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Objectives:

1.	
  To	
  review	
  the	
  concept	
  of	
  the	
  “second	
  victim.”
2.	
  To	
  discuss	
  the	
  impact	
  of	
  being	
  involved	
  in	
  an	
  adverse	
  
event/patient	
  safety	
  incident	
  on	
  the	
  healthcare	
  provider.
3.	
  To	
  assess	
  organizational	
  support	
  of	
  second	
  victims.
4.	
  To	
  examine	
  how	
  to	
  support	
  healthcare	
  second	
  victims.
5.	
  To	
  create	
  a	
  model	
  of	
  second	
  victim	
  support	
  in	
  your	
  industry.
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Who	
  is	
  the	
  second	
  victim?

Wu,  A.  (2000).  British  Medical  Journal,  320,  726-­727.
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Facing	
  Our	
  Mistakes
David	
  Hilfiker
“The	
  drastic	
  consequences	
  of	
  our	
  mistakes,	
  the	
  repeated	
  
opportunities	
  to	
  make	
  them,	
  the	
  uncertainty	
  about	
  our	
  
culpability,	
  and	
  the	
  professional	
  denial	
  that	
  mistakes	
  happen	
  
all	
  work	
  together	
  to	
  create	
  an	
  intolerable	
  dilemma for	
  the	
  
physician.We	
  see	
  the	
  horror	
  of	
  our	
  mistakes,	
  yet	
  we	
  cannot	
  
deal	
  with	
  their	
  enormous	
  emotional	
  impact.	
  Perhaps	
  the	
  only	
  
way	
  to	
  face	
  our	
  guilt	
  is	
  through	
  confession,	
  restitution,	
  and	
  
absolution.	
  Yet	
  within	
  the	
  structure	
  of	
  modern	
  medicine	
  there	
  
is	
  no	
  place	
  for	
  such	
  spiritual	
  healing.”
Hilfiker,	
  D.	
  (1984).	
  Facing	
  our	
  mistakes.	
  New	
  England	
  Journal	
  of	
  Medicine,	
  310(2),118-­‐122.

The	
  Two	
  Sets	
  of	
  Victims

“There	
  are	
  two	
  sets	
  of	
  victims	
  after	
  a	
  system	
  failure	
  or	
  
human	
  error	
  has	
  led	
  to	
  injury,	
  and	
  we	
  have	
  not	
  done	
  a	
  
good	
  job	
  of	
  helping	
  either.	
  The	
  first	
  group	
  of	
  victims	
  is	
  
patients	
  and	
  their	
  families;	
  the	
  second	
  is	
  the	
  health	
  
care	
  workers	
  involved	
  in	
  the	
  incident.”
Wears,	
  R.L.,	
  Janiak,	
  B.,	
  Moorhead,	
  J.C.,	
  Kellermann,	
  A.L.,	
  Yeh,	
  C.S.,	
  Rice,	
  M.M.,	
  Jay,	
  G.,	
  Perry,	
  S.J.,	
  &	
  Woolard,	
  R.(2000).	
  Human	
  error	
  in	
  
medicine:	
  Promise	
  and	
  pitfalls,	
  part	
  1.	
  Annals	
  of	
  Emergency	
  Medicine,	
  36(1),	
  58–60.
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Who	
  is	
  the	
  second	
  victim?

• “A	
  second	
  victim	
  is	
  a	
  health	
  care	
  provider	
  involved	
  in	
  an	
  
unanticipated	
  adverse	
  patient	
  event,	
  medical	
  error	
  and/or	
  a	
  
patient-­‐related	
  injury	
  who	
  become	
  victimized	
  in	
  the	
  sense	
  
that	
  the	
  provider	
  is	
  traumatized	
  by	
  the	
  event.	
  Frequently,	
  
second	
  victims	
  feel	
  personally	
  responsible	
  for	
  the	
  
unexpected	
  patient	
  outcomes	
  and	
  feel	
  as	
  though	
  they	
  have	
  
failed	
  their	
  patients,	
  second-­‐guessing	
  their	
  clinical	
  skills	
  and	
  
knowledge	
  base.”
• Prevalence:	
  10-­‐50%	
  over	
  entire	
  career
Scott,	
  S.D.,	
  Hirschinger,	
  L.E.,	
  Cox,	
  K.	
  R.,	
  McCoig,	
  M.,	
  Brandt,	
  J.,	
  &	
  Hall,	
  L.W.	
  (2009).	
  
The	
  natural	
  history	
  of	
  recovery	
  for	
  the	
  healthcare	
  provider	
  ''second	
  victim''	
  after	
  adverse	
  patient	
  events.	
  Quality	
  and	
  Safety	
  in	
  Health	
  Care,	
  18,	
  325-­‐330.

More victims?

•What	
  about	
  no	
  harm patient	
  safety	
  incidents	
  and near	
  
misses?

• Third	
  victim: healthcare	
  facility

• Others? other	
  patients
community
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Exercise:	
  design	
  
second	
  victim	
  program/
intervention

Considerations:
1. Legislation
2. Regulation
3. Your	
  “industry”	
  or	
  

business
4. Own	
  organization	
  

or	
  institution
5. Own	
  department	
  

or	
  division

Who	
  is	
  your second	
  victim?
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Focus:	
  emotional	
  reactions	
  to	
  adverse	
  events
Four	
  phases:
1. The	
  kick	
  – feelings	
  of	
  failure	
  (“am	
  I	
  good	
  enough?”)
2. The	
  fall	
  – sense	
  of	
  chaos	
  (“was	
  it	
  my	
  fault?”)
3. The	
  recovery	
  – reflection	
  and	
  moving	
  on	
  (“what	
  can	
  I	
  learn?”)
4. The	
  long-­‐term	
  impact	
  – impact	
  on	
  personal	
  &	
  professional	
  identities

Importance	
  of	
  learning	
  from	
  the	
  event
Little	
  formal	
  support

(2012).  Medical  Education,  46,  1179-­1188.

The  natural  history  of  recovery  for  the  healthcare  
provider  ''second  victim''  after  adverse  patient  events  
Scott,	
  S.D.,	
  Hirschinger,	
  L.E.,	
  Cox,	
  K.	
  R.,	
  McCoig,	
  M.,	
  Brandt,	
  J.,	
  &	
  Hall,	
  L.W.	
  (2009).	
  
The	
  natural	
  history	
  of	
  recovery	
  for	
  the	
  healthcare	
  provider	
  ''second	
  victim''	
  after	
  adverse	
  patient	
  events.	
  Quality	
  and	
  Safety	
  in	
  Health	
  Care,	
  18,	
  325-­‐330.

Stage	
  1:	
  Chaos	
  &	
  Accident	
  response

Stage	
  2:	
  Intrusive	
  reflections

Stage	
  3:	
  Restoring	
  personal	
  integrity

Stage	
  4:	
  Enduring	
  the	
  inquisition

Stage	
  5:	
  Obtaining	
  emotional	
  first	
  aid	
  

Stage	
  6:	
  Moving	
  on

Dropping	
  out Surviving Thriving

Haunted	
  re-­‐enactments

Seeking	
  help	
  &	
  consuming	
  
doubt

uncertainty

Seeking	
  professional	
  help

I	
  moved	
  over	
  to	
  another	
  
service.	
  I	
  think	
  a	
  fresh	
  
start	
  was	
  good	
  for	
  me.	
  
It	
  was	
  devastating	
  during	
  
that	
  period.	
  
It	
  affected	
  me	
  greatly	
  and	
  
made	
  me	
  question	
  my	
  
abilities.	
  Was	
  I	
  ready	
  to	
  be	
  
an	
  attending?	
  

