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Learning objectives

• To draft a plan to manage serious clinical crises in your 
organization

• To provide an immediate response to crisis events when 
they happen

• To describe how to use learning from crisis events for 
healing and improvement
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Winchester, UK, December 2007……



By 4pm, December 24th……

• 2 new mothers had died in our maternity unit, within 24 
hours of each other as a result of Group A Streptococcus 
infection.

• As the CMO (and one of the few executives still at the 
hospital) I was responsible for dealing with this.   



Context

• Maternity Unit
– Above average ratings

– Well-regarded locally

– (Previous maternal death 1996) 

• Recent increase in GAS infection in the local community 
• (In the UK, from 2006 to 2008 there were 13 maternal 

deaths linked to GAS)



Context 2, latent factors

• An organization in transition

– New CEO, first post

– New Chairman

– Several Trustee and executive team vacancies, interims 
etc

• Holiday time 



My immediate concerns

• Could this really be as bad as it seems?

– How could the cases be linked?

– Are staff implicated?

– Could there be on-going risks?

– What do we do now?



Chronology

Dec 24th; 

– Inform Regulators, Board, Commissioners, Public Health, 
Coroner

– Identify family support

Dec. 26th;

– Autopsy 

– Ad hoc “crisis team” convened twice daily



24th December to 3rd January

• Crisis team

• CMO, Deputy CNO, Infection Control, O&G, ITU, Public 
Health, legal, press, others co-opted as needed

• Twice daily briefings

• Liaison with families and staff

• Information for Regulators, Coroner, Board, other external 
stakeholders etc.     
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Dec 26th – Jan 3rd

• Information for patients and families
– Daily updates for families by a senior clinician

• Screening of staff, patients, family members of cases
• Others became symptomatic
• 5 staff screened positive
• Another patient developed GAS pharyngitis  



Dec 26th – Jan 3rd

• Twice daily updates for staff, Board, regulators, DH, Public 
Health etc

• No more cases
• Mothers kept coming 
• Sub-typing of GAS strains found only 2 staff with the same 

strain
• RCAs started
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Jan 3rd 2008

National press;

– “Superbug kills 2 new mums” etc..

– Media “experts” implied problems with hospital cleanliness, 
infection control etc

– Our press strategy worked well until the word “coincidence” was 
used on local TV

– Abusive blogs, e mails etc etc…  



Jan 2008 – May 2009

• Intermittent peaks in publicity
• RCAs
• Independent external investigations
• Reports given to families, coroner etc
• Coroner’s investigation
• Inquests May 2009



Inquests May 2009

– No route of transmission established

– We were found to have made mistakes and have deficiencies in 
systems, but to have done everything which could reasonably be 
expected to investigate

– We were commended for our transparency by the Coroner and the 
families’ legal teams

– The media gave us reasonable reports 

– We published the investigation report on the internet
(http://www.wehct.nhs.uk/index/ournews.htm?newsid=9231)



What went well*

• Being transparent

• Patient and family support

• A proactive media strategy

• Media training

• The independent review

*…considering the tragic circumstances for 2 families



What could have been better

• Having a plan

• Staff support

• Our capacity to respond was very stretched due to;

– An inexperienced leadership team in transition

– Christmas holidays



Staff

• I didn’t adequately recognise the trauma for staff at all 
levels;

– Frontline

– Senior clinical leaders

– Organisational leaders

• This was aggravated by the investigation and external 
publicity 



Staff support

• I had experienced the “second victim” role before..

• …but was not really aware of systematic work in this area

• For me, it felt very personal (which probably impaired my 
ability to recognise and respond to others)



IHI experience

•IHI regularly gets asked to help organisations across the US 
and internationally facing similar crises
•A framework for response has been developed drawn from 
this experience and from the business literature  



www.ihi.org



IHI experience

• The similarities of the stories
• The devastation of the person calling
• Underestimating the potential for harm to all
• A highly reactive, unbalanced approach
• People starting with a blank sheet of paper



IHI experience

• Most organisations;

– Don’t plan

– Regard each crisis as unique

– Make matters worse by their response

– Don’t learn



Recurrent themes

• Serious crises are more common that most of us 
acknowledge

• We tend to regard each as unique, which impairs our ability 
to learn from them, but… 

• …their management has many common elements

• So it is possible to plan for them



Key elements of clinical crisis management

• Advance planning; 
– 75% of required actions are predictable and can be planned for 

• Priorities, in this order;
– Patients and families

– Staff

– Organization

• Communication, investigation, learning



How to respond?

• What should we do?

– First hour, day, week, month

• Who should do it?
• What should we say, and to whom? 
• Whose problem is this?









Learning from it….

Harvard Business Review
April 2011
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Second victim

• Clinicians involved in errors or adverse events who feel 
traumatized by their experiences

• They frequently feel personal responsibility for the 
patient outcome

• They may feel as though they have failed the patient
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Second victim effects

• Acute stress reactions (days to weeks)
– Numbness, anxiety, sleep disturbance, grief, detachment, loss of trust, lack of 

concentration, poor memory

• Longer term effects
– Shame, guilt, anger, self-doubt, flashbacks, irritability (similar to PTSD?), 

depression, behavioural change, etc. 



Severity of effects related to…

• The severity of the incident
• The characteristics of the patient
• The attitude of clinical colleagues
• The conduct of the enquiry
• Legal proceedings
• The relationship with the patient



Consequences

• Patient safety risks
– Immediate aftermath

– Longer term consequences for safety culture, openness, team-working, 
defensive practice, disruptive behaviour, working relationships, etc.

• Staff health, welfare, recruitment & retention



Trajectory of recovery(Scott 2009)

Chaos & 

accident 

response

Intrusive 

reflections

Restoring 

personal 

integrity 

Enduring the 

inquisition

Obtaining 

emotional first 

aid 

6. Moving on

Dropping out

Surviving

Thriving



What can we do?

“Abandon blame as a tool and 
trust the goodwill and good 

intentions of the staff”
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As leaders and professional bodies

• Recognise and publicise the concept, and that….
– it’s primarily a patient safety issue

– something can be done

• Promote mentorship for clinicians
• Promote work to understand the best approaches to support 

within a wider learning culture
• Model expected behaviours  



As organisations 

• Build structures into incident responses to;

– Recognise and mitigate the potential risks to patients after an 

incident

– Recognise and support second victims

• Promote and model a (genuinely) open, transparent, non-
judgemental reporting culture





As individuals

Colleagues
– Offer informal support to colleagues who may be potential second victims

– Recognise effects in yourself and seek help early 



My learning..

Organizational

– We made up a reasonable plan as we went along, but it could 
have been much easier

– I learned the benefits of having a proper infrastructure the hard 
way

– …and only recognised the latent factors in retrospect

– E.g. there had been warning signals in the department which I 
hadn’t spotted



My learning..

Personal

– I could have been much better prepared;
• peer support 

• media training

• coaching, etc.
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Take home messages

• Be prepared

– Have an organizational plan

– Have a personal plan (media training, support networks, know 
what your role would be)

• Be proactive

– Investigate “cultural” warning signs

– Learn from your last crisis



Take home messages

• Be transparent

• Prioritize;

• Patients and families

• Staff

• The organization
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