsight, he is less close to the rawness of what 

was felt, but knows all the same, the incident is still with him now.  

He's not having an easy time breathing. The family is in the room and, you know, 
"What's happening? Is he going to get better?" Really, at the end of the day, the only 
treatment for this guy is Lysis. He needs us to give this treatment which could 
potentially in and of itself take his life, but is he close enough to death's doorstep to do 
that? So.... I know this by the time I see the guy. The next question becomes, do I send 
this guy for a CT scan? Do I need to confirm what's going on? Do I call for thrombosis 
to have a discussion with them, even though I don't have the evidence that this is 
happening. This is all within the first two weeks of my actual staff-man practice. Not 
only that, I'm in an environment where most of the nurses that are resuscitating this 
patient with me don't even know me. They're not aware if they feel like I'm a reasonable 
clinician. They don't know if I make crazy diagnoses like this and give strange 
medications all the time. They don't understand if I have a good handle on the science. 
There's just a lot of trepidation in the room about what to do next. 
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The patient was a youngish man, in his late fifties or early sixties, and he came into the 

ED with shortness of breath, hypotension and tachycardia. He was not doing well. Tom was new 

to the department; this was his first position as an Emergency Medicine staff physician. As the 

case transpired the patient worsened. The clinical signs were leading Tom to diagnose a 

pulmonary embolus (PE). He was pretty certain this was what was happening, but he wanted to 

have a diagnostic scan and to consult with the thrombosis team. He knew a powerful lytic was 

needed, but felt compelled to further lock down his diagnosis. However, there was another 

influence—the nurses resuscitating the patient with him were wary, knowing he was new, and 

they were not sure a lytic should be used in this not so usual case. As Tom shared his clinical 

decision-making about giving a lytic early in the resuscitation, as would be expected in a PE 

case, nursing eyebrows were raised and he heard one of them softly laugh -  a subtle questioning 

of his decision, often the usual way in hierarchal clinical relations. He then questioned himself 

and his decision. At a moment’s notice, things can be profoundly influenced in the chaotic 

clinical lifeworld of the ED. Part of the conditioning as an ED team member is to sensitize 

oneself to hundreds of tiny inputs; a way to try to make sense of the disorder, to pull in any clue 

that might help figure things out. These inputs are fleeting and fragmented and may not always 

lead to clarity. Tom elected to send the patient for the diagnostic scan before giving any 

medication. As the radiology team confirmed the PE and the thrombosis team walked in the 

room, the patient arrested. The patient did receive thrombolytics at this point during 

resuscitation. He was transferred to the ICU and died a day later.  
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Oh Yeah…THAT Call¾Carol’s story 

“A rough call. I’ll never really know, but now it’s for the patient”—Carol 

As Carol begins to narrate her story she sighs, takes a deep breath, and looks up to the 

ceiling as if to steel herself in preparation to re-visit the experience¾ “Oh yeah …that call”. A 

newborn baby was almost lost and Carol will never really know the outcome for this infant. It 

was a “rough call”, she says, one that continues to stir unanswered questions and feelings of 

uncertainty and guilt. Some things about the experience remain unresolved for her and as she 

again navigates the details, she reflects that there are still things for her to learn about herself as a 

person and as a professional. She leans into sharing her story. Her place of reflection is an 

uncomfortable one, but there is courage and commitment on her part to talk about it. Not to 

blame or point fingers, but to sincerely look at ways to improve the breakdowns and help address 

the emotional toll these experiences have on providers. On a deeper level, her self-reflection is 

also her way to gain insights for her own self learning and growth. It is earned through a difficult 

lived experience that engendered personal suffering and a questioning of her blind spots, her 

abilities and place as a professional paramedic. The main essence of Carol’s lived experience 

emerges in her own words “…I’ll never really know [what happened] but now it’s for the 

patient”. Carol was uncertain of the final outcome for her neonate patient; she couldn’t change 

what happened. However, in her words “… but now it’s for the patient” there is a committed 

agency — for Carol her experience offered a strengthened and deeply personal embodied praxis. 

Understanding just what happened is no longer as important as her strengthened conviction that 

each clinician in the system can affect change for the better.  

Carol was on shift working in a rural setting as a ground transport advanced care 

paramedic. She and her partner were called to a local farming colony. Dispatch had advised there 
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was a mother with an imminent delivery to be urgently transported. The patient lived in a 

religious community who chose to live simply with minimal access to modern amenities. As a 

result, prenatal care was sometimes less than optimal for the young women. This mother had lost 

two previous pregnancies, one in the third trimester and the other, a stillborn baby. Carol and her 

partner needed to find obstetrical services fast and when the patient was loaded into the 

ambulance, they decided to take her to a local rural ED. There was no time to make it to the city 

for high-risk obstetrical care which, ultimately, was what the patient needed. However, they did 

not have the luxury of time and got the mother to the rural ED as soon as they could.  

At the ED, the baby was delivered flat and blue. It was the weekend, so less staff were in 

the hospital. There were two nurses and one locum general practice doctor in the ED. Carol and 

her partner decided to stay to help with the increasingly urgent scenario. Carol was trained in 

neonatal resuscitation and thought she could help if needed.    

If this was My Ambulance, I’d Be Doing Things—Carol’s story 

She delivered and I remember I was standing back at the time because I was kind of 
like, well if everything's good, I'll just see [if] they need help at some point, but 
otherwise we'll just chill out back here. There was a second ambulance crew coming to 
our area at the time too, to do another call. So, we knew that there was something else 
going on in our area. I remember the baby being delivered and it not crying. And I 
remember there being a kind of silence, and I had this feeling where I was like, okay, 
we're in a secondary apnea situation. They need to stimulate, let's kick the feet and see 
if they're going to go…they were not starting. 

 
Carol hesitated. In silence, she waited, holding back, not wanting to step on others’ toes. 

She stood, watching and waiting, knowing the team in front of her, probably with a limited skill 

set in this practice area, was struggling with an unfamiliar scenario. An internal dialogue around 

hierarchy and turf was playing out. Recently, this ED had hosted paramedics in a program to 

provide clinical exposure to less frequent skills. The exchange had not gone well and there was 
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continued misunderstanding about the scope of practice for both the ED staff and the 

paramedics. Carol knew she would be back in this ED with other cases and was desperately 

trying to respect the siloed ways of working ¾ these were the agreed upon structures after all. In 

her words, “once the patient hits the hospital doors, the case is now in the hands of the ED”. She 

was trained in neonatal resuscitation, could intubate this baby, could help the team; yet she held 

back trying to respect the unwritten and fuzzy playbook. One can only imagine the feelings 

arising in these moments for Carol. She describes anger, fear, frustration and guilt as well as 

vulnerability and uncertainty. She questioned herself personally and professionally in those 

moments. She did not want to turn into the persona of THAT paramedic, who runs rough-shod 

over everyone. She was trying desperately to balance her role within the events unfolding in 

front of her. She wanted to respect the team and would expect the same from them. She knew 

that if this baby was in her ambulance, she would be doing things to save its life by now.   

They Don’t Want Our Help—Carol’s story 

 Eventually, Carol and her partner started to help with the baby. The physician was busy 

with the mother who was having bleeding issues and the nurses were working to resuscitate the 

unresponsive, flat infant. There was confusion about who was doing what. It took time to secure 

an airway for the baby. The physician tried unsuccessfully to intubate, so Carol was able to offer 

help with a piece of equipment familiar to EMS personnel but not those in EDs. There was a 

problem with the oxygen source and with having the right equipment on hand to check for a 

secure airway. Issues were worked through and the baby was oxygenated. For Carol, however, 

questions around the outcome for this infant remain. She knows, the baby was intubated, 

stabilized and transported to a neonatal intensive care, but still carries feelings of guilt. Perhaps if 

she had asserted her role earlier, the baby may have been oxygenated earlier. As she replays the 
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scenario, she knows, with her level of professional and personal maturity, she would now 

probably ‘get in there’ regardless if, in her words, “I mow some people over, or make some 

people mad.”  

Team training dynamics have changed a little since Carol’s experience. Health provider 

training now emphasizes voicing concerns during these types of incidences. In an attempt to 

breakdown power dynamics and hierarchies which can prove detrimental for patients; inter-

professional learning programs simulate speaking and pausing for input in cases just like this 

one. However, this is much easier to do in a simulation than in real life. In these kinds of 

moments, emotions are high and power dynamics are always present. There can be confusion as 

not all information may be available and split second’s count.  

There is a dance. A dance of respect which in the best of scenarios helps the patient. Each 

participant has a role to play and when the dance is done well, each person can weave in and out 

of the partners to achieve the best outcome. There is an ebb and flow of activity for those 

involved. Sometimes, however this delicate dance of respect and inclusion is forgotten. 

Sometimes fear and power (or lack of it) and self-confidence (or lack of it) emanate from the 

humans in this experience. For Carol, her motivation in those early moments of the resuscitation 

was to respect the current structures and the cultural norms even if they were not working for the 

patient. These influences are pervasive and powerful. Eventually, for her, it became about the 

patient and she chose to step in and to suffer whatever the consequences. 

Who is Going to Do What? Carol’s story 

This unfortunately is not a unique experience because I have colleagues that when they 
drop the patient off at the hospital, they leave because they know that this is the kind of 
stuff that's going to happen, so they're like, "Nope. I've dropped them off at the hospital 
and I'm going to leave." I cannot do that. If I see a patient that I think the hospital's going 
to need some assistance, I feel that I need to stay and offer that assistance regardless of if 
it's now going to become a fight or be uncomfortable.  
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 During the resuscitation, there was a hodgepodge of equipment from the ambulance and 

the ED, the team was dynamically changing as another physician who did anesthesia was called 

to come from home, and a second ambulance crew was also there. Were there too many players 

by that point? How might the transitions happen? As Carol re-visits the event, she thinks about 

how transitions happen for teams. She pulls in her systems learning these years later and reflects 

on ideal conditions for team processes. There are better and worse ways to integrate into a team, 

making sure you are getting the full awareness of what is going on. Situational awareness is 

paramount, as tunnel vision is a natural tendency when things become complex. With too many 

inputs and competing demands humans tend ‘lock in’ focus on one or two factors in an attempt 

simplify the complex. What of seeing the other? How does respect and valuing the other 

influence a team? What do the silences mean? How do the silences convey what might really be 

going on?  

  I was thinking we should take the baby to the warmer end… Do you guys want help?... 
And it seemed like so long, it might not have been very long, but it just seemed like so 
long before other people recognized that this baby maybe wasn’t kick-starting. One of 
the nurses took the baby over to the warmer. The physician stayed over with the mom 
because she had a pretty significant tear. I went over to the warmer at that time to try to 
help to see what was going on. The baby was a full out flat baby at the time, so pretty 
blue, not moving any air, and there was a lot of secondary stimulation going on. I also 
remember being like, "Okay, it's time that we have to start ventilating now." I remember 
at that point, and it's awful, almost thinking that this is not going to go well because it 
was almost like they weren't prepared for resuscitation. It was like they were thinking 
this was going to be a routine delivery. So, like a little bit suction, away we go. There 
was not the right equipment prepped at the warmer. I know my equipment, but I don't 
know their equipment. Now I'm in their environment. I know what needs to be done, but 
I have no idea where stuff is. And there was already like this who's in charge? Who's 
going to do what? There's a physician in the room, who’s at the head of the healthcare 
team hierarchy. Historically this would dictate that they're the one that's in charge, but 
they're dealing with the mom. 
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To Debrief or Not to Debrief—Carol’s story 

 A debrief that included the paramedics never happened. Carol and her partner went on to 

another call. They restocked the truck, picked up and carried on. Commonly this is what 

happens. However, losing a patient or navigating through intense and challenging experiences 

can come at a cost, an emotional price that can eat away at confidence, meaning in work and 

eventually lead to burn-out. (Federico, 2015; Syes et al., 2012) Needless to say, without debriefs 

things cannot be improved. When Carol and her partner returned to the ED that day, a debrief 

had already taken place. 

We went on another call. We were gone for two and a half hours. And when we got 
back, I was like, "Hey, could we pull people together and could we talk about this?" I 
remember them saying, "We already did a debrief and decided that we're good." And we 
were not invited to be part of it. The other ambulance crews were not invited to be part 
of it, and obviously there were pieces I wanted to discuss like what about the end-tidal 
C02 Did you guys find that? They said that they didn’t think there was anything they 
could have done any differently. There was this huge worry that if we talked about it, 
they'd start placing blame instead of talking about those system factors things. We 
obviously have some work that needs to be done around what do we do when both EMS 
and ED have to work together? How do we work together? What do we do about 
leadership? What do we do about closed communication? What do we do about 
equipment? Do we need to do some scenarios or simulations? If this was to happen 
again, could we practice once? There was no interest in wanting to have any kind of 
debrief.  

The feelings around this call were uncomfortable for all involved. Whenever an infant 

needs lifesaving care in an ED, even when care processes are well executed, emotions are high. 

After the event, the ED team took the time to debrief within their own group; but opportunities to 

work with the sticky things that had been messy with the paramedics were missed. It was easier 

for the ED team to skip over the hard parts of what went wrong with the call. She knew that a 

debriefing involving both the ED and EMS teams was an opportunity to open a more trusting 

collaboration. Conversations between the two groups may have resulted in major improvements 

for the next joint team resuscitation. The joint debriefing didn’t happen. The frustrating thing for 
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Carol is that she has always been an advocate for inter-professional learning, pushing uphill 

when others preferred known silos. She was an instructor and an advanced care paramedic who 

led inter-professional training events, taking the time to expose others to the scope of practice of 

the paramedic, as well as offer a forum for exchange for all professions. The experience of being 

excluded from the debrief left her with unanswered questions about the resuscitation and 

compounded the feelings she had around the emerging role of being a paramedic working within 

the larger system. Ultimately, her concerns fell on deaf ears as she was not valued as a full 

member of the care team. 

A Rough Call—Carol’s story 

Carol was not herself for a while after the call. She certainly did not want to return to the 

ED or see the staff on the call that day. She stopped picking shifts that would take her to this 

hospital and she describes being “terrified” of having to go back. This was a rough call for her, 

one that stayed with her for a while. She was a confident, highly skilled advanced care 

paramedic, and little phased her. Yet, the prospect of having to work with a team who did not see 

her or value her skills and contribution terrified her. She did not want to find herself in another 

scenario where she was rendered mute, unable to speak when it mattered the most for her patient. 

She thinks she is over it now, but she also shares that to revisit this case once again for this study 

has offered her personal learnings on a different level. Time has passed and she has gained more 

knowledge of the system and other professions. She knows there are valuable lessons still to be 

found within this professional lived experience. She values the process of authentic self-

reflection and still asks herself what role did she play in how the event unfolded?    

Another part of this experience was the time after the event. Carol decided she could not 

walk away. On the same day as the event, Carol decided to enter her concerns into the Reporting 
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and Learning System (RLS) which is an anonymous system for reporting adverse healthcare 

events in her province. She also talked with her supervisor and submitted a letter outlining 

specific concerns around equipment availability and training. Surely, there would be a way to get 

the message out about some of these concerns? She thought that maybe the local things that did 

not work with this case, might also be found at the provincial level and that by reporting on the 

event, learnings could be system-wide. It was her first time putting something into the RLS.  An 

exchange with the hospital occurred via email and her supervisor was part of this process. It was 

not fruitful and Carol was left feeling blamed. She felt things became personal rather than being 

a systems improvement opportunity. The hospital team reported that the EMS equipment brought 

into the ED had confused things. She hit a wall and nothing changed, there was no resolution. 

She points out the missed debrief and possible systems learnings that may have come from this 

process was no one individual’s fault; she notes there has not been an emphasis on inter-

professional care and process. The system is siloed. Navigating transitions and inter-professional 

care is hard work and to do it well takes effort and a constant revisiting of shared values and 

processes. Debriefs when things go wrong offer precious opportunity to do this reflection. But, 

without trust and courage to move through the shared discomfort that these error events 

engender; things tend to be glossed over as was Carol’s experience. It was not glossed over for 

her personally. This event is still with her and she will never really know how the baby fared in 

the end. The adverse event experience hit hard on different levels. This event made her question 

herself and her practice as well as some of the values she believed. How does one cultivate self-

awareness while at the same time being self-compassionate? How do we navigate transformation 

when we question everything that we value and have been passionate about? How might Carol 

continue to believe in herself and her ability?  
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This is Not About Me—John’s story 

 John shared several incidents and interactions, near misses or unsafe practices which for 

him felt unsafe (some of which are highlighted in chapter five). For John, there was a cumulative 

effect of varied factors: command leadership, limiting professional culture, system failure 

incidents and unsafe interactions. The serious incident John chose to share may seem innocuous 

to some; indeed, it may not even register on the radar of reportable events for many. Importantly 

however, John’s near miss event illuminates widely held feelings of trepidation for  health 

providers that something could go wrong with their patient’s care in an instant. John’s event 

speaks to the severity of illness for many patients in hospitals and to the incredibly complex care 

they receive as being the “usual order of the day”. Health providers live with a kind of 

tenuousness, a kind of waiting for the shoe to drop, trying their best to predict, anticipate and 

mitigate ways to keep their patients’ safe. For John, his serious near miss experience was just 

that. 

The report definitely needed to happen because it was an incident. It was a student 
nurse who was not allowed to be using the IV pump. I mean she was certainly not 
allowed to silence the alarm on anything. But I think the incident report was going to 
have to get filled out one way or the other. I know if it hadn't had gotten it done that at 
some, I'd be getting an email or phone call about it. I don't think not doing the incident 
report ever crossed my mind. I think that the student had the kind of attitude, "Okay. 
Well, whatever. We figured it out now." I think that is one of the frustrating things. I 
didn’t think she understood all of the implications. I think she just saw it as me being 
angry at her because it didn’t go my way or something. But no, I said, "No, you're not 
comprehending the actual implications to this person." This is not about me. And then 
when the instructor didn’t want to or didn’t act said, “Oh, okay, I'll follow up." But then 
they did not follow up or fill out the report. They didn’t talk to me again before the end 
of the shift. I couldn’t necessarily trust that message ever got through to the student. I 
think I probably am holding on to more of it than I realize. I know the instructor still 
and we have a great relationship. But this incident just sort of sits in the back of my 
head. I hope it made it to that student’s evaluation midterm or final or whatever, that 
she and her instructor kind of “got it” at some point and understood (what this meant 
for the patient). But I don't know.  
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John was a novice nurse working a shift in pediatrics. He was often floated to different 

floors, different teams and caseloads, in the hospital due to his low seniority and as a result his 

patient assignments could change day-to-day which, in itself, was a risk for John. His patient 

assignment included a child who was seriously ill with cancer and a child who needed extensive 

burn dressing care. These were the sickest patients on his assignment. The oncology patient had 

a PICC line, a type of deep central line that goes directly to the large vessels near the heart. 

Often, these lines are called “life-lines” as oncology patients have damaged veins and access for 

intravenous care can be difficult. It is imperative these lines do not become blocked. John was 

also partnered with a nursing student that day. As John worked for an extensive time in a closed 

room with the task of the burn dressings in sterile garb, the oncology patient’s PICC line became 

blocked. The nursing student charged to call for help if any issue arose, chose to repeatedly 

silence the intravenous alarm, repeatedly waiting for John to come out of his sterile procedure. 

The student did not know what to do and thought this was best; it was beyond their scope of 

practice to touch any medical device such as an intravenous pump, at this point in their training. 

John had briefed the student to call another nurse if John could not be found, but the student 

either did not understand or was too nervous. The shoe dropped and John was left to figure 

things out and make sure another one did not. Urgently he called the line management team to 

un-block the line, putting the sick child through a procedure and had to disclose and apologize to 

the patient’s mother. As he dealt with things, he was fearful. He remembers caring for an 

oncology patient as a student. The child became septic and died in a matter of hours. John’s 

memory of this child dying played out in his management of the blocked line. He was fearful this 

might happen to this patient. All of his efforts were poured into protecting this patient and 
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getting the line repaired. He was angry and frustrated with the student, and their instructor, but 

his first priority was to take care of the patient and the family.   

 In this incident, John was left holding the bag. The student and their clinical instructor 

had finished for the day. They did not have to deal with the event, and against policy and best 

practice, they did not complete an incident report. They did not check in with John at the end of 

their day, they walked away, choosing not to step into the experience and re-stabilize things. The 

central line management team was disparaging to John for letting the line become blocked. He 

remembers just sort of “sucking things up”. What concerned him the most was that the student 

and their instructor did not seem to be concerned about the implications for the patient. This was 

one of the most disturbing parts of the experience for him and this part of the story stays with 

him as he considers how students are learning in these types of complex scenarios. It can be very 

easy to shrug one’s shoulders and say, well, these things are bound to happen. He has the 

impression this was the attitude of the student and the instructor. This attitude was not acceptable 

for John and it still is not. 

I Think I Killed Him¾Steve’s Story 

“Something is wrong with this, something is wrong” 

 Steve remembers this serious medication error with crystal clear clarity. He had two 

patients, both unconscious and intubated, side-by-side in the ICU. One had a low potassium 

serum level and one had a very high potassium level. It was a busy shift in the afternoon and he 

remembers seeing the sunlight coming through the windows onto the white sheets. The unit was 

always busy. He was situated close to the nursing station and the charge nurse; a senior person 

who Steve respected a great deal and was, in his words, “as tough as nails”; called out an urgent 

potassium result for one of his patients. She yelled out the lab result from the nursing station as 
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she walked toward Steve. There was an understood urgency as a low potassium level can be 

lethal. As a new nurse in the unit Steve was keen to appear competent and decisive, this was the 

culture of the place and the demeanor of those whom he admired. The charge nurse verbally 

gave Steve the dosage of potassium to be administered and mentioned the name of the patient 

who should receive it. However, she named of the wrong patient, she named Steve’s other 

patient¾ the one who had a high potassium level. Her hand was occluding the printed square on 

the Physician’s Order Sheet with the patient’s name. Steve looked at the potassium order in 

written form, as per protocol for medication administration in this circumstance, but he did not 

see the order was in fact for his low potassium patient, which of course would have made more 

sense. In his hurry to act decisively, he pushed a dose of potassium into a patient with an already 

potentially life-threatening high level of potassium.  

I knew right away. It wasn’t really the ECG changes. I think I went, “oh my God this 
was the patient with the high potassium”. I am calling myself an idiot…not even for 
pushing the drug, but for feeling there's something wrong and not stopping? 
"Something's wrong, do it anyway.  … Idiot … Stop. "So, it’s really hard, I knew 
instantly. Something about that spidey sense must've been pulling up the two cases. As 
the last drop went in I thought, "Oh, this is the one with the high potassium." And I just 
remember being shaky and breathing fast thinking, "I killed him, I killed him, I killed 
him." 
 

What if He Dies? Falling Off a Cliff—Steve’s story  

 For Steve, the hardest thing about this experience was in those initial moments when he 

did not know if the patient was going to die from the overdose of potassium he just administered. 

He understood the patient was old, frail, seriously ill, and unlikely to survive his critical illness. 

However, Steve could not fathom knowing his actions might have pushed this vulnerable man to 

his final end. The thought of hurting someone while nursing made him feel awful. He describes 

this feeling as an emptiness with the sensation of falling off a cliff. Immediately on realizing his 

mistake he was jittery, felt sick to his stomach and his face flushed as panic moved up through 
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his body. The team played an immediate role in supporting Steve through this event. In an 

instant, an expert had figured out what had happened and assessed the need to intervene with 

patient care to mitigate the risk to the patient. The same expert also knew one of their own 

needed support. Steve was in trouble and she knew it. The safety net for Steve and his patient 

had been there and was found within the team. A team that, in some ways, was working as one, 

looking out for each other, knowing when to jump in to help when it was needed. 

I started to panic because I thought, first of all, he's going to die. I remember feeling 
sick to my stomach, feeling I'm going to fall down. Breathing heavy. Mostly thinking 
he's going to die and I'm going to lose my license. I must have looked panicky because I 
remember Jennifer, who I really looked up to, tall woman from Antigua who was always 
very in charge, and I looked up to her, still do my whole career. She said take him to the 
lounge, get him out of here. I must not have been functioning great. And it was around 
two in the afternoon, as I recall because it was closer to the 3:30 because I sat through 
the whole second shift in the back room just wondering if he was going to die. He 
didn’t. And they kept reassuring me that it's okay. You can go home. I couldn’t really 
move. ….I just kept thinking,  what if he dies? What if he dies? I knew something was 
wrong. But didn’t stop. Oh my God what have I done? 
 

The team kept checking on Steve through the evening shift, reassuring him and telling 

him the patient would be alright. He stayed another eight hours past his own shift, sitting in the 

nurses’ lounge waiting to see if the patient would survive the added potassium. The team treated 

his patient throughout the evening shift, slowly bringing his potassium to normal levels and 

stabilizing him. Steve remembers this time waiting in the lounge to this day. He remembers his 

hands shaking as he sat there; he remembers it was a cool spring day and the afternoon light fell 

through the blinds of the ICU across the patients’ beds. This experience is within Steve in the 

tissues of his body.  

Self-Blame: Finding the Right Place for this Feeling—Steve’s story 

 In sharing his recollections Steve still uses language which points to feelings of self-

blame. In the present day, Steve is knowledgeable in the science of human factors and 
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understands human fallibility, especially in complex clinical environments; but to this day, he 

still admonishes his actions from 30 years ago. He notes, he intuitively knew something was 

wrong in pushing the dose of potassium, and yet, ignored that intuition. He clarifies he does not 

carry guilt or shame as he understands that complex conditions contribute to these kinds of 

things. In processing his self-blame, he came to understand this could happen to anyone and this 

humbled him. He learnt that slowing down and having respect for his own fallibility within the 

complexity of his work world was something he needed to do. Self-blame remained, but over 

time was coupled with a newfound respect that clinical experience and wisdom was something to 

be earned in the high-stakes world of ICU. This respect for complexity underneath seemingly 

straightforward conditions was discovered by Steve on his own inner journey as well as through 

the mentorship offered to him by his nurse manager and wise, expert colleagues.  

  The head nurse, who was great. She said to me “Mistakes happen. I know you want to 
be like Jennifer. You're not Jennifer. She's been here 14 years. Get your shit together, 
slow down”, older Filipino woman, small, pretty, scary and very loving towards me. I 
said “I'm going to be called by College investigation unit, I know I'm going to have to 
be reported”. She said you're not going to be reported. “What are you talking about?” 
She was not even at the same place I was at “What did you learn? Don't do it again. 
Slow down. Slow everything down that you're doing. Think before you act” I think what 
she was saying is you're not senior enough yet to be thinking the way you think you can 
think, if that makes sense. Pull yourself back. You're smart, you've got a degree. Yes, 
you were a straight A student, but now you're dealing with nurses who've been in 
critical care work for 10 years. There are short cuts they understand that you're not 
seeing yet and you can make some, but you can’t make others. 

 
Steve remembers the ones who were closest to him helped him. They reassured him that 

by speaking up right away when the potentially lethal dose of potassium had gone in to the 

patient’s intravenous line was the right thing to do. He remembers his expert mentors saying 

“Steve gave somebody potassium … okay the little jerk learned his first big mistake.” For weeks 

Steve was afraid and worked very slowly and meticulously until his teammates, using humour, 
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cajoled him back to a place of balance. A balance which matched the need to work quickly with 

confidence and decisiveness for the special kind of care offered in the ICU. He was now working 

with a hard-won deeply embodied situational awareness and respect for the kinds of things that 

could go wrong. He was grateful there was no blame and shame, no questioning of his 

developing competence, but rather a shared acknowledgement of this type of passage. Steve had 

been introduced to the tacit professional understanding that. He came to know things will go 

wrong and that ingredients to learning from making an error are speaking up, holding integrity 

and accountability and taking personal action to change when needed. 

Treat Each Guest Honourably¾David’s story 

I met David in his home where he had generously offered to be interviewed face-to-face. 

I came to know David and approached him for participation in this study through reading about 

his experience in an Institute of Safe Medication Practice (ISMP) newsletter. As a pharmacist, 

David had become involved as a spokesperson advocate for health providers involved in error 

experiences. What interested me at the time was his sharing of two pieces of art he had made at 

the height of his difficult recovery. There was a vulnerability, as well as courage, in his words 

and his art. In the interview, his candor also struck me. He was so open-hearted in sharing his 

private self during an experience when many would prefer to remain private. He wanted to share 

his story and make a difference for others.  

I Did not Press the H Key—David’s story 

 David’s experience unfolded over a few days. Similar to many patient safety incidents, 

details can be unclear and it takes time for information and understanding to unfold. The irony of 

his experience is difficult to hear as he initially describes picking up a prescribing conflict while 

processing physician orders. These are called “good catches” in the patient safety world. David 
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advised the team that a usual home medication should be placed on hold while the patient was in 

hospital. The prescribing physician had missed this step, and David caught it. Because of his 

diligence he had discovered what is termed a near miss in patient safety taxonomy. He knew the 

combination of a usual medication taken at home with the newly prescribed medication in 

hospital could seriously harm the patient.  

Unfortunately, at this point, with all the system pressures for service delivery, work-flow 

interruptions and the human factors of a medication system that required a non-automated human 

interface, David did not press the all-important H key at his workstation which would have 

placed the conflicting medication on hold. The two dangerously conflicting drugs were still 

active on the physician order sheet and days later, as far as David could tell, the nurses were still 

administering both drugs. Days later, no one had questioned administering these two drugs 

together. The layers of safety checks and balances had not protected the patient. David describes 

feeling bad that it had taken a week for this serious medication error to be detected. However, at 

this point the patient was unaffected and he took the learning from the incident and the home 

prescribed anti-coagulant medication was withheld in the system. However, as the days passed, 

complications from the medication error would prove to be fatal for the frail patient. As I 

listened to these details, I was struck by the incredible vulnerability of a safety critical system 

that required a manual input and for someone to remember to press an H key on a computer 

keyboard.  

