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Background

Research on supportive interventions for healthcare professionals involved in adverse obstetric events in South Africa (SA) is limited. Involvement in adverse obstetric events has the potential to affect the personal and professional lives of healthcare professionals.1 Psychological distress and negative emotional reactions, with symptoms associated with posttraumatic stress disorder (PTSD), have been reported.2 Some individuals’ responses are so severe that they never fully recover, causing them to leave the profession altogether and even to consider or commit suicide.3 Support is crucial to prevent healthcare professionals from becoming second victims, to improve their personal and professional lives and to prevent subsequent negative impact to themselves and to their management of current and future patients.2 Protocols for the management of patients of adverse events are available within healthcare systems in most countries including SA. However, management and support processes for healthcare professionals are less clear or non-existent.4,5,6 Timely and effective emotional support can alleviate a healthcare professional’s second victim response.7 The provision of support by an organisation, accompanied by a tolerant and non-punitive working environment, can dramatically reduce the intensity of the second-victim response.2,5

Aim

This study was conducted to ascertain the support-seeking behaviour of healthcare professionals involved in adverse obstetric events and to explore the organisational support in public sector hospitals in KwaZulu-Natal (KZN), SA.

Method

A cross-sectional survey-based analysis of 231 obstetric healthcare professionals (midwives: n = 100; medical interns: n = 49; medical officers: n = 37; registrars: n - 20; specialists: n = 25) across nine public sector hospitals in KZN was conducted from January 2018 to August 2019. A self-report ‘Adverse Event Check List’ was developed for this study. Socio-demographic factors and context-specific questions relating to the adverse events were included in the Adverse Event Check List. Two standard validated rating scales were utilised as measures of psychological distress (Impact of Event Scale-Revised [IES-R])8 and shame and self-esteem (Internalized Shame Scale [ISS]).9 The IES-R had a scoring range of 0–88.8 For the purpose of this study, we used cut-off scores to determine four psychological distress severity symptom groups: no distress (≤ 23), clinical concern for PTSD (24–32), probable diagnosis of PTSD (33–36) and severe psychological distress (≥ 37). The ISS had a scoring range of 0–96.9 Cut-off scores for internalised shame were as follows: 0–49 (no display of internalised shame), 50–59 (painful, possibly problematic levels of internalised shame) and 60–96 (extreme levels of shame and likely to be associated with more severe symptoms of depression and/or anxiety). The ISS also allowed us to measure an individual’s self-esteem. The self-esteem cut-offs used were: 0–17 (direction of low self-esteem) and 18–24 (indicative of positive self-esteem). The questionnaires were pilot-tested on a small group of medical professionals before the commencement of the study.

Ethical considerations

Ethical approval was obtained from the University of KwaZulu-Natal Biomedical Research Ethics Committee, reference number: BE484/17.

Results

Patient socio-demographic data

The age of the participants ranged from 22 to 66 (M ± 36.2; standard deviation [SD]: 9.7) years. Regarding health professional’s basic qualifications, 100 (43.3%), were midwives, 49 (21.2%) were medical interns, 25 (10.8%) were specialist obstetricians, 37 (16%) were medical officers and 20 (8.7%) were registrars in training. Female participants accounted for 67.5% of healthcare professionals and male participants 32.5%. Ancestry differed, with 49.8% African, 29.9% Indian, 9.6% mixed race, 9.5% Caucasian and 0.9% not associating with a defined group. Single or divorced healthcare professionals made up of 52.4% of the study population, and 47.6% were married healthcare professionals.

Prevalence of adverse events and psychological distress

Sixty-nine (29.9%) participants reported being involved in three or more adverse obstetric events, with the majority of these participants being midwives. Most healthcare professionals reported being involved in events that resulted in morbidity or mortality (66.2%), and 19.0% of the health professionals reported being directly involved in adverse obstetric events, regardless of degree of harm. A total of 59.7% (95% confidence interval [CI]: 53.09–66.06) participants reported psychological distress. Ninety-three (40.3%) of respondents had an IES-R score ranging from 0 to 23, suggestive of no psychological distress, 29.4% (68) of respondents had IES-R scores ranging between 24 and 32, suggestive of PTSD as a clinical concern, 9.1% (21) of respondents had IES-R scores ranging between 33 and 36, suggestive of a probable diagnosis of PTSD and 21.2% (49) of respondents had IES-R scores ranging between 37 and 88, suggestive of extreme psychological distress.

Prevalence and correlates of support-seeking behaviour

Of the 231 healthcare professionals, 65 (28.1%) sought support following an adverse obstetric event. While there was no significant correlation between age and support seeking (p = 0.74), the majority of those who sought support were between the ages of 30 and 39 (31.3%). A greater proportion of female healthcare professionals sought support and solicited support more frequently than male healthcare professionals, albeit non-significantly (p = 0.11; p = 0.56). Although medical officers reported seeking support more frequently than their colleagues, no significant association was noted between professional qualification and the frequency of support seeking (p = 0.9). Despite several healthcare professionals reporting support to be beneficial (69.2%), there were no significant correlations with age (p = 0.79), gender (p = 0.57) or professional qualification (p = 0.47). Knowledge of organisational support protocols in response to adverse events was reported by only 31.2% of healthcare professionals.