I	
  figured	
  out	
  how	
  to	
  cope	
  and	
  how	
  to	
  say	
  yes,	
  I	
  made	
  a	
  mistake,	
  caused	
  a	
  bad	
  patient	
  outcome	
  but	
  I	
  haven’t	
  figured	
  
out	
  how	
  to	
  forgive	
  myself	
  or	
  to	
  forget	
  it.	
  It’s	
  impossible	
  to	
  let	
  go.	
  

I	
  was	
  questioning	
  myself	
  
over	
  & over	
  again	
  about	
  
what	
  happened	
  but	
  
then	
  I	
  thought,	
  I’ve	
  just	
  
had	
  this	
  experience	
  in	
  
my	
  life	
  where	
  I	
  had	
  to	
  
encounter	
  this	
  tragedy	
  
but	
  it	
  made	
  me	
  a	
  better	
  
person.	
  It	
  really	
  did,	
  and	
  
it	
  gave	
  me	
  more	
  insight.	
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The	
  Emotional	
  Impact	
  of	
  
Medical	
  Error	
  Involvement	
  on	
  Physicians:	
  
a	
  call	
  for	
  Leadership	
  &	
  Organisational	
  Accountability
Schwappach,	
  D.L.B.,	
  &	
  Boluarte,	
  T.A.	
  (2009).	
  The	
  emotional	
  impact	
  of	
  medical	
  error	
  involvement	
  on	
  physicians:	
  a	
  call	
  for	
  leadership	
  and	
  
organisational accountability.	
  Swiss	
  Medical	
  Weekly,	
  139, 9–15.

Waterman,	
  A.D.,	
  Garbutt,	
  J.,	
  Hazel,	
  E.,	
  Dunagan,	
  W.C.,	
  Levinson,	
  W.,	
  Fraser,	
  V.J.,	
  &	
  Gallagher,	
  T.H.	
  (2007).	
  The	
  emotional	
  impact	
  of	
  medical	
  errors	
  on	
  practicing	
  
physicians	
  in	
  the	
  United	
  States	
  and	
  Canada.	
  Joint	
  Commission	
  Journal	
  of	
  Quality	
  and	
  Patient	
  Safety,	
  33,	
  467-­‐476.
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(2010).  Quality  and  Safety  in  Healthcare,19(6),  e43.

Coping	
  with	
  medical	
  error:	
  a	
  systematic	
  review	
  
• Emotional	
  response:
• Severity	
  of	
  patient	
  outcome
• Institutional	
  handling

• Psychological	
  response:
1. Patient	
  outcome
2. Patient	
  relationship
3. Team	
  response
4. Institutional	
  handling

• Coping	
  related	
  to:	
  disclosure,	
  resolution	
  of	
  the	
  incident
• Impact:
• Positive
• Negative

• Need	
  for	
  support
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Fahrenkopf,	
  A.M.,	
  Sectish,	
  T.C.,	
  Barger,	
  L.K.,	
  Sharek,	
  P.J.,	
  Lewin,	
  D.,	
  Chiang,	
  V.M.,	
  Edwards,	
  S.,	
  Wiedermann,	
  B.L.,	
  &	
  Landrigan,	
  C.P.	
  (2008).	
  
Rates	
  of	
  medication	
  errors	
  among	
  depressed	
  and	
  burnt	
  out	
  residents;	
  prospective	
  cohort	
  study.	
  British	
  Medical	
  Journal,	
  336(7642),	
  488-­‐491.

75	
  %	
  burnt	
  out
20	
  %	
  depressed

Depressed	
  residents	
  
6X	
  medication	
  incidents

• 123	
  residents	
  in	
  3	
  pediatric	
  residency	
  	
  
programs

• 50%	
  participation	
  rate
• depression	
  (20%)	
  &	
  burnout	
  (74%)	
  
• 96%	
  depressed	
  also	
  burnt	
  out
• Half	
  of	
  the	
  depressed	
  residents	
  

unaware	
  of	
  their	
  own	
  depression
• Prescribing	
  errors:	
  total	
  rate	
  1.2%
• Error	
  rate/month:	
  

• Depressed: 1.55	
  
• Non-­‐depressed: 0.25
• Burnt	
  out: 0.45
• Non-­‐burnt	
  out: 0.53	
  

• Residents	
  who	
  were	
  depressed	
  or	
  burnt	
  
out:
• Higher	
  rates	
  of	
  self-­‐reported	
  errors
• Poorer	
  health

The Effects of the Second Victim Phenomenon on
Work-Related Outcomes: Connecting Self-Reported Caregiver

Distress to Turnover Intentions and Absenteeism
Jonathan D. Burlison, PhD,* Rebecca R. Quillivan, MS,* Susan D. Scott, PhD,†

Sherry Johnson, MSN,‡ and James M. Hoffman, PharmD*§

Objectives: Second victim experiences can affect the well-being of
healthcare providers and compromise patient safety. The purpose of
this study was to assess the relationships between self-reported sec-
ond victim–related distress to turnover intention and absenteeism. Organi-
zational support was examined concurrently because it was hypothesized
to explain the potential relationships between distress and work-related
outcomes.
Methods: A cross-sectional, self-report survey (the Second Victim Expe-
rience and Support Tool) of nurses directly involved in patient care
(N = 155) was analyzed by using hierarchical linear regression. The tool as-
sesses organizational support, distress due to patient safety event involve-
ment, and work-related outcomes.
Results: Second victim distress was significantly associated with turn-
over intentions (P < 0.001) and absenteeism (P < 0.001), while controlling
for the effects of demographic variables. Organizational support fully me-
diated the distress–turnover intentions (P < 0.05) and distress-absenteeism
(P < 0.05) relationships, which indicates that perceptions of organizational
support may explain turnover intentions and absenteeism related to the sec-
ond victim experience.
Conclusions: Involvement in patient safety events and the important
role of organizational support in limiting caregiver event–related trauma
have been acknowledged. This study is one of the first to connect second
victim distress to work-related outcomes. This study reinforces the ef-
forts health care organizations are making to develop resources to sup-
port their staff after patient safety events occur. This study broadens
the understanding of the negative effects of a second victim experience
and the need to support caregivers as they recover from adverse event
involvement.

Key Words: adverse event, patient safety, second victim, medical error

(J Patient Saf 2016;00: 00–00)

In roughly the past decade, the second victim phenomenon has
been identified by name,1 defined,2 and made measurable.3 Re-

search on how to minimize and prevent trauma from health care
worker involvement in patient safety events and medical errors
is advancing. It is now largely accepted that a second victim expe-
rience is not limited to involvement in medical errors and that

nonerror patient safety events and near-miss events can also elicit
a second victim response.4,5

Second victims report a common set of symptoms, similar to
those characterizing posttraumatic stress disorder. These symptoms
include anxiety, sleeping difficulties, guilt, anger, and shame.6–12

Second victims have reported reimagining and fixating on the
details of the patient safety event that elicited the second victim re-
sponse for years or even decades. A second victim's professional
life can also be affected by fears of litigation and punishment
(when errors are involved), reduced professional confidence, re-
duced job satisfaction, and thoughts of leaving the heath care pro-
fession altogether.6,7,10,13,14 Patient safety is also a concern because
the chance for committing medical errors has been reported as
being elevated after a second victim experience.11,15–18 Therefore,
the consequences of a second victim experience are multiple and
potentially long lasting and life changing. One factor that has
emerged in the second victim literature that can mitigate a second
victim response and aid recovery is organizational support in the
aftermath of a patient safety event.