 David met the internist caring for the patient in the hours following knowledge of the 

error. They formulated with a treatment plan for the patient and as part of care, disclosure of the 

medication error to the family (the patient was not responsive) was also planned. In sharing his 

story, David refers to the thinking part of his brain and the emotional part of his brain as being at 
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odds with one another. At this moment he describes the thinking part of his brain saying, 

“disclosure and offering an apology to the family was the absolutely right thing to do, the 

professional, the legal and most of all, the kind thing to do”. The emotional part of his brain was 

saying “… run away as fast as you can”. David’s thinking brain accepted his professional role in 

the events and, with courage, he stepped into doing the professionally right thing, but his 

personal feeling self was reeling. He felt terrible and he was trying to keep his emotions in 

check.  

I did a fairly good job of holding my composure and keeping my emotions in check 
while I was there. I think it was fairly obvious that I was upset about it, but I held most 
of that in check as I was apologizing and explaining. I had an opportunity to apologize 
again a couple of days later with another one of the patient's daughters. A similar 
experience. The second daughter, recognizing that I was feeling bad about it, gave me a 
big hug. I had this really weird experience where I thought it felt wrong to me that she 
was providing me with comfort because, I don't know, it just struck me as odd. The 
comfort should be really going the other direction. Like the daughter is the one that's 
truly suffering. I should be providing comfort to her. And in retrospect, it all makes 
sense. We were both suffering and so a hug was a great thing to have there between the 
two of us. But in the moment, for some reason, it just felt really like…. I was accepting 
of it … but it just felt like I shouldn't be the one being cared for. That was deserving for 
her. Not that I had like a tremendous amount of guilt, but it just seemed like she was the 
more injured party in this moment. If the comfort's going any direction, it should be 
towards her. 
 

Feeling Terrible and Feeling Grief—David’s story 

 In the days following the incident, David describes his feelings as unlike any feelings he 

had previously felt before. He felt terrible. He was overwhelmed and, at the time, had difficulty 

even pulling apart what he was feeling. He knew, for sure, he felt fear. He was scared of being 

sued, scared his colleague would be pulled in to the investigative process, and was overwhelmed 

with sadness. With hindsight, he is able to share that at the time, the overwhelming emotions 

overrode his ability to do anything. He was able to think, and kept thinking of the incident, but 

was unable to act toward a resolution. He reflects that he can usually think his way out of 
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emotional trouble by finding different perspectives or views, but not this time. His world was 

different now, nothing was the same. At one point his manager offered an update on the status of 

the patient to the team members. His manager shared that the patient had died and he fell to 

pieces in that moment. His manager tried to do what she could to help, but he was so 

overwhelmed by emotion that her efforts could not offer comfort or any way out of his pain. 

 Up until that point in my life, I would say that I was a pretty mentally healthy 
individual. I could almost always use the thinking part of my brain to balance the 
emotional part. I’ve always been a heart-on-my-sleeve kind of guy, but it was always by 
choice. I was open with my emotions but I chose when I did so. And if you had asked me 
if I was well-equipped to handle a situation where I accidentally caused harm, I 
would’ve said that it would be difficult, but that I had great coping mechanisms to help 
me and that it would probably be OK. Boy was I wrong.  I know it’s cliché, but you 
honestly have no idea how you will react until it happens to you.  During this 
experience, it was like the thinking part of my brain and the emotional part of my brain 
were at war. And the emotional side was definitely winning. None of my usual coping 
mechanisms were working very well. 

He describes his feelings in the weeks and months after the incident as coming in waves. 

He had emotional flashbacks which unexpectedly arose sometimes at work, at home and even in 

the grocery store aisle. The waves of feeling came and went of their own accord. He was 

uncomfortable driving to work and walking into the hospital building was the hardest part. He 

shares that on three days he was able to find his way into the building only to fall apart in 

someone’s office and then go home for the day. He would burst into tears and have an 

uncomfortable feeling in his stomach. He did not lose sleep, but he had headaches and struggled 

to find ways to process what was happening to him.  

David knew he was in trouble and he sought ways to find help. He made his way to a 

social worker external to the hospital’s Employee Assistance Program (EAP). He is candid about 

his choice to seek help outside of the EAP at the hospital. He felt that if he activated the EAP 

with human resources and occupational health teams at work there would be red-tape and 
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paperwork, such as required doctors’ notes; and he just did not have the energy to manage the 

process.  

Also, in those early days he did not want to talk to someone he did not know. He found 

his way to his “own people”. People he knew he could talk with safely and with whom he had 

established and trusting relationships. He sought out individual work colleagues who knew him, 

had conversations where he could fall apart, and where he could be himself and not be judged. 

He did not think he could find that level of personal connection and understanding with a 

stranger. He sought solace and understanding in his close work colleagues.  

David touches on how his feelings interfered with his responsibility at home. He calls this 

responsibility fatigue. He could not contribute to family life as he had in the past. Emptying the 

dish washer and helping with his kid’s homework became difficult. Normally a busy, engaged 

father, David could barely make sure his own responsibilities for himself and his work were met. 

It made him feel lousy that he could not be the good father and husband he was used to being. He 

says it was not that he was trying to limit what he was doing to take care of himself, he just 

simply could not do them. He took a week off work and had to navigate being on a “watch list” 

for attendance management at work. He shares that sitting by himself alone in the quiet felt 

really good, but he knew he was isolating himself and excluding those who could help him. He 

knew he was “disappearing” in this way to feel less overwhelmed; he went within to survive.  

He also found a way to describe the terribly hard emotional part of his experience for 

himself through making art. He shares that he made art not to make something representative, 

rather to process his feelings. 
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After a week or so, I knew I wasn’t doing 
very well. So, I decided to try to help 
myself by doing some art therapy. In this 
first panel I did try to describe the 
physical symptoms I was experiencing. 
The first panel shows feeling that I would 
get in my stomach as I was dropping my 
son off at school on my way to work. The 
second panel is that same symptom 
feeling but worse as I arrived in the 
hospital parking lot. Most days I 
managed to come into work. On a few 
days, however, two or three, that third 
panel happened… and I ended up in 
someone’s office completely falling apart 
and not able to work that day. 

  

Grief, Being Alone and Hope—David’s story 

 Having access to a professional social worker was a key turning point and David was 

able to move closer to recovery. The process of identifying his emotions, namely overwhelming 

grief, was a relief and more importantly for the first time offered him hope. David shares that 

only naming his emotional experience alone would not have been helpful, but that naming, 

understanding and normalizing the symptoms and trajectory toward feeling better, and gave him 

some piece of mind. As the social worker named off symptoms that tend to go along with a grief 

reaction such as having feelings come in waves that catch one unexpectedly out of the middle of 

nowhere, David could see and expect the sort of things that might emerge. He understood here 

was a typical way that people could move through their feelings of deep sadness and his journey 

would be one that would resolve slowly in its own time, in the time that was needed for him. In 

David’s words his experience was in some way “normalized’, not pathologized, and this was a 

relief for him. Once he was able to move through ruminating and swimming in un-named 

overwhelming emotion to an acceptance and self-understanding that his response was normal, he 

Figure 4   
 
Art Depicting Anecdote Feeling Terrible  
and Feeling Grief 
 

 
 
Note. Image created and shared by 
participant 
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found hope. David’s deeply personal sharing offers critical insight into the darkness that is felt 

by health providers in the days and week and months and even years following their serious PSI 

experience. How might one find hope in this darkness? 

Gabriel Marcel’s (1889-1973) philosophical exploration of the phenomenon of patient 

hope situates the experience of hope in its “… most saturated and revealing state” ¾ that is, in 

coming out of deep darkness as a captive to helplessness and hopelessness toward the possibility 

of fullness (Grady, 1970. p. 56). When in patient hope, one opens up in confidence to the future. 

Symbolic depictions of hope are found in the analogy of spring or in the sunlight of a bright clear 

day. Hoping in this way may be characterized by an openness of spirit toward one’s future and 

one’s ontological journey (Webb, 2007). Hope allows us to believe everything will work out 

well in the end, or to simply accept the journey itself makes sense and has meaning. For Marcel, 

hope is underpinned by trust. A trust in ourselves, in others, in life and in the underlying 

goodness in the world (Webb, 2007). When one’s assumptive trust in all things is lost, such as in 

David’s experience, feelings of safety and security are hard to hold onto. In his discussion of the 

modes of hope, Webb’s (2007) notes, “hope is experienced as taking patient refuge in oneself 

and is characterized as a sort of positive resignation” (p. 56). From a psychological perspective, 

hope is imbued with meaning and is experienced as a cognitive-affective activity characterized 

by a secure trust in the behaviour of another. Within this kind of hope, there is a sense of active 

waiting with silence and humility and a call to boldness and courage (Webb, 2007). The return of 

hope for David was a pivotal and transformative experience. Through his own agency in seeking 

help and in dwelling within on his own journey, David re-kindled hope for himself and for his 

future. As David and I explored this notion of dwelling in one’s feelings and honouring the need 

to feel emotion by processing and working through what was happening, rather than suppressing 
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and avoiding; David shared a poem that came to mind: “The Guest House” by the 13th century 

Persian poet Rumi. The poet Rumi uses the analogy of a house to represent being human. 

Through his poetry Rumi invites us to experience feelings as guests who dwell within us and to 

warmly welcome emotions as guides from beyond. 

The Guest House 
 

This being human is a guest house. 
Every morning a new arrival. 

 
A joy, a depression, a meanness, 

Some momentary awareness comes 
As an unexpected visitor. 

 
Welcome and entertain them all! 

Even if they’re a crowd of sorrows, 
Who violently sweep your house 

Empty of its furniture, 
 

Still, treat each guest honorably. 
He may be clearing you out for some delight. 

 
The dark thought, the shame, the malice, 

Meet them at the door laughing, 
and invite them in. 

 
Be grateful for whoever comes, 

Because each has been sent 
As a guide from beyond. 

                Rumi 
 

With a sense of hope Rumi’s words offer meaning for our emotional experience; a hope 

that we may release what is untrue or no longer helpful for us. A hope that we may indeed 

transcend to greater fullness through dwelling with the adversity of our experience and emotions. 

Our feelings have something to teach us if we can welcome them into our human house. To treat 

each guest honorably is to live through the difficulty and honour what we may learn. As David 

shared his journey, I was struck by his courage. From his experience with disclosing and 
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apologizing to his patient’s family, to facing his dark and lonely journey with agency and 

determination. When asked if he felt courage at any time, he did not identify with being 

courageous. On the contrary, David does not want to be seen a hero in any way. He re-iterated 

his actions played a part in harming a patient. He could not see himself as a hero in that. He 

explained that at each stage of his experience he just had to face it and move through it.  

What Helped and Telling My Story—David’s story 

David remembers people caring about him and trying to say things that would help. They 

were doing their best, but many times people were trying to build convincing arguments with 

logic to make him feel better. They talked about how these things can happen and that the system 

is so unsafe to work in and that he was an expert pharmacist. Despite their best efforts, these 

types of acknowledgements did not help. He felt alone. He shares that he needed to hear “I know 

what it is like, I have been through this too and I know how you feel”. Then, he met a colleague 

who really got it. 

In hearing her story, that helped with my feelings of loneliness. She told her story very 
skillfully in a way that didn’t try to diminish my experience by comparing it to hers. It 
was really, "I'm just going to tell you what happened to me for whatever you have to 
take away from that." And so that was helpful. I think that was the biggest piece that I 
took away. There was a terrible feeling of being alone in those days, and weeks, and 
months. Even though my family was trying to support me, my friends and co-workers 
were trying to support me, I still felt very alone. So that moment helped me feel less 
alone. The other things that people said that helped were like “I'm sorry this happened 
to you. It sounds terrible.” The words that I will never forget were when my friend said 
to me, "Oh, this is really... this has really rocked you to your core." And that was the 
first moment I felt understood. I still get emotional when I say those words, when I think 
about that moment because there was such a relief when she said that. I burst into tears 
partly because she was right that I was broken to my core, but a great deal of that 
reaction was that simply finally someone got it or said something to me where I 
recognize that they got it, they understood. Not that they knew what I was feeling, but at 
least expressed it back to me in a way that I felt connected with someone in a way that 
they understood me. That was terribly helpful simply because I felt understood and not 
alone. 
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David got through the incident review. He had years of background in quality and safety 

work as a senior pharmacist, he knew what to expect, and he knew how these things went. The 

process of the review was detailed. His emotional Self did not want to go through it, but he knew 

he must. His feelings were not acknowledged as part of the process because that is not the 

procedure. The procedural review was systematic, detailed, logical and outcomes-focused. There 

was no place for emotional debrief or acknowledgment of feelings.  

About eight months later, David was ready to talk about all of his experience to others to 

offer learning. It was his idea. He needed and wanted to do it. He started to share a brief version 

of his story at clinical orientation when talking about high alert medications mostly to nurses. It 

made him anxious to share, but he felt good doing it. It felt like something good could come 

from something bad. The first few times it was emotionally exhausting, but it became easier. He 

has now shared it broadly in his own region and at national forums. Years later, there is not as 

big an emotional impact when he shares his story, but he still needs to be vigilant with how he is 

feeling when he does these presentations. The painful emotion is still with him and he recognizes 

it always will be.  

I Couldn’t Have Changed It at All—Melanie’s story 

Melanie was the staff physician on duty at the ED on a Saturday night. She came in at 

11:00 pm to start her shift and received a handover report from a colleague about a two-year old 

boy who had been in there for about an hour and a half. This young patient was known to the 

hospital and some of the care team as he had been born prematurely and as a result had numerous 

medical complications during his short life. He had stays at the hospital before. The young 

patient had deteriorated to an unresponsive state at home and was having seizures when he came 

by ambulance to the ED. Melanie received the details of the case from the off-going physician, in 
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her words, a colleague she trusted. “I trust everybody I work with, to be honest, but in particular, 

I trust this person”. Melanie description of ED handovers takes us into her world:  

The in-patient team was doing the admission. The idea would be that they would be 
admitting him to the hospital and he would wake up. Probably he'd be in hospital a 
couple days and then he'd go home. When I took the handover on that patient, it was 
handover from a person I trusted. I trust almost everybody I work with to be honest, but 
in particular I trusted this person. When I received the handover, we did it in a rather 
flippant kind of a way, "There's this kid. The team is here. They're doing the admission. 
He had a seizure. He's had his medications. Everything's good. He should be going 
upstairs soon." The nature of the handover. And I said, "Is his shunt okay?" I guess in 
my mind just, "Did you consider it? Is it working okay?" They said yes, and I did not 
pursue it any further. I said, "Okay. Shunt's okay? Great. I guess I will proceed to see 
all the other patients that are waiting." I went about then seeing other patients. 
There's another little bit of tension that I don't know if people ever talk about it or not, 
but you're also like, "This is your colleague. They've just worked eight hours. They're 
tired. They want to go home." And there are some people who, at handover time, ask a 
lot of questions. They might transmit the information in a judgy way like, "Why did you 
do it like that? Why didn’t you think about this?" You also, to your friend and colleague, 
don't want to be a huge pain in their ass. You know what I mean? You want to facilitate 
them being able to go home at the end of their eight hours when they're tired. So, you're 
like, "Okay, pass over the information. I make sure I understand your plan, and you can 
rest assured I will carry out your plan, and you can go home." Right? Sometimes, that's 
the right thing to do, but sometimes, you have to be annoying and ask the questions, and 
sometimes, you need to change the plan. But it's a little bit political sometimes because 
you don't want to upset, maybe, someone who's had a really hard shift or you, maybe, 
don't want to upset someone who is a mentor to you. 
 

The admitting in-patient team had started care for this patient, but in the end his shunt 

was blocked and he died within hours of going to the ICU. For Melanie, the most difficult and 

painful part of this experience was not that preventative measures were clinically missed, as in 

the end prevention was unlikely —what was most painful for her was not being able to be fully 

emotionally present to his mother during the crisis. Melanie missed her chance to be in 

relationship with the young boy’s mother and she feels she let this now grieving mum down. 

Melanie carries painful memories from this part of the experience and to this day has not 

resolved how she might forgive herself. In her mind, what might help is to have a conversation 

with this child’s mother; but she cannot imagine this being possible all these years later.   
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The interesting thing is that there's nothing I could have done to change that thing 
versus in some other incidences where I kick myself, "I could have changed something, 
you know?" I think you feel differently about it when you know you can fix something. 
But because the outcome of this one is so terrible, I've wasted much, much time thinking 
about it even though I couldn’t have changed it at all. 
 

Reflecting on Theme Two: Living Through It 

As a health provider, being involved in a patient safety incident involving a person in 

one’s care undermines self-confidence in professional ability. An event such as this can also 

erode the belief in oneself as a person and in one’s future. Following their PSI events, the 

participants found themselves is a place of emotional vulnerability and solitude where hope 

could have easily been lost. Each had very different PSI experience. Some catastrophic and 

others incrementally undermining confidence. The trajectory of the effects of the experience 

varied. For some the onset of doubt and subsequent difficult feelings came on at the very 

moment of the event and for others self-doubt set in later. As described in the theme Feeling 

Safe-Unsafe each study participant recognized and acknowledged their own vulnerability to error 

and system failure as practitioners within high-risk practice environments; and they navigated 

this risk with confidence. A confidence that was built upon clinical skill, mastery and an 

embodied adaptation to a dynamic high risk clinical lifeworld. However, their PSIs undermined a 

belief for the participants that if one were to maintain a high level of skill and to trust systems 

processes while agilely adapting to complexity that things would go well. It was as if a protective 

amour in the form of adaptive embodied mastery had been compromised and an exposed soft 

humanity revealed vulnerability, fallibility and self-doubt. For example, David felt he was “at 

war” within himself. His logical, analytical self was at war with his emotional self. Any 

protective armour found in skillful mastery, logic, science, analysis and systems thinking was 

breached and he stood in his emotional vulnerability following his incident.  



 127 

In this emotionally vulnerable place the participants felt very alone: Carol alone against 

the ED wall unsure if she should intervene as her young patient was losing her airway; Steve 

alone in the nurses’ lounge waiting to see if his patient would survive the night; David seeking 

solitude after his serious medication error event; Melanie alone with her emotions at the busy 

hub of the central desk in the ER, Tom alone in the resuscitation room, excluded from the team, 

as the nurses in their silences and non-verbal gestures questioned his decision-making; and John, 

alone as he navigated a blocked line event for his oncology patient—an event no-one else 

seemed to care about or have the courage to act upon.  

When the attribute of emotional vulnerability is valued as an asset, and not as a sign of 

weakness, a relational openness is created and we have the courage to show up and be seen even 

when we have no control over the outcome (Edmondson, 1999). By being emotionally 

vulnerable one can invite help from others as well as receive alternative viewpoints in an open-

hearted way (Edmondson, 2019). Vulnerability is derived from the Latin noun vulnus or wound 

(Harper, 2020). The natural tendency when wounded is to retreat. To move away from the source 

of the wounding. However, moving away from relationships to retreat into solitude in our 

wounding can sever sustaining human connections and erode our trust in others. How might one 

hold the tension of being vulnerable while trusting another? What is the meaning of vulnerability 

our human relationships? Each of the participants in the study recognized their own wounding 

and subsequent emotional vulnerability following their PSI events. Over time, and after a period 

of solitude they were able to offer their emotional vulnerability to a credible, trusted Other and 

reach out for companionship, safe harbour and a balanced alternative viewpoint. This took some 

time; dwelling alone in a painful interior place was the first step of the transition toward 

reconciling and healing.  
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A liminal experience is an experience of life whereby one is placed in a transitional place 

of living. In the liminal place one’s everyday taken-for-granted state of being changes; 

ambivalence, flux and the dismantling of previously known social structure takes place. A 

passage of reintegration leads from separation of what was known, to what will yet be revealed 

(Szakolczai, 2017; Turner, 2005). There is liminality in the shared lived experiences of the 

participants in this study. To differing degrees each questioned their assumptive world thrusting 

them into an examination of what they thought to be true. What felt like home, no longer felt that 

way. Clinical life, lived in understood surroundings and familiar spaces felt different. What was 

once known was now unknown and different. Carol said she stayed away from the ED where her 

event took place. She was, in her words, “terrified to go back there.” She was in a transitional 

liminal place of living. For Tom, at the time of his incident he was new to his ED and the family 

of the team. His early PSI in the place that was to be his “home” compromised his own 

integration to his new lived world. Exploring and understanding the lived place is one way we 

can examine our lived life and is known to phenomenologists as a lifeworld existential (Merleau-

Ponty, 2014). Lived space is a felt space, it is an existential space that renders us to the world in 

which we move and find ourselves at home (van Manen, 2014). A liminal situation deprives us 

of our stable frameworks of life, feelings of safety and of being at home in a lived place. The 

participant PSI experiences de-stabilized known external and internal contexts and ways of 

being. Szakolczai (2017), in his discussion of permanent liminality, posits that whoever is caught 

in a liminal situation seeks orientation to a meaningful stability and that the mind keeps turning 

around and around in search of a solution. The philosophy of Blaise Pascal (1623-1662) explores 

the way through to the other side of liminality, where one may re-gain the truth for one’s life and 

new ways of knowing. He shares we cannot do this through reason alone but must also travel to 
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this new home through the heart (Szakolczai, 2017). It is through cognition and reason as well as 

our emotions that we re-integrate to our lives following adversity. Liminal experience transitions 

us to a different way of seeing and being in the world. Each of the participants shared insights 

into new ways of being in and seeing the world following their PSI experience. Each lived within 

an uncertain place of liminality for a time as they transitioned this passage toward their own 

growth.  

Much of the scholarship and thinking about the health provider’s experience of a PSI 

place these experiences within pathology and victimhood (Dekker, 2016; Seys et al., 2012; Wu 

et al.,2021). The health providers in this study discovered something different this kind of 

victimhood pathology over a time. They eventually began to accept their emotional response to 

events as normal, as in the case with David recognizing a grief response within himself. Each 

wanted to work through the aftermath of their experience with agency despite their discomfort 

and suffering. They faced their fears vacillating between denial, apathy and ongoing temptation 

to protect a threatened ego and wanting to be engaged in seeking resolution and solutions. These 

health providers did not see themselves as victims to their experience, they wanted to face what 

was happening and to see what they could do about it. This kind of rumination and working 

through difficulty when one’s assumptive world and self-identity is deeply disrupted is not 

unlike the initial stages of post traumatic growth described by Tedeschi and Calhoun (2004).   

Posttraumatic growth theory is a positive psychological concept about the experience of 

positive change which occurs because of the struggle with highly challenging life crises 

(Tedeschi & Calhoun, 2004). As described in chapter two, this type of growth occurs after life 

events that cause fear, discouragement and damage in the face of adversity (Tedeschi, et al., 

1994; Joseph, 2011). An unanticipated circumstance that produces distress and disrupts one’s 
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understanding of the world to make salient one’s vulnerabilities and lack of power and control is 

the precursor to PTG. A serious PSI experience for HP places those affected in a state of 

vulnerability with feelings of powerlessness and no control (Christensen et al., 1992; Schiess et 

al., 2021; Sirriyeh et al., 2010). Steve’s night spent in the nurses’ lounge waiting to hear the 

outcome for his patient who could have died from his medication error comes to mind. The level 

of trauma or adversity for the participants in the study varied, but common to each was the 

experience of a loss of personal and professional self-confidence as well as a loss of trust in 

known ways of being and working in clinical life. Fear, uncertainty and discouragement was felt 

by all. Each found themselves questioning their own capabilities and the stability of the systems 

in which they worked. The initial stages of the posttraumatic growth model outline a period of 

intrusive rumination whereby one responds to emotional distress, challenged fundamental beliefs 

and goals and disrupted life narrative by self-disclosure (Tedeschi & Calhoun, 2004). In this way 

self-disclosure offers a break from limiting circular rumination on what could have been to what 

can be after an event. Self-disclosure (writing, talking to another, prayer) acts as a way out of 

hopelessness (Tedeschi & Calhoun, 2004).   

I touched upon the idea of hope with David’s story and it is worth adding more about it. 

Ratcliffe (2013) asks the question what is it to lose hope? He explores the phenomenology of 

hopelessness, and refers to hope as an existential feeling. For him hope is an intentional desire 

coupled with trust as an external factor; a sense that something good is on one’s side. The 

participants, were confronted with conditions that threatened their ability to trust something good 

was on their side. Ratcliffe’s exploration of the loss of hope takes varied forms. Specifically, 

demoralization with the loss of a sense of one’s future as well as a loss of trust in the world align 

with the participants’ described feelings. The liminal experience of Living Through It suspended 
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the participants in a place that rendered hope fragile; threatening hope for themselves, for the 

patients they cared for and the lived clinical world around them.  

The theme Living Through It signifies a difficult experience of a serious PSI, placing 

participants in an often-lonely liminal place of vulnerability and demoralization. However, over 

time, after living through discouraging feelings, loss of confidence and sometimes a loss of hope, 

a turning point came for the participants. The theory of posttraumatic growth contributes ideas of 

human experience that acknowledge adversity as a turning point that heightens the process of 

growth through meaning-making (Park & Folkman, 1997). The structures of experience within 

theme Living Through It illuminate vulnerability and being alone, demoralization and loss of 

hope as well as uncertainty and liminality.  

Theme Three: A Kind Loving Hand 

Having a trusted co-worker to turn to after their PSI was key for these participants. Each 

acknowledged and were grateful for meaningful and influential relationships with seasoned wise 

practitioners in their clinical lifeworld. Mentors and role models helped with problem-solving 

when things became difficult. These relationships set the foundational ground for how the 

participants moved through a crisis of confidence. Reaching out to a clinical colleague who was, 

at the same time, seen as a trusted friend often catalyzed a move from feeling isolation, despair 

and loss of self-confidence to an understanding that, with support and time, they would survive 

and learn from the event. Existing research offers strong evidence that receiving peer support is a 

crucial component of surviving and thriving post-incident (Dekker, 2017; Delacrox, 2017; 

Hosseini et al., 2016; Scott et al.,2009; Van Pelt, 2003). In this section I offer the structures of 

the theme A Kind Loving Hand, through the participants’ words and anecdote. I incorporate 

interpretation through reflection on the hidden curriculum, the virtue of phronesis, PTG theory 
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and the relational philosophy of Levinas. I also explore the structures of experience through the 

lifeworld existential of lived Other. 

On Mentors Pulling Me Along: Sharp, Sharp Operators—Steve’s Story 

 Having great mentors from the beginning has been part of Steve’s journey. These 

mentors and role models helped him resolve things when it became difficult, as well as assured 

him when he was on the right track even if he did not always feel that way. He describes early 

mentors in the ED as well as in the ICU as being “sharp operators, tough as nails” with power 

and intelligence. As a novice, he was pulled along by these mentors in many ways. Mentorship 

came in the form of nuanced opportunities to engage in new things such as helping teaching a 

class or in the form of an attention-getting “smack” with directive to “…behave, and figure it 

out”. Varied sorts of guidance occurred for Steve at the right times—toughness balanced with a 

kind loving hand.  

Then there was the Vice President of Nursing’s “smack” which was fully attention-
getting and it worked. And I can remember those words, 30 years later. She said, “You 
have power, people think you have power. In the trauma unit, you're a leader and 
there're a bunch of people taking care of old people with less money, less budget… 
smarten-up ... enough, help them, raise them up". So, there was that toughness. 
 

 Steve learned lessons on power and humility from an executive nurse while he was a new 

manager of one of the units in the hospital. Mentorship provides role modeling as well as crucial 

socialization to new experiences for a mentee (Gazaway et al., 2019). At the time, Steve was 

keen to advocate for his own unit. His area had prestige as the neuro-trauma unit in one of the 

biggest trauma hospitals in the city. His posturing came at the expense of competing for budgets 

and staffing with less prestigious units. and this “formidable fearless leader” called him on his 

bad behaviour. In his own words, this kind of in-your-face toughness steeled him to make 

decisions in “hard places” as well as to compassionately see things from different perspectives. 
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His reflections highlight the role of wisdom as well as experience in a mentoring relationship. 

Wise mentors can discern and can open one’s eyes to one’s blind spots by placing a reflective 

mirror on what might not be working. Steve also found this firm hand within Anna, his nurse 

manager at the time of his PSI (medication error event). Anna however, also offered something 

different. As an artful leader and mentor Anna was able to offer the balance of kindness and 

graciousness against the toughness; knowing just when Steve needed to lean on a supportive 

shoulder. 

A Kind Loving Hand—Steve’s story 

Steve experienced tough lessons and tough leadership before his serious medication error. 

He describes a refined quality of the relational experience within the mentoring relationships that 

sustained him. Toughness was necessary to survive as an ICU nurse and so his mentors instilled 

this toughness. Imbued in his descriptions of the nurse leaders he admired, and wished to 

emulate as a novice, was an admiration for a no-nonsense attitude and a sense of ownership for 

one’s practice, with expectations of “doing it right”. When it did not go right, it was important to 

take ownership and find resolution. Routines such as daily checking the crash cart were not to be 

ignored.  There was a constant, coaching vigilance in this leadership. Expectations were clear. 

Missteps were dealt with honestly. Steve notes Anna reprimanded him about a couple of things 

that year and that really helped. Yet within the toughness there was a graciousness, offered when 

needed. Graciousness brings generosity of spirit, tact and delicacy. In a gracious space one 

knows that one is witnessed.  

Anna kind of scared me a little bit. And we didn’t want to disappoint her. There was 
something about her authority. She wore uniform every day and a lab coat and looked 
pristine. She had a way and a style, and it didn’t lead to a lot of innovation, but it led to 
calmness, hand on the till, “this is how this place works, here are the rules, you don't 
like it, lots of other jobs for you to apply for” and it was safe and we felt mentored. 
Where she wasn’t modern and innovative, she more than made up for being the strong 
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hand there. Anna had the flip side, which was graciousness, a protective mother, father, 
teacher and confessor. We had that full on with her. There was a loveliness about her. 

 
As Steve reeled in fear immediately after his serious medication overdose event, he 

thought of losing his career, of having to be reported to his professional college and losing his 

license. He thought about his parents and of all the years of education. As he navigated the 

aftermath of his error, Anna’s discernment, sensitivity and grace was crucial to his return to an 

even keel. She started off in the “tough as nails” position, and later softened on seeing Steve’s 

profoundly fearful reaction. “What are you talking about losing your license… what’s the matter 

with you?” “What did you learn? How will you not do this again? Slow down, slow everything 

that you are doing down and think before you act.” In that moment, Steve felt supported—she 

took the fear out of it. 