Healthcare professionals with greater psychological distress solicited support (p = 0.001). There were no associations between frequency of support and severity of psychological distress (p = 0.18). Healthcare professionals reporting beneficial support displayed lower psychological distress (p = 0.049). Those who solicited support displayed higher levels of shame (p = 0.046). No associations were found between support frequency (p = 0.31), and effectiveness of support (p = 0.41) and severity of feelings of shame.

Discussion

Key finding

Less than one-third of healthcare professionals solicited support. Midwives made up a substantial proportion of the healthcare professionals who solicited support. Healthcare professionals between the ages of 22 and 29 were the least likely to solicit support. More female participants sought support and solicited support more frequently than their male counterparts. Medical officers tended to solicit support more frequently than the other categories of healthcare professionals. Most healthcare professionals stated that soliciting support was beneficial, with more male participants reporting beneficial effects of support than female participants. The provision of organisational support for healthcare professionals involved in adverse events was low. These organisational support protocols included debriefing, referral to a psychologist and specialised support systems. Healthcare professionals with higher psychological distress were more likely to solicit support. Beneficial support lowered psychological distress in healthcare professionals. Healthcare professionals who solicited support displayed higher degrees of shame.

Discussion of key findings

Low rate of support-seeking behaviour may be attributed to the stigma associated with mental healthcare10 and the fear that information may be utilised as evidence in any malpractice litigation.11 A substantial proportion of healthcare professionals who solicited support were midwives and may be explained as the professionals in this category were female (97.0% vs. 3.0%). Studies have found that female participants may be more likely to solicit support because of their general inclination towards psychological openness.12 This finding could also elucidate our finding of more female participants soliciting support than male participants, and why female participants solicited support more regularly than their male colleagues. Young healthcare professionals were less likely to solicit support after an adverse event. Similar results were found in another previous study on mental health-seeking behaviour which reported that senior individuals were more likely to seek help.12 In contrast, a Finnish study on general healthcare practitioners found that senior professionals develop better coping mechanisms in response to adverse events, thus making them less prone to soliciting external sources of support.13 The observation of gender disparity in our study where male participants reported beneficial support cannot be confirmed because of the non-availability of data from other studies; nonetheless, this discrepancy may be attributed to gender bias selection. Our finding of several healthcare professionals reporting soliciting support as beneficial is not novel and has been previously noted in studies that found support to be crucial in alleviating the negative impact of adverse events on healthcare professionals.14 Among the professional categories, medical officers reported soliciting support more frequently. As this study is the first study to examine healthcare professionals’ support-seeking behaviour in response to adverse obstetric events in the SA setting, our finding of the preferential support-seeking behaviour by medical officers is predictable given that competent professionals make mistakes, acknowledge them and attempt to reason the adverse event by seeking support.13

We report a lack of organisational support. Despite healthcare organisations being encouraged to provide support to healthcare professionals involved in adverse events, they remain largely limited or non-existent. This lack of support is highlighted in our study, which found that only 31.2% of healthcare professionals reported being aware of support provided by their organisations after adverse events. Only six healthcare professionals reported the provision of specialised support systems, 24 reported that their organisations made the provision of a psychologist and 28 reported that debriefing was the only support system provided by their organisation. Previous research shows similar results among healthcare professionals in Sweden2 and across primary healthcare districts and hospitals in Spain.4 It is important to note that our study was conducted prior to the Covid-19 outbreak. This global pandemic has since brought into light the mental health burden placed on its frontline healthcare workers. Notably the prevailing conditions during the pandemic have triggered the release of guidance and the development of tools vital to the psychological management of these professionals.15 In SA, the KZN Department of Health released a Covid-19 Mental Health Toolkit.16 We recommend that post-pandemic, this toolkit should be adapted and validated for management of second victims in healthcare organisations in SA. It may also be useful for organisations to introduce the use of support groups and implement support protocols that can be accessed anonymously to help eliminate stigma associated with asking for help.

Healthcare professionals who reported higher psychological distress solicited support. Consistent with these findings, previous studies found that support may mitigate the psychological distress caused by adverse events.7 Related to this finding is that psychological distress was diminished when support was perceived as beneficial. These combined findings provide circumstantial evidence that efficient support is a critical resource for all healthcare professionals. Support-seeking behaviour was also associated with increased feelings of shame for healthcare professionals which suggests that healthcare professionals may experience feelings of stigma about soliciting mental healthcare services. Other reports corroborate these findings.11

Strengths and limitations

Our study allows for generalisability of organisational support because of the use of multiple public sector hospitals at central, tertiary, regional and district levels in the province. A limitation is the small sample size with the disparities between the groups and within our sample which confound analysis.

Conclusion

To the best of our knowledge, this is the first study to examine the support offered to healthcare professionals involved in adverse obstetric events in public sector in KZN, SA. Support for healthcare professionals help alleviate second-victim responses in adverse obstetric events is necessary; however, stigma and shame emanate from soliciting support services. Considering the limited or non-existent organisational support provided by public healthcare sector in SA, we recommend the development of tools and programmes to assist second victims of adverse outcomes or at least a modification of the Covid-19 Mental Health Toolkit for broader usage. These programmes should be available to all healthcare professionals with an option to access them anonymously. In conclusion, this study albeit preliminary highlights the urgent need for support of healthcare professionals, particularly following adverse obstetric outcome.
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