Research has confirmed the importance of organizational sup-
port throughout post–patient safety event involvement recovery.7

Also, the significance of support (or lack thereof) is not limited
to individual clinician's but extends to the entire care teams.19

Support from organizational leadership and management in the
form of a just culture perspective throughout a patient safety
event's investigation may help minimize the shame and stigma
associated with being involved in medical errors.8,20,21 Second
victims have expressed a desire to be included in the investiga-
tion process of patient safety events, and personal involvement
in correcting systems and process failures may aid recovery.7

Peer support is also widely mentioned in second victim litera-
ture, where having a colleague to discuss the details of a safety
event in confidence consistently emerges as a desire of second
victims.2,7–9,21–28

This study examined the relationships among second victim–
related distress, intentions to turnover, and absenteeism while
considering the role of organizational support. The second victim
experience has been well characterized, yet the effects of involve-
ment in adverse safety events on one's professional life are less
studied.7,29 Evidence that second victim distress may lead to
greater desires to quit one's job or take otherwise unnecessary time
off has implications for health care workers and their organiza-
tions. Also, evidence for organizational support's role in reducing
negative work outcomes that stem from a second victim expe-
rience would add to the already valued body of information
affirming the importance of support in the second victim recovery
process. The purpose of this study was to assess the relationships
between second victim–related distress and 2 work-related out-
comes: patient safety event–related turnover intentions and absen-
teeism. Organizational support in the aftermath of patient safety
event involvement was examined concurrently and was hypothe-
sized to mediate the potential relationships between distress and
the work-related outcomes.
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and the need to support caregivers as they recover from adverse event
involvement.

Key Words: adverse event, patient safety, second victim, medical error

(J Patient Saf 2016;00: 00–00)

In roughly the past decade, the second victim phenomenon has
been identified by name,1 defined,2 and made measurable.3 Re-

search on how to minimize and prevent trauma from health care
worker involvement in patient safety events and medical errors
is advancing. It is now largely accepted that a second victim expe-
rience is not limited to involvement in medical errors and that

nonerror patient safety events and near-miss events can also elicit
a second victim response.4,5

Second victims report a common set of symptoms, similar to
those characterizing posttraumatic stress disorder. These symptoms
include anxiety, sleeping difficulties, guilt, anger, and shame.6–12

Second victims have reported reimagining and fixating on the
details of the patient safety event that elicited the second victim re-
sponse for years or even decades. A second victim's professional
life can also be affected by fears of litigation and punishment
(when errors are involved), reduced professional confidence, re-
duced job satisfaction, and thoughts of leaving the heath care pro-
fession altogether.6,7,10,13,14 Patient safety is also a concern because
the chance for committing medical errors has been reported as
being elevated after a second victim experience.11,15–18 Therefore,
the consequences of a second victim experience are multiple and
potentially long lasting and life changing. One factor that has
emerged in the second victim literature that can mitigate a second
victim response and aid recovery is organizational support in the
aftermath of a patient safety event.

Research has confirmed the importance of organizational sup-
port throughout post–patient safety event involvement recovery.7

Also, the significance of support (or lack thereof) is not limited
to individual clinician's but extends to the entire care teams.19

Support from organizational leadership and management in the
form of a just culture perspective throughout a patient safety
event's investigation may help minimize the shame and stigma
associated with being involved in medical errors.8,20,21 Second
victims have expressed a desire to be included in the investiga-
tion process of patient safety events, and personal involvement
in correcting systems and process failures may aid recovery.7

Peer support is also widely mentioned in second victim litera-
ture, where having a colleague to discuss the details of a safety
event in confidence consistently emerges as a desire of second
victims.2,7–9,21–28

This study examined the relationships among second victim–
related distress, intentions to turnover, and absenteeism while
considering the role of organizational support. The second victim
experience has been well characterized, yet the effects of involve-
ment in adverse safety events on one's professional life are less
studied.7,29 Evidence that second victim distress may lead to
greater desires to quit one's job or take otherwise unnecessary time
off has implications for health care workers and their organiza-
tions. Also, evidence for organizational support's role in reducing
negative work outcomes that stem from a second victim expe-
rience would add to the already valued body of information
affirming the importance of support in the second victim recovery
process. The purpose of this study was to assess the relationships
between second victim–related distress and 2 work-related out-
comes: patient safety event–related turnover intentions and absen-
teeism. Organizational support in the aftermath of patient safety
event involvement was examined concurrently and was hypothe-
sized to mediate the potential relationships between distress and
the work-related outcomes.
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Kimberly  Hiatt  

• 27  year  nursing  career  
at  Seattle  Children’s  
hospital
• made  a  mathematical  
error  (10  X)  ®
overdose  of  calcium  
chloride  in  a  critically  ill  
infant.
• baby  died  5  days  later
• suspended  and  later  
fired
• unable  to  get  another  
nursing  job
• committed  suicide  7  
months  after  incident  
on  April  3,  2011

More victims?
• Third	
  victim: healthcare	
  facility
• Others? other	
  patients

community
cost	
  of	
  training	
  a	
  nurse	
  (2008)	
  :
CA$	
  17,	
  552	
  – 37,	
  750
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Second	
  Victim	
  Experience
Feelings

Fear

Shame

Guilt

Stigmatized

Anger

Anxiety,	
  including	
  re:	
  future	
  error

Remorse

Sadness

Reduced	
  job	
  satisfaction

(PTSD)

Burnout

Moral	
  distress

Thoughts
Confusion

Self-­‐doubt

Second	
  guessing	
  knowledge/skills,	
  
career	
  choice

Inadequacy

Failure

Fixation

Lack	
  of	
  closure

Thoughts	
  of	
  self-­‐harm

Intentions
Plans	
  to	
  leave	
  occupation	
  (15%;	
  Scott)
Change	
  in	
  practice
Motivated	
  to	
  make	
  amends

Behaviours
Absenteesism
Leaves	
  profession/career	
  change
Increased	
  likelihood	
  of	
  subsequent	
  PSI
Defensive	
  practice
Social	
  withdrawal
Avoidance
Work-­‐home	
  interference
Maladaptive/destructive	
  	
  behaviours:	
  
alcohol,	
  drugs,	
  suicide
Seeks	
  resolution:	
  seeks	
  help,	
  reaches	
  
out	
  to	
  patients,	
  families
Transforms	
  experience	
  into	
  
learning/teaching

Shame	
  and	
  guilt

• Do	
  these	
  two	
  terms	
  refer	
  to	
  the	
  same	
  feelings/emotions?	
  
•Or	
  not?
• How	
  are	
  these	
  two	
  terms	
  related?

Tangney,	
  J.P.	
  et	
  al.	
  (1996).	
  Are	
  shame,	
  guilt	
  and	
  embarrassment	
  distinct	
  emotions?	
  Journal	
  of	
  Personality	
  and	
  Social	
  Psychology,	
  70(6),	
  1256-­‐1269.
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Facing	
  Our	
  Mistakes
David	
  Hilfiker
“The	
  drastic	
  consequences	
  of	
  our	
  mistakes,	
  the	
  repeated	
  
opportunities	
  to	
  make	
  them,	
  the	
  uncertainty	
  about	
  our	
  
culpability,	
  and	
  the	
  professional	
  denial	
  that	
  mistakes	
  happen	
  
all	
  work	
  together	
  to	
  create	
  an	
  intolerable	
  dilemma	
  for	
  the	
  
physician. We	
  see	
  the	
  horror	
  of	
  our	
  mistakes,	
  yet	
  we	
  cannot	
  
deal	
  with	
  their	
  enormous	
  emotional	
  impact.	
  Perhaps	
  the	
  only	
  
way	
  to	
  face	
  our	
  guilt	
  is	
  through	
  confession,	
  restitution,	
  and	
  
absolution.	
  Yet	
  within	
  the	
  structure	
  of	
  modern	
  medicine	
  there	
  
is	
  no	
  place	
  for	
  such	
  spiritual	
  healing.”
Hilfiker,	
  D.	
  (1984).	
  Facing	
  our	
  mistakes.	
  New	
  England	
  Journal	
  of	
  Medicine,	
  310(2),	
  118-­‐22.