I think she was maybe rattled by how rattled I was and that just seemed to end it. She 
softened her shoulders and came down a little bit. I don't remember much drama after 
that except me sitting there through the whole shift to see if my patient would survive 
and her finally saying, “Ok I'm going home.” 
 

Steve’s insights about what this leader offered him in the moments of his crisis have 

stayed with him and influenced how he leads. He notes that in the moment he thought it was all 

about him, that his career was over and it took a tough yet kind mentor to pull him out of himself 

“pull yourself together, get your shit together, it’s not over… the incident is over, but your career 

goes on”. This is not to say the gravity of the event or the effect on the patient who received an 

erroneous dose of medication was minimized. It was not, but the team worked with the outcomes 

that day and in the end the patient survived. Steve reflects that over his career he is not afraid 

confront others or to speak up when things are not working. In his own leadership, he now values 
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the attributes of directness and honesty, combined with an understanding kindness in his own 

leadership.  

A Safety Net: Hey, I Just Want to Talk About This Call. Is Anyone Awake? Carol’s Story 

Carol is lucky, she has had good experiences with preceptors and mentors in her 

professional growth. In her practice life, she developed relationships with international 

colleagues through conferences and training events. Now, these relationships are invaluable. She 

still reaches out online to them. She points out that as the profession is moving to self-regulation 

there is much more of an emphasis on personal responsibility and clinical decision-making. It is 

good and important to have mentors and peers to talk to, especially when one is reflecting on 

performance. In the past, performance for EMT and paramedicine was heavily reliant on the 

execution of strict protocols through the tight control of a central medical director. Care 

processes are evolving and are becoming more complex. More treatments are offered pre-

hospital and front-line decision-making is less about flawlessly executing a protocol. Sometimes, 

things are not found in black and white on an algorithm. Having a safe zone to talk about “a 

rough call” where a peer does not know the players is helpful. A confidential safe zone through 

what Carol calls “phone a friend” offers a way to be open and truly reflective about what might 

have gone differently. The EMS is a small world and Carol is honest in sharing that there is 

much to be improved about talking about mistakes. She finds a diversity and objectivity in 

reaching out to her colleagues beyond her immediate circle. 

The Gate-Keepers and Whipped Garlic Butter—Carol’s story  

Much like other professions in healthcare the novice experience can be rough for EMTs 

and paramedics. Learning in a classroom or even through simulation can offer some preparation; 

but the realities of the work and the intensity of the lived experience takes some adjustment. A 
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crucial foundation for new providers in paramedicine is to have the guidance and support of 

seasoned mentors and preceptors. As she reflects on her own novice experience and her 

experiences as a clinical teacher Carol shares “what you experience, you perpetuate”. She has 

seen both the good and the bad in clinical learning experiences. For Carol, she has been lucky to 

have had supportive mentors throughout her career. 

I had really great preceptors. They always had set up that safe space, like, "You're third 
on our ambulance. You're here to learn. We're here to be a safety net, but we're going to 
give you a lot of leash. We're going to make sure you don't hurt anybody, but at the 
same time, you're going to have to take responsibility for some decisions." I had calls on 
my advanced care final practicum where I totally shit the bed and my preceptor had to 
step in, but afterwards we would talk about it. There's a couple where they were like, 
"Yeah, that was really inappropriate. What are you going to do next time?" I was really 
lucky to have that supportive environment. 
 

As a trainee, Carol’s preceptors became her mentors. Her mentors cared about how she 

was doing and they balanced that with respecting her autonomy. As she recalls, there is a code in 

her words, a code of humour, of initiation and camaraderie. This is not easy work, it’s not 

possible for a novice paramedic to handle everything that comes their way, and the only way to 

learn is to have mentors who give you space to learn while looking out for you and at the same 

time keeping the patient safe. This is how it is supposed to happen and when it happens well, as 

Carol experienced, one’s confidence can grow. 

I was on my final practicum; it was when all this Red Alert stuff was ramping up with 
long hospital delays. The second after you transferred your patient, you'd have another 
call, so there really wasn’t much reflective time. We worked out this system where we 
were going to rate calls on dairy products. We'd just do this, initial reaction would be 
like, "Oh, that call go?", and it'd be like, "Oh, that was smooth like whipped garlic 
butter." That would be a good call. "Everything went good. It's like the best whipped 
garlic butter you've ever had on a piece of toast." Then we had, "OH, that call was like 
two-day old milk."… it wasn’t bad, you could still drink it, but it was sour. Then the 
worst one I think was like, "Oh man, that's like rancid, moldy cottage cheese”. We had 
this reactions phase on, "How do you think that call went?" My preceptor would be like, 
"How do you think that call went?" I'm like, "I don't know. Milk that's going to go bad 
tomorrow." He's like, "Yeah, okay. I think so too," and then we'd follow-up later once 
we had more time to debrief. 
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It does not always happen this way. When she was a practicum coordinator at a 

paramedic training school, she would hear about bad experiences from trainers and students. She 

reiterates that some people have had bad experiences as learners and decide “that’s the hellfire I 

had to go through, so that’s what it is to be a student.” Carol uses the phrase “eating our young” 

to describe this type of baptism by fire; or “learning the hard way” (or making it difficult) for 

those who are inexperienced. This is not new to any of the health professions. In her words, some 

feel they are the ‘Gatekeepers’ to the profession and test students rather than support them 

through the confidence building camaraderie she experienced. The hidden curriculum is part of 

training that is shrouded from official view. Influenced by professional cultures, this is the 

curriculum taught to learners about how things are really done (Taylor et al., 2018). There is a 

transmission of norms, values and beliefs with a negative connotation and more often a 

normalizing of oppressive, hierarchal, psychologically unsafe cultures (Dekker, 2013).  

Carol worries that mentorship within her profession has not had the attention it should 

have, most especially at such a demanding time in the history of the EMS. Safe mentoring for 

new people in the profession is needed and maybe even more so now as the profession grows 

and transitions. Carol had trusted co-workers to talk to following her neonatal resuscitation event 

in the ED. The conversations, the camaraderie and the trust she felt held her when she was not so 

sure about things. She found empathy and understanding in others who could understand her 

world. She did not find this kind of support in her well-meaning supervisor who had more of a 

pragmatic approach—she found it in close peers.  

Who Can I Go to? Melanie’s Story 

For Melanie, her mentor now retired, was someone whom she gravitates to because of 

their shared professional specialty interests. She can go to him for advice, but it is more than that. 
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She admires this person clinically because of the way he interacts with his patients and families. 

People just love him. She feels like she has learned a lot from simply being around him. He was 

not always this way. She shares that during the course of his career his ability to connect was not 

something that came naturally, but he learned. He became the guy everyone loved. 

He is good at listening to people’s concerns; he is very good a reassuring people and he 
is also really good at being in the moment with a family. He has this gimmick where he 
would draw a cat on tongue depressors, and he would always be telling stories about 
his cat. Kids dug him. 

 
As Melanie describes her mentor’s attributes, her values about human connection and 

authentic presence emerge. For her, being present and offering respect are powerful 

combinations in clinical practice. She admires her mentor who nurtured these skills over time. 

She is modest and perhaps unaware that she describes these attributes in herself as she offers an 

anecdote of caring for a family in ideal conditions in the ED on night shift. 

I saw this girl. She was probably, I don't know, three-ish years old, and she was with 
her parents. Initially, she was only with the mom and the dad came in later, and the 
mom was very anxious. She was very worried. I don't even recollect what was exactly 
going on with the child, but I ended up doing blood work. I ended up finding out that 
she was anemic, very anemic. Probably related to her diet. It was at the time the 
department wasn’t busy, and it was the middle of the night. It was probably like 4:00 or 
5:00 AM. There wasn’t anyone else there, so I had the luxury of time, and so I spent 
probably way more time than I would normally spend. At the end of it they felt so very 
grateful. Most people would say thanks. But for them it was a deeper thanks, I guess. I 
felt a different kind of a vibe from it. I was wearing what I call my night shift shirt. I 
wear almost the same shirt every time I work the night shift if it's clean, and it says 
“nothing is stronger than love”. He pointed at my shirt, and he's like, "I really like your 
shirt,” and he's like, "I can feel the love from you." I was like, "Uh, thank you," because 
that's just a sweet thing to say. Most people don't say anything like that. 

 
Gentleness and Discretion—Melanie’s story 

Being present is to see the person before us. It is to offer an empathic presence. Being 

present in the extreme challenge of a chaotically busy ER can be insurmountably difficult. 

Melanie’s pain and suffering from her error experience mostly revolves around her interactions 
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with a child’s mother. To this day, she carries regret, wishing she had been able to build a deeper 

relationship with the parent of a child who ultimately died from complications of his chronic 

illness. The constellation of circumstances around Melanie in the ER during that shift got in the 

way of her being the practitioner she strives to be and the one she is. She felt she did not make a 

meaningful connection that night and feels that if she could have, despite the uncertain clinical 

outcome, a caring connection might have helped the patient’s mother. 

For Melanie, having a co-worker who was present and respectful of her personhood in 

the hours and days following the death of the child for whom she was involved caring for was a 

critical alignment to what Melanie values most in her own practice. It helped her to receive this 

kind of careful consideration from someone else in her moment of vulnerability.   

So, the blue desk is the central hub of the department. It's where everyone congregates 
and everyone talks. And there's certainly a lot of patient care talk that happens. And 
there's also a lot of stories and a lot of, "Did you hear about such and such?" So, when 
my colleague told me what happened, we did so away from the blue desk. She said 
“Let's stay away from the blue desk, let’s go 10 paces away from the blue desk.” But it 
was in a discreet kind of a way. And I was glad that she told me because I didn’t want to 
hear about it at the blue desk. I didn’t want to hear about it from some random person. 
She was the chief of the department. That's the right person to tell me. 

  
She continues to describe that one very difficult part of her experience was enduring the 

grapevine talk that took place in the department after the event. She has spoken about this at 

learning events where she shares her error experience with health providers. It really bothered 

her the incident would be the topic of conversation “around that chaotic central blue desk”. She 

remembers someone who was not good with boundaries or sensitivity leaned across to her and 

said “… so I heard that kid died”. It felt like the wrong thing to do in-front of everyone, 

including the learners she was teaching that day. This insensitive kind of interaction made the 

situation even more difficult.  
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This nurse, who in the middle of all of that, leans across the desk and says, "I heard that 
kid died." It's just like, "Wow." This is not how we should talk about this. I for sure 
didn’t want to talk about this with that person who had nothing to do with the case. And 
was literally just, I mean… essentially gossiping about it. It was too raw I think, to talk 
about it right there. It was these weird gossipy things afterwards that were difficult. 
 

This is Throwing Me for a Loop Can Someone Help Me Sort It? John’s Story 

As a novice, John relied on supportive mentors who had expectations. He was thrust into 

a clinical world for which he felt underprepared to function in. As he talks about his mentors, he 

reflects:  

Oh my God, I don’t think I would have survived without these mentors. The first nurse I 
was partnered with just kind of gave up on me. These mentors did not. My mentors 
could walk into a room and look at the kid and say “I saw this kid yesterday for 30 
seconds and today this is not looking as good”. They would pick up on that stuff. They 
believed in me. 

His mentors did not give up on him, they believed in him before he could believe in 

himself. They set standards and goals for John to meet. They nurtured his progress. In them, he 

saw values of humility, compassion, courage and integrity. In particular, two seasoned, wise 

nurses took John under their wing. Sue was universally loved and in John’s words “she was old 

school”. There was an “Sue’s way of doing things” that meant no shortcuts, getting organized, 

taking care of the details and most of all, being fully, 110% there for the patients and families. 

John learned that being expert did not mean knowing everything, it meant speaking up when one 

did not know what to do or was not sure about something. Having humility to be vulnerable in a 

world where being in control and in charge was highly valued was the key attribute of his 

mentors. Vulnerable humility was one of the most important things John learned from his 

mentors in those beginning years. He describes a scene he remembers on the unit. He reflects on 

Sue’s words as he says:  

“We're getting a kid up who has this (a health condition), and you know what? I haven't 
had a kid like this in about three months. So, I don't know…” And here she is, she's one 
of the people who's been there since the hospital opened and she's standing in the 
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nurse's station saying, "I don't know." And she's just asking the table. She's asking 
everybody, knowing that new grads and younger nurses would have seen this when they 
float or from school or whatever and they'd have some knowledge of it. I thought that 
was excellent role modeling. I've told students since to watch for units where they don't 
make you feel like an idiot. Look for a unit where you can say you don't know something. 
Anybody should be able to walk into the nurse's station and say "It's 3:00 in the morning 
and this is throwing me for a loop even though I do this all the time. Can somebody help 
me sort this out?” 

 
He describes a powerful transition for himself from novice to valued colleague while 

sharing an assignment with his mentor on an unfamiliar floor. Sue was assigned to care for a 

patient who needed specialty technical care. She did not have the specialty certification, spoke 

up and declared she needed reassignment. She made it clear that the patient’s care would not be 

safe if she accepted the assignment. This kind of assertion was disruptive, and the supervisor 

pushed back and insisting that the assignment remain. She accused Sue of abandoning a patient. 

Sue, however stood her ground. In the end, John was able to manage the care of the patient given 

he was the nurse on shift who had the most current training in the required technical skill needed. 

This experience and others like it influenced John. He also learned that making mistakes would 

be part of the work and that rolling with that was also part of it. His mentors showed him that 

making a mistake is a human experience on all sides, and it’s what you do with it that is 

important. He learned that his practice was situated in a system and that reporting and speaking 

up on error or unsafe situations was part of his role within the system. He took on a role with the 

hospital’s Nursing Professional Practice Council to contribute in this way. This kind of 

engagement with the bigger picture beyond one’s own individual practice was modeled to him 

along his journey from novice to practicing clinician.  

When faced with moments that tested him, John was able to stand on the shoulders of 

these nurses whom he had admired and who had passed on a cultural ethos of what it is to be a 

professional practitioner. It was through his own lived experience however that brought 
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embodiment of this way of being ¾ of being true to one’s values and trying to do the right thing 

when the way forward is unclear or difficult. A specialty physician appeared on the unit and 

requested that John assist with a complex procedure at the bedside. The physician was insistent 

and derogatory when John questioned the safety of the plan and of his role in assisting. John 

refused to assist, appropriately suggesting that a senior medical resident could help with such a 

technically specialized medical procedure; much to the ire of the specialist. Later, he checked in 

with the charge nurse about his decision and got “back up” that he had done the right thing 

despite the physician’s anger and bullying. Seemingly unresolvable dilemmas and uncertainties 

are characteristic of the work of professional practice and for health providers the application of 

a different kind of knowledge rooted not only in the knowledge (episteme) and the skill (techne) 

of practice, but also in the virtue of phronesis as a practical wisdom of a morally committed 

practice is essential (Kinsella & Pitman, 2012). The enactment of phronesis in a reflective 

practice enables health providers to judge what it is they should do in a given situation (Frank, 

2004; Kinsella & Pitman, 2012). The virtue of phronesis is to do with how one should act. It is 

typically an embodied social practice involving complicated interactions between what is general 

and what is practical (Ellett, 2012). Frank (2004) outlines six claims for the healthcare 

professional to situate phronesis within a morally committed practice. These prerogatives 

include: a practice that is practically related to outcomes, professional meeting of expectations, 

scientific claim to act on science, a commercial claim to act as an employee, and finally ethical 

and moral claims as components of a phronesis that call for the application of ethical standards 

of practice, respect and moral action (Ellett, 2012). There is a relational emphasis in phronesis as 

a practical wisdom. The wise reasoning of phronesis is informed by human emotions within 

relationships, beyond exclusively cognitively reasoning, and forms an ethical judgement 
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(Kinsella & Pitman, 2012). John witnessed his mentor Sue’s enactment of phronesis in a morally 

committed practice in her refusal to take on a patient assignment requiring a skill she was not 

trained to do. In witnessing and reflecting in this way, John’s practice was influenced and 

became richer for it. His own experience with the specialty physician who inappropriately 

demanded John’s engagement in a medical act he was untrained for inspired his own morally 

committed action and deepened the embodiment of his practice. For John, witnessing ways of 

being-caring and acting in those he admired, came to fruition in his own lived practice. In this 

way, he moved beyond completing checklists, applying skills and technical knowledge. His 

practice was evolving and was becoming safer for it. 

Reflecting on Theme Three: A Kind Loving Hand 

A Time to Talk 
When a friend calls to me from the road 
And slows his horse to a meaning walk, 

I don’t stand still and look around 
On all the hills I haven’t hoed, 

And shout from where I am, What is it? 
No, not as there is a time to talk. 

I thrust my hoe in the mellow ground, 
Blade-end up and five feet tall, 

And plod. I go up to the stone wall 
For a friendly visit 

 
Robert Frost  

 
The main thrust of Frost’s poem is friendship. To the speaker in Frost’s poem, nothing is 

more important in the moment of the experience than his waiting companion. One friend puts his 

work tools aside to move toward and into companionship with the other. The speaker in the 

poem comes into the present moment to be with his friend above all other competing and 

compelling things. Frost’s poetry reminds us that there is always time to talk with a friend, 

always time for friendship and camaraderie. The speaker does not simply call out “What is it?” 
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from his distant position on the hill, rather, he places his tools aside and walks toward his friend 

committing to a moment of connection and friendship. Frost’s poetry evokes an understanding of 

commitment to the Other as, above all, it is the relationship with his friend that matters most. 

van Manen (2014) explores the lifeworld existential of the lived Other and shares that, as 

we meet the Other, we are able to develop a conversational relationship which allows us to 

transcend ourselves (p. 105). In the unfolding of their experience, each of the participants called 

out to a friend along the road. Colleagues and friends entered the conversational realm with these 

health providers and found a time to talk. These formed relationships were a stabilizing and 

comforting safe harbour. Through companionship and encouragement from known co-workers 

and mentors the participants were, to differing degrees, able to break through feelings of 

confusion, self-doubt and discouragement. Health providers going through these events need to 

talk about what happened, to receive empathy and to have someone listen (Ullstrom, et al., 2013; 

Scott & McCoig, 2016). Some of the participants found support and a listening ear in their close 

relationships outside of work, but all found a different kind of understanding from co-workers 

and mentors who could easily step into their shoes. These peers lived within a shared clinical 

practice lifeworld and could, with discernment, offer similar narratives from their own lived 

experience. Having someone knowledgeable about the technical aspects of the event was 

important. But what helped the most was to have someone who could listen and treat them with 

kindness. To have someone understand the world they were living in. Sharing with non-

judgmental colleagues eased the emotional burden after the PSI and was a pivotal influence 

toward reconciling and being able to move forward. Bergum’s (2003) exploration of relationship 

through embodiment, improvisation and interdependence reminds us that in lived life there is 

never any experience that is exactly like another. Individual persons must forge their own 
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understanding of life. But it is through relationships we can transcend ourselves and our own 

understandings of life and become the richer for it (Bergum, 2003). We can arrive at the shared 

truth arising between us by attending with open hearts.    

For the participants, reaching out to a credible trusted Other was an important part of 

moving through their experience. Often, these gracious moments of connectivity did not happen 

right away. There was a time of going within, of trying to make sense of things by oneself. 

Reaching out to another was an act of vulnerability, of placing one’s wounded self in full view. 

Finding a gracious trusted mentor or companion who could listen, offer understanding, kindness 

and honesty was pivotal for the health providers in the study. Three of the participants also went 

on to find more structured ways to reconcile their experience in formal supports such as family 

physicians and counselors. The response of the Other in these disclosures is important. If an 

individual experiences social constraint about stress-related disclosure then the possibility for 

healing and growth may be reduced (Edmondson, 1999; Engel, 2006; Tedeschi & Calhoun, 

2004). Being offered a kind loving hand and a time to talk were structures of the experience for 

the participants that made impactful, meaningful and lasting difference. 

  Emmanuel Levinas (1969) was very interested in the Other. It is alterity or differentness 

that shapes what he calls a solidarity. “The Other’s face turns back upon myself at a critical 

angle…” (Levinas, 1961, p. 24) whereby one is pulled from oneself and is connected in a call to 

relationship through language and conversation. The face of the Other cannot be ignored. The 

response to the call of the Other is a moral one. For Levinas to take care of the Other is a 

fundamental ethic and for him we are called to, and feel this obligation through the human face 

(visage) (Lavoie et al., 2006). 

“Relation with the face can surely be dominated by perception, but what is specifically 
the face is what cannot be reduced to that. There is first the very uprightness of the face, 
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its upright exposure, without defense. The skin of the face is that which stays most naked, 
most destitute. It is the most naked, though with a decent nudity. It is most destitute also: 
there is an essential poverty in the face; the proof of this is that one tries to mask this 
poverty by putting on poses, by taking on countenance. The face is exposed, menaced, as 
if inviting us to an act of violence. At the same time, the face is what forbids us to kill.” 

(Levinas, 1969, p. 86) 
 

For Levinas, relation through the face of the Other is to see the Other in me; but there is 

more. The Other will elude us in our encounter and will always be more than our perception. 

This is the infinite, the transcendent in our relationship with the Other. Self-reflection reflects our 

own image. The Face of the Other invites a relation with something outside and beyond 

ourselves (Irvine, 2005). Spending time with the participants in this study has humbled and 

inspired me. Each person turned their face toward the face of the Other and saw beyond 

themselves. Each remained intimately, if privately, connected to the patients and families who 

had been affected by these events. Seeing the Face of the Other in this instance caused them pain 

and worry; but it also called them out of themselves through ethical provocation. The 

participants did not mask the poverty of their vulnerability as Levinas describes in “poses or 

countenance” but rather, they showed their own Face as “naked and without defense”.  

 For these health providers, a solidarity was found in co-workers and mentors who heard 

the call of a friend. The suffering of a colleague became the face of the Other and “…. a moment 

of ethical provocation pulls the subject out of herself and commands her to invest in her freedom 

as a responsibility for the Other” (Guenther, 2011, p. 24). The participants found connection and 

understanding when their colleagues invested in them in the difficult time following their 

experience. Alternatively, and more provocatively, Levinas reflections on the Face “... as 

exposed as if inviting an act of violence, at the same time forbidding us to kill” could apply to 

professional cultures that condemn vulnerability as a weakness. Tom’s reflections on the 

professional culture of emergency medicine evoke notions that getting things wrong is not an 
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option and that exposure of “doubt and nakedness” is an exposure counter to being a capable 

practitioner. Carol’s experience of the hidden curriculum within paramedicine training also 

highlights an aversion and even malice toward novice vulnerability. And so, as Levinas suggests 

to care for the Other is not always innate but needs to be nurtured, shown and encouraged 

(Lavoie, et al., 2006). How might a Levinian philosophy guide a way of being toward the Other 

in instances of PSI? 

Levinas philosophy underpins relational ethics defined as a principles-based ethic that 

recognizes the significance of close-up moments and the relationships which exist in those 

moments (Bergum & Dossetor, 2005). In such an encounter each whole person is seen in 

connection to one another and to the lifeworld around them (Bergum & Dossetor, 2005; 

Deschenes & Kunyk, 2020). The participants emphasized the significance of relational 

encounters in which the whole of oneself was seen. Close-up moments described by Steve as an 

extension of a kind loving hand and experienced by Melanie in the graciousness and sensitivity 

of her senior colleague were lifelines of respectful human connection that helped.  

Sidney Dekker (2014) in his book The End of Heaven: Disaster and Suffering in a 

Scientific Age contemplates the existential questions arising from seemingly meaningless 

accidents, disasters and mistakes. By asking these kinds of questions, he says “…we take an 

event that refuses to speak for itself and we give it meaning. We make meaningless suffering 

speak, wringing sense out of it by re-interpreting, re-arranging and renaming” (p. 41). Through 

relationships and A Kind Loving Hand the participants were able to talk about their feelings and 

what the incident meant to them. They were afforded an opportunity to see other perspectives 

and to make meaning. By seeing the same thing differently and making meaning of PSI in this 

case; some of the “wantonness, the pointlessness of the death or the suffering” (pg.42) can be 
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removed. As Dekker suggests making meaning of the pointless can help those affected by 

serious PSI events to go on.  

The six health providers in this study found different ways to make meaning following 

their unanticipated patient safety incident. An initial reaction included rumination and self-

reflection. They turned the details of the event over and over in their minds, while at the same 

time trying to manage their feelings of doubt, confusion and fear ¾ they tried to make sense of 

things. David describes his feelings of being at war with his cognition and thinking. Carol 

describes working through her decision to enter her event into the reporting system, vacillating 

on whether to take this step or not. In all of her career she had not reported an event in this way 

¾ was this now the right time? Tom described how for him it was important to cognitively work 

through the factual details of his event, looking for ways to explain or change future ways of 

working. Steve describes some of his darkest hours sitting, thinking and feeling in the nurses’ 

lounge during that long night of waiting for his patient’s survival. With his practice following his 

event remaining slow, measured and uncertain. Melanie shares a replay of the conversation she 

wanted to have but never had the chance to have with the mother of her young patient who died 

in her ED. And in describing how he tried to make sense of things, John shared a thinking tool he 

crafted in his own hand-writing, built to help him with self-defeating rumination.  

Tedeschi and Calhoun (2004) describe meaning-making as a necessary process toward 

new life narrative development in their model of PTG. They outline a process of management of 

emotional distress, rumination, self-disclosure, sociocultural influence, narrative development 

and life wisdom.  The model, initially theorized, and then tested against and applied to varied 

difficult life events, outlines a disclosure process whereby those who are experiencing a 

posttraumatic journey seek solace in relationship with others. Within the model, disclosing and 
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sharing with others offers an important way to work through difficult emotions and tentative 

meaning making ruminations.  

The third theme A Kind Loving Hand emerged through the lifeworld existential of 

relationality (van Manen, 2014). The role of mentors prior to a PSI was foundational ground for 

the participants; preparing and guiding them for how they might live through their events. 

Structures of this third background theme emerge through relationality whereby co-worker and 

mentoring relationships as well as connection with patients and families offer safe harbour for 

the participants. Reaching out for assistance or disclosing to a peer was the main structure. This 

was experienced as making meaning enabled through trusted companionship. Being with the 

Other was felt through the remembering of patients and families affected by the events and in 

open-hearted connection with entrusted co-workers. The embodiment of phronesis or practical 

wisdom emerged as a positive contribution to the study participant’s growth is contrasted with 

negative peer relational experience found within the hidden curriculum.   

Chapter Four Reflections 

The three background themes Feeling Safe-Unsafe, Living Through It and A Kind Loving 

Hand explore the experience of living through a serious PSI. Through description and 

interpretation these three background themes offer beginning insights into what it is like to grow 

following the experience of a serious PSI as a healthcare professional. Notions of complexity are 

reflected within the first theme Feeling Safe-Unsafe and depict the unpredictable nature of 

clinical practice in healthcare systems. Expressions of adaptability and acceptance of risk emerge 

as the participants embody their wiser practice while trying to navigate patient care safely. 

Feelings of vulnerability, hopelessness and loneliness were part of the common liminal 

experience within the second theme Living through It. Within the structures of experience for the 
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third background theme A Kind Loving Hand kind, loving mentors and peers offer the 

participants comfort and a way to see outside of themselves toward the face of the Other. 

Explored through hermeneutic reflection, Levinas’ ethic of relationality offers a rich contribution 

of close-up relationality to the thematic interpretation of the participants’ journey of growth — 

from self to Other. 
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Chapter 5: The Essence of Growth Following a PSI Experience  

“Nothing determines me from the outside, not because nothing acts upon me, but on the 
contrary because I am outside myself and open to the world” (Merleau-Ponty, 2014, p. 247) 

  
In chapter four I described and interpreted three background themes against which 

growth occurred for the participants. In chapter five, I describe, explore and interpret the three 

remaining essential themes of the phenomenon of growth for these health providers: It’s Not 

About Me, Quiet Learnings and Having Good Come from Bad.  

What sets apart an essential theme from a background theme? Essential themes in 

phenomenological research represent distilled meaning or the core experience of phenomenon 

(Vagle, 2014). The term essence derives from the Greek ousia means inner essential nature of a 

thing or in other words, the true being of a thing (van Manen, 2014). Phenomenological 

philosopher Maurice Merleau-Ponty (2014) explains phenomenological essences are already 

here in our lifeworld — they are the flesh of the world. In illuminating the essence of lived 

experience phenomenologists actively work with meanings arising from descriptions through 

interpretation (Dahlberg, 2006). Phenomenologist are tasked to see patterns of meaning within 

their interpretive work. This process is inductive, iterative and emergent. In one moment, an 

essence may emerge as an essential figure of a phenomenon and in another comprise the 

background (van Manen, 2014; Vagle, 2014). It is through hermeneutic dialogue with anecdotal 

text one illuminates the whole structure of a phenomenon: its background, and its most essential 

parts (Dahlberg, 2006). The three remaining essential themes for this study are formulated 

through my interrogation and interpretation of the anecdotal text offered by the participants. 

These themes more intimately explore the participant’s lifeworld and meaning-making and 

comprise my interpretation of the figure of growth without which the phenomenon of growth in 
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the context of PSI could not be what it is (Merleau-Ponty, 2014). It is with my own 

understandings that I meet the participants and so this interpretation is one of the many possible. 

Any search for meaning in lived life invites a dive “below the surface” of experience to 

find deeper underlying intentionality (Dahlberg, 2006). Intentionality, an important concept in 

phenomenology, indicates inseparable connectedness of the human being to the world (van 

Manen, 2014). In chapter five, the participants in their own words and through my interpretation, 

dive below the surface of their experience to reveal intimate intentionality and the meaning of 

growth. I continue to engage the interpretive lens of Levinas’s relational ethic and PTG theory. I 

also explore the ideas of moral suffering, injury and resilience  

Theme Four: It’s Not About Me 

“You are vulnerable and these things mark you, but I had a role and I am not proud of that. 
 I had a role --- I’ve got to own that.” Tom 
 
 For the participants, their belief in their own capacities as well as their confidence in 

system processes to keep them and their patients safe was compromised following their PSI 

events. Their personal and professional integrity came under threat, and for some an emotional 

depletion and disillusionment persisted. Vulnerability, fear, confusion, loss of hope and 

frustration emerged along with feelings of guilt. For some, it was a dark time. For others, a 

painful time spent alone. But for each, a turning point occurred and they stepped into their 

experience toward a restoration of integrity. In time, each participant made meaning, in their own 

way and integrated, sometimes subtly, new ways of being into their clinical life. Through the 

following exemplar anecdote and in the participants words we will explore the essence of 

experience within the theme It’s Not About Me. Like the opening of a doorway signaling an 

opening of self, the participants re-gained integrity and wholeness through acceptance, self-truth, 

and self-disclosure.   
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 Each lived moment of the PSI experience unfolded differently for each of the 

participants, but the defining momentum toward growth appeared through acceptance and 

responsibility despite finding oneself entangled in an almost impossible, unjust contextual 

system of risk. To be clear, being responsible in this instance was not about taking on culpability 

or accountability that was not warranted; but rather finding responsibility in relationship with the 

Other. This responsibility was one that the participants found themselves bound to. For example, 

responsibility for David in his words was about “doing the right thing” when he stepped into 

disclosing his PSI to his patient’s daughter. However difficult, each of the participants stood in 

their experience and found what was most authentic for themselves. The overarching essence of 

experience for this theme It’s Not About Me was to hear the call of the patient and the family. 

When we lose caring connection to patients and families, in Melanie’s words, “… everything is 

ruined”. The participants’ agency to act upon their experience was ultimately inspired by an ethic 

of relationality. In this way, the participants honoured their patient’s humanity as well as their 

own.   

  Levinas’s central concept in his philosophical work Otherwise Than Being, Or Beyond 

Essence (1974) is of responsibility. This concept, found within an ontological intersubjective 

phenomenology and later expanded upon by Merleau-Ponty (2014) in his work Phenomenology 

of Perception is lived as an embodied intercorporeity. The human Other inhabits our experience 

and presents themselves as a demand, calling us from self-preoccupation (Critchley, 2015; Hand, 

2009). For Levinas an infinite responsibility to the Other is an ontological fundamental ethic. For 

Levinas being-for-the-other defines “who I am” (Levinas, 1974). For him, responsibility is not a 

cognitive rationality borne of a moral commitment, rather it is a way of being. 

The responsibility for the other cannot have begun in my commitment, in my decisions. The 
unlimited responsibility in which I find myself comes from the hither side of my freedom, 
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from a ‘prior to every memory’, an ‘ulterior to every accomplishment,’ from the non-
present par excellence, the non-original, the anarchial, prior to or beyond essence.     
(Levinas, 1978, p. 10) 
 

Feeling Like You Have Missed a Part of It—Tom’s Story 

Tom’s patient died 24 hours after being admitted to the ED. Tom would not have seen the 

patient nor his family after they left his area of the hospital. There is a compartmentalization in 

this process. Health providers care for patients in the ED through a health crisis to have them 

move on to another department or service for further care. Closure and knowing the eventual 

outcome for patients is rare. Death is part of this work, as is being with patients and families who 

are living through heart-wrenching experience. But as Tom shares, having meaningful human 

connections with the people he is providing care for can sometimes be difficult to achieve. When 

connections with patients and families on a human level are cursory Tom describes a feeling of 

having missed an important part of the whole thing.  

As a resuscitationist the priority is to bring a person back to life, to beat the odds that a 

life-threatening event will take someone from their family. Every faculty is placed toward the 

science and the skills needed to do this, and every moment counts. Compartmentalizing in this 

way allows health providers to employ a laser-like focus on what needs to be done. It also allows 

health providers to move on, return to work and remain in the profession. However, as he reflects 

on his patient and family while describing his PSI event, Tom talks about guilt for the first time 

during our conversation. It is a guilt not borne out of any definitive knowing that his decisions 

may have limited his patient’s chance of survival, giving lytic medication earlier in the 

resuscitation may or may not have saved his patient’s life. The guilt Tom experiences as he 

remembers, is borne out of his inability to recollect a connection with the family in the moment 

of the crisis. He acknowledges a feeling of emptiness arising when collegial discussions of 
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patient cases become depersonalized. He himself feels dehumanized by this sometimes necessary 

approach. 

The difficult part for me to some degree is that I'm not sure I remember the patient or 
family element around this incident well enough. I feel like I focused so much on the 
clinical decision making that it's almost diluted some of the other elements out. That's 
almost a source of guilt in and of itself. To some degree, and maybe sadly, we have 
normalized these scenarios whereby patients and families are going through the worst 
thing and we've turned it into a very almost operational type of decision. Maybe, that’s 
a good in the moment way to deal with the crisis. But when you leave this scenario or 
when you have to go back into the room and talk with the family or when you debrief it 
with a learner who wants to talk about all the medical aspects only, you leave these 
conversations feeling like you've missed a part of it. 

 
 In talking about his patient safety incident, Tom describes feelings of “missing a part of 

it” and diluting the human elements out by debriefing the technical issues only. These feelings of 

“missing something” according to Tom, are in fact a significant part of the experience of PSI for 

the health providers in this study. Perhaps a regret for the patient’s lost life? A realization of 

fallibility and vulnerability? A recognition of something much larger than the curing illness? It is 

shocking and difficult to lose a patient when processes could have gone differently. An entirely 

different experience to losing a patient for whom everything had been done, and it was simply 

his time. Commonly, PSIs are discussed as a medical or procedural learning. Tom reflects that 

this approach to debriefing cases or investigating process failure takes the humanity out of the 

whole question of what has gone wrong. He notes a debrief with a medical resident which 

focuses on the technical aspects of an error event, to the exclusion of the felt aspects, can leave 

both he and the learner feeling disconnected from their own feelings as well as the patient and 

family experience. This clinically removed way of debriefing incidents is a common default 

(Schroder et al., 2020). Perhaps employed to protect oneself from the emotional fall-out of 

feeling someone was failed. Tom does not agree with using pure reason coupled with emotional 

disconnection to understand an event. He doesn’t believe this approach will prevent it from 
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happening again. He thinks important emotional intelligence considerations as well as relational 

aspects of PSI event analysis are lost with this kind of distancing. In a way, he feels, this is short-

changing the person who has died whether their death was preventable or not. He uses the term 

“intellectualization”—the application of reason to the exclusion of emotion, for this kind of case 

review or PSI analysis. While an emphasis on rationality may offer access to improvement 

strategies that build upon reasoned scientific knowledge; using this approach to the exclusion of 

emotional investment does not acknowledge the pivotal role of attitudinal influence. 

Rationalizing perpetuates the ego-driven myth that with more skill, scientific knowledge and 

education the structures of the healthcare system can be systematically adjusted for the better. 

Avoiding feelings following PSI and other events that do not go well for patients not only de-

humanizes health providers, but in Tom words: “how do you get over the fact that a piece of 

knowledge cost somebody something so meaningful here?”  

When a PSI experience is painful, unacknowledged feelings can leave a residue of 

unresolved dissonance building to disengagement, burnout or mental health issues (Van Gerven 

et al., 2016; Sexton et al., 2021). Fear following PSI can erode the confidence of the most expert 

and seasoned practitioner and is something that Tom recognizes. He acknowledges that 

emotional fallout from unanticipated failure can “mark you”. He considers the notion of “the 

saviour and a curse”. He believes these events can save one in some way if the clear way forward 

is to integrate hard-won knowledge and somehow heal; but these events also remain as a curse 

— as they always will be with you. 

The scary part is that these events mark you in different ways. Whereas early in your 
medical training it would be humanity, the loss of a person. What then bothers you is 
the reasoning that may have led to that error so that it doesn’t happen again, which 
also almost feels like you're short changing that person who died. Nobody dies thinking, 
"I want the doctor to learn so that they don't do it again. If you distill that whole 
adverse event or that death into a medical learning or a procedural learning, it seems 
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like you're taking all of the humanity out of that whole question. And not only that, it 
seems a really high price to pay for somebody to learn something. If the system 
circumstance of the error can be reversed, I suppose this is like the savior and the 
curse, right? The clear way forward is to learn from it, in-grain it, and then know when 
to apply the knowledge moving forward. But it's a curse, because how do you get over 
that?  

 
Doing the Right Thing… But I Want to Run—David’s Story 

Like Tom, David experienced difficult emotions as he realized the gravity of his PSI 

event. His experience of apology and disclosure to the family of the patient who had been 

harmed by the medication error he played a part in was guided by his own internal compass. He 

says “I think it was the right thing to do. The kind thing to do”. He accompanied a physician 

colleague to talk with the patient’s daughter in the days that followed the realization that his 

medication error would likely contribute to her mother’s death. David sought out the internist in 

the case and together they planned care for the patient. He acknowledges his fight or flight 

emotional response was acutely activated and that all his emotional self was telling him to “run 

away”. He remembers how very hard it was to walk into that patient room. He talks about his 

logical brain winning the battle in this case. He shares he may have lost the war between emotion 

and logic in following weeks and months as he reeled in the aftermath of the experience. 

However, in this moment of disclosure, he was resolved to face the incident and to offer as much 

care to the family as he could despite his own fear and pain. David’s personal and professional 

integrity was fractured. As a deeply caring human and health provider he had been involved in a 

chain of events that likely caused the ultimate patient harm. His injury was deep and he painfully 

recognized there would be no way to reverse the worst outcome imaginable.  

Courageous is a term that frequently gets applied by other people when I describe going 
into the patient’s room to disclose to the family. And I don't know... courage just doesn’t 
seem to fit right for me. I don't know why. I don't immediately connect with that 
description for whatever reason. I think the reason that I went up to the unit and tried to 
figure out what was going on… and that's when the internist was there and that's when 
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we started to have discussions about a plan of care. It was simply because I felt still 
responsible for that patient's care. So, more out of a professional... accountability and 
responsibility, but also a caring for that person as a human being. That made me want 
to continue to help them. And obviously heightened by the fact that I was involved in the 
thing that caused the trouble to begin with. I just knew that I wanted to try to be helpful. 
And I never considered backing out of that, it never crossed my mind. 

 
 David’s authenticity guided him to override overwhelming feelings to protect himself or 

to deflect a difficult experience. He surmounted fear and an accompanying physiologic response 

to run. As a mature and expert professional David was able to call upon his own deeply held 

personal and professional values as a human being and as a pharmacist. He created a relational 

space with the patient, the family and other colleagues in those incredibly difficult moments 

following the confirmation of the PSI event. His motivation was a commitment to care founded 

in his way of being in the world. An ontological way of being described by Levinas and 

Merleau-Ponty as an inter-subjective phenomenology that is a lived and embodied 

intercorporeity (Levinas, 1978; Merleau-Ponty, 2014). The call of the Other in the patient and 

family guided David in his intentionality; he was connected to them in this lived experience and 

he responded to their call. Relational ethics, borne of Levinas philosophical work, is an action 

ethic based on the assumption that ethical practice is situated in relationships (Deschenes & 

Kunyk, 2020). Relational ethics requires a commitment to care about those involved in the 

situation and to actively engage in the relationship (Bergum, 2004). Through his authentic action, 

David created a moral space in the immediate aftermath of his PSI experience and in this way, he 

honoured the patient and the family and as equally importantly — he honoured himself. His 

committed intentional subjective action countered the risk of patient and family objectification 

and deflection of responsibility. In this way he was setting the, albeit very difficult, path back to 

wholeness and integrity.  
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 Embodiment focuses on knowledge generated from the mind, body and spirit and this 

form of knowledge is lived in real time. It is subjective and includes things which cannot be 

easily known (Bergum, 2003). David’s experience to this day is felt deeply and he embodies 

ways of being and doing from his lived experience of a serious PSI. He gained knowledge about 

himself as a professional and as a person. He is adamant that he not be seen as courageous, rather 

that he was motivated by compassion and care. His willingness and moral courage to step into 

those early difficult moments took an acceptance of the event, authentic engagement and self-

disclosure. 

Doing Versus Being With—Melanie’s story 

Melanie, like Tom, recognizes the need to compartmentalize or intellectualize to function 

in the day-to-day of the ED; but at the same time knows disconnecting from one thing to move to 

another can be impossible. This way of working to “get through” allows Melanie to be ready for 

the next thing. The work in pediatric emergency medicine is challenging due the breadth of 

things that are seen. She acknowledges the almost inhumane requirement of having to deal with a 

child’s death in one moment, and moving immediately on to what might be a trivial issue but one 

that is extremely important to the patient in-front of her. To work with efficiently with clarity 

and skill Melanie talks about “needing to box up one thing to move on to the next.” And it is 

with self-compassion and insight that she shares working in this way may be asking too much of 

herself. She acknowledges that “boxing things up” can lead to dysfunction in everyday life. She 

says “you cannot box up all the little things in your life, it does not work that way”. She 

insightfully considers the paradox of trying so very hard to protect present connectivity to the 

humans in front of her as she cares for families in the ED; and yet denies this present 

mindfulness for herself. She knows the strategies of compartmentalization and intellectualization 
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work to provide patient care in the demanding clinical conditions she works in; but she knows 

these strategies are not good for an healthy emotional and mental everyday life.  

But then there is also the connectivity to the human that's in front of you. And yet there's 
a place where you can’t be present to yourself. I had this whole conversation with 
somebody yesterday. And I feel like it's partly a function of all these strategies that work 
well at work and then you take them into your life, they're not as good for your life. And 
at work it's a about doing, doing, doing, doing, right? It's always this next thing you 
need to do, the next patient you need to see. It's very action oriented. And this person 
said to me, "I hear you talking about all the things you're doing, but what are you 
being? Instead of your to-do list what is your to be? What are you aiming for here?" 
And I was like, "I don't even know how to be right now. I'm just trying to do, I'm just 
trying to get through it." But it's so funny how when you're doing it, you're just sort of 
stoic about it, and everyone there is doing the same stuff and so it doesn’t feel special. It 
just feels like what you're doing. In these days, it's hard to understand how to be. 
 

And so, Melanie found herself involved in a serious patient safety incident where, in her 

mind, she was not as present to the patient and family in her circle of care as she would have 

hoped. She feels in the fray of clinical deterioration and urgent care processes, she was not 

emotionally present to the mother of a child who died under difficult circumstances. With caring 

connection as a core value within her way of being personally and professionally this failing of 

present connection is the most difficult and painful part of Melanie’s serious PSI experience. A 

painful moral dissonance remains and, it seems, may never be resolved.  

Moral dissonance arises when clinicians are caught in their competing moral obligations 

and responsibilities and involves how one responds to inconsistencies in thoughts, behaviours 

and actions (Hylton Rushton, 2018). In her own eyes, Melanie was not able to provide the kind 

of emotionally connected care for this mother that she demands of herself. Indeed, present 

connection is one of the most dearly held values for this pediatric ED physician. She talks about 

her regret. She recognizes the residual pain of her experience and wishes she had the opportunity 

to right the events by having a follow-up conversation with the mother. At the time of the 

incident, Melanie was not assigned to the patient nor the family but was senior staff playing a 
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consulting role to the team that was providing care. In her role as consultant on a very busy night 

shift, she was caring for other patients and families. She approached this critical consultation on 

a seriously ill child from a place of necessary technical and cognitive “doing”. She notes the 

young patient may not have survived his clinical condition, even with different treatment 

decisions or timely assessments that night; but she knows the one thing that could have made all 

the difference— to be present to and meaningfully connect with a desperate mother whose child 

was dying; however fleetingly. 

And then I feel regret over not connecting to the family, over the handover being 
flippant when it shouldn't have been, over the fact that I was letting the team do it (the 
technical care) when they clearly didn’t have the expertise. It was more my expertise 
than theirs, and I should have taken it back, but I didn’t. Because I had no trust or 
anything built up with the family, then when the shit hit the fan I had no ground on 
which to stand… right? The next day when I found out that the patient had died. That 
was at the start of a shift. I just had to carry on. I feel like my "carry on" is the way it 
probably is for a lot of people in emergency medicine is you compartmentalize, right? 
You have to put it in a box and keep going. I do think it makes it very obvious to me 
what you need to do in order to make that kind of connection. You can’t do your job 
without that connection. You cannot do your job. You can’t overlook that. You can’t 
slight that. You can’t function without it. It ruins everything if you are not able to make 
that connection. I feel like that's of paramount importance really. If anything, I could 
have controlled in that whole thing. It is that. That’s probably my biggest regret in all of 
that…. is that, not connecting. 
 

 As a staff physician and medical educator, Melanie shares this PSI experience and other 

incident experiences. Mostly, she shares with health provider and medical trainees at national 

venues, and informally with medical residents when the opportunity arises. She focuses on the 

learnings that align with the science of safety and improving processes of care such as the 

influence of human factors and situational awareness, cognitive bias and increased risk in 

handover transitions. She has incorporated hard won knowledge about the technical aspects of 

the care needed for the patient in this circumstance into her own practice and teaching. When she 

can share her narrative of this experience with learners, she does not leave out the personal and 
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painful aspects —the humanity of what happened. She tries to avoid intellectualizing when she 

shares in this way. Melanie shares her narrative with great humility. She is clear this incident left 

her with deep remorse, regret and guilt. She emphasizes connection and a caring presence to 

patients and families is after-all what is most important, and without it “everything is ruined”.  

It’s Humbling: The Confession—Steve’s Story  

 Humility is having a modest view of one’s own importance. With Latin origins in humilis 

which means low (Harper, 2020). Understanding humility as a virtue for oneself is to understand 

you are small in the scheme of things. Humility allows us to access areas of our life we may have 

ignored to protect ourselves from exposure. Living through the aftermath of his PSI experience, 

Steve learned he cared very much about the effects of his actions. He fully exposed himself to his 

colleagues and mentor as he lived through the experience. He learned there was responsibility in 

his role and he looked for ways to take ownership of his responsibility, while treating himself as 

kindly as he could. He learned to ask for help in those moments of doubt following his 

experience and absorbed the guidance and coaching he received from his mentors. His notions 

on transparency surrounding his experience are shared in his reflections on “the Confession”. In 

his lifeworld experience “the Confession” is played out in transparent and self-disclosing 

interactions with others despite risk to himself, it is a way of being that has stayed with him. To 

confess is to make known something wrong that can be damaging to oneself, it is admitting that 

you have done something you are embarrassed about to seek reconciliation, forgiveness and to 

perhaps come closer to your own authenticity. Confessing or self-disclosure takes courage. 

Talking about one’s mistakes can lay bare one’s inner landscape. Intentionality as deeper lived 

experience manifested through a combination of authenticity and self-disclosure for Steve, and in 

this way could only offer him growth and learning despite the painful circumstance. 
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There is a juxtaposition of something embarrassing or dangerous with the confession. I 
think at that point I felt I couldn’t make mistakes and I think part of me though I 
probably never would. I felt like I was self-assured. It was a good lesson that really 
good well-intentioned people can do bad things by mistake. So, it was probably a bit 
humbling, if I'm being honest, at the time. I don’t know totally what it was, but it has 
never left me. 

 
What might have been concealed for Steve in revealing his fallibility? What aspect of the 

critical care nursing culture, concealed to Steve as the novice, were revealed to him through this 

experience of a near-fatal medication error? What are the ways we discover wisdoms on our 

professional and personal journey? A firm loving hand offered by Anna guided Steve “to get his 

act together, to slow down” to respect the complexities of what he was doing and not take it 

lightly. He was humbled by the event; he was shell-shocked. He had a feeling of emptiness for 

some time. His assumptions about who he was as an ICU nurse and, in his words a “golden boy”, 

were shaken. His peers, mentors and his head nurse rescued him from his own actions and in 

some ways, his own feelings of dangerous incompetence. Through their compassion and over 

time Steve regained his confidence, but not without a deeper understanding of what it was to be a 

professional critical care nurse. 

Systems conditions such as an unrelenting push for productivity and service delivery can 

objectify both patients and providers (Dekker et al., 2011; Dekker, 2007). Over time, each of the 

participants in the study accepted what had happened. A combination of not losing sight of the 

patient and families and being guided by wise mentors brought them to a subjective felt place 

described within the theme — It’s Not About Me. A beginning place that, however painful, could 

offer a turning-point for reconciliation, re-gained integrity and growth. An acceptance of the PSI, 

subsequent self-disclosure of feelings and a desire to claim some level of responsibility for the 

patient and family, even in cases of obvious system failure, was an important first step toward 



 164 

growth. This first step took self-compassion, self-truth and conviction toward one’s values. It 

also took courage. 

Reflecting on Theme Four: It’s Not About Me 

As a nurse academic, Cynda Hylton Rushton has explored the moral aspects of suffering 

in healthcare throughout her career. Her book, Moral Resilience: Transforming Moral Suffering 

in Healthcare (2018), invites an expansion of ways to understand and approach the persistent, 

recalcitrant problem of moral suffering and burnout in the health professions. She points out that 

health providers who are dedicated to serving others suffer in different ways and often these 

sources of suffering go unrecognized and unacknowledged leaving a residue of feelings and 

unresolved dissonance (Hylton Rushton, 2018). Protracted moral dissonance can be 

psychologically unsustainable leading to moral suffering. For Hylton Rushton, the moral 

dimension of suffering is experienced when one’s moral investment or commitment is 

threatened. In other words, health providers experience an erosion of integrity when intentions, 

behaviours and actions are incongruent with their own values, character, conscience and 

commitment to do what is best (p. 16). The participants in this study experienced moral 

dissonance and subsequent suffering in their clinical lifeworld PSI experience. The clinical life 

world is messy and dissonance is a common feature of the work. But when such dissonance 

violates one’s integrity, moral injury occurs. Integrity is defined as the quality of being honest 

and having moral principles and uprightness; it is a state of being whole and undivided (Oxford 

Dictionary, 2020). The Latin origin of the word integrity is integritatem meaning soundness, 

wholeness, completeness (Harper, 2020). When avoidable system failures or mistakes happen, as 

they do in patient safety incidents, health providers experience a threat to their ideal professional 

and personal identity, professional goals, self-image and moral character. Crucially, Hylton 
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Rushton highlights that when a sense of personal deficiency, frustration or failure is in the mix, 

attempts to divert attention from one’s own suffering and focus on the failings of others and the 

system can play out (p. 54). This diversion to reduce one’s own distress can only heighten an 

erosion of one’s integrity and places many in a perceived place of helplessness (Schiess et al., 

2021). Collective narratives within health provider cultures are built upon a powerfully negative 

synergy between the perfectibility imperative and a diversion of feelings. In turn, these 

influential narratives perpetuate cynicism, deflection and diminished agency to affect change for 

the better. Laurent et al. (2014) studied the psychological repercussions and defense mechanisms 

of health providers following error in the intensive care unit and found 60% of the participants 

minimized their error and 33% rejected any responsibility for the event. These researchers found 

professionals used defensive coping to deal with the emotional burden of error and risky care. 

What are the ways health providers might reach a self-compassionate acceptance in the event of 

PSI experience? How might health providers maintain integrity as fallible humans in an 

imperfect system? When does acceptance of accountability in PSI events turn to self-limiting 

shame, self-blame and self-recrimination? 

Levinas contemplated shame. For him, when we feel shame or guilt, we are divided 

against ourselves. To feel shame is “to expel oneself from any rest and complacency whereby 

any resolution is fundamentally an ontological task” (Critchley, 2015, p. 16). Levinas thoughts 

on shame and guilt align and draw us into the phenomenological experience of erring and 

harming in a relationship of trust with the Other. The face of the patient and the family call 

through an ethical provocation to an ethic of responsibility for the Other. The health providers in 

this study did not relate to the deeply self-incriminating emotion of shame. However, they all 

shared feelings of guilt, regret, remorse and responsibility. An acceptance of the event for these 
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participants was borne of responsibility. A responsibility not in terms of fault-finding, blame or 

accountability (indeed all of the PSI events in this study embraced system failure and human 

fallibility) but rather, responsibility as an ethical action toward the Other. Levinas introduces an 

ethic of responsibility as the essential nature of relationship, indeed as the essential nature of 

Being. For him guilt is not always seen as feeling bad for having done bad things, but as a finite 

ontological indebtedness and that there is tragedy in this. For guilt limits us. Alternatively, 

escape from the finitude of ourself toward the infinite, beyond our own being can be found 

through an ethic of responsibility to the Other (Levinas, 1964). For Levinas the tragedy of being-

in-the-world is that we are responsible beyond our intentions. Things turn against us and with our 

direct acts non-intended actions will come along (Levinas, 1985; Critchley, 2015). It is through 

living with our non-intended actions we may continue to seek and find our freedom through 

responsibility to the Other. It is in this way we can live with integrity and wholeness. 

 
My responsibility cannot be transferred, no one can replace me…responsibility is what 
is a duty to me appropriately, and what is humane, I cannot refuse. This commandment 
is a supreme dignity of uniqueness. I am the main act that I am responsible, one should 
not replace me. I can replace him for me. Thus, my identity as subject cannot be 
revoked. (Levinas, 1985, p. 100-101) 
 

Levinas’ philosophical interpretation of meaning in the world through being-for-the-

Other can offer a pragmatic and compassionate philosophical approach to meaning making and 

moral agency in instances of PSI. The existential nature of the experience of erring and harming 

another while in a relationship of trust, creates suffering. However, these experiences can also 

offer opportunity to go beyond oneself, to transcend the limitations of finitude, to re-interpret, to 

make sense and to embody newfound wisdoms. The philosophy of-Levinas may help guide us to 

navigate pointlessness of suffering in these instances. 
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The theme It’s Not About Me illuminates an acceptance of the event and seeing one’s role 

within it as well as a stepping into an inner experience. The participants shared descriptions of 

authenticity where values of commitment, caring and connected presence to the Other initiated 

honest self-dialogue, catalyzing moral action and growth. And it is here, I re-emphasize caution 

about blame, accountability and scapegoating. The participants accepted their role in the events, 

but at the same time recognized the injustice in their experience. They understood that system 

failures and any number of a constellation of events contributed to the harm for the patients and 

families they were caring for as well as their own distress. They came to know they were 

responsible beyond their intentions. “… when the awkwardness of the act turns against the goal 

pursued, we are at the height of tragedy” (Levinas, 1968, p.58) There was guilt and regret. 

Despite this, these health providers stood with intentionality in their authenticity and 

responsibility. This responsibility was solidly claimed within an ethic of relationality.  

Theme Five: Quiet Learnings 

“You can’t do vulnerability; you have to be vulnerable” Melanie 

The theme Quiet Learnings is about knowing failure and being fallible. It is also about 

private and personal self-reflection, professional reflective practice, humility and the inner 

journey of growth. In this private place of contemplation, the participants, through authentic self-

reflection, found a balance of responsibility with systems understanding and at the same time, 

discoveries of self and profession. A significant part of their shared experience within this time 

of Quiet Learnings was a willingness to enter into vulnerable humility. Being vulnerable re-

emerges as a structure of experience for the participants as they moved to a middle ground 

within their experience. This middle ground of living through PSI experience was to know and 

accept vulnerability as risk and exposure. It was to come to know that their part in a failure event 
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was one part in a chain of events that led to things going wrong. But it was also, through a 

process of integration and reflection, to come to understanding the transformative value of 

vulnerability within one’s way of being. For the participants, this meant reconciling one’s place 

in the chain of error while at the same time considering what insights on self and one’s role 

could be integrated and embodied as new knowledge.  

Edmondson (2019), an organizational leadership scholar, notes expressions of 

vulnerability signal a willingness to acknowledge fallibility. In being vulnerable you give 

permission to others to do the same. This can have profoundly positive effects on the 

psychological safety within organizational cultures. Psychological safety enables candor and 

openness and allows people to thrive in environments of mutual respect. When people feel safe, 

they can speak up, innovate and grow. Alternatively, when people feel judged for worthiness in 

competitive organizational blame cultures, they will often stay silent; limiting learning and any 

hope of improved system process (Clark, 2020).  

In the first theme Feeling Safe-Unsafe we explored the participants’ discovery and 

subsequent acknowledgement of their own vulnerability as clinicians within complex healthcare 

systems. I wrote about risk and vulnerability within this first theme and shared that the 

participants’ adaptation to risk and vulnerability within rapidly changing contexts, for the most 

part, kept themselves and their patients safe. This kind of adaptation within an imperfect 

healthcare system was lived through doing — through agency and embodied practice. In the fifth 

theme Quiet Learnings through the process of discovery and growth following their PSI 

experience the participants enter into contemplative reflection. Within this time along the 

journey, vulnerability as a structure of experience re-emerges in a different way — as a way of 

being. Subtly, but significantly different than the kind of vulnerability experienced as an 
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exposure to risk; being vulnerable as a way of being- in- the- world was seen by the participants 

to be an asset rather than a risk. Being openly vulnerable within themselves and through 

relationality as a figurative structure of the phenomenon of growth was experienced at a deeper 

level; below the surface of experience. Being vulnerable and sharing one’s fallibility in safe 

relationship following PSI experience was a way -of- being and emerged as, in Tom’s words, 

“… a quiet learning”. This kind of vulnerability was gained through humility and led to 

deepening self-knowledge and growth. 

What the Hell Just Happened? Tom’s Story  

How did an experience of system failure influence Tom? As he shares his story, aspects 

of his experience surface subtly. Some insights are private and personal. He recognizes that not 

everyone can step into an honest self-dialogue when things go wrong; some cannot. For some, 

minimalizing, avoiding and intellectualizing that the patient was a high-risk case allows them to 

carry on following PSI. Trying to understand what has happened and how to move through it is a 

personal journey on many levels. In a clinical world where there is an understanding that the 

system will fail, it can be easy to dismiss PSI as inevitable. For Tom however, he feels there is 

always something to learn personally as well as at the systems level. He refers to his personal 

insights and realizations as Quiet Learnings and recognizes these personal discoveries borne 

through private reflection are not always teachable or even found in actionable feedback. He 

highlights an attitudinal stance of openness to self-review; even self-critique is a necessary 

ingredient to discovering different ways of doing and being.   