Shame	
  and	
  guilt

• Do	
  these	
  two	
  terms	
  refer	
  to	
  the	
  same	
  feelings/emotions?	
  
• Or	
  not?
• How	
  are	
  these	
  two	
  terms	
  related?

• Both:
• are	
  self-­‐conscious	
  emotions
• “Heightened	
  sense	
  of	
  awareness	
  and	
  evaluation	
  of	
  the	
  self”

• involve	
  social	
  transgression

Tangney,	
  J.P.	
  et	
  al.	
  (1996).	
  Are	
  shame,	
  guilt	
  and	
  embarrassment	
  distinct	
  emotions?	
  Journal	
  of	
  Personality	
  and	
  Social	
  Psychology,	
  70(6),	
  1256-­‐1269.
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“The	
  experience	
  of	
  shame	
  is	
  directly	
  about	
  the	
  self,	
  which	
  is	
  the	
  focus	
  of	
  
evaluation.	
  In	
  guilt,	
  the	
  self	
  is	
  not	
  the	
  central	
  object	
  of	
  negative	
  
evaluation,	
  but	
  rather	
  the	
  thing	
  done	
  or	
  undone	
  is	
  the	
  focus.”
Lewis,	
  H.	
  B.	
  (1971):	
  Shame	
  and	
  Guilt	
  in	
  Neurosis,	
  p.	
  30

Shame
• “I did	
  that	
  horrible	
  thing,	
  and	
  
therefore	
  I	
  am	
  an	
  unworthy,	
  
incompetent	
  or	
  bad	
  person”
• Self	
  is	
  agent	
  AND	
  object	
  of	
  
observation	
  and	
  disapproval
• Feelings	
  of	
  worthlessness	
  and	
  
powerlessness
• Feeling	
  of	
  being	
  exposed
• Feeling	
  of	
  public	
  disapproval
• Desire	
  for	
  concealment/escape
• Focus	
  is	
  on	
  own	
  distress

Guilt

• “I	
  DID that	
  horrible	
  THING”
• Similar	
  negative	
  feelings
• Preoccupation	
  with	
  the	
  thing	
  
done/undone
• Focus	
  is	
  on	
  other-­‐oriented	
  
empathy
• Focus	
  leads	
  to	
  tension,	
  remorse,	
  
and	
  regret	
  over	
  the	
  “bad	
  thing	
  
done”

So	
  what?

• Design	
  of	
  interventions	
  may	
  need	
  to	
  be	
  aligned	
  with	
  certain	
  
emotional	
  responses
• Recognition	
  that	
  the	
  threat	
  of	
  social	
  disapproval	
  and	
  
rejection	
  is	
  extremely	
  distressing
• Motivate	
  support	
  for	
  those	
  involved	
  in	
  patient	
  safety	
  incidents
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• 90%	
  physicians	
  surveyed	
  disagreed	
  that	
  hospitals	
  and	
  healthcare	
  organizations	
  
adequately	
  support	
  them	
  in	
  coping	
  with	
  stress	
  associated	
  with	
  safety	
  incidents

• 82%	
  somewhat	
  or	
  very	
  interested	
  in	
  counseling	
  
• Barriers:	
  

•Taking	
  time	
  off	
  work
•Did	
  not	
  believe	
  counseling	
  would	
  be	
  helpful
•Confidentiality	
  concerns
•Negative	
  impact	
  on	
  record	
  of	
  employment
•Negative	
  impact	
  in	
  malpractice	
  insurance	
  costs

• 89%	
  ever	
  disclosed	
  serious	
  patient	
  safety	
  incident
• 18%	
  received	
  education	
  or	
  training
• 86%	
  somewhat	
  or	
  very	
  interested	
  in	
  receiving	
  education/training

Waterman,	
  A.D.,	
  Garbutt,	
  J.,	
  Hazel,	
  E.,	
  Dunagan,	
  W.C.,	
  Levinson,	
  W.,	
  Fraser,	
  V.J.,	
  &	
  Gallagher,	
  T.H.	
  (2007).	
  
The	
  emotional	
  impact	
  of	
  medical	
  errors	
  on	
  practicing	
  physicians	
  in	
  the	
  United	
  States	
  and	
  Canada.	
  
Joint	
  Commission	
  Journal	
  of	
  Quality	
  and	
  Patient	
  Safety,	
  33,	
  467-­‐476.
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Assessing the Perceived Level of Institutional Support
for the Second Victim After a Patient Safety Event

Leroy Joesten, MDiv, BCC,* Nancy Cipparrone, MA,Þ
Susan Okuno-Jones, DNP,* and Edwin R. DuBose, PhDÞ

Objective: The objective of this study was to establish a baseline of
perceived availability of institutional support services or interventions
and experiences following an adverse patient safety event (PSE) in a
650-bed children and adult community teaching hospital.
Methods: Investigators queried associates about their experiences after
a PSE, what institutional support services or interventions they per-
ceived to be available, and how helpful used services were. The in-
vestigators used an online modified version of a PSE survey developed
by several health related organizations in Boston.
Results: One hundred twenty evaluable surveys were analyzed. Sixty-eight
percent of respondents were nurses, 99% of whom were female. Only
10% to 30% of respondents reported that various support services or
interventions were actively offered, and 30% to 60% indicated that they
were not available. Respondents reported having experienced several
distressing symptoms after a PSE, most notably, troubling memories
(56%) and worry about lawsuits (37%). Less than 32% ‘‘agreed’’ or
‘‘strongly agreed’’ that they could report concerns without fear of re-
tribution or punitive action. More respondents experienced support
from clinical colleagues (64%) than from their manager or department
chair (38%).
Conclusions: These results validate a need by associates for emotional
support after a PSE and that associates’ perception of available formal
institutional support services or interventions is low.

Key Words: patient safety event, second victim, institutional support,
culture of safety, just culture, emotional support

(J Patient Saf 2015;11: 73Y78)

M ore than 10 years have passed since the Institute of Medi-
cine (IOM) published its report To Err is Human.1 Esti-

mating that thousands of patients die each year from preventable
causes, the IOM report launched the modern patient safety move-
ment and contributed to the establishment of National Patient
Safety Goals.2 Along with identifying specific practices to pro-
tect patients from unwarranted harm, the patient safety move-
ment argues that a transparent health-care environment meets
the expectation of patients and familiesVthe ‘‘first victims’’ of
patient safety events (PSEs) defined as ‘‘any unexpected occur-
rence that results in an actual adverse outcome that is not related
to the natural course of the patient’s illness including near misses
that have the potential for an adverse outcome.’’3 Studies indi-
cate that patients and families expect to be dealt with honestly
and that caregivers will take responsibility for breaches in ac-
cepted standards of care.4Y11 While much work has been done
to improve patient safety and institutional conditions that foster

transparency and accountability, the emotional distress of
cliniciansVthe ‘‘second victims’’ in PSEsVis now beginning
to receive attention.12

Studies and articles discuss the emotional distress that errors,
even perceived errors, inflict on caregivers involved in PSEs.13Y18

Virtually every practitioner knows the sickening realization of
making a mistake. Clinicians report feelings of anxiety, fear of
discovery, embarrassment, guilt, and shame. What should they
do, whom should they tell, and what should they say in the face
of a patient’s anger and the possibility of litigation? Addressing
the emotional distress of clinicians may help foster a transparent
culture in which clinicians more openly report PSEs and take
responsibility if there has been an error, thereby meeting the
expectations of patients and families. As a result, authors call
for formal programs to provide emotional support for clinicians
who are involved in medical errors.12,19Y23