I think you go through these moments and you think to yourself, “what the hell just 
happened?" And then you have to calibrate it or… you don't have to, it's like... we all 
know those people who don't calibrate or internalize things. I just kind of sit and 
internalize those things and sometimes I don't even talk about them. And so, coming 
back and fixing those things tends to be an important circumstance. And I think what 
ends up happening is that as you become more aware of it, it becomes closer to the 
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event. I'm really trying to actively frame problems and mistakes in a way that, they're an 
opportunity to learn and it's your choice to learn from them or not -  you don't have to, 
sometimes you don't want to, sometimes you have to and sometimes you want to.  It's 
what feels right. I know it doesn’t feel right for everybody and... that's just fine as well, 
but I think it's something that we have to be doing more of. And so, the quiet learnings 
there for me are to try to read my dissonance between what my gut is telling me, and 
what this situation is calling for and to look for cues outside of my own mental model to 
confirm more or kind of refute my assessment of how fast things need to happen. And 
those aren't general knowledge, right? It's not something you can... it's not knowledge 
you can say to people, "you need to calibrate and know”. Like that's not actionable 
feedback. And so those have to be very personal learnings. I'm not sure I can even write 
up the cognitive process by which I knew that.” 

 
 Tom shares his approach to sensemaking in these incidents. He takes the time for 

introspective reflection. A human reaction to events such as these is to start to look around for all 

the other pieces that contributed. In Tom’s PSI experience, a confluence of events contributed to 

what he determines to be less than optimal care for his patient: he was new to the department, the 

case was urgent, the nurses did not know Tom as a trusted member of the team at this point, they 

were also not familiar with the use of thrombolytics for a pulmonary embolus. A subtle raised 

eyebrow communicated distrust from a nurse on the team and influenced Tom’s tendency to 

watch and wait. Perhaps a lifesaving medication that was never ordered could have saved his 

patient. However, Tom does not let these influences get in the way of considering his own role in 

how things unfolded. He could easily deflect the less-than-optimal outcomes for his patient to 

unsupportive system conditions and the behaviour of others, but he does not. Through a 

reflective process that is private, personal and sometimes brutally honest; but from a place of 

self-compassion, he works through what happened. He describes his reflective process as 

incremental. Initially, he is in a protective mode with a flood of understandable reactions aimed 

to rationalize the inevitability of a poor outcome for his patient. Later, he describes digging 

deeper to achieve “reasonable talk” with himself. A place which offers more authentic 
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discoveries on his role and his development as a person and a professional — a place of his own 

growth.   

I need to do a lot of sense making myself. All of my preliminary reactions are biased 
reactions and I know this about myself. They're all attempts by me to cognitively relieve 
myself of any personal burden in the event. I let those flood out and I let them happen, 
and then there comes a time where they just don't resonate with me anymore. Then I can 
come back and say, "Okay. What actually happened here?" That sense making activity 
is something that I have to engage in myself and then it's reasonable to talk, but in the 
beginning it's all the stuff, it's all the grievances that come out. It probably 
misrepresents the case. I'm not proud of the person I am when I talk about it that way, 
and I don't even want to get into that, especially with the people close in my life. I just 
feel like I'm whining and moaning about things and that's not a way forward 

 
As Tom talks about the time after his experience, the personalized way in which he works 

through it comes forward. It only makes sense that a person training for as long as to 15 years to 

become a specialist doctor would turn to the analytical in the immediate time following an error 

or a failing. Applying cognitive reasoning to the experience with an aim to rationally problem 

solve was where Tom first turned. An analytical assessment of the event is what most would 

expect in the hopes that intellect, skill and experience may bear innovations and solutions to 

problems. However, there are system learnings and then there are personal learnings. Eventually, 

Tom sought a deeper place of meaning and accessed this through personal self- reflection the 

encompassed more than intellect and analysis. Tom accessed his emotional life as a way to make 

meaning, as a way to face the human experience of error. This place is private and the fruits of 

such reflection may never be overtly shared, but they do become lived — they are embodied. 

Tom shares that if and when these private quiet learnings are shared, it is with his most trusted 

peers.  

To Learn I Cannot be Vulnerable: A Dangerous Learning—Tom’s story  

Despite increasing risk in the ED with resource constraint and increasingly complex 

treatments, Tom shares that being vulnerable paradoxically as a risk and as an asset is not always 
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acknowledged nor valued. Emergency medicine is about sense-making through disorder and 

gaining control over outcomes. Rapid, decisive decision-making is the foundational bedrock for 

the nature of the work. Being exposed to risk in the ED is something to be countered, mitigated 

and anticipated in order to control it. Individual clinician practice, skill development and 

adaptability remain the counterbalance — and there is no room for failure. Systems thinking as 

an approach to anticipate, mitigate and respond to failures is culturally less accepted in the ED. 

Viewing vulnerability as a personal attribute that may open up new conversations or alternative 

routes of action can be seen as a personal weakness. And mentors who are sought out by junior 

doctors may not always cultivate a safe space in mentoring relationships. (Lio et al., 2014) 

Professional cultures in the healthcare professions have not fostered vulnerability and openness. 

(Patel, 2011; Treiber & Jones, 2010). Being an ED physician is about being tough, being able to 

handle anything, being able to be decisive and directive when things get hectic. These are the 

attributes that are valued. Tom highlights and acknowledges these values are prevalent in his 

profession. He does not have all the answers, but in his role as a mentor who values systems 

thinking he tries to build safe spaces for learners to put their vulnerabilities out there. He invites 

well respected senior staff to be part of these conversations and uses humour, seeking ways to 

normalize the acknowledgement of failure. For Tom, being open to learning is discovered 

through the discomfort of vulnerability.  

Those disclosure practices and making sense of the world things can’t really happen in 
the places where you have mentors who are contributing to your advancement in the 
same way, because there's a vulnerability there that you need to have when you're 
talking about those sense-making activities; vulnerabilities that sometimes are in a 
system where vulnerability just isn’t valued. We’ve come to value those individual 
dispositions that don’t demonstrate vulnerability. Some people who are leading right 
now have advanced in a context whereby failure was not truly accepted. It wasn’t 
something that was expected either and they don't really have a ton of skills, unless 
they've sought it out, to work people through failure ... and they can feel as though it's 
a growing experience rather than something that should be reflected on as quasi 
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punitive and so.... seeing all of a sudden that you've committed an error and then you 
want to approach these people who have leadership roles and who sometimes are your 
mentors, it, is … somewhat difficult. You don't get into medical school by admitting you 
failed at any time. So we have this Pavlovian reaction to talking about failure because 
it's not really been an accepted part of our profile. And then all of a sudden something 
happens like, oh, well you have to go and talk about it and some people feel, and 
sometimes you feel as well, it's almost like a trap, you're like, "I don't know if I'll open 
that door." 

 
Yet, despite the cultural pressure to appear in command and control in the ED; Tom 

makes it clear that being vulnerable is an inextricable part of learning. He sought out close peers 

after his PSI which helped. In these real and authentic connections, he was able to find people to 

lean on, to share experiences with and to make sense of the world and his own experience. He 

perceived this post incident experience as an opportunity to be better. In mentors, he sought out 

those who were willing to share their own lived experiences of error and PSI. He continues to 

seek coaches who asked him the difficult questions that make him come to a better 

understanding of a problem, rather than telling him how they would solve it. For the health 

providers in the study, it was important to feel safe in these vulnerable moments of Quiet 

Learnings; to be able to share a humanity and to offer as well as feel an intimate trust.    

I think the sad part about that would be to internalize this idea that you can’t be 
vulnerable and act in a way ... if the learning for me was that I can’t be vulnerable, that 
would be a dangerous learning. You know what I mean? Being vulnerable, being 
honest about the mistakes that you make, discussing with teams how things could have 
gone better, being open about your lapses in knowledge and saying, you know what, I'm 
not 100% sure of what the dose of that medication, let me pull up the CPS. Being clear 
that you're a fallible individual, I think is what enables the culture of a system to learn.  
 
And I think if we couldn’t admit that we're wrong ever, it's just the worst kind of 
disposition for anyone, for an expert or a learning health system. When we know 
everything without knowing everything, we would become the people who can’t change 
because we have a fixed view, we don't have a growth mindset view of ourselves. And 
how could any of this get better? The vulnerability can’t change, it's an inextricable 
part of learning. Our next M&M runs in December actually. We're inviting three staff 
people. Some of them are protoplasmically not the kind of people who would disclose 
something to peers. We've got one guy, he's fantastic. He's just a brick. He's just a big, 
big dude and he's going to come in and talk about some of his own mistakes and some 
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of his vulnerabilities. I want try to role model some of that behaviour. But I recognize 
that that forum isn’t right for everybody. The coping strategies are very different for 
everybody. I just want to give them the license to say, "Listen you should feel like you 
can talk about this without making a value judgment on doing it or not." That also 
means filling the room with people that aren't going to make that value judgment with 
the way you do it.  

 
Fallible Hero—Carol’s story  

Without an open-hearted vulnerability, authentic self-awareness and reflection will lack 

truth. To protect ourselves we may avoid letting down our guard; but we cannot grow if we do 

not trust ourselves in our own reflective process. Authentic self-reflection reveals our own truths. 

In this way, we discover our blind spots, deepen our values and find ways to change when 

needed. And ultimately, we grow. Schon (1983) called for authentic reflection on and in 

professional practice to more richly conceive professional knowledge. His theory of reflective 

practice contributed to understandings of what professional practice is. His thinking shifted 

dominant ideas at the time. He posited professional practice was more than skills, knowledge and 

ethical action. For Schon, professional practice is essentially a way of being. And for him, 

reflection generates knowing through a deeper integration of the inner life of the practitioner 

(Kinsella, 2012). Carol did the work of authentic self-reflection following her PSI experience. It 

was not easy. Questioning herself in this way threatened her legitimate need to protect her self-

identity through such an emotionally difficult experience. However, she had the courage to go 

there. She considered her contribution to the PSI and the sub-optimal processes and asked herself 

what she might have done differently. Even now, years later as she reflects on the events for this 

study, she continues integrate learnings from that time. 

You can be at the top of your game and can still be fallible. You can still make a 
mistake, you can be on a team that's made a mistake, and how do you professionally 
navigate that? I'm very action oriented, I want stuff to get fixed. I don't know where this 
sits with me still, because I'm pretty frustrated that nothing happened from an action 
perspective in this event. But, at the same time, again, it's what can you control, what 
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can’t you control, and where does your self-care fit and stuff? I have a pretty significant 
role in the potential harm in this event, so that was the first time that had ever happened 
to me. I think it definitely opens your mind that anybody can be in that situation, which I 
think is important, especially because paramedics tend to come from this hero, infallible 
kind of perspective for some reason. So sometimes the reflective pieces are lacking for 
our profession. 
  

Carol took to heart how she might have been perceived by the rest of the healthcare team 

and how she might change her approach. Despite years of experience and training opportunities 

that focused on teamwork, this experience of failed teamwork catalyzed Carol to re-examine her 

personal ways of working within teams. Within her reflective process she also crucially 

recognized the need to balance her interpretation. She sought to balance an embodied self-truth 

gained through honest reflection with clear recognition and acknowledgement that system 

failures also played a role in her PSI experience. The memory of the event is clearly still painful 

to talk about, but Carol is not a passive victim to her circumstance. Through intentional and 

embodied reflection, she enhanced her own ways of connecting to others through deepening a 

connection to herself and her own feelings of worth and competence.  

I think I have learned some things. I think I've definitely done some reflection on “are 
there other ways to say things?” Did I come across as too aggressive? Are there ways 
to frame things better? I think I've taken to heart the fact I was perceived as aggressive. 
I thought about it and questioned if the way I was perceived also led to the resuscitation 
not going as well as it could have. Could I have changed that in any way? 
  

Professional socialization is key to developing professional identity and to the 

embodiment of a chosen professional role (Gazaway, et al., 2019). Most health providers 

embody the values of their profession as a way of being in the world as a person. Paramedics are 

the healthcare system heroes and they see themselves this way (Furness, Hanson & Spier, 2020). 

They are, in Carol’s words, the “fixers”. Having things go wrong with the neonatal resuscitation 

was difficult as this threatened Carol’s embodied sense of who and what she was as a first 

responder and a rescuer. She acknowledges that post incident reflection is not usual practice for 
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her profession. She also considers the impact of system failures and mistakes on students and 

novice practitioners. She found solace after she was able to talk with a colleague who had lived 

through a very similar event. She knows that it is important to continue to talk about failures and 

PSI, to learn from them and to de-stigmatize being able to talk about such things.  

Everyone has an experience of a serious incident. Some of my students have had their 
“rough call” early, when they're on practicum and stuff. I can’t even imagine what it 
would be like if you were part of this kind of thing when you were a student, and then you 
see how the system actually works or you think that that's how it's supposed to be.  
 

Doing and Being: Taking Things Out of a Box—Melanie’s Story 

Like Carol, Melanie felt her vulnerability. Like the other participants in the study, 

Melanie describes the pressure to only focus on skilled execution of technique, rapid action, 

multitasking and cognitive discernment. Essentially a large part of the work for health providers 

is the need to “do” service delivery and to achieve a high level of function in complex 

environments. Melanie’s notions of compartmentalization to move onto the next task was lived 

by all the study participants. The relentless push to “do” is always there. In her words, by 

compartmentalizing and putting things in boxes to function efficiently is “like putting on a layer 

of protection”, which Melanie recognizes as not being vulnerable at all.  

Avraham et al. (2014) studied the coping strategies of paramedics in critical incidents and 

revealed a theme that describes interplay between connection and detachment. Providers 

prepared for serious events by emotionally “drilling” themselves before events. They reviewed 

technical aspects of what might be needed while avoiding connection to their emotions in order 

to focus and manage procedures under pressure. This type of emotional detachment was a 

prevalent strategy for coping with the stress of a high-stakes resuscitation encounter. By putting 

things in boxes as Melanie describes, by detaching in this way, is a practical approach to coping 

with unforgiving healthcare practice demands.  
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 Despite sometimes needing to “put on a layer of protection” Melanie discerns that, in the 

end, it is necessary to be vulnerable to share experience and talk about error and PSI. She feels 

she does “vulnerability well”. She is comfortable in her own skin and in showing her 

vulnerability. She is motivated to help other health providers through sharing her PSI story. 

While it is not easy to do, she does not mind talking about her errors or the PSI events she has 

been involved in. As a senior specialty physician, she knows sharing in this way lets others know 

that everybody makes errors in clinical work, that patient safety incidents do occur, and that it’s 

not “just them”. She recognizes that as a student, “we all feel like we are screwing up” and if a 

novice doesn’t feel this way, then they are not “trying hard enough”. In other words, Melanie is 

depicting the respect novices should feel for the complexity of the work. That as future ED 

physicians there should be a sense that the work is hard to master and the complexity of this 

should always be respected and approached with humility. An acceptance of fallibility and 

humility emerges from Melanie’s lived experience of error and the PSI event she talks of. She 

says she has always strived for transparency and openness. It is important to her that people 

know where they stand with her.  

 As Melanie worked through the after-effects of her PSI experience, she recognized she 

needed time to come to a place where she could share openly with her peers and junior 

colleagues. On the day following her PSI event, she made the decision not to share her 

experience on the previous shift with a learner she was mentoring. She needed time to absorb 

things and, in her words, “to heal in some way” before speaking about the event, much less to a 

junior learner. She was aware that it would be easy for another to judge her actions and she did 

not want to expose herself to judgement in those early days. In this way, Melanie protected 

herself. She took care of herself chose to keep her feelings private and remained resilient in order 
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to continue practice as her job demanded. She intuitively knew it was too early to be fully open 

about her feelings and the event details— there is a time and place to be vulnerable and she 

listened to her own intuition on this. 

Melanie emphasizes the crucial need to have safe, accepting spaces with trusted 

colleagues to be truly open following these kinds of events. Melanie was eventually able to find 

people she trusted and who had also lived with PSI and error experience in her clinical lifeworld 

of the ED. This shared experience in a confidante was important to her. To be open about her 

feelings surrounding the event with novice learners or non-clinicians who had not lived through 

the same thing was not a choice she could make in early the days following the event. Melanie 

has since gone on to share her PSI story and experience of fallibility at national venues with 

large audiences. But in those first few days she needed to privately dwell with what had 

happened to make sense of it and to in some way start to heal. This emotional work was personal 

and unique to her own journey. As Melanie shares her story for the study, aspects of her 

experience remain private, painful and unresolved. Indeed, as I listened to and witnessed 

Melanie’s story, I came to understand that resolution for her may only be found over time and 

that long wished for healing conversations with her patient’s family may never take place.   



 179 

I think that to be vulnerable, you first 
need to be with people that you trust. 
And then you probably also need some 
time to heal. And then you can be 
vulnerable with people who may not 
understand. And it might even help them 
to understand. They're kind of the 
antithesis of each other almost, you 
know? Because when you're 
compartmentalizing and you're putting 
things in the boxes, it's like putting on a 
layer of protection which is not 
vulnerable at all. It might come down to 
that to do versus to be. During your shift, 
you need to compartmentalize because 
you need to do all the things. And you 
almost need a little time and space in 
order to do that and be, because 
vulnerability is a way to be, you can’t do 
vulnerability. You have to be vulnerable. I feel like you need to make space for that but it 
involves taking things out of a box instead of putting them in. 

 
 Melanie offers rich meaningful insight ‘below the surface’ through her thoughtful sharing 

on clinical practice work as “doing and being”. Her intentionality and being in-the-world comes 

close to the surface in these moments. She shares, it is sometimes hard to “be” in the clinical 

lifeworld. The daily demands of the work are intense, let alone when things go wrong. “Doing” 

is highly valued in systems pressured for outputs and outcomes. She knows “for practitioners it 

can be easy to get lost in the doing”. As Melanie elaborates further, she notes “being” vulnerable 

is a crucial part of “being” human in a caring profession. Being vulnerable in the context of error 

and system failures within PSI invites authentic conversation, learning and, in the end, fosters 

growth. Melanie again refers to the metaphor of a box to emphasize this way to “be”. Quietly 

and tentatively as if speaking to herself, Melanie suggests perhaps it is time to “take things out of 

the box”. It seems this subtle suggestion is a personal call to change conditions that have her 

“boxing things up to move on” to manage in her clinical lifeworld. The metaphor of “opening the 

Figure 5 
   
Boxes Depicting Anecdote Doing and  
Being: Taking Things Out of A Box 
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boxes” to let things out and to share transparently is provocative and somehow feels hopeful. 

Perhaps, on a bigger scale, this is a call from Melanie to her own profession to open closed, 

boxed up ways of being and thinking. A call to transform professional culture. A call to do the 

work of the medical profession well; but to also at the same time be human, be fallible, be 

vulnerable and be comfortable with that.  

To Know This Level of Suffering—David’s Story 

 When David presents on patient safety to health providers, he shares that he is not the 

same person he was before his event. He is changed. He knows he is more accessibly 

emotionally and authentically with work colleagues. Before the event, he says he was an 

emotional kind of person who could engage in deep conversation, but was discerning about it. 

Following his experience, things are different. He does not hold back on moving into deeper 

conversations and sharing his emotions when colleagues come to him. Interactions with 

everyone in his life including his family have changed. He has a level of compassion that, in his 

words, is “180 degrees different”. He has a strong desire to make the whole situation around 

error and failure events better by pre-programming health providers to be prepared and to think 

about error differently. He knows this kind of thing can and will happen to others and wants to 

help people living through these events in their “terrible moments of suffering”. He wants to 

prepare them in some way to deal with things.  

David’s suffering following his experience was profound. He experienced deep grief 

which affected all aspects of his life. He was involved in an incident that included high risk 

medications that had severe repercussions for the patient. It was likely that the medication error 

interfered with any chance the patient had to survive critical illness. It took some time for him to 

understand his own reactions and to even name and normalize his feelings of grief. David uses 
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the word “terrible” many times in his narrative. He shares that he had not felt a grief as deep as 

this before his PSI. He was reeling in pain, feeling very alone and confused about how to feel 

better. In this place it was hard for him to imagine a future clinical practice free from fear, 

flashbacks and anxiety. His assumptive world was torn apart and it was going to take time to re-

build a professional identify that included being part of such a tragic system failure. He now 

recognizes he could have sought help earlier to deal with his recovery and healing. He thinks it 

would have helped him move past his fear as well as understand what he was feeling was a 

normal response to a devastating experience. It was through accessing a counsellor and finding a 

colleague who had lived through a similar event that David was able to re-build his confidence 

and come to understand what was happening for him — he was grieving and this was normal.  

 

 My interactions with my kids 
have changed, with my spouse 
have changed. For anyone 
who's struggling emotionally, 
my interactions with them are 
180 degrees different than 
what they used to be. I used to 
be the don't-feel-this-because 
person. My son worries about 
his schoolwork, let's say, even 
though he has no need to. 
What used to be my way of 
trying to help him feel better, 
I’d say “You're amazing at 
school stuff. You're doing 
great. Look at your marks. 
You studied for this long 
already. You're going to do 
fine. Stop worrying. Stop 
worrying “. I don't do that at 
all anymore, or rarely. If I do, 
I course correct pretty quickly 
because I know that's 
unhelpful. And so instead it's, 

Figure 6  
 
Reflecting Figure Depicting Anecdote To Know this  
Level of Suffering 
 

 
 
Note. Image shared by Participant 
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"Yep. That's okay. You always worry in moments like this. That's all right. That's just 
part of who you are. Let's see if we can find some ways to manage that, to cope with 
that." But I don't say stop worrying anymore because I know that not helpful. So, if I 
think of all the things, I'm appreciative of, that's it. I know the words to say when people 
are struggling. I don't always do the greatest job of it, but I'm way better at it than I 
used to be. If I'm going to stick a label of growth on anything, that's what it's going to 
be. The capacity to appreciate that level of suffering and now having the knowledge and 
the training to do a better job of helping people with it. 

 
From his experience, David resolved to help other health providers experiencing the fall-

out of a PSI. This helped him regain hope and make meaning. David’s suffering and pain is 

embodied and emotion arises for him when he shared certain aspects of his story. He has an 

intimate, personal, tacit knowledge of the level of suffering events like these can bring to 

patients, families and health providers. With this, he has a deeper compassion for others who are 

suffering. He had not known suffering on this level before the event and he is forever affected by 

it. But now, despite carrying the pain and difficulty of this event as part of himself, David also 

recognizes a strength within him. He chose the image above to depict his own recovery. Many 

days he did not think he could get through things, but in the end he did, and now he helps other 

HPs who are struggling with adverse patient outcome experiences in their professional life. His 

patient safety and debriefing training are made all the more authentic and impactful because of 

his own lived experience of a serious PSI. Now, David’s training and experience with PSI 

contribute to newfound personal and professional purpose in educating others —a rich 

manifestation of his own growth.   

Reflecting on Theme Five:  Quiet Learnings 

Tedeschi and Calhoun’s (2014) posttraumatic growth framework, conceptualized in the 

mid 1990s, has been applied to investigations and clinical work in varied contexts such as living 

with cancer, bereavement and living in the aftermath of war and natural disaster (Bray, 2013; 

Linley, 2003; Sarkar et al., 2015; Shakespeare-Finch et al., 2005). An assumptive underpinning 
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for this theory is that an encounter with trauma, or major life event that significantly invalidates 

important components of one’s assumptive world, can lead to highly positive life change 

(Calhoun & Tedeschi, 2014). David’s experience aligns with posttraumatic growth theory 

assumptive underpinnings. For David, the severity of harm for the patient who was in his circle 

of care was significant; the patient died. The effects were devastating for everyone involved. 

David suffered fear and grief on a level never felt before. But his encounter with this catastrophic 

event gave him newfound insights about his way of being in the world and forever changed him. 

He has more compassion for the suffering of others and has found a strength within himself. His 

experience catalyzed a passion to help others in similar circumstances.  

Tedeschi and Calhoun (1995) discerned broad categories of growth in three domains in 

their PTG model: changes in the perception of self, changes in the experience of relationship 

with others and changes in one’s general philosophy of life. For them, changed perception of self 

is summarized by the phrase “I am more vulnerable than I thought, but much stronger than I ever 

imagined”. (p. 30). For David and the other study participants there exists a dichotomous 

relationship between mastering one’s vulnerability in risky unpredictable clinical practice 

conditions through clinical skill and knowledge; to welcoming emotional vulnerability as a 

positive catalyst for growth. The experience of a serious PSI brought each of the participants to 

this realization. Through a strength of conviction, they wanted to face something about their 

experience and to change what they could. By being emotionally vulnerable they entered into a 

journey that led to growth. For the participants following their PSI, their resulting emotional 

vulnerability opened their hearts and minds toward useful and deeply meaningful changes in self, 

in relationship and in ways of being in the world.  
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As I reflect on the emergence of structures of experience within the theme Quiet 

Learnings, a paradoxical tension arises in me. The participants face their vulnerability to risk 

every day in clinical life. They are conditioned to live with risk and develop skills to anticipate 

unanticipated events and adapt to unstable conditions. They mitigate this vulnerability within 

unstable systems as fallible humans. Their skilled adaptation and ability to foster feelings of 

safety and control in unsafe conditions is for the good. This is how HPs manage to practice in 

complexity. However, this way of doing in clinical practice can arise as a defensiveness meant to 

guard and protect oneself, one’s patients and one’s colleagues. Tom’s description of the team 

surviving night shift in the emergency department trenches and John’s combative interaction 

with a medical specialist who insisted John help with a procedure outside the scope of his 

nursing practice come to mind here. Anticipating risk and living mostly from a place of 

defensive mitigation or “doing”, in Tom’s words “on the edge”, conflicts with any desire to be 

openly emotionally vulnerable and self-disclosing. Defensiveness does not engender relationship 

building, new ways of seeing nor does it foster growth. And yet, this way of defensive 

anticipatory risk mitigation “doing” is necessary to keep things safe (to mitigate, anticipate, 

defend and guard against) in unpredictable systems. Melanie’s analogy of putting on a layer of 

protection as she “puts thing in boxes in order to manage the next case or task” speaks to this. A 

place of living between “doing” and “being” emerges from the participant anecdotes. Of “doing” 

by adapting to unpredictability, instability and risk in order to stay safe, and alternatively 

dropping one’s guard and “being” emotionally vulnerable in order to learn and grow. This way 

of moving through and within the clinical lifeworld is dynamic, fluid and embodied. There is a 

liminality to this place of doing and being, and it is a place of growth. The participants’ entered 
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to this place of growth by being fully authentic to themselves, being emotionally vulnerable and 

by embracing the possibilities of what this kind of vulnerability might bring. 

A way of doing and being was discovered and lived by each of the participants in their 

practice. They recognized their own vulnerability within the system and despite it, found ways to 

adapt in order to do. When called upon through the difficulty and sometimes the deep suffering 

of failure they found a way to be emotionally vulnerable from a place of strength and humility. 

They did not see themselves as victims caught in error traps and did not experience their 

suffering as pathology. Rather, being vulnerable in this way offered a becoming toward 

newfound personal and professional discoveries and growth. This way of being took courage and 

strength.  

The second domain of the PTG framework (Tedeschi & Calhoun, 2014) “relating to 

others” describes growth through adversity as influencing one’s sense of compassion for others 

who suffer. This kind of growth engenders greater intimacy, closeness, freedom to be oneself 

and courage to disclose socially undesirable elements of oneself (p.16). David describes his own 

intimacy with suffering during his post-PSI journey. He shares that as a result of his suffering he 

has a deep compassion for others who suffer. Melanie is resolute that connectivity to others is a 

primary way of being for her. She lives from a pre-reflective ontological ethic of relationality; a 

way of being validated and re-enforced through living her PSI event. Without this loving 

connectivity, expresses Melanie, “all is lost”. There is a realization that there is a kind of 

freedom in authenticity, transparency and self-disclosure. Speaking to others about undesirable 

elements of oneself or one’s failure makes us more human. There is a relief in being able to drop 

the mantle of perfection and to paradoxically become stronger in one’s imperfection. David’s 

chosen image above (the man with the chalk arms) represents these discoveries. The person in 



 186 

the image is sad, contemplative and appears wounded. Yet, the chalk arms which extend from 

him are full of power, muscle and strength.  In wounding and weakness one can find strength. 

When we discover this kind of internal strength, our defensive armor is laid down and one can 

stand whole and be ready to offer the best they have without submitting to impossible 

expectations of perfection. 

Each participant lived through their event or a combination of events in their own way 

but each found themselves at some point within the realm of the existential. For a few this meant 

questions about remaining in practice and for others what was important had changed. The third 

domain of the PTG framework, ‘changed philosophy of life’, reflects individuals’ experiential 

move towards a greater sense of purpose and meaning in life. This kind of outcome for those 

undergoing trauma and posttraumatic growth offers greater clarity to fundamental life questions 

and brings newfound wisdom of life (Tedeschi & Calhoun, 2014).  

Clarity however, was not achieved as a tidy end point for the participants in the study. 

Rather, realizations and insights about being and becoming as a health provider in clinical 

practice remained within the complex and muddy terrain of professional clinical work. But 

incremental practical wisdoms were borne and embodied. Understanding the limits of one’s 

knowledge is a crucial component of wisdom (Haggerty & Grace, 2008; Kinsella & Pitman, 

2012). The participants came to understand the limits of their own knowledge, their capacities as 

well as the limits of the systems they were working in. And as a result, they developed wisdoms 

through an experience of growth. They wisely recognized the injustice of their PSI experience, 

both for themselves and for their patients and families. Recognizing this injustice and not being 

paralyzed by it allowed an authentic self-exploration. Guilt was felt for different reasons, but 

paralyzing self-blame or deep shame was not, and this was key. In this way the participants were 
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able to engage their own process of growth. Self-blame and deep shame in the aftermath of 

medical error has been shown to limit recovery from such events, and can lead to destructive, 

harmful coping. Feelings of shame can also lead to denial, leaving health providers disassociated 

from the tragic experience of patients and families. (Dekker, 2013; Seys et al., 2012). By 

avoiding this type of deeply self-incriminating and limiting response to failure; manifested as 

fault, unjust accountability and shame; the participants navigated their way to self-exploration, 

self-reconciliation and growth. They emerged from their experience over time with newfound 

wisdoms about their life and their clinical practice.  

What helped them through? The call of the Other. The participants accessed strength and 

moral resilience through seeing the Other in their patients, their families and their colleagues. 

With an ethical provocation, the call of the Other invited these health providers to hold their own 

personal suffering with self-compassion; but to also respond to an ethical provocation beyond 

themselves toward what Levinas would refer to as the Infinite (Levinas, 1969; Irvine, 2005). 

Tedeschi and Calhoun (2004) point out that supportive others often aid growth by providing a 

supportive sounding-board for those in need to craft new life narratives about changes that have 

occurred. The participants in this study called upon relationships with mentors and colleagues, 

considered the affected patients and families, and through self-exploration made sense of things 

while reconciling their place in the events. Growth and resulting wisdoms arrived through 

uninvited difficult experience, but each participant made some kind of meaning while deepening 

self-knowledge and building new self-narratives. 
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Theme Six: Having Good Come from Bad 
 
“If somebody does get hurt, we damn well better get something out of it. If somebody is hurt 
there better be a gift in it.” Melanie 

 
The final theme of growth, Having Good Come from Bad, emerges with essential 

structures reflecting what Dekker (2013) identified in his book, Second Victim: Error, Guilt, 

Trauma and Resilience as second stories. He centers on an important contrast between first and 

second stories of failure. First stories are built before a PSI has been systematically reviewed to 

take in all of the system factors. First stories typically look to human error as the main source of 

failure, resulting in directives for prudent adherence to rules and procedures. Human error is seen 

as the cause of the failure, and by telling people to be more careful, the problem will go away. 

Second stories describe human error as the effect of systemic vulnerabilities in the organization. 

Saying what people should have done does not explain why it made sense for them to do what 

they did (Dekker, 2013). Second stories offer breadth and depth to understanding PSI because 

they focus on enhancing safety by addressing organizational vulnerabilities. The participants in 

this study approached their experience from this understanding of the second story. They lived it. 

They were acutely aware of the systems failures that influenced their experience. This 

understanding helped them regain integrity through a journey of self-disclosure, reconciliation 

and self-compassion; but it did not prevent their suffering. It took time to integrate system failure 

understanding into practical wisdoms and to resist the urge to blame — self, patients and other. 

Indeed, in most cases there was no clear factual information from which to draw any conclusion 

in the early period after their PSI. For most, a first response was to question themselves, their 

competence and their role in the events. Deflecting and self-blame can easily lead health 

providers to personalize and believe the first story of failure as they live through PSI. 
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The theme, Having Good Come from Bad, suggests the essence of experience lives 

somewhere between this first and second story of failure— a middle ground of knowing systems 

failure, but of also claiming one’s role in PSI. For these health providers it was not good enough 

to objectively name the system failure event and efficiently improve. They deeply wished to 

engage meaningfully with the humanity of their experience. This hope was for the patient and 

families and for themselves. The structures of experience in the theme Having Good Come from 

Bad illuminate the subjective. The participants came to know their vulnerability within an 

imperfect system and accepted the risk within that imperfection. They also held a responsibility 

for patients and families as well as colleagues. They resisted objectification and reached into the 

humanity of their experience. They did not feel shame or blame, nor did they see themselves as 

victims. Their previous knowledge and understanding of systems failure as well just cultures 

helped. However, there was more to it. They were able to integrate another’s experience outside 

of themselves through a moral resilience which strengthened them. The call of the Other through 

an ethic of responsibility was in some ways a call for healing within themselves. This moral and 

personal resilience gave space for growth. The theme Having Good Come from Bad speaks to a 

desire in all of us to know that suffering is not simply futile. The main structure of experience for 

this final theme of growth following a serious PSI was a call to act —the call of praxis.  

Doing the Things That Would be the Most Right—Tom’s story  

 How did Tom step back into his practice world after his event? He began to process 

things personally and professionally by meeting with a lot of people in the hospital to find out 

how things worked in a department which was new to him. As well, he drafted an incident 

analysis report incorporating his engineering knowledge and commitment to improvement 

science. He shared a fulsome report with systems level recommendations with the medical team 
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at mortality and morbidity (M&M) rounds. His approach was unorthodox at the time in that he 

did a lot of personal leg work and investigation on the processes of care surrounding the event. 

This kind of analysis is usually undertaken by quality professionals who know systems, but do 

not know local cultures and processes. Tom produced a report that included a medical clinical 

understanding, local department cultural insights and systems level recommendations to share 

with his medical peers. It took humility and courage for him to present his PSI event to his 

esteemed colleagues as a new staff physician learning the ropes and building relationships. In the 

aftermath, Tom is resolute, on taking something forward, it takes time to work these things 

through, but he feels like he learned from his experience.    

 I feel like I can share it with people. I feel like I can have a more reasonable dialogue 
around adverse events and stuff like that. Do I feel like a worse practitioner because of 
it? No. You go through this really emotional aspect of an event and you go through it 
and you go through it and go through it. And finally, at some point you say, "Like This 
just isn’t useful anymore." Like feeling this discomfort and pain and guilt doesn’t 
actually meaningfully get me anywhere or change anything about the problem in a 
meaningful way. And so, how do I resurrect from this case some sort of tangible 
learning? Either for myself or the system that actually gives credence to the awfulness 
of the thing that happened by changing the system for your own practice in a way that 
really doesn’t allow it, or makes it less likely, to happen again. You know what I mean? 
It feels like... you know… the saying it is like "worrying is like a rocking chair, it keeps 
you busy, but it gets you nowhere.” I think there's an important part, a transformational 
component where you are feeling those emotional things in the beginning, but at some 
point, it becomes maladaptive. It's just holding you back from doing the things in the 
system that are best for the patient, and that would be the most right. And then at that 
point, that becomes, a second thing that you did wrong is not try to change it. And so, 
you should just get up and go. That knowledge is a small gift right?” 

 
A manifestation of moving through the experience toward growth shows up when Tom 

talks about fixing issues after the PSI. In his words, shiny public relations endeavors don’t 

resonate with him. He notes that corporate improvement initiatives change the environment, but 

they rarely change people and blanket surface level approaches can undermine the reality of what 

has in fact happened. For him, any action on patient safety and process improvement issues must 
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feel authentic. Authenticity emerges as a structure of experience within the theme Having Good 

Come from Bad. By being present to their own authentic responses and needs following their PSI 

events, the participants were enabled in their embodiment and action on newfound 

understandings about things.  

The value of the team for Tom has always been important. In learning from this incident, 

he more clearly understands the need for trust within a team. He has more confidence in his own 

collaborative and respectful leadership. He mentors medical learners and emphasizes one of the 

most essential contexts for safe clinical practice is respectful teamwork. There is something 

deeper in his reflections that speak to belonging. For him, it’s more than fitting in to a team, but 

rather it takes belonging to a team to build deep trust. Tom’s PSI experience occurred when he 

was new to the team and a sense of belonging and trust had not yet been built. He takes this 

learning forward into his daily clinical practice and makes every effort not to be a cog in the 

wheel, but rather an integral part of a team family.   

Part of it has really solidified the value of the group and the team that we developed. 
And so, I can do that. 95% of the time that I spend at work consists of me building a 
team that knows I can be vulnerable with them and then they can be vulnerable with me 
and we can be open about the things we're unsure of, and the mistakes. And so that 
definitely creates an environment where that could happen. He talks to medical 
residents: "When you're starting a new job, don't just show up on your first shift. Pop in, 
meet people, shake hands. Be a person. Don't just be like a cog in the wheel. Don't just 
be a lone wolf that just shows up and does their thing and leaves. You're part of 
something broader. You might not like that, but that's too bad. That's just how 
healthcare works." That's been a discussion that we've had and I try to send them all to 
the places where they're going to work for months and months ahead of time so that 
they're known to the system. 
   

Speaking Up, It is About the Patient—Carol’s story 

“I can see why people wouldn’t speak up and that’s terrifying” Carol 

To respect your own claim and perspective while simultaneously being open to others’ 

perspectives is the key to learning (Short, 1998). The theme Having Good Come from Bad for 
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Carol emerged as a strengthened conviction to speak-up and to truly value her own contributions 

to the care team. Her ambivalence following her experience with the neonatal resuscitation in the 

ED was founded in a complex compilation of influences. At the time, she worried she would step 

on toes and damage future relationships. And so, in the immediate time after her PSI she 

conformed to cultural norms that place paramedics lower on the hierarchal ladder of power 

within healthcare teams. She complied with these unspoken rules of hierarchy when the 

anesthesia specialist physician strode in to take over the case without acknowledging what she 

was in the process of doing or respecting a safe hand-over practice. She was worried about her 

reputation. She did not want to be seen as an aggressive non-team player who ran rough-shod 

over everyone. She felt powerless in these moments and to this day questions herself. Speaking 

up against authority in command-and-control leadership scenarios, such as during a patient 

resuscitation, can be a super-human feat — one requiring confidence and courage. However, in 

supportive learning cultures, the agreed-to rules of engagement can be re-visited and re-

negotiated to a balance of power (Short, 1998).  

In Carol’s case, the patterns of interactions between the combined ED and EMS team 

were hierarchal, command and control and lacked respect. There were changes that needed to 

happen within and between the ED and EMS teams that she worked in. The combined team in 

the ED was not able to function well together on the day of Carol’s event. The relationships and 

team culture at the time limited professional capacities and sharing of ideas. On reflection, Carol 

seen an interface between understanding systemic failure and her own place in the system. She 

calls this “the middle ground”. We are all part of a system and our actions contribute to its 

structures. In this middle ground, Carol understands the importance of an authentic self-

assessment of her own behaviours; but she is also aware that serious failures in system structures 
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and a toxic culture influenced the negative outcomes for her young patient that day. Carol 

experiences flashback anxiety in similar interprofessional team resuscitation scenarios. She now 

has an aversion to taking personal risks in this context and she worries she may not speak up for 

her patients when she needs to. Despite this, she is resolute on the obligation to speak up for the 

patient despite painful memories of doing so.  

You don't want to have a self-fulfilling prophecy, but I do kind of go into some of those 
events where I know we're going to be working in the interprofessional team and the 
patient might be really sick, with a little bit more trepidation. I worry actually what that 
might mean. I've never been in a situation where I haven't spoken up, for example, but I 
can see why people wouldn’t speak up and that's terrifying. Now going in there being 
like, well if I speak up, is someone going to think this, or am I going to be heard? I've 
never had that issue before from a patient perspective. I would just be like, "No. I'm 
staying. It doesn’t matter what people interpret with me, it's for the patient," but I can see 
why people don’t speak up now. 
 
Throughout her experience Carol’s responsibility remained with the patient. She 

knowingly stepped into difficult interactions as she enacted and galvanized her embodied moral 

resilience. This is what sustained her motivation to go back to the ED as the scene of her 

incident, despite a physical and emotional negative response, in order to make contact with the 

team involved. She approached her supervisor to organize an unconventional debrief for the joint 

ED and EMS teams attending the care of this baby, and for the first time in her career she entered 

her concerns about the case into the provincial RLS. She advocated for initiatives and education 

for joint teams collaborating on resuscitation cases. Disappointingly for Carol, not all of her 

efforts were valued or acted upon. This has not stopped her commitment to improving 

interprofessional team work where and when she can. She continues with her patient safety and 

systems improvement work at the provincial level believing healthcare systems can and will be 

fixed and improved. She is a fixer after all.  
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What Belongs to Me, Those Are the Things I can Teach People—Melanie’s Story 

 Like Carol, Melanie has spent time reflecting deeply and talking openly about her 

experience. She has talked publicly about her experience of PSI in clinical practice many times. 

She was part of a national webinar which saw leading academics share their stories and insights. 

She has sought training in improvement science that included attending and assisting with course 

work in clinical reasoning and diagnostic error. She gleans technical knowledge of failed 

treatment interventions or care processes and acts on local team-based patient safety and quality 

improvement work. A recent successful initiative she is proud of is a team-based project aimed 

to rapidly assess and treat seriously compromised neonates.  

Melanie shares her most meaningful learning following this and other PSI experience was 

to understand “what belongs to me”. For her, the notion of “what belongs” encompasses a 

responsibility to act for those in her care as well as a need to discern and integrate sometimes 

deeply private personal wisdoms. She acknowledges the kind of difficult but profound learnings 

that come from PSI could be accepted as a kind of “gift”. Melanie emerges from her experience 

of her PSI event and other experiences like it with a personal commitment to the issue of system 

failure and improvement science. As she shares on this with me, there is a wisdom in her way of 

being. I am inspired by Melanie’s transparency and her open-hearted willingness to engage in a 

conversation about difficult feelings and dark memories. She reflects upon her incident from 

many perspectives — her own personal perspective, the medical resident involved in the event, 

the team at the time, and from the perspective of the mother of the child that died. She is 

pragmatic in recognizing the patient may not have survived even if alternate treatments were 

pursued; but she whole-heartedly wants to own her part in things. In Melanie’s words, “what 

belongs to me, this is what I can teach others”. In this way, she is inviting others to witness a 
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deeper structure of experience of growth following a serious PSI. Her invitation to bear witness 

is raw, exposed and authentic. She has nothing to hide. She now makes a difference by 

integrating embodied wisdoms into her clinical, teaching and leadership work. However, to this 

day Melanie dearly wishes she and the family of her patient could have “been together on things 

and not against each other”.  

There's a lot of us on the team, and there's often a whole conglomerate of things that 
lead to error, it is hardly ever just one thing. No, that is not fair, but it is how it is. I own 
it when it's my decision, when I recognize the error that I made in my decision. From a 
quality and patient safety perspective, you always want to look at the system and how 
did the system contribute because there may be fixable things in that. I didn’t make the 
right relationship with that family in this event. That's on me. I didn’t do that. I know 
that could have made a difference. It wouldn’t have changed the outcome, but it would 
have made a difference. It would have felt different. To me, it would have felt different 
to them. It would have felt like we were together on it and not against each other. I can 
own that. That's what I want. It does boil down to what I own for me. System-wise is 
different, but it comes down to what do I own in this. What belongs to me in it? Those 
are the things that I can teach people. 
 

This Changes Things, There Better Be a Gift in it—Melanie’s story 

Melanie acknowledges her PSI event happened and she cannot change it. However, she 

knows what she can do—absorb all of the learning possible and act upon change when she can. 

In her words, “If someone was hurt, there better be something come out of it”. Plews-Ogan, & 

May (2013) describe, in their grounded theory study of physicians experiencing clinical error, a 

process of stepping in, integration, building a new narrative, and finally, finding wisdom. 

Similarly, the participants in this study made a choice to actively pursue positive change and 

learning rather than denying or ignoring what had happened. This was an active choice. Before 

her serious PSI incident Melanie was actively engaged in embedding the science of improvement 

and patient safety into her clinical work. After the incident, she knows things are changed ever so 

subtly, but importantly. The tough emotional pain of this event will remain, but she now knows 

things she could not have known without living through this experience. This knowledge is 
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personal to her, tacit, embodied and is richer than technical professional knowledge. It is wisdom 

about herself, both as a professional and as a person and Melanie takes this growth forward in 

any way she can. 

Ferrari and Weststrate (2013) synthesize understandings of personal wisdom in their 

monograph Scientific Study of Personal Wisdom: From Contemplative Traditions to 

Neuroscience. They acknowledge a wide range of approaches to understanding the dimensions 

of personal wisdom which can be explored as a decision-making ability, as a pragmatic 

realization, a self-transcendent insight, as a personality trait, as a social phenomenon, a narrative 

process or a combination of all of these things (Ferrari & Weststrate, 2013). They describe the 

concept of personal wisdom as being situated within a multi-dimensional space. Additionally, 

and of interest to this particular study, these scholars also identify other dimensions of wisdom 

such as wisdom of self-concern (prudent coping and flourishing) to a self-transcendent wisdom 

(selfless concern for all known reality). The latter is transpersonal and contemplative, lived on a 

continuum and experienced as way of being.  

For Melanie and the other participants in the study, these experiences prompted a time to 

go within. Each employed cognitive processing, self-reflection on emotion and an engaged 

motivation to consider their current place in their personal and clinical life. In this process they 

engaged in prudent coping as a wisdom of self-concern avoiding punishing self-blame or deep 

shame. And as they dwelled with their experience further, described in the theme Quiet 

Learnings, each participant transcended their perspective beyond their own suffering to consider 

the Other beyond themselves. Levinson & Aldwin (2013) point out that contemplative practice 

leading to transcendent wisdom can take many forms including an experience of adversity. For 

Melanie and the other participants, their journey of growth was accessed through this kind of 
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deep contemplation. Things had changed, and each participant was willing to be present to the 

change and to their place within their experience. Melanie shares: 

 … and it's the same for COVID, I know everything leads to COVID right now. It's the 
same for COVID. The idea is that an error event changes things, we grow from this. But 
the idea that you need to go through this horrible thing in order to achieve that growth, 
it's like an awful thing. I wouldn’t wish this on anybody. I wouldn’t wish for somebody to 
experience this, but as a result of experiencing this, I mean, I obviously learned some 
really important things. You could tell those things to me, but I couldn’t really learn them 
without somehow experiencing it? I don't know…part of the reason I share with learners 
is because maybe they can learn from my experience. Maybe…maybe they don't have to 
experience it themselves. Maybe I can kind of give it to them, but it's that tension 
between... I don't want to look at this horrible situation and say that there was like a gift 
in it. Because it feels a little bit wrong in a way. There are for sure gifts that come of this, 
but I don't want anyone to get hurt in the course of that experience. You know what I 
mean? But if somebody does get hurt, we damn well better get something out of it. If 
somebody is hurt there, there better be a gift in it. There better be a silver lining in it.  
 

Make This Situation Better—David’s Story 

 For David, a deeply committed professional praxis emerged from his lived experience. 

Even in the early days after his PSI event, he cataloged ways to approach things in the future for 

others caught in such events. He hadn’t heard of peer support at the time, but he understood all 

health providers would live through some kind of PSI events in their clinical work. In his words, 

some will be “unlucky” in that their event will include a high-risk medication, or a serious harm, 

and possibly include a patient’s death. He lived through his devastating experience and is 

determined to make some good come from bad. David noticed what did help him. He noticed 

what people said and what made him feel better. He also appreciated the crucial role of a 

counselor in helping normalize feelings of grief. Naming and normalizing difficult emotions was 

an important part of David’s healing. He reached out to a trusted nurse leader, one “who got 

him”. He started to nudge quality and safety professionals for peer support infrastructure at the 

hospital. He says he “found his way” to building peer support for other health providers going 

through traumatic work experiences and PSI events because he was determined to action 
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something that would make a difference. He understood from his own PSI that well-intentioned, 

skilled HPs are involved in PSI in healthcare and he wanted to be there for them.     

David created art to depict the ways 

people tried to help, and how their words did 

not get through to him. The symbols in this 

image represent well-intentioned consoling 

words spoken by others but conveyed no 

meaning or comfort to him. The cold pale 

blue side of the image represents David 

alone in his experience.  

Many well-meaning colleagues tried 

to console and offer comfort in those first 

few days. To reassure him that he was a competent and skilled pharmacist and that the incident 

was the result of many layers of failures in the processes of care. But this was not what he 

needed to hear. He needed to find someone who could understand the context and just listen as 

he worked through what had happened and how he felt. He looked to find a peer who could 

acknowledge the gravity of what had happened for the patient and family as well as himself. He 

sought validation of his feelings of despair and eventually found this kind of kindred connection 

with a colleague who had also lived through a serious PSI event and who could “get it”. 

Commonly, many health providers reporting PSI experience report well-meaning colleagues 

downplaying things in order to be kind (Croskerry, 2000; Van Pelt, 2008). David knows these 

well-meaning words are borne from an aversion to error learned in training. But he also 

Figure 7   
 
Symbols Depicting Anecdote Make this 
Situation Better  
 

 
 
Note. Image shared by participant 
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understands it’s time to change this approach and to prepare health providers of all professions 

for unanticipated events that can cause patient harm.     

I didn’t want to talk to anybody I didn’t know. I didn’t want Occupational Health to get 
involved. I didn’t want there to be a bunch of red tape with doctor's notes and all that 
sort of thing. That felt terrible to me at the time. And so, I thought, "There's got to be 
another opportunity here." In the first couple of weeks, I managed to find my way to 
these sorts of people in my life at my workplace, a pastoral care person that I was 
friends with who knew how to have these conversations. A nurse leader who I had a 
really strong connection with who I knew got me and I could open up with. I found my 
way to peer support on my own and I knew right away that there should be something. 
There wasn’t at the time. Even as I was having those conversations, I was noticing the 
things that they were saying that was making me feel better. I tried to keep mental notes 
of like “if I'm ever doing this for someone else, these are the right things to say”. Even 
in the middle of all of that feeling terrible, I was already being calculated about wanting 
to help people in the future. 

 
David is now part of a peer support team at his hospital and he has incorporated his lived 

experience of a serious PSI into presentations and orientations sessions locally. He also speaks to 

regional and academic groups and has shared his story nationally with the Institute of Safe 

Medication Practice and the Canadian Patient Safety Institute. David sought out these 

opportunities, and in his words “occasionally, I got traction.” 

I guess just it evolved out of my desire to make this situation different or better, 
hopefully, for folks in similar situations. I never tried to attach meaning to anything. I 
think I simply changed as a result of this experience, grew as a result, had different 
experiences as a result. 
 

Insights, Connections and Catching the Thread—John’s Story 

 John lived his serious PSI event and other events like it when he was a beginning nurse. 

He was just stepping into his stride as a pediatric nurse. Professionalization for John at that time 

was about socializing to his role and his team. At the same time, John found ways to be himself 

and bring his unique self and gifts to the work. He loved many parts of the work. He was 

motivated to get involved at the hospital beyond fulfilling his clinical rotation that brought fresh 

perspectives for himself and his team. Patricia Benner (2001) a nurse scholar and researcher 
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offers a seminal understanding of the role of socialization in the profession of nursing. Her 

model of novice to expert nursing practice has been widely applied by nurse educators, 

researchers and scholars. She notes professional socialization occurs through encounters with 

desirable and undesirable role-modeling which are both significant to professional identity 

formation. As well, she identifies new clinicians will experience a type of ‘reality shock’ which 

is defined as an uncomfortable process of gaining experiential learning which cannot be 

conveyed by formal theories about what a situation will be like. For John, his experience of 

systems failure and being involved in more than one patient safety incident aligns with Benner’s 

depiction of reality shock. John realized that the system was not always safe. Despite being 

overwhelmed by seemingly callous and un-safe conditions, John stood in his own authentic self 

as he lived through the reality shock of what nursing and navigating a complex health system 

was all about. While the expert nurses around him were wearing traditional garb and approached 

their relationships in more formal ways; he wore fun t-shirts and was kind of the “camp nurse” 

for the kids under his care. John was determined to be more accessible for his patients and 

families and despite push back from colleagues he found others who took him under their wing 

and appreciated his commitment to caring relationships and fresh approaches.  

As John moved through his clinical lifeworld as a novice he found “blurry edges”. He 

encountered ambivalence and resistance as he navigated un-safe complexity and failure in varied 

events in his practice lifeworld. For example, he was pulled from handing over a rapidly 

deteriorating patient to the resuscitation team to be “floated” to another unit to cover short 

staffing. The child he was caring for was seriously ill. John had cared for this patient and family 

for two days. Yet, he was reassigned by the charge nurse within minutes of the hand-over. This 

objectifying experience placed the patient and family at risk as transition in care is a risk event; 
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but it also conveyed to John that he was a warm body filling a spot on a roster. John’s voice 

chokes with emotion as he shares this experience years later.  

Hunter and Cook (2018) explored new graduate nurses’ experiences of socialization in 

hospital practice. They conclude that new nurses encounter a range of organizational pressures 

and role modeling practices contrary to professional values. They found that beginning 

practitioners were most capable of moral agency, but that pressures to conform to cultures in 

conflict with professional values compromised moral coping. Self-authorship can only thrive 

within cultures that promote belonging (Hunter & Cook, 2018). For John, the beginning of his 

nursing career was a difficult time. Personal life challenges arose, and combined with his 

difficult professional experience, John, ultimately, in his words “flamed out”. But through this he 

hung on to an agency to navigate the difficulty. He wanted to make things work and so he looked 

to himself and what he could do to relieve his own suffering and to find ways to cope and grow. 

I think when you encounter something difficult if you kind of decide that the difficulty is 
intrinsic to you or that you're not capable, that's kind of the riskier thing in terms of 
burnout. If you can recognize that there are other reasons that something's difficult, that 
it is not all intrinsic to you. There’re parts of it that are intrinsic, but it may be that 
you're interpreting things in a way that's making it more difficult. This doesn’t mean 
you're not incapable of interpretation either. But that you can just interpret it 
differently. Those other interpretations are valid, also in fact might be more valid than 
the one that you're working with because it's the easy one because you can account for 
those factors that are internal. Because you're holding on to them, and you know them. I 
think that's some of the part that I try, if I'm having challenges with something, I try to 
break it down and figure out "Okay, well, what's going on internally with me?" 

 
John talks about catching threads and connections that lead to insights. From his time at 

the hospital, as a new nurse, he sought tools to help with his experience of burnout. He wanted to 

figure out what he was thinking and feeling and reacting. He learned ways to positively re-frame 

things. He also learned it was easy to self-blame and to lose all ability to cope when one is living 

through reality shock and system complexity as a new professional. He knows it make things 
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harder when one internalizes difficulty. John’s reflection tool allowed him to gain clarity, find 

agency and relieve his suffering. As part of his nursing work, John now teaches nursing students 

and he brings these personal wisdoms, threads and connections to his role as an educator.    

  It’s that idea of finding threads and 
making insights and connections, 
trying to figure out what I'm 
thinking or reflecting or reacting to 
even if it's not in that moment 
anymore. I don't mind talking about 
a story from the hospital from 10 
years ago, because why not? I still 
get something new out of it, right? 
Even though it wasn’t particularly 
positive experience for anybody 
involved in the whole thing. Now 
something else might come out of it, 
right? You're going to generate 
your own insights and connections 
based on it. And based on other 
stuff and so, excellent. I think for me 
“if you're ignoring it, why are you ignoring it?”  

 
 He tries not to ignore feelings and experiences in his life now. He understands what 

“packing things away” can do to oneself. He has known the pain of burnout and the fear of 

unsafe clinical conditions very early in his clinical work. He has gained pragmatic wisdoms 

about handover communication and about avoiding assumptions in clinical interactions. John has 

taken his difficult experience of PSI, system failure, limiting professional and organizational 

cultures and burnout and figured out ways to personally navigate them. He has both pragmatic 

skills-based insights and more esoteric knowledge of how to seek self-care through self-

reflection. John’s difficult early start to his nursing life offered him wisdoms, a fortitude and a 

resilience allowing him to stay within the profession and find an authentic practice life. His 

professional life is now imbued with a praxis to improve workplace cultures and systems that 

limit new perspectives and ways of being.    

Figure 8 
 
Threads Depicting Anecdote Insights,  
Connections and Catching Threads 
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We Stumble—Steve’s Story   

Steve knows he was young, educated and feeling cool about fitting into a high intensity 

expert nursing team when his PSI event occurred. Afterwards, he realized “Golden boy, you 

could have hurt someone”. His experience was a hard smack. It was attention-getting to realize 

he could cause a direct injury to another human. He took these learnings forward. Later, as a 

leader, he found the confidence to point out other’s lapses in practice. He did not shy away from 

speaking up in this way despite the discomfort and he acknowledges Anna’s leadership as the 

influence in this. He also shares his story with others as a way to let people know “we can all 

stumble” and that it is a part of development and growth to have failures and most importantly 

learn from them. “You can still be good in the end. We stumble, and that’s what I would say to 

students. I stumbled and here is my story.” He did not feel shame or feel a need to remain silent 

about his PSI event; rather it felt right to share it at the right moments in his later work life. 

Later, Steve realized people are comforted by transparent communication and this made it easy 

for him to share his story of a serious PSI. Transparency is Steve’s natural style and that played 

an important part in his working through the PSI experience in the ICU. As his career developed, 

he started to build this kind of transparency into how he shared things from his own life. He 

notices how people respond in a genuine and connected way. Steve uses self-depreciating 

language in his current communication style, and despite his senior status, he often points out his 

foibles. As he considers his PSI event in the ICU all these years before and he does not directly 

attribute the event to these realizations on transparency. He reflects he may simply have found 

these wisdoms through living life long enough. Nonetheless, he recognizes his long distant 

experience of a serious medication error influenced him, and by sharing his story of that night in 

the nurses’ lounge in a transparent way may offer something for others.   
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It’s Not All the System—Steve’s story 

 Despite his acknowledgement of the system factors that were in play at the time of the 

event, Steve is clear on his view of his personal contribution to the PSI. He values owning what 

he can and considers his own responsibility in the near fatal medication error while at the same 

time understanding the system failure context.  

 Some of it was also nobody else made that mistake that day, and they were as rushed as 
I was. Some of it is personal.  I am a little less tolerant maybe than some other people of 
the constant talk of system issues in safety. When I look back historically, there were 
times when a nurse or a doctor or whoever, makes an error that they were entirely 
blamed for and they are fired or their license is lifted. That's not right either. I mean I 
think there's got to be some middle ground. I just feel we've pulled so far away from that 
at the point of care. Even if you're busy, you're still accountable. I often say mistakes 
happen. Perhaps many think they couldn’t or shouldn’t happen ¾ it happens. So, I get 
it. But, it's not all the system. The system is people. 
 

 Steve’s thoughts on a “middle ground” describe the need to balance understanding of 

system factor contribution with individual clinician factors in PSI. Steve points out, it’s not about 

blaming a health provider when, in the same circumstance, the same thing may go wrong, 

regardless of who’s involved. It is more than that. It is about HPs stepping into error and system 

failure experiences with a balanced self-reflection. It is about self-compassion and 

acknowledging how the system fails safe practice. While at the same time living through it is the 

pain and the discomfort and acknowledging how one may change in themselves or enact on 

change for the system. As Steve shares, this is about staying in the game and absorbing the 

learning.  