Sadly, the kind of collegial and institutional support that is
needed for clinicians is rarely forthcoming. One authority sug-
gested that the only way to face the complex feelings that follow
a serious error is through confession, restitution, and absolu-
tion.24 However, a punitive institutional environment, the fear
of professional censure, the lack of appropriate forums for dis-
cussion, and the frequent discouragement of risk managers and
hospital lawyers often prevent confession. Even when mistakes
are discussed at morbidity and mortality conferences, the focus
is on the medical facts rather than emotional support for the
practitioner.11,21

The National Quality Forum has also called for institutions
to establish organized support structures for clinicians.25 How-
ever, little has been documented in the literature on the implemen-
tation of such support services.19,22 Our health-care institution
has a number of support services for clinicians when faced with
a PSE. They include an interdisciplinary disclosure support team
that is available for consultation should a clinician experience
an unanticipated PSE; educational events describing the prin-
ciples and practices of effective disclosure; a fulltime clinical
ethicist to help resolve dilemmas stemming from complex me-
dical situations; fulltime chaplains who provide spiritual and
emotional support to clinicians as well as patients and families.

In addition, in 2009, our health-care institution adopted a
philosophy of Just Culture defined by the Joint Commission as
a culture that holds organizations accountable for the systems
they designed and for how they respond to staff behaviors in
fair and just manner.26,27

Lucian Leape and others have applied Just Culture philo-
sophy to reporting PSEs and near misses by not assigning blame,
but by learning from the event and putting systems in place to
prevent recurrence.28 The challenge of the Just Culture model is
to hold people accountable without being unduly punitive.29 A
perceived punitive environment may inhibit clinicians from
openly reporting their mistakes, thereby thwarting their ability
to learn, improve practice, and emotionally heal.

Our institution’s Agency for Healthcare Research and Quality
(AHRQ) patient safety culture surveys for 2008, 2009, and 2010
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cussion, and the frequent discouragement of risk managers and
hospital lawyers often prevent confession. Even when mistakes
are discussed at morbidity and mortality conferences, the focus
is on the medical facts rather than emotional support for the
practitioner.11,21

The National Quality Forum has also called for institutions
to establish organized support structures for clinicians.25 How-
ever, little has been documented in the literature on the implemen-
tation of such support services.19,22 Our health-care institution
has a number of support services for clinicians when faced with
a PSE. They include an interdisciplinary disclosure support team
that is available for consultation should a clinician experience
an unanticipated PSE; educational events describing the prin-
ciples and practices of effective disclosure; a fulltime clinical
ethicist to help resolve dilemmas stemming from complex me-
dical situations; fulltime chaplains who provide spiritual and
emotional support to clinicians as well as patients and families.

In addition, in 2009, our health-care institution adopted a
philosophy of Just Culture defined by the Joint Commission as
a culture that holds organizations accountable for the systems
they designed and for how they respond to staff behaviors in
fair and just manner.26,27

Lucian Leape and others have applied Just Culture philo-
sophy to reporting PSEs and near misses by not assigning blame,
but by learning from the event and putting systems in place to
prevent recurrence.28 The challenge of the Just Culture model is
to hold people accountable without being unduly punitive.29 A
perceived punitive environment may inhibit clinicians from
openly reporting their mistakes, thereby thwarting their ability
to learn, improve practice, and emotionally heal.

Our institution’s Agency for Healthcare Research and Quality
(AHRQ) patient safety culture surveys for 2008, 2009, and 2010
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Items	
  assessing:
• Process/policies	
  for	
  reporting	
  and	
  disclosure
• Guidance	
  
• availability	
  and	
  usefulness	
  of	
  institutional	
  

support	
  services	
  for	
  providers	
  involved	
  in	
  PSI
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phenomenon can have on a care provider’s per-
sonal and professional life. Care providers can 
suff er from guilt, anger, psychological distress, 
fear, insomnia, and long -term consequences sim-
ilar to post traumatic stress disorder, which often 
results in signifi cant functional impairment.8,10,11 
Th ere can be a negative impact on their patients, 
colleagues, supervisors, managers, and organiza-
tion as well.10 Th e prevalence of the second victim 
experience is estimated to be as high as %.11 
Health-care leaders need to be aware of the high 

INTRODUCTION Medical procedures performed 
in hospitals carry the risk of side eff ects.1-4 As 
many as  in  patients is involved in an adverse 
event.3,5 However, when an adverse event occurs, 
patients and their families are not the only vic-
tims. Health care professionals involved in a se-
rious adverse event can also suff er. Th ese health 
care professionals are often referred to as “sec-
ond victims”.6-10

A systematic review by Seys et al.10 identifi ed 
the signifi cant impact that the second victim 
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ABSTRACT

INTRODUCTION After an adverse event, not only patients and family members but also health care 
professionals involved in the event become victims. More than 50% of all health care professionals suf-
fer emotionally and professionally after being involved in an adverse event. Support is needed for these 
“second victims” to prevent a further negative impact on patient care.
OBJECTIVES The aim of the study was to evaluate the prevalence and content of organizational -level 
support systems for health care professionals involved in an adverse event.
METHODS A survey was sent to 109 Belgian hospitals regarding 2 aspects: first, the availability of 
a protocol for supporting second victims; and, second, the presence of a contact person in the organiza-
tion to provide support. A total of 59 hospitals participated in the study. Hospitals were asked to submit 
their protocols for providing support to second victims. A content analysis based on an Institute for 
Healthcare Improvement’s white paper and the Scott Model was performed to evaluate the protocols.
RESULTS Thirty organizations had a systematic plan to support second victims. Twelve percent could 
not identify a contact person. The chief nursing officer was seen as one of the main contact people 
when something went wrong. In terms of the quality of the protocols, only a minority followed part of 
the international resources.
CONCLUSIONS A minority of hospitals are somewhat prepared to provide support for health care profes-
sionals. Management should take a leadership role in establishing support protocols for their health care 
professionals in the aftermath of an adverse event.
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Exercise:	
  design	
  second	
  victim	
  “program”
1. Background:
• Industry
• Organization
• Any	
  legislative/regulatory	
  concerns
• For	
  whom?

2. Needs	
  assessment:	
  
• Assess	
  organizational	
  readiness
• Use	
  of	
  standardized/previously	
  validated	
  tool
• Other	
  data	
  sources:	
  

• Direct	
  observation
• Incident	
  report(s)
• patient	
  complaints	
  
• M&M	
  rounds
• Alerts/notifications
• Published	
  literature	
  (e.g.	
  case	
  report,	
  
series,	
  etc.)

• Everyone	
  is	
  talking	
  about	
  THAT	
  case….

3. Taking	
  stock	
  of	
  available	
  
resources:	
  
• what	
  do	
  you	
  have/utilize?

4. Identify	
  barriers	
  &	
  enablers
5. Engage	
  stakeholder	
  and	
  enlist	
  

buy-­‐in	
  &	
  support
• Elevator	
  speech

6. Program	
  design	
  &	
  development
7. What	
  else	
  do	
  you	
  need/want	
  that	
  

you	
  do	
  not	
  have?	
  
Timeline	
  for	
  implementation?

8. Program	
  evaluation:	
  
• feasible?	
  effective?	
  &	
  sustainable?