Steve discusses error language and the current safety science taxonomy. He disagrees 

with only using system level language. He wants to see clinician responsibility within this 

taxonomy; not harsh punitive accountability, but rather professional acknowledgement of 

responsibility to patients and families. And when relevant, to see health providers embrace 
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reflection, change and growth following PSI. “I am interested in the language. I don't call it a 

safety incident; I call it an error. There were other system issues, but I made a mistake”.  

Steve was supported by compassionate, realistic, understanding mentors and leaders 

throughout his PSI. His supporters got it; indeed, they had lived it. System complexities had 

caught up with them in their own practice at some time or another and they understood the 

vulnerabilities. For Steve, he was not inappropriately blamed and there was no unjust 

accountability. He was, in fact, harder on himself. Rather, the expert nurses in his practice life in 

the ICU were stern in their admonishment of his hubris and brashness, but they themselves in his 

experience and through their wise mentorship helped Steve grow as a person and as a 

professional nurse. 

Reflecting on Theme Six:  Having Good Come from Bad 

The final theme, Having Good Come from Bad, illuminates a structure of experience that 

describes agency. Collectively, the participants are resolute in applying their insights and 

practical wisdoms. They lived through their events, accepted and faced them, dwelled in personal 

reflection and emerged with newfound strength, wisdom and a commitment to act. They want to 

apply hard won wisdom and engage in their practice life in a different way. This kind of agency 

manifested as ways of doing and ways of being. 

On varying levels, these experiences affected a galvanizing provocation, one synonymous 

with professional praxis. Kemmis & Smith (2008) define praxis as a kind of action that is 

morally-committed, orientated and informed by traditions in a field. It is the kind of action 

people are engaged in when they think about what their action will mean in the world (p. 4). 

Praxis is action itself. Kemmis (2012) elaborates that as praxis is realized in action in the world, 

guided by good intentions and shaped by traditions of thought about a particular field of practice, 
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it begins to change the world around it. The health professions are practice disciplines concerned 

with the good that can be achieved in human life. The participants through active choice 

employed personal agency and a relational ethic to enact change within themselves, but also in 

the world around them. These changes were at times, quiet, embedded, incremental and at times 

part of significant structural change for the better.  

Earlier, I explored the concept of phronesis or practical wisdom as it relates to the lived 

experience of the participants. Phronesis is defined as “practical wisdom or knowledge about the 

proper ends of life” (Kinsella & Pitman, 2012, p. 2). Practical wisdom includes deliberate action 

that is subjected to reflection and analysis and combines knowledge, feelings, morals and 

practice to see a total perspective or a view of the whole (Meleis,1999). Applied to practice 

disciplines phronesis implies reflection and a whole-hearted open-mindedness to assume 

responsibility for one’s actions, it is the pursuit of wise practice and the generation of practical 

knowledge (Kinsella & Pitman, 2012). Melanie’s reflection comes to mind here. She reflected 

that she learned things from her PSI experience no one could have taught her. She alone needed 

to live, feel, reflect upon and discern meaning from her experience. For John, the reality shock of 

practicing in the aporic clinical lifeworld of unresolvable dilemma led to a growth process that 

informed personal and practical wisdoms not found in formal preparation.  

In exploring phronesis as practical knowledge Higgs & Titchen (2001) contend that 

practice is the precursor of professional knowledge. They posit practitioner observation, 

reflection and experience bring together actions and ideas that are enacted in wise practice 

(Higgs & Titchen, 2001). The final theme Having Good Come from Bad illuminates the 

participants journey of growth toward a wiser practice. A moral resilience combined with an 

ethic of responsibility offered the participants a stable middle ground. From here an acceptance 
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of healthcare failures as system failures was balanced by the enactment of a responsible wise 

practice. The participants, despite being involved in unjust circumstance that threatened the very 

fabric of their identity and personhood, were embodied in and by their experience. They grew to 

become wiser in themselves as people and as professionals and they discovered newfound 

strength to enact impactful and personally meaningful professional praxis.  

Chapter Five Reflections 

Three essential themes of growth for health providers in the context of a serious patient 

safety incident were described, interpreted and explored in this chapter. It’s Not About Me, Quiet 

Learnings and Having Good Come from Bad offer an emergent interpretation of what it means to 

grow through being involved in a patient safety incident — the figure of growth. For the 

participants, their liminal journey toward growth was iterative, incremental, confusing and often 

experienced as a painful lonely time. Tom’s rawness and feeling that he is not proud of the 

person he is when he intellectualizes and deflects his own involvement in a PSI event; Steve’s 

language of the “confession” and Melanie’s feelings “of all being lost “as she was denied access 

to a relationship with her patient’s family all evoke notions of frustration, injustice and at the 

same time, compassion. To witness the courage, humility the growth of the participants in this 

study is deeply humbling and inspiring to me. 

These co-created interpretations of the essence of what it is to grow following a serious 

PSI, touch upon emotional vulnerability as a necessity for growth. The participants’ 

understanding of a middle ground between system failure and responsibility as well as self-

compassion and moral resilience is reflected in their anecdotes. Each participant lived a unique 

journey of growth that was, at times, far from any resulting hard-won wisdom. Much of their 

experience was lonely and confusing; along the way each questioned their own competence and 
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ability to practise. Through a moral resilience and the call of the Other, each prevailed and found 

their way through a liminal place and time of doubt. They came through it and were changed. 

They grew.    
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Chapter Six: One Interpretation, Reflections and the Future 

“May whatever breaks be reconstructed by the sea with the long labor of its tides”  

(Pablo Neruda, 2003, p.12) 
 

The purpose of this study is to explore the meaning of growth for health providers who 

have lived through a serious patient safety incident (PSI). In this concluding chapter I build upon 

the descriptive and interpretive dialogue offered in chapters four and five. Firstly, I situate the 

phenomenological approach and then offer final reflections on six themes and related academic 

literature. I also incorporate thoughts on implications for practice, education, research and policy 

in healthcare. I review the limitations of the study and close by coming full circle to offer 

insights on own journey of growth through this work. 

One Interpretation 

Congruent with social constructivism and the phenomenological approach I used, this 

work is interpretive and acknowledges a co-creation between researcher and participant. The 

approach also recognizes the person who is doing the interpretation influences what that person 

sees (Van der Zalm & Bergum, 2000). I come to my participants with my own experience as a 

nurse, nurse educator, patient safety advocate and as someone who has lived through a serious 

PSI. I have met my participants with my own existential understandings. Phenomenology not 

only describes what something is; it also explores what phenomenon can mean by offering 

possible interpretations (van Manen, 2014). This is the aim of a phenomenological work, to 

evoke pathic forms of knowledge and understandings which transcend the cognitive function of 

language (van Manen et al., 2016). Further, as van Manen highlights, these understandings 

contribute in some way to the complex, subtle ontological and ethical epistemologies of 

professional practice (van Manen, 2014). I invite you to consider your own interpretation as you 
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read this final chapter. In this way, you are dwelling within the phenomenon of interest to the 

study —growth. How might you have grown in your life and how might growth appear for you 

in a similar context? 

The focus taken, the questions I asked, how I asked them and how I responded in 

conversation impacted the participants. Another researcher with the same information may see 

themes differently and, with future reflection, my own interpretations may change. This work is 

but one interpretation. This is the richness of the phenomenological approach, which is 

hermeneutic, existential and offers an openness to the multiplicity and emerging sense of what it 

is like to live an experience. Through this work, I have aimed to orient you to the region of the 

lifeworld where the phenomenon of growth following a serious PSI experience dwells in 

recognizable form. When phenomenologists approach phenomenon in this way, our interest is 

ontological, in other words what is it like to “be” and “become” (Vagle, 2014). 

Significance of the Study Findings 

Through six themes, co-created with my participants, I explored the meaning of growth 

after being involved in a serious patient safety incident. Through my interpretive analysis I also 

addressed the sub-questions for this study: What is it like live through a serious patient safety 

incident and how are feelings of guilt and shame revealed and concealed for the participants?  

Three background themes: Feeling Safe and Unsafe, Living Through It and A Kind Loving Hand 

and three essential themes: It’s Not About Me, Quiet Learnings and Having Good Come from 

Bad describe the participants’ experience. 

Feeling Safe-Unsafe 

 This first theme highlights the contextual complexity, messiness and uncertainty of the 

participants’ lifeworld and also reveals their dynamic adaptability and resiliency that is part of 
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their everyday clinical practice. The participants recognize and accept risk as a usual part of their 

everyday experience, have learned to navigate and mitigate risk and feelings of being Unsafe in 

multifaceted ways. Tom’s metaphor of “being like a kite in the wind” to describe how he goes 

with the flow when his patient load is overwhelming in the ED and Melanie’s recognition, she 

manages emotionally charged and difficult cases by “putting things in boxes to move on to the 

next thing” are examples of the embodied ways these health providers manage complex clinical 

life. These adaptations are not cognitively crafted, but rather, are built upon lived experiences, 

and are felt and lived minute-to-minute within the body. The participants also acknowledge the 

things that keep them safe. Steve describes security and feelings of safety when working with a 

well-functioning team. Carol reconciles her embodied value of being a “fixer” in a system that 

doesn’t always work by knowing when to “let things go”. These health providers live on a 

continuum of feeling Safe in one moment and Unsafe in another. I further explored these insights 

and descriptions in chapter four interpretively incorporating the ideas and theories of complex 

adaptive systems (Amalberti et al., 2006; Zimmerman et al., 2008). The clinical world for the 

participants is complex and leaves no room for complacency nor naïve expectation the structures 

within the system will keep them, or their patients, safe. As they gained experience in practise, 

they describe finding ways to resiliently adapt to uncertainty, dynamicity and system brokenness 

and their corporeality mediates their experience.  

Resilience is a process of positive adaptation and recovery from stress and adversity 

where an adaptive response leads to positive well-being (King & Rothstein, 2010). This process 

interfaces one’s personal resources and environmental conditions. Current perspectives on 

resilience understand that rebounding from adversity is not simply the individual’s responsibility, 

but rather, a shared social responsibility (Liu et al., 2017). As an example, there is a moral 
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responsibility on the part of healthcare organizations to manage clinical environment stressors by 

attending not only to supportive practices following PSI, but to also aggressively and proactively 

pursue structural conditions to eliminate the risks and stressors leading to PSI in the first place 

(Foster, 2000; Santomauro et al., 2014)). The participants resiliently adapted to complexity and 

error inherent in complex work daily. In turn, they did recognize the failed system factors which 

contributed to their PSI, they were informed and well aware of how the system had failed both 

them and their patient. At the same time, their professional autonomy and commitment to their 

patients called them to consider their own practise and their role in events. Taku (2013) 

measured resiliency, growth and burnout in physicians and determined a positive relationship 

between perceived growth and improved prediction of resilience. In other words, physicians who 

measured a self-perception of growth scored higher levels of individual resilience. The adaptive 

resilience the participants describe in their daily work, in my study, helped them on their journey 

through a liminal time following their serious PSI event. I will return to the concept of resilience 

below and discuss ideas of moral resilience and organizational resilience as they relate to the 

findings for the study in the upcoming thematic discussion. 

Living Through It 

 The participants’ descriptions of living through the experience of a serious patient safety 

event reveal time spent in a liminal place of uncertainty and of not knowing what would happen 

next. Their events came unexpectedly and upturned taken-for-granted ways of being in the 

world. The impact was felt at the identity level; as shock, denial, anger, vulnerability, loss of 

control, power and confidence as well as self-blame, guilt and remorse. These experiences were 

de-stabilizing and it took time to transition the liminality of not knowing or what would come 

next, as in Tom’s words: “what the heck just happened”. However, the participants were not 
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disempowered, rather the opposite, they became empowered toward reconciling how they could 

move on. They lived through a liminal time in the immediate aftermath of their events, some 

overcame feelings of deep grief and a loss of hope. For each there was a turning point, and it was 

in this turning point from one place onto another place that meaning-making and growth began 

to emerge. The participants came through this difficult time with newfound understandings and 

practical wisdoms about their place in their world. With a regained, strengthened integrity and 

self-knowledge, they reincorporated to clinical life. 

Finding a middle ground between being trapped by system failure and one’s contribution 

to events offered participants something of a reconciled peace with things. They could not undo 

the tragedy or the failing, but they could try to make meaning of their part within it. They did not 

see themselves as victims. To be sure, there was sometimes initial shock and denial, but they 

engaged in their lived experience with intentionality and agency. They wanted to act on 

something for themselves, for their patients, and for the system. Tom conducted his own 

systematic review and compiled a report; Carol reported her event in the provincial reporting 

system; and David with the help of the attending physician, apologized to the patient’s family. In 

their own ways the participants regained their professional autonomy, integrity and maintained 

their authenticity. A middle ground was found between system failure and individual human 

variability, anonymity and personalization, the professional and the personal. It was also found 

between caring for the patient and families affected by the tragedy of the event, while at the same 

time caring for themselves. In finding an intentional middle ground of meaning-making the 

participants were able to re-gain personal and professional integrity and self-confidence. 

Schroder, et al. (2020) conducted a recent study of obstetricians and mid-wives 

experience of adverse events. They found informal consultation and support from peers emerged 
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as an essential rite on the liminal journey of recovery. Peer supporters crucially “guided the 

liminal persons back to the community with a healed or transformed identity” (p. 6). Similarly, 

the participants in my study turned to supportive peers and mentors as they moved from a liminal 

place of not knowing what had happened, or what would happen to a reconciled place of 

integrity and returned confidence. Scott et al., (2009) identified stages of moving on following 

adverse events for providers — dropping out, surviving and thriving. The participants describe 

their experience of growth as an intentionality and active engagement with their own lived 

experience. They did not drop out of their profession rather the participants descriptions depict 

survival and at other points on their journey their experience is one of resilience and growth, 

similar to Scott’s “moving on”.      

A Kind Loving Hand  

 What helped? Relationships with colleagues and the influence of mentors. Mentors took 

on a crucial role for those who were novice at the time of their experience, but mentors emerged 

for the experienced practitioners as well. Mentors normalized PSI and error experiences and 

modeled how to approach error — with humility and deep respect for the complexity and risk 

inherent in clinical life. Senior, trusted colleagues understood clinician vulnerability within 

complex clinical conditions and the emotional impact of PSI. They had lived their own events 

and modeled that there was no room for complacency nor hubris in clinical life. One could not 

take for granted that expertise and skill would guarantee safe outcomes. They modeled 

intentionality and action when it came to keeping things safe. John’s mentor, with years of expert 

practice, resisted pressure to take on an assignment she was no longer competent to do. This took 

courage, humility and determination. Anna did not hold back on candid feedback to Steve after 

his incident reminding him, he was not an expert, needed to slow down, and ask for advice and 
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help in his clinical work. Mentors and experienced peers conveyed safe care lessons learned at 

the individual level, they also conveyed pragmatic wise knowledge about systems failure. They 

used humour and compassion.  
For the experienced participants, finding an understanding and supportive colleague, 

sometimes removed from their own work life, was very necessary in order to find a safe place for 

authentic self-disclosure and compassionate reflection. In their studies of posttraumatic growth, 

Tedeschi and Calhoun (2014) identify proximate and distal social cultural context as an 

influencing social factor. For those who experienced PTG, rumination and self-disclosure was 

adaptively supported by a congruent proximate social world (p.13). Supportive responses within 

immediate relationships impacted unhelpful rumination and subsequent interpretation, ultimately 

contributing to positive growth and adaptive re-ordering of narrative schemas. Alternatively, 

negative constraint of the disclosure process was found to limit adaptive re-ordering of schemas 

and compounded greater levels of distress (Wortman, 2004). By interpreting the participant’s 

experience through this lens, the role of supportive peers in nurturing the process of growth 

comes into view. Robert Frost’s poem on friendship “A Time to Talk” evokes in us a sense there 

is nothing more important than a moment a waiting companion reaches out for connection 

“When a friend calls me from the road… I don’t stand still and look around…”. The participants 

reached out in different ways to trusted health provider friends and peers and this was an 

essential safe harbour for them.  

It's Not About Me  

The experiences described in this theme mark a turning point of acceptance and 

responsibility. These realizations comprise a crucial component of the participants journey of 

growth. It took time for events to “sink in”, for the study participants to realize that something 
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had actually happened and they were players in the events. In this acceptance, the participants 

recognized the impacts for their patient and family, for colleagues and for themselves. Not 

everyone responds to a PSI in this way. The complexity of clinical work and the increasing 

understanding that systems do fail can interfere with individual health provider responsibility and 

reflection — ideas I explored interpretively in chapter five. For example, in a recent meta-

analysis of coping strategies for health providers involved in serious error 18% refused to talk 

about it, 28% distanced and 39% trusted others less (Busch, et al., 2020). PSI events can often be 

explained as expected trajectory of an illness event, or blamed on structural failures (Aasland, & 

Forde, 2005; Murphy, 2017; Patel, 2011).  Like the findings for Busch et al., (2020) John 

describes this kind of complacency and minimalization toward PSI in the reaction of his student 

and clinical instructor who were helping to care for his oncology patient. They dismissed the PSI 

and his patient’s non-functioning central line as an event to be expected. The study participants 

could have dismissed their PSI as an expected part of clinical work. Tom describes this process 

as “intellectualizing”. However, each wanted to face things directly and to move through their 

part to understand what they might have done differently. In a recent qualitative metasynthesis of 

second victim phenomenon, Schiess et al., (2021) synthesized 19 qualitative research papers 

investigating PSI. Their analysis aligns with the insights gained from my study where they 

describe rationalization and minimalization as a possible endpoint for health provider resolution 

in PSI experience. In other words, providers report down-playing or rationalizing patient safety 

events as a usual, to be expected part of complex care in order to resolve emotions and move on. 

These researchers describe this process as a destructive task-orientated way of dealing with an 

event. Alternatively, Schiess et al. (2021) also report health provider disclosure and assumption 

of responsibility as a possible endpoint in the process of dealing with a PSI. This constructive 
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approach for providers leads to finding meaning and continuing in professional life (Schiess et 

al., 2021). 

Gandhi et al. (2018) reports on transforming concepts in patient safety. They highlight 

transparency as a transforming concept that contributes to trust and ultimately improved care. 

Stepping into the experience and self-disclosing—the main task for the participants identified 

under the theme It’s Not About Me—was supported by trusting relationships and organizational 

cultures. When organizational cultures were highly bureaucratic or indifferent, levels of self-

disclosure were restrained. In these instances, the participants had to look outside their 

immediate workplace for understanding peer support. 

Through the catalyst of responsibility, the participants describe pushing back against the 

objectification of “intellectualizing” and fact-finding incident investigation. This is not to say 

they did not engage willingly in these processes, but they understood there was more than the 

facts of the incident. They stepped into their emotive subjective experience despite the difficulty 

and catalyzed their own emotional growth. In David’s own words, it was “about doing the right 

thing” through disclosure and apology to the patient’s family. For Tom “it is not about me” as he 

re-oriented dialogue on his own suffering to that of his patient. Echoing this, Plews-Ogan et al. 

(2013) found acceptance was the first step toward healing, reconciling and learning following the 

experience of error in physicians. The exemplar physicians in their grounded theory study chose 

to face their circumstances in a clear-eyed way and accepted their circumstances directly. 

Delacroix (2016) also found that nurse practitioners wished to hold themselves responsible in 

their error experience and Kandasamy et al. (2020) describe the importance of ownership of 

one’s role in error for physicians and note this ownership sparks the recovery process of 

emotional growth.   
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As I explore the phenomenon of growth more deeply the essential essence of the 

experience that comes to light that of “relationship” and especially the participants’ relationship 

with the Other.  These participants travelled a difficult journey of liminality and moral injury, 

and in some cases are deeply and forever injured. But despite this, in their growth, they manifest 

a moral resilience as they acknowledge and respond to their own suffering while engaging with 

the suffering of their patients and family and involved colleagues. This is what galvanized them 

and catalyzed growth as well as agency. Carol found the courage to act and advocate for her 

neonate patient; Melanie declares what is most important to her in her practice— the patient and 

the family— while reflecting upon the failed relationship with her patient’s family; David’s 

professional praxis, enacted in his role as a peer supporter, is founded upon care and concern for 

colleagues going through similar experience; Tom knows systems failure and PSI is not about 

him and emerges from his PSI experience(s) strengthened in his commitment to safety cultures 

for his peers and his patients; Steve has led with a self-disclosing transparency in subsequent 

professional relationships and John, infused with the wisdoms of his mentors, did not give up on 

his profession, rather he is mentoring novices in their practise.  

The alterity or differentness of the Other shapes what Levinas calls a solidarity (Levinas, 

1969; Critchley, 2015). By reflecting upon the Other, one is jarred into a critical reflection of 

oneself (Levinas, 1969) and one becomes joined to the Other through language and learning as a 

connectivity (Bergo, 2019). We learn through our alterity and transcend because of it. It is here 

within an ethic of responsibility that a moral resilience was enriched for the participants. It was 

in these moments that growth occurred. Through the philosophical lens of relational ethics, the 

problem of PSI becomes a moral one. Silence and withdrawal, no longer tenable, with the gaze 

of the Other quietly urging, insisting, pleading and even demanding in their alterity for a 
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connectedness and responsibility to act. The participants experienced their own growth and 

enacted it in their ethical relationality to their patients. And it is here, within this relationality to 

patients and colleagues that the participants no longer found themselves alone. For them, 

Levinas’ “solidarity” was lived within the phenomenological experience of what it is to feel 

vulnerable in the face of one’s fallibility, to reach out for support and to enact newfound praxis. 

Levinas states “When the awkwardness of the act turns against the goal pursued, we are at the 

height of tragedy” (Levinas, 1996, p. 64). His words remind us of our inept and yet tender 

humanness. We live life knowing tragedy may befall us, but we pursue our goals however 

awkwardly none-the less. How might healthcare professionals begin to mobilize from a place of 

moral collective community to break down the silos of organizational and professional cultures 

that do not support health providers through PSI experience? The health providers in this study 

“felt” these experiences at the core of their personal and professional identity. They transcended 

their own suffering with authenticity and integrity to enact their professional responsibility to 

their patients, and through this they experienced growth.  

 Dekker (2013) acknowledges that, rightly or wrongly, health providers often hold 

themselves chiefly accountable for what has gone wrong in PSI while, at the same time, 

acknowledging contributing factors. He argues culpability and accountability are on the other 

side of responsibility. He argues responsibility preserves autonomy and agency, wherein 

culpability and accountability generate blame, shame and scapegoating. Responsibility aligns 

with wanting to “do the right thing”. Whereas accountability engenders culpability, objectifies 

health providers and ends in sanction. Aligning with Dekker’s ideas of responsibility following 

PSI, and Levinas’ ethic of responsibility in the ethical relation, the participants in this study 

wanted to do the right thing for themselves and for the patients and families they were caring for. 
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And it was here they found a safe and accepting space for growth. A space they created for 

themselves through self-forgiveness, authenticity and a desire to grow from their experience. 

They found a space which avoided punitive blame and recrimination with language of culpability 

or fault; but also acknowledged the ethic of responsibility and care upheld in professional 

practise. By clearly recognizing and understanding systemic failures in their PSI events and 

seeking supportive others these health providers felt safe to go within on their journey of growth. 

Quiet Learnings 

Through an acceptance of things, these participants were able to engage in an honest and 

authentic reflective process. These reflections were personal and private as well as iterative, 

evolving over time. Insights and practical wisdom borne of this inner contemplative process 

contributed to understanding fallibility does not equate incompetence, and that uncertainty and 

ambiguity would continue to be part of clinical life. Importantly, it was here the participants 

were able to process the emotive experience of their event, and to differing degrees, let go of 

guilt and bring self-forgiveness. The participants moved through this time with the support of 

others. It was a time of emotional growth.  

The participants share their experience of doing and being in clinical life. In doing, 

skillful negotiation between risk and mastery of one’s craft is essential to keep patients safe. For 

them, being in practise was about becoming and growth. The synthesized descriptions the 

participants share of their “Quiet Learnings” are enigmatic and private. Despite carrying wounds, 

time within offered insights and hope for the future. They approached their experience as 

reflective practitioners, and when they were ready, took the time to think deeply from an 

emotionally focused stance. David describes coming to truly know the suffering of others 

through his own suffering and Melanie sought, and continues to seek, self-compassion and 
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forgiveness. Tom generously shares his private feelings following PSI. He describes this time of 

quiet learnings as a kind of battle within, of not being proud of himself when he deflects an 

incident as inevitable and blames his patient or others for what has happened.  

Mickleborough (2015) acknowledges reflective practice as crucial for any professional 

practice, most especially as clinical life becomes more uncertain with greater complexity. He 

reminds practitioners to stop and think about tacit understandings that have evolved in their 

practise, allowing for a new openness to solving situations that are unique or uncertain. The 

participants gained tacit knowledge about themselves and clinical practise through these 

experiences. Willis (1999) parallels an expressive approach to reflective practice, which seeks to 

portray rather than analyze, with the intentionality of phenomenological views. He argues we are 

in the world with intentional awareness, wherein exclusively abstract reflection creates blind 

spots when people imagine themselves to be one thing in the world removed from life as it is 

lived. David describes turning to art and music to help with this time as an example of an 

expressive approach that afforded deep holistic insight. These participants reflected with 

intentional awareness, avoiding what Tom describes as “intellectualizing”; and from their 

subjective meaning making they made sense of things. From here they accessed their own 

growth. 

Having Good Come From Bad 

This final theme illuminates the participants journey of growth toward a wiser practice. 

The participants made meaning. They emerged wanting to “do something”. Each found their 

own way forward and integrated what they had lived and learned through action and practise 

change. Melanie shares “there better be a gift that comes out of this”.  
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Plews-Ogan et al. (2016) note that, once through a period of recovery and reflection, 

physicians who had experienced PSI wanted to help others who were going through the same 

experience. Kandasamy et al. (2020) in a narrative inquiry on mistake making, found physicians, 

as a result of their own growth and changing professional identity, wanted to engage in systemic 

change within their organizations. Nursing research on the experience of PSI points to practise 

behaviour change in the form of enhanced vigilance, such as paying more attention to detail, 

(Mohsenpour et al., 2016) as well as assertive PSI prevention and supporting colleagues post 

event (Lewis et al., 2013). Scott et al. (2009) in their study of adverse event recovery describe 

“thrivers” as finding enhanced work life balance, gaining life perspective and advocating for 

patient safety. More recently, Busch et al. (2020) found task-orientated strategies such as 

changing work attitude, following policies and guidelines more accurately, and paying more 

attention to detail helped health providers constructively cope following adverse events.  

Similarly, the participants in my study implemented task-orientated practise change in 

response to PSI. These changes were pragmatic and occurred soon after their events.  However, 

over time, and when they were ready, the participants enacted deeper levels of attitudinal and 

behavioural change signaling growth. After her PSI event and finding herself silenced during a 

neonatal resuscitation, Carol understood that “speaking up” was something that she simply must 

do for her patients in the future. Despite personal risk of admonishment, public embarrassment in 

front of an interdisciplinary team or professional discipline, she vowed to “speak up”. Carol still 

carries painful memories of her PSI and worries about being faced with a similar event; but her 

experience has made her wiser and resolute in what she must do. In her words “it’s for the 

patient”. Melanie is clear that system conditions let both her and her patient’s family down as she 

recounts her PSI. She is not a victim in this. As she moves on, she has reflectively determined 
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“what belongs to me”. This kind of reflection is honest and for the most part self-compassionate. 

With courage and humility, she shares the rawness of her experience to medical learners and 

invites them to bear witness to the messiness and unknowable in clinical practise.  

One of the ways the participants found their way through the difficulty was to retain a 

focus on what was most authentic to them — care of their patients. Importantly, having good 

come from bad is what patients and families want to happen from these types of events also 

(Suter & Murphy, 2015). There are a growing number of effective joint patient/family and 

clinician initiatives aimed to address and improve the safety of healthcare (Bromiley, 2015; van 

Pelt, 2008). Hovey et al., (2016) point out that the personal patient and family traumas of 

preventable medical error requires more than attention to the quality of care, but needs to include 

patient-centeredness.  

There are, I believe, three important insights that emerge from an examination of these 

six themes. One, the participants mitigate feelings of self-blame with systems knowledge which 

in turn contributed to practise reintegration. Two, risk in clinical practise is managed as an 

embodied way of being. Three, an ethic of responsibility, lived by the participants through their 

incident, contributed to a moral resilience reenforcing what is most meaningful for them — 

caring for patients and families. With intentionality and being in the world, the participants 

sought “the good in the bad”. Their agency, an enactment of their growth, committed them to a 

wiser and strengthened professional praxis.  

Issues and Limitations of the Study 

There were several challenges in researching and writing this dissertation. Participant 

recruitment relied on the self-identification of involvement in a serious patient safety incident 

and a self-perceived measure of growth. While this approach acknowledged the individual 
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situatedness of the participants consistent with the phenomenological method; the range of 

perceived growth and the seriousness of the reported patient safety incident varied. I considered 

inclusion criteria that incorporated valid measures of growth, but abandoned this sampling 

approach as counter to phenomenological methods. There are limited studies which have 

explored the broad theme of growth in health providers following patient safety incidents. As 

such, a diverse participant cohort across professional categories was sought to illuminate the 

varied facets of the phenomenon of growth. However, this approach limits deeper understandings 

of growth following PSI within individual health professions.  

I chose to approach this study with a broad operational definition of growth and offer 

broad open-ended interview questions exploring growth in the context of PSI in healthcare. The 

approach lacked specificity and may have led the participants to share experience on 

phenomenon not related to the study purpose. As well, the experience of growth for health 

providers following PSI is underrepresented in the research. This may suggest that the 

phenomenon is rare or of little interest. However, I have argued throughout the study that the 

current body of work around health provider PSI experience has focused on negative silique. The 

prevalence of positively adaptive health provider experiences is not well established and I argue 

the findings of this study are therefore contributive. 

The experience of being involved in a serious patient safety incident is emotionally 

difficult and participants may have withheld details of parts of their experience to avoid re-living 

these difficulties. I approached the study with sensitivity and let the participants know they need 

not answer questions or elaborate on an answer if they did not feel comfortable to do so. While 

the participants did not decline any questions, they may have withheld deeper private feelings 

about their event. 
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Finally, there are limitations that come with approaching a study with phenomenological 

methods. The findings for this study are limited to the participants’ experience. However, the 

thematic renderings and interpretive dialogue is transferable. Qualitative researchers do not 

address issues of generalizability, but look to the transferability of their findings. Transferability 

in qualitative research is made possible through the consumer who responds to rich contextual 

descriptions, supported by sufficient direct participant data in textual quotes (Denzin & Lincoln, 

2002). I have attempted to meet the trustworthiness criterion of transferability in this study and 

such have offered in depth, rich anecdote and numerous exemplar participant quotes.    

Implications for Practice 

Safety incident investigations, integration of learnings and subsequent systems 

improvements are part of the normal process in healthcare PSI response. However, the nature of 

this process is in flux. Safety philosophy and theory is shifting from an era of safety as regulatory 

compliance and accreditation, quality assurance and standard practice with top-down, standard 

bureaucracy to safety as adaptation to complexity; which calls for proactive safety and 

improvement that builds directly from clinical frontline knowledge of the system (Braithwaite, 

2018).  

The study participants reveal and exhibit an embodied knowledge of intimate practise life 

in-line with a proactive and progressive safety philosophy that acknowledges complexity. They 

recognized their vulnerability in everyday practice and expertly adapted to risk. They lived, 

understood and managed systems. The study participant experiences of adaptation to complexity 

in clinical practise and engagement in improvement initiatives contribute to understandings of 

quality improvement and patient safety from a progressive perspective.  
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Systems Complexity and Adaptation 

The participant experience revealed systems thinking and complexity knowledge played a 

role in mitigating self-limiting and self-incriminating response to PSI. Normalizing system error 

and failure and the subsequent emotional effects for the health provider needs to become part of 

professional and organizational cultural conditions. This may be a difficult conversation for 

families and members of the public who subscribe to the health provider as infallible hero myth 

(Clancy, 2012; Leape, 1994). However, it is no longer tenable to perpetuate the illusion that 

skilled practice alone can reliably surmount systems failure or that all error will be eliminated 

from chaotic contexts. In many cases organizations have worked hard to incorporate just culture 

principles and systems approaches to PSI, but the health provider cultures have not caught up 

with these shifts (Clancy, 2012; Gandhi et al., 2018). A lever for a meaningful cultural shift 

toward accepting fallibility lies within the professions themselves. Re-integration to confident 

practice should not be a “lonesome accomplishment of the individual” (Schroder, et al., 2020).  It 

is time to normalize PSI experience for health providers to empower agency and growth for 

caring and capable practitioners. In the end, health providers experiencing PSI may be the most 

powerful agents for change within the living systems of healthcare service. I propose applied 

ideas in the education section below. 

Resilience within individuals who understand risk and error in healthcare offers an 

authentic point of contact that can contribute to resilient healthcare organizations (Dekker, 2012). 

A highly reliable and resilient organization recognizes that human variability is a force to 

harness, not a deficiency to be controlled (Reason, 2000). Human variability can bring 

innovation, dynamic adaptability and organic insight and the relationship between resilient health 

providers and resilient organizations is reciprocal (Dekker, 2013, p. 99). A resilient, adaptable 
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health provider who recognizes and mitigates risk in practise, and has faced patient safety 

incidents head on to emerge intact with newfound insights contributes to the resilience of the 

organization. The participants in this study contributed in this way. They were adaptively 

resilient to complexity in practice, individually resilient in the response to the adversity of a PSI 

experience, morally resilient in their care for their patients and they contributed to organizational 

resilience in their subsequent agency toward improved practice.  

Resilient healthcare organizations purposefully enable things to go right. And when it 

comes to patient safety these organizations support clinical care so that the number of intended 

and acceptable outcomes are as high as possible (Braithwaite et al., 2015). Resilient 

organizations pay attention to the details of care and acknowledge health providers doing 

extremely complex care every day get things right more than they get them wrong. The findings 

of this study support the approach of resilient high reliability organizations; the participants 

describe managing highly complex clinical context on a daily basis. Practices that support this 

adaptability should be included in on-boarding orientations and in mentorship programs within 

organizations. Within outdated paradigms of quality improvement, the focus has been on the 

10% of adverse events while overlooking the 90% of care that has no harm (Hollnagel et al., 

2015). It is by continuing to enable skillful adaption, relying on natural networks, and identifying 

local conditions for success, that health providers can be reliably successful in their work 

(Braithwaite, 2014). 

Transparency and Psychological Safety 

In a systematic review of second victim experience Seys et. al. (2012) found that 

defensive changes in practice such as denial and subsequent limitations on learning and growth 

resulted from health providers keeping PSI to themselves, in other words non-reporting. 
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Schroder et. al. (2020) also found that when peer-interactions were not supportive or deliberately 

accusing following PSI, negative comments at such a vulnerable time left health providers 

feeling exposed and defensive, hampering incident reporting and learning. For the participants in 

this study self-disclosure was a critical element of their recovery and subsequent growth. They 

were discerning, mostly choosing to approach trusted colleagues. This, in turn, fostered self-

disclosure which contributed to a reforming of positive schemas and personal narratives. The 

participants focused on what good could come from bad and incorporated practical wisdoms into 

a strengthened professional praxis in personalized ways. An ethic of responsibility emerged as a 

moral resilience. These findings highlight significant structures of experience that contribute to 

understandings of reconciliation, re-integration and growth following PSI and emphasize the 

importance of psychological safety found within trusting relationships and supportive 

organizational cultures. These findings confirm that systematic post PSI support and the resulting 

psychological safety plays a critical role in enhancing incident reporting, health provider 

recovery and the potential for growth. In practice environments post PSI support for health 

providers needs to be accessible though personalized, compassionate and trusting peer 

relationships; and when needed, through formal skilled peer-led debriefing. Currently there is a 

gap in care (Jones & Trieber, 2018; Mira et al., 2017; 2018; Shapiro & Galowitz, 2016 )  

Implications for Health Provider Education 

 Steven et al. (2014) analyzed nursing curriculum in British nursing programs for systems 

learning and patient safety focus. They found program leaders often struggled to define specific 

transferable elements for students. Students in the programs reported being taught idealized skills 

that emphasized what not to do which often conflicted with what they were observing staff and 

other role models doing in the practise environment. Similarly, Jansson et. al. (2015) found 
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limiting attitudes about disclosure responsibility and disclosure in medical students and 

Tregunno et al. (2015) found curricular innovation around safe practice varied widely between 

health profession programs.  

Systems thinking, patient safety and quality improvement practices now make up part of 

health provider curricula. Accreditation programs are requiring these competencies in HP 

graduates. However, pervasive and limiting professional cultures within the hidden curriculum 

(Harrison-Kelly, 2020; Liao, 2014), combined with variable curriculum investments can translate 

to theoretical knowledge only with limited pragmatic application of patient safety practise, 

including how to deal with involvement in a PSI. Health provider students continue to graduate 

with the pervasive message that there is no room for error in clinical practise (Morgan & 

Georges, 2015). Learning about error is a hit and miss affair. Jones & Treiber (2018) question 

whether nursing education is doing everything it can to ensure nursing graduates are “well 

equipped to survive in healthcare environments laden with opportunity for error?” (p. 156). They 

report nursing students graduating with an “errorless imperative” and who are in no way 

equipped to deal with the identity level emotional impacts of PSI experience, nor advocate for 

themselves through an event.  

The participants in my study found pragmatic wise mentors and peers to help them 

through their events. These mentors were realistic in their approach to PSI; they did not espouse 

perfect practice, rather the opposite. They drew attention to the risk and the complexity of the 

work and modeled humility and fallibility. The role of mentors in clinical practise environments 

as wise guides through PSI experience cannot be underestimated. Reema et al. (2019) found that 

physician mentors reduced the occurrence of safety events in experienced physicians. They 
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attribute having a trusting relationship with and non-restricted access to a supportive mentor 

allowed junior trainees to openly discuss doubt and test decisions before executing them. 

Braithwaite (2017) outlines healthcare improvement practices are evolving to include 

adaptation to complexity. He highlights informal cultural systems are an important component of 

adaptive systems and argues social networks in healthcare organizations must not be overlooked 

in the pursuit of improvement. He emphasizes these relationship networks must be honored and 

embraced as the most important part of improvement work. Humans have a social brain and 

organizational participants are tuned into the “behavioural repertoires” of others. For the 

participants in my study, peer relationships and mentors crucially influenced the participants 

feelings of psychological safety and provided a reasoned sounding board as they reconciled their 

event. Formalizing access to mentoring relationships is a key strategy that organizations can use 

to improve patient safety culture and improve safety for patients.  

Health provider education rightly focuses on the individual’s development toward a 

professional identity. However, focus on individual competence outweighs respect for 

complexity and systems influence. The participants in this study respected system complexity 

and understood the role systemic conditions played in their events, or they had wise mentors who 

translated this part of the experience for them. These study findings point to the importance of 

preparing health providers for PSI experience and how to develop moral knowing and moral 

resilience in these contexts. New conversations about making errors and being involved in PSI 

should be introduced to curricula in an applied way. The participants in my study continue to 

share their experiences of serious PSI with rawness, emotional honesty and pragmatic insights 

with HP learners. This approach to teaching about PSI is critical. Fallibility, error and 

complexity adaptation must be normalized along with self-compassionate ways of dealing with 
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the emotional fall out of error found within PSI experience. It is time for a shift in HP identity 

formation from an errorless imperative to one that includes fallibility. Moral resilience through 

PSI experience can only be accessed through an ethic of responsibility to patients and families, 

as well as compassion and care for colleagues and oneself. Van Der Zande et al. (2014) explore 

moral knowing and ethical sensitivity in nursing and highlight the necessary relationship to 

practical knowledge. For the providers in this study, an aspect of their growth was an enriched 

ethical and moral sensitivity borne through their practical experience of a serious PSI. This is an 

important finding that is relevant to health professional formation.  

When health providers are socialized to an errorless imperative, access to self-disclosure, 

compassion for colleagues and oneself as well as for the patient and family is more difficult. By 

embracing vulnerability and humility as an asset, as the health providers did in this study, health 

provider growth possible. Within an errorless imperative, health providers are at greater risk of 

ruptured personal and professional identity, and the journey back to confident integrity may 

never fully be achieved. Fallibility and error as part of PSI experience must be normalized within 

professional formation. Not in any way to accept errors and resulting PSI passively as just 

another part of clinical work; but rather to recognize that PSI are a reality in clinical life and 

invite behaviours that lead to engagement in system improvements, error prevention and 

mitigation as well growth.  

Dweck and Yeager (2020) describe a growth mindset as the belief that human capacities 

are not fixed, but can be developed over time. They also describe fixed mindsets as the belief 

that no matter the effort, human capacities are fixed. Importantly, these researchers propose that 

mindsets are the core of meaning systems and that these meaning systems influence motivation 

and behaviour. Mindset interventions have been applied to varied context, including mental 
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health and education with varied effect (Blackwell et al., 2007; Yeager et al., 2018). The 

participants in this phenomenological study self-identified their own growth experience 

following serious PSI. Their lived experience offers rich insights into possible directions, that 

could include mindset interventions, for health provider education in the future. 

Implications for Future Policy and Research 

Post PSI Support and Research 

Healthcare organizations are incorporating supports for health providers who have been 

affected by PSI events more than before (Burlison, et. al., 2017; Pratt & Jachna, 2015; Scott et. 

al., 2010; Seys et. al., 2012; Van Pelt, 2015). However, a recent Canadian study found that 78% 

of professionals involved in PSI within a 12-month period did not receive support following PSI 

(Gamble & Manogaran, 2018). Important work on post incident program development and 

implementation is ongoing, but substantive outcomes from these initiatives have yet to be 

realized. Further program development, implementation and evaluation are needed. Peer-support 

is rightly emerging as the corner stone of these programs, but nuanced understandings of the kind 

of approaches needed within these peer initiatives are evolving. Future work needs to be done 

within organizations to support a healthy and resilient workforce and this includes how to deal 

with PSI experience. The recent pandemic has re-focused resources on supporting health 

provider well-being and is re-enforcing systems improvement thinking toward the notion that a 

healthy workforce is a healthy system (Costello, 2020; Duffy et al., 2020). Health provider 

support following PSI is one part of a long overdue momentum towards “care for the caregiver”.  

Mindfulness Program Research 

Despite mostly supportive organizational conditions, the participants in this study 

traveled a private, personal journey of healing and re-integration. Their experience emphasizes 
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that growth is enhanced through reflective practice. To support health providers capacity to 

manage difficult emotions, achieve insights and realize growth through these incidents, 

opportunities for reflective practice need to be formally available in organizations. Participation 

in mindfulness practices can offer this type of support and resilience building (Irving et al., 2009; 

Pipe, 2016).  

 Similar to the experiences of the participants in my study, Shepherd et al. (2018) found 

medical learners are often alone to deal with difficult emotions following adverse patient 

outcomes in PSI. Jones and Treiber (2018) also found nursing students are rarely debriefed 

following a PSI experience in clinical placement and must navigate difficult feelings and lost 

self-confidence their own private ways.  Busch et al. (2020) share 78% of health providers in 

their study of coping post adverse event, critically lectured themselves and Shepherd et al. (2015) 

found medical learners lived a tension between responsibility and blame following PSI. Blame of 

self or others directed a tendency toward self-imposed silence about the event. The participants 

in the Shepherd et al. (2015) study identified helpful individual factors to deal with PSI, which 

included dealing with the emotional response.  

Mindfulness programs that aim to strengthen self-care and diminish negative self-talk 

could offer a promising direction for interventional research for care of health providers dealing 

with difficult emotional responses following PSI experience. Kearney et al. (2014) implemented 

a loving kindness meditation program for veterans living with posttraumatic stress disorder. Post 

program measures showed improved positive emotions, psychological well-being, purpose in 

life, personal growth, self-acceptance and environmental mastery. Hagerman et al. (2020) 

reported on mindfulness program interventions in nursing programs in an integrative review. 
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They found mindfulness program interventions for undergraduate students reduced negative self-

talk and enhanced self-care practices. 

 Mindfulness practices enhance a non-judgmental attitude of acceptance and awareness. 

Compassion toward self and others is an effect of a mindfulness practice. These kinds of 

practices have the potential to help health providers integrate self-care to manage difficult 

emotions encountered in PSI (Gogo et al., 2019; Irving et al., 2009; Lomas et al., 2017; Pipe et 

al., 2016).  

Era Three Policy Implementation  

Don Berwick (2016), a scholar, seminal thinker and policy influencer in health system 

improvement, calls for an era three in healthcare. His review of varied healthcare service in an 

historical context describes era one as a time of professional dominance and protectionism. Era 

two is driven by market theory, reductionism and accountability. In an evolving era three 

healthcare environment, Berwick describes a future guided by a moral ethos that includes 

transparency, the voice of the people served, civility and shift from revenue to quality of care. 

It’s a system underpinned by responsibility and relationality (Berwick, 2016). Within these 

cultural conditions, imagined by Berwick, health providers will be empowered to ask themselves 

“what am I part of?” rather than “what do I do?” 

 A shift from era two to three invites professional praxis. The participants in this study 

describe a call to praxis as a part of their growth following PSI. They wanted to be part of some 

change for the better and to be engaged in how that change might happen. But it was more than 

that, they deeply integrated wisdoms into their own professional practice from their experience 

and it was the pull of a moral professional practice that supported them. The insights gained from 

the lived experience of the participants in this study align with Berwick’s era three moral ethos 
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for healthcare environments. This kind of ethos strengthens supportive ways of being and pays 

attention to moral questions. Berwick’s appeal is an inspiring and important lever for policy 

development by policy makers and regulatory bodies who can affect change in the area of the 

health provider experience of PSI. From this stance, responding to and supporting health 

providers through PSI experience is a moral one which collectively strengthens the entire system. 

From a moral ethos lens, health provider experience of PSI is not about protectionist 

accountability, but rather the moral imperative to respond to both patients and health providers in 

these experiences with compassion and care. Policy makers at the organizational and larger 

systems level need to consider implementing policy levers to advance this vision for a moral 

ethos in healthcare systems. An example of era three policy work can be found in apology 

legislation (Canadian Nurses Protective Association, 2022; Silversides, 2009) which has had a 

positive effect on health providers, patients and families harmed by PSI.   

Regulatory Bodies, Legal Systems and Policy Implementation  

 There is a role for professional regulatory bodies, colleges and legal systems to play as 

they balance accountability to the public with health provider competence. Professional 

regulation mandates protection of the public by monitoring the competence of practitioners. 

There is room for improvement in how these bodies support providers through complaints 

processes in a just manner (Boisin et al., 2011) Questions of individual clinician competence 

must always be balanced with system failure understanding. Aveling et al. (2016) consider this 

balance and the role of accountability in patient safety. They address the ongoing debate 

concerning how responsibility for patient safety should be distributed between organizational 

systems and individual professionals. Through ethnographic case study, they emphasize that the 
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healthcare enterprise depends on the contributions of many hands and that individuals are not 

somehow outside and separate from systems.   

 A recent criminal prosecution of nurse RaDonda Vaught, following a fatal medication 

error, led to her conviction of criminally negligent homicide and gross neglect of an impaired 

adult (Institute for Safe Medication Practice, 2022). Vaught’s prosecution and conviction has led 

to shock and disappointment throughout the patient safety community who argue the decision to 

criminally convict human error is unjust and that the judgement sets back just culture practices 

by decades (Institute for Health Improvement, 2022). Thought leaders, scholars and 

organizations in the field of quality improvement and patient safety in healthcare have issued 

statements condemning the prosecution of Vaught in light of the obvious of system failures that 

contributed to the tragic death of Charlene Murphey at Vanderbilt University Medical Center 

(American Association of Critical Care Nurses, 2020; Institute for Healthcare Improvement, 

2022, Institute for Safe Medication Practices, 2022, International Council of Nurses, 2022). 

Where might there be room for improved just culture approaches at the regulatory college and 

legal systems level? Health providers will not be supported in their growth through PSI if their 

self-disclosure and transparency following such events is unjustly met with professional 

sanctions or criminal prosecution.  

 As an example, at the practice level, yearly reflective practice activity should incorporate 

case study experiences of PSI which include complexity science and systems thinking 

approaches. By educating practicing health providers on systems approaches, they may be more 

informed and empowered to advocate for themselves in PSI. Professional development 

opportunities for regulatory college professionals should also include this kind of content. 

Members of the legal system have a moral and ethical responsibility to become informed of 
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systems safety science if they are tasked to PSI cases which includes healthcare error. 

Professional development opportunities should be incorporated into mandatory annual reflective 

practice activity for both lawyers and judges working in this area of law.     

Final Reflections and My Own Journey of Growth  

My experience as a novice phenomenological researcher, with a deep conviction for this 

topic, has been, at times, a journey of self-doubt, discouragement and determination; but finally, 

has emerged into a place of compassion for myself and my participants. These participants are 

some of the most caring, capable, courageous, innovative systems thinkers, health providers and 

humans I have had the privilege to meet. At times, I was angered by the unjust circumstances 

that led to their confusion and self-doubt. I continue to be inspired by their humility.  

The phenomenological methodology was challenging, but as I walked closer in step with 

the participants through their voices on recordings and in the written text of their words, I 

became more deeply present to theirs’ and my own humanness. This is what it is to know the 

phenomenological method; it is about knowing what it is to be human and to live life. I found it 

challenging to uphold this methodology in an academic setting, with questions of 

trustworthiness, interpretation and rigor. And there were very dark days of serious doubt.  

My writing improved. But, in so many ways, I feel I will not come close to the poetic that 

is central to the methodology. As I continued to engage with van Manen’s writing and process 

they became less abstract and emerged as beautifully graceful and expressive. I sat with Levinas 

for many, many hours and was compelled by his strength of conviction in seeing the world 

through the Other. As a nurse for more than 30 years, I thought I intuitively understood 

embodiment; but the philosophy of Merleau-Ponty challenged my lived tacit knowledge as I 

grasped to absorb his philosophy of perception. Tedeschi and Calhoun’s (2014) theory of growth 
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through adversity proved extremely useful in exploring the experience of my participants. 

Ultimately, through this dissertation work, my own journey of growth has been enriched. 

I also reflected upon my own experience with a serious PSI throughout this journey and I 

emerge with less self-incrimination and greater self-compassion. I have come to know these 

events are pervasive and many health providers cannot share their private feelings surrounding 

such events. In dwelling with the co-created insights offered by the six study participants I must 

wholeheartedly agree with Max van Manen (2014) that “the seeing of meaning is not a cognitive 

affair” (p. 68). In other words, phenomenologically engaging with something brings meaning to 

our embodied, sensual, situated, temporal and communal selves (van Manen, 1990). We feel the 

thing, we think about it and we make meaning. The experience of growth following a PSI is an 

emotive, felt, embodied experience and the tacit understandings which flow are hard won and not 

always noticed nor acknowledged in the moment. Sometimes in the moment of the thing itself, it 

is too much to bear. It’s through a latency of meaning that embodied wisdoms remain; and when 

one is ready, a journey of meaning-making begins. A journey that can offer rich realizations, 

deep insights and growth. 

I am privileged to have walked this journey with my participants who have inspired me, 

provoked me, challenged me in my continued becoming as a person and a professional nurse. I 

reflect upon my own growth and wonder how my professional praxis can contribute to easing the 

uncertainty many health providers face in their experience of patient safety incidents?  

To the participants of this study, I wish you the very best and thank you for what you are 

doing to keep patients safe.  
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Follow-up 
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Reason for the study 
 
This study is designed to inform healthcare service delivery professionals, administrators, policy 
makers, educators and academics about the experiences of healthcare professionals who have 
been involved in a serious patient safety incident. An emphasis of the study is on how health 
professionals in these experiences may have personally and/or professionally grown through the 
challenge of this type of event. It is hoped that the results of this study will contribute to the body 
of science that is seeking to understand and ameliorate the effects of system failure and error in 
healthcare service delivery.  
 
 
What is involved? 
 
If you choose to participate, I will interview you about your experience of a serious patient safety 
incident, exploring your reflections on your personal and professional growth through this 
experience. A sample question asked by the researcher will be “What was it like in the first few 
days following the incident you were involved in?”   The initial interview will be digitally 
recorded (audio only) conducted face to face at a location and time convenient to you and will 
last approximately 45-120 minutes long. The interview will be offered in English only as the 
researcher is not fluent in French. 
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Follow-up 
 
I will mail a hard copy of the transcript of the initial interview to you with some preliminary 
interpretive themes. I will then contact you by phone, Skype or face time one to two times to 
exchange on these initial themes, to share and discuss your understandings on the developing 
themes and your thoughts on how these ideas resonate with your actual experience. It is 
anticipated the first follow-up call/virtual contact will last 45-90 min. If there is a second follow-
up call/virtual contact it is anticipated less time will be required - approximately 45-60 min. 
Providing your home address for this follow-up hard copy mailing will be an option, if not we 
can send an electronic copy on email.  
 
Risks and Benefits 
 
We do not anticipate any significant risk for people who participate in this study. However, 
discussing your memories of a patient safety incident you have been involved in may evoke 
feelings that you hold related to the difficult nature of these types of events. You may feel free to 
take a break, to stop or to withdraw your participation at any time if you become tired or 
uncomfortable or have any other concerns. I will have a contact number available for your 
organization’s Employee Health Program if you need to access assistance for mental health 
support. Taking part in this project will be of no direct benifit to you. It is possible however that 
the time spent reflecting with the researcher on what happened to you during your experience of 
a serious patient safety incident may allow you to gain further insights that contribute to your 
own meaning making. As well, you may experience a sense that you are contributing to an 
overall increased understanding of these events that could help others in similar circumstances.  
 
 
Voluntary Participation 
 
Your participation in this study is voluntary. You are free to withdraw from the study or decline 
to participate. This consent is part of the process of consent. It should give you a basic idea of 
what the research project is about and what your participation in the study will involve. If you 
need more information the research project aims and what your involvement as a participant 
entails – please ask. 
 
 
Confidentiality 
 
Confidentiality will be respected at all times. A code number and pseudonym will be the 
identifier on any forms/transcripts/consents/recordings. All identifying data will be kept separate 
from these documents. The researcher will erase your name and other identifying material such 
as hospital or organization names from any recordings. I will be the only researcher who will 
have access to your identity. My thesis committee will have access to the data generated from 
our interactions, but this material will remain confidential with a code number and a pseudonym. 
All hard copy records will be kept in a locked cabinet in the office of the Faculty of Nursing at 
Queen’s University and destroyed two years from the time of your interview. All computers 
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holding consents and transcripts will be encrypted as per Queen’s University research project 
policy and will also be destroyed two years after the time of your interview.  
 
The information and findings from this study may be published in professional journals and/or 
presented at conferences but your name or identifying material will not be used. 
 
Contacts 
 
If you wish to receive more information about this study, or have any questions, whether before 
or after interviews you can contact Abigail Hain at (613) 747-3720 email: 15ajh6@queensu.ca. 
The Queens University Research Board has approved this protocol. The university ethics board 
considers the ethical aspects of all university research projects using human subjects. If at any 
time during the course of the study you feel you have been inadequately informed of the risks, 
benifit or alternatives or encouraged to continue in this study beyond your wish to do so, you can 
contact the Chairman of the Queens University Research Ethics Committee.   

 
 
 
 
__________________________________________________                   __________ 
Signature of Participant                                                                                     Date 
 
 
Understanding of Participant 
 
I acknowledge that the research project has been explained to me and that any questions I have 
asked have been answered to my satisfaction. My signature on this form indicates that I have 
understood the information given to me regarding my participation in the research project and 
that I agree to be a participant in the research study. It does not waive my legal rights nor release 
the researcher, sponsors or involved institutions from their legal and professional responsibilities. 
 
I have been informed of the alternatives to participation in the study. I understand that Abigail 
Hain (613-747-3720) will answer any additional questions that I have about the research project. 
 
I am free to withdraw from the study at any time. Should I not want any information about my 
experiences to be used, the information will be withdrawn and destroyed immediately.  
 
 
 
 
 
 
 
 
 
 



 277 

Appendix E: Opening Script and Guide for Initial Interview 
 

Opening Script 

My name is Abigail Hain and I am a PhD student in the School of Nursing at Queen’s 
University. Thank you very much for taking the time today to participate in my research study. 
Before we begin, I would like to take a few minutes to obtain your consent to participate in this 
study.  
 
Did you have a chance to read the invitation letter and consent form that I emailed you? Do you 
have any questions about them?  
 
Remember that there is no obligation to participate in the study. You may stop the conversation 
at any time, refuse to answer any question, and you may withdraw from the study at any time. I 
will guarantee your privacy and confidentiality through secure storage of the files, and only my 
supervisor(s) and myself will have access to them. Some of the information you provide will be 
published; your name will not be associated with that publication. You will have the opportunity 
to read your transcripts and provide any clarification to your interview. [Review consent form 
and obtain verbal consent]. 
 
As I shared by email and in the invitation letter and consent form, the purpose of this study is to 
understand the meaning of personal and professional growth for health providers who have lived 
through the experience of a patient safety incident. I will offer some questions for you in this 
interview, but feel free to share any thoughts/feelings or ideas that come up for you with regards 
to your experience that may not arise through the direct questions. In order to get to know you 
and the context of your clinical practice world, we have a few general starting questions about 
your practise and your thoughts on patient safety and the concept of growth.  
 
Please let me know at any time if you need to take a break or would rather skip a question.  Do 
you have any questions before we begin? [Record date, time and participant ID at this time]  
 
In the middle and end of the interview, I will remind the research participant that he/she can 
withdraw their consent to participate or if she/he doesn’t want to answer a question or include the 
response of any question he/she is free to do so.  
 

Interview Questions 

1. Tell me about your practise as a physician/nurse/therapist? What is it like? Please 
describe in as much details as possible? 

 
Prompt  
 

How do you feel as you are practising in your daily work, what are you thinking about? 
What have you found rewarding in your practise? 
What have you found challenging? 
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Have you had mentors in your professional development? If so, what were they like, how 
did they influence you? 

 

2. Tell me about a meaningful experience caring for a patient and their family? Please 
describe in as much details as possible? 

 
Prompt 
 

How did you feel and what were you thinking at that time? 
What have you found rewarding in your practice? 
What have you found challenging? 
What matters most to you as you care for patients and families in your practise? 
 

3. Tell me about an experience where you were involved in caring for a patient/or a group 
of patients where you felt that care was being provided very well, patient safety 
guidelines and quality initiatives were overtly in practice and the team was working well 
together? 

 
Prompt  
  

What made it feel like a safe practice environment?  
How did you feel at that time, what did you think about at that time? 
What was rewarding and or challenging in that experience? 

 
 

4. Tell me about the time you were involved in a serious patient safety incident, what 
happened and was it like for you. Please provide as much detail as possible? 

 
Prompt 
  

How did you feel and what were you thinking at the time? 
Was your sense of time affected? 
How did your body respond at the time? 
What did you do after the incident? 
Who did you turn for support, who supported you the most, how did they support you? 
What was the hardest thing about this experience? 
How did you feel afterwards? 
What happen next? 

 
 

5. How was the experience of telling others about the incident for the first time? 
 
Prompt 
 
 What did you feel when you shared the details, what were you thinking?   
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 What was their reaction? 
 Did you notice any change in the relation? If so, what was the change? 
 

 
6. How has this experience changed your practise and how you feel about yourself as a 

health professional? What other changes happened in your life as a result of this incident? 
 
Prompt 
  
 In relation to the incident, what is challenging now in your practise? 
 How do you feel about this incident now? 
 Do you share this experience with others? If yes, in what sort of ways? 
 What influence did this experience have on your involvement in quality improvement 
 and patient safety work? 
 

7. You have self- identified growth from this experience. What has that been like for you? 
 
Prompt 
 
 How have you made meaning of this experience? 
 How have you grown personally and professionally? 
 Would you describe this experience as transformative? If so, how?  
 
 
 
Prompt Meaningful Object:  
(When applicable) You have shared a meaningful object/art form/poem/quote, book - one that 
made meaning for you through your experience.  
 
Can you describe this object/art form and discuss why it was meaningful for you at the time of 
the incident or since this experience? 

 
 

 
 