Management  of  incidents  &  disclosure  
should  address

3.  emotional  needs

2.  information  needs

1.  clinical  needs      
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Impact	
  of	
  patient	
  safety	
  incidents	
  on	
  patients
providers
• Physical	
  trauma
• Emotional	
  trauma:	
  patients providers	
  and	
  families
• Sad
• Anxious	
  
• Depressed
• Traumatized
• Angry
• Guilt	
  (&/or	
  shame?)
• Fear	
  (further	
  harm;	
  retribution	
  from	
  providers patients)

• Financial	
  trauma:	
  additional	
  costs;	
  lost	
  income;	
  compensation
litigation	
  (75	
  – 99%	
  physicians	
  experience	
  at	
  least	
  one	
  lawsuit)

TRUST:	
  the	
  5	
  Rights	
  for	
  the	
  Second	
  Victim

1. Treatment	
  that	
  is	
  just:
• Avoid	
  stigmatizing

2. Respect
• Avoid	
  blaming-­‐shaming

3. Understanding	
  and	
  Compassion:
• Don’t	
  abandon	
  the	
  healthcare	
  provider

4. Supportive	
  Care:
• Access	
  to	
  appropriate	
  support	
  services

5. Transparency	
  and	
  the	
  Opportunity	
  to	
  Contribute:
• Culture	
  of	
  learning	
  

Denham,	
  C.R.	
  (2007).	
  TRUST:	
  the	
  5	
  rights	
  of	
  the	
  second	
  victim.	
  Journal	
  of	
  Patient	
  Safety,	
  3(2), 107-­‐119.
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Unmet	
  needs	
  of	
  the	
  second	
  victim

• To	
  be	
  heard	
  and	
  to	
  have	
  distress	
  acknowledged
• To	
  be	
  supported	
  by	
  colleagues,	
  organization
• To	
  make	
  sense	
  of	
  what	
  happened
• To	
  have	
  opportunities	
  to	
  transform	
  experience	
  into	
  learning

Facing	
  Our	
  Mistakes
David	
  Hilfiker
“Medical	
  school	
  was	
  also	
  a	
  very	
  competitive	
  place,	
  discouraging	
  
any	
  sharing	
  of	
  feelings.	
  The	
  favorite	
  pastime…seemed	
  to	
  be	
  
sharing…the	
  story	
  of	
  the	
  patient	
  who	
  had	
  been	
  presented	
  to	
  one’s	
  
team,	
  and	
  then	
  describing	
  in	
  detail	
  how	
  the	
  diagnosis	
  had	
  been	
  
reached…The	
  storyteller,	
  having	
  spent	
  the	
  day	
  researching	
  every	
  
detail	
  of	
  the	
  patient’s	
  disease,	
  could,	
  of	
  course,	
  dazzle	
  everyone	
  
with	
  the	
  breadth	
  and	
  depth	
  of	
  his	
  knowledge.	
  Even	
  though	
  I	
  knew	
  
what	
  was	
  going	
  on,	
  the	
  game	
  still	
  left	
  me	
  feeling	
  incompetent,	
  as	
  it	
  
must	
  have	
  many	
  of	
  my	
  colleagues.	
  I	
  never	
  knew	
  for	
  sure,	
  though,	
  
since	
  no	
  one	
  had	
  the	
  nerve	
  to	
  say	
  so…It	
  almost	
  seemed	
  that	
  one’s	
  
peers	
  were	
  the	
  worst	
  possible	
  persons	
  with	
  whom	
  to	
  share	
  those	
  
feelings.	
  
Hilfiker,	
  D.	
  (1984).	
  Facing	
  our	
  mistakes.	
  New	
  England	
  Journal	
  of	
  Medicine,	
  310(2),118-­‐122.
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The role of talking (and keeping silent) in physician coping with medical error:
A qualitative study

Natalie May *, Margaret Plews-Ogan

Department of Medicine, Division of General Medicine, Geriatrics and Palliative Care, University of Virginia Health System, Charlottesville, USA

1. Introduction

We have long known of the severe emotional toll on physicians
who have made a mistake [1–5]. More recent studies have shown
that despite increased awareness of physician distress, as a rule,
physicians must cope with error in silence, shame, and often in
isolation [6–11]. There have been calls to provide emotional
support to health care providers when they make a mistake [8,12–
14] and we are beginning to see promising institutional interven-
tions such as peer support programs and attention focused on
creating a ‘‘culture of safety’’ that would both improve safety and
help providers in the aftermath of an error or adverse event [15].

1.1. Importance of narrative

Here we conceptualize ‘‘talking about error’’ as something more
than holding a conversation about a particular event. Instead,
talking is framed as a means of constructing a narrative about a

medical error, a traumatic event in the life of a health care provider.
The importance of the opportunity to engage in this construction
cannot be understated. Pennebaker and Seagal [16], in their work
on narrative and coping with trauma, have outlined multiple
narrative purposes: to organize major life events causing distress;
to provide a sense of predictability and control; to facilitate a sense
of resolution; and to help us prepare to deal with it should it
happen again. Neimeyer [17] describes it this way:

‘‘The recounting of traumatic life narratives to others solicits
validation of one’s experience and provision of social support,
both of which can facilitate healing and growth. Indeed, a good
deal of psychological research demonstrates the importance of
confiding or ‘account making’ in integrating and transcending
difficult life experiences’’ (p. 70). This opportunity for integra-
tion and healing remains elusive to most physicians who make
a mistake [18].

In this paper we report findings from a large qualitative interview
study designed to explore what factors facilitated physicians’
successful coping in the aftermath of making a medical mistake.
Specifically, we look here at what they had to say about the role of
talking with patients, colleagues, family, and others in their
experience of coping with error.
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A R T I C L E I N F O

Article history:
Received 16 February 2012
Received in revised form 23 May 2012
Accepted 25 June 2012

Keywords:
Coping with medical error
Patient safety
Qualitative research

A B S T R A C T

Objective: The aim was to examine the role of talking (or remaining silent) in the physician’s experience of
coping with medical error.
Methods: Sixty-one physicians participated in in-depth interviews about their experience of coping with
a serious medical error. We analyzed verbatim transcripts to develop a taxonomic analysis of talking
domains to capture the physician experience of talking and coping with error.
Results: Talking (or not talking) about a medical error was an important aspect of the physicians’
experience. After an error, honest conversations with patients and families, the medical team, colleagues,
mentors, and others were critical early steps toward healing. Talking with others was important for
processing and finding meaning. Many physicians used their stories to teach and help others. Some types
of conversation were unhelpful, such as those that were cruel, insensitive, self-serving, and dishonest.
Talking with well-intentioned colleagues and family members was often unhelpful if they minimized the
error.
Conclusion: Physicians’ opportunities to talk about their experience in a meaningful way is associated
with their ability to recover after a serious medical error.
Practice implications: This work may inform institutional policies, practices, and training to help
physicians effectively prepare for and cope with medical error.
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  Patient	
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  and	
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2. Methods

2.1. Study design

This research is one slice of a larger mixed-method examination
of how people cope positively with adversity and achieve wisdom
as a result: the Wisdom in Medicine study. In this larger study, we
interviewed 61 physicians who had made a serious medical error
as well as 76 patients who were coping, or had coped, with chronic
pain. The goal of this larger study was to identify ‘‘exemplars,’’ or
individuals who despite experiencing adversity, also experienced
growth, even wisdom.

2.2. Recruitment and participants

We recruited physicians in three regions of the country
(southeast, northeast and west), saying we sought physicians
who were willing to discuss their experience of a serious medical
error (SME). Although we left the definition of SME to the
individual physician, when asked, we defined it as an event that
resulted in, or could have resulted in, disability, a longer length of
stay, or death. Although we used a mix of word-of-mouth and
advertisement (through professional organizations and risk
management groups), we found the most success recruiting
individuals who knew one or both of the investigators either
personally or by reputation. This may be because they felt more
comfortable discussing such a difficult topic with someone they
trusted. We also successfully enrolled physicians if a trusted
colleague at another institution recruited on our behalf. This study

was approved by our Social and Behavioral Sciences Institutional
Review Board (SBS# 2008-0295-00), and due to the sensitive
nature of the study, we also obtained an NIH Certificate of
Confidentiality to protect the material from legal discovery. We
mailed study participants $100 upon completion of both the
interview and the survey instruments.

2.3. Interviews

Both authors conducted a total of 61 physician interviews over
an 18-month period. The majority (41) were face-to-face inter-
views, and the remaining 20 were conducted by telephone.
Interviews lasted from 45 minutes to two hours. All interviews
were audio-taped and transcribed verbatim. We began each
interview by asking physicians to share their story of coping with a
medical error, including what helped and what hindered their
journey. We then followed an open-ended interview guide,
developed to reflect the research literature on coping with
adversity, post-traumatic growth, and wisdom.

2.4. Analysis

Using Nvivo8 software, three researchers created an initial
coding scheme to reflect our interview protocol. We coded and
extracted themes until no new themes emerged. For this article, we
created domains and a modified version of Spradley’s [19]
taxonomic analysis to make sense of physicians’ experience of
talking and coping with a medical mistake. The taxonomy in Table
1 shows these domains.

Table 1
Talking that helped or did not help physicians cope with error.

Did not help Did help

Silence Unhelpful conversations Helpful conversations

Silence Talking Talking with patients & family
From colleagues Difficult conversations Disclosure
From superiors Cruel conversations Forgiveness
Not talking Insensitive, uncaring Apology
To spouse Self-serving Explanations
To colleagues Dishonest Honesty
To family or patient Talking Conveying love for patient
Prohibited by lawyer Unhelpful conversations

with well-intentioned colleagues
Talking with residents, team

No one to talk to Talking Processing medically
With patient’s spouse Processing emotionally Teaching, prevention
Talking Talking with colleagues
With spouse Support groups
With my parents Shared experience
Talking Reassurance
With risk management Disclosure

Talking with mentor/specialist
To learn about error
What did I do wrong?
Reassurance
Talking with family, spouse
Emotional support
Physician spouses/family members could be reassuring
Talking to God, prayer
Grace
Forgiveness
Reminder of medicine as calling
Talking to the interviewer
Never talked before
Want to help others
Talking with risk management
Talking to a therapist
Non-discoverable
Writing
Felt need to tell story
Can separate narrator from writer

N. May, M. Plews-Ogan / Patient Education and Counseling 88 (2012) 449–454450
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Facing	
  Our	
  Mistakes
David	
  Hilfiker
“Because	
  doctors	
  do	
  not	
  discuss	
  their	
  mistakes,	
  I	
  do	
  not	
  know	
  
how	
  other	
  physicians	
  come	
  to	
  terms	
  with	
  theirs. But	
  I	
  suspect	
  
that	
  many	
  cannot	
  bear	
  to	
  face	
  their	
  mistakes	
  directly. We	
  
either	
  deny	
  the	
  misfortune	
  altogether	
  or	
  blame	
  the	
  patient,	
  
the	
  nurse,	
  the	
  laboratory,	
  other	
  physicians,	
  the	
  system,	
  fate—
anything	
  to	
  avoid	
  our	
  own	
  guilt.”

Hilfiker,	
  D.	
  (1984).	
  Facing	
  our	
  mistakes.	
  New	
  England	
  Journal	
  of	
  Medicine,	
  310(2),	
  118-­‐122.

okay?’’, ‘‘I believe in you’’, ‘‘I cannot imagine what that must
have been like for you. Can we talk about it?’’, ‘‘You are a
good nurse working in a very complex environment’’. Key
actions for interacting with the second victim include being
there and present for the clinician, practicing active listening
skills and allowing the second victim to share the personal
impact of his or her story. It is important to avoid
condemnation without knowing the story (Scott et al.,
2008). Good support from colleagues and a good relation-
ship with the patient in the aftermath of an error can have a
positive effect on the second victim (Sirriyeh et al., 2010). An
overview of considerations and interventional strategies to
support second victims is provided in Table 2.

3.2. Research question 2: WHICH support can be rendered at
the organizational level?

A support program is likely to be most effective if it is
part of a comprehensive process for responding to patient
safety incident. It should include plans for taking actions
not only to correct system failures and inadequacies within
the health care environment but also actions to support the
second victims on organizational level. Trainees and
faculty physicians in the study of Bell et al. (2010) reported
that around 40% of them were adequately supported at
their hospital or practice when involved in an adverse
event.

The culture of the organization plays an important
role. A culture that supports mutual criticism and
constructive feedback at the workplace reduces the
impact of the adverse event (Aasland and Forde, 2005).
An organizing principle for institutions is to configure
support to maximize timeliness and availability. But also
guarantee the confidentiality of discussions and facili-
tated access to a higher level of professional support
(Scott et al., 2010; van Pelt, 2008; Waterman et al.,
2007). So support should be provided 24 h a day and 7
days a week (Conway et al., 2010; Scott et al., 2010; van
Pelt, 2008) i.e., credible peer support and interactions
should be available immediately after an incident as a
form of emotional first aid, ideally before the clinician
leaves the clinical environment. Denham (2007) pro-
poses five rights for second victims: treatment, respect,
understanding and compassion, supportive care and

transparency and opportunity to contribute to enhan-
cing systems of care.

McDonald et al. (2010) describe seven pillars for
responding to patient safety incidents. One of these pillars
is education and training for professionals, administrative
and supportive staff. In this pillar health care providers in a
harmful event are encouraged to actively participate in the
communication process and disclosure as a part of their
healing and learning processes. In addition, risk manage-
ment and department supervisors are trained to identify
the need for support and to refer providers to the second
patient program. This program includes peer–peer sup-
port, individual and group employee assistance and
fitness-to-work assessments as needed. The employee
assistance programs give general support and are intended
to provide non-specific support for employees who are
experiencing distress of any kind and are typically
organized by the human resource department of the
organization (Waterman et al., 2007).

Team meetings can provide positive emotional support,
such as support groups or discussions of mistakes
presented by the ones who committed the adverse event
(Fischer et al., 2006; Wu et al., 1993). Death and
complication as well as morbidity and mortality confer-
ences are valuable opportunities to review adverse events
and medical errors (Engel et al., 2006; Gallagher et al.,
2003; Hobgood et al., 2005). These types of conferences
were found to be helpful for surgical and obstetrical
resident physicians to share their experience and identify
ways to do things differently in the future. These
conferences can be structured sessions or facilitate and
encourage more informal open discussions which may
generate powerful synergy among the health care team
and can be modified to allow open discussion of the
physician’s emotional reaction to the adverse event (Engel
et al., 2006; Levinson and Dunn, 1989; Smith and Forster,
2000). Some programs include a reflective writing inter-
vention as described by Sexton et al. (2009).

A comprehensive organizational support infrastructure
is reflected in the ‘‘Scott three – tiered emotional support
system’’ (Scott et al., 2010). The first tier is immediate
‘‘emotional first aid’’ and can be seen as basic care to make
sure that the second victim is okay. This should
be organized at the local or departmental level. Sixty per

Table 2
Overview of identified considerations and interventional strategies to support second victims.

Considerations
! Time between adverse event and support is crucial with 24/7 availability (Schelbred and Nord, 2007; Scott et al., 2010)
! Structured sessions need to be provided (Engel et al., 2006)
! Highly respected physicians or physicians in a senior position should be encouraged to discuss their errors and feelings (Levinson

and Dunn, 1989)
! Programs which focus to prevent, identify and treat burnout (West et al., 2006)
! Promote empathy within the team (West et al., 2006)
Strategies
! Talk and listen to second victims (Arndt, 1994)
Organize and facilitate open discussion of the error (Engel et al., 2006; Fischer et al., 2006; Meurier et al., 1998)
! Share experiences with peers (Engel et al., 2006)
! Organize special conferences on the issue of second victims to increase awareness (Levinson and Dunn, 1989)
! Provide a professional and confidential forum to discuss their errors (Levinson and Dunn, 1989)
! Inquire about colleague coping (Wu, 2000)
! Expressive writing (Wu et al., 2008)
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A B S T R A C T

Background: One out of seven patients is involved in an adverse event. The first priority
after such an event is the patient and their family (first victim). However the involved
health care professionals can also become victims in the sense that they are traumatized
after the event (second victim). They can experience significant personal and professional
distress. Second victims use different coping strategies in the aftermath of an adverse
event, which can have a significant impact on clinicians, colleagues, and subsequent the
patients. It is estimated that nearly half of health care providers experience the impact as a
second victim at least once in their career. Because of this broad impact it is important to
offer support.
Objective: The focus of this review is to identify supportive interventional strategies for
second victims.
Study design: An extensive search was conducted in the electronic databases Medline,
Embase and Cinahl. We searched from the start data of each database until September
2010.
Results: A total of 21 research articles and 10 non-research articles were identified in this
literature review. There are numerous supportive actions for second victims described in
the literature. Strategies included support organized at the individual, organizational,
national or international level. A common intervention identified support for the health
care provider to be rendered immediately. Strategies on organizational level can be
separated into programs specifically aimed at second victims and more comprehensive
programs that include support for all individuals involved in the adverse event including
the patient, their family, the health care providers, and the organization.
Conclusion: Second victim support is needed to care for health care workers and to
improve quality of care. Support can be provided at the individual and organizational level.
Programs need to include support provided immediately post adverse event as well as on
middle long and long term basis.

! 2012 Elsevier Ltd. All rights reserved.

G Model

NS-2051; No. of Pages 10

Please cite this article in press as: Seys, D., et al., Supporting involved health care professionals (second victims) following
an adverse health event: A literature review. Int. J. Nurs. Stud. (2012), http://dx.doi.org/10.1016/j.ijnurstu.2012.07.006

Contents lists available at SciVerse ScienceDirect

International Journal of Nursing Studies

journal homepage: www.elsevier.com/ijns

0020-7489/$ – see front matter ! 2012 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.ijnurstu.2012.07.006

(2013).	
  International	
  Journal	
  of	
  Nursing	
  Studies,	
  50(5),	
  678-­‐687.



6/15/17

21

Photo	
  courtesy	
  of	
  the	
  Canadian	
  Medical	
  Protective	
  Association

Education  &  Training:
How  to  support  learners,  colleagues  &  other  providers?

Training	
  and	
  Education
• Develop	
  programs	
  in	
  communication with	
  patients	
  and	
  families
• Train doctors	
  and	
  nurses	
  in	
  dealing	
  with	
  their	
  own	
  feelings.
• Educate board	
  and	
  senior	
  staff	
  to	
  their	
  responsibilities.
• Provide	
  training	
  as	
  part	
  of	
  orientation	
  and	
  annually for	
  all	
  caregivers
• Develop	
  a	
  broad	
  array	
  of	
  interactive training	
  methods.
• Provide	
  “just-­‐in-­‐time” training	
  methods.
• Provide	
  expert	
  assistance for	
  caregivers	
  to	
  call	
  after	
  a	
  serious	
  
incident.
• Establish	
  a	
  cadre	
  of	
  crisis	
  communicators.
When	
  Things	
  Go	
  Wrong:	
  responding	
  to	
  adverse	
  events:	
  a	
  consensus	
  statement	
  of	
  the	
  Harvard	
  Hospitals.	
  Boston:	
  Massachusetts	
  Coalition	
  for	
  

the	
  Prevention	
  of	
  Medical	
  Errors,	
  2006.
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Burnout is plaguing the culture 
of medicine.1–3 Characterized by 
emotional exhaustion, depersonalization, 
and a decreased sense of personal 
accomplishment, burnout negatively 
impacts patient care. Studies indicate 
that as many as one in three physicians 
experience burnout during the course 
of their career.4,5 The literature links 
burnout to several primary causes 
including long work hours, increasingly 
burdensome documentation, and 
resource constraints.6,7 Beyond these, an 
additional risk factor for emotional stress, 
isolation, and burnout is involvement 
in an adverse event, especially one that 
involves a medical error.8–10

Involvement in an adverse event, 
especially due to a medical error, can 
be devastating for physicians. Not only 
is the culture of medicine one of high 

standards and perfectionism, it is also one 
in which emotional reactions to adverse 
events are generally not acknowledged or 
openly discussed. This environment leaves 
physicians highly vulnerable. Common 
reactions of physicians involved in adverse 
events include sadness, shame, fear, and 
isolation.9,10 Left unaddressed, these 
emotional reactions can be devastating—
potentially leading to depression, anxiety, 
burnout, and even suicide.1 Such fallout 
may negatively impact clinicians, teams, 
institutions, and, consequently, the quality 
of patient care.11,12

Another significant emotional stressor 
for clinicians is malpractice litigation. 
One well-known study estimated that 
by the age of 65, 99% of physicians in 
high-risk specialties (neurosurgery, 
thoracic–cardiovascular surgery, general 
surgery, orthopedic surgery, and plastic 
surgery) and 75% of physicians in low-risk 
specialties (dermatology, family general 
practice, pediatrics, and psychiatry) had 
faced a malpractice claim.13 The impact 
of malpractice litigation on physicians’ 
personal and professional lives has been 
well researched, with the research showing 
consequences that include emotional 
trauma, job strain, shame or doubt, 
difficulty coping, increased likelihood of 
stopping practice, practicing defensive 
medicine, and leaving a chosen specialty.14–18

Given all of these factors, it is therefore 
imperative that we devote resources to 

programs that support physician well-
being and resilience. Doing so after 
adverse and other emotionally stressful 
events, such as the death of a colleague 
or caring for victims of a mass trauma, 
is crucial as we are often at our most 
vulnerable during such times.

Peer Support Program at Brigham 
and Women’s Hospital

Peer support program development

The Center for Professionalism and Peer 
Support (CPPS) at Brigham and Women’s 
Hospital (BWH) was founded in 2008. 
One of us (J.S.), as the CPPS’s founding 
director, worked with colleagues to 
develop the CPPS’s mission: to encourage 
a culture that values and promotes 
mutual respect, trust, and teamwork at 
BWH. This mission is enacted through 
multiple programmatic initiatives, one 
of which is a peer support program for 
clinicians. Below we describe the origin, 
structure, and basic workings of the peer 
support program.

A foundational component of the 
BWH peer support program is our 
commitment to having trained clinician 
peers (peer supporters) offer support 
to their colleagues (peers); in our 
experience, clinicians rarely access 
available support from mental health 
providers after adverse and other 
emotionally stressful events. The initial 
concept for a peer support program at 

Abstract
Burnout is plaguing the culture of 
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stating simply that they are reaching out 
as a peer supporter and asking the peer 
to call or page them when they have a 
moment. No additional information is 
included in this e-mail. The outreach 
call, which is generally scheduled via 
e-mail, provides an opportunity for 
the peer supporter to establish context, 
normalize the outreach, and signal to 
the peer that peer support outreach is 
routine. If the peer accepts the invitation 
for support, the peer and the supporter 
agree on a mutually convenient time for 
a conversation, whether in person or by 
phone. The peer support conversation 
has various components beginning with 
the peer supporter inviting the peer to 
talk openly about their feelings. The 
peer supporter’s role at this stage is to 
engage in reflective listening. The peer 
supporter will actively reflect with the 
peer, honoring the emotions that have 
been identified with validation and a 
sense of normalcy while also helping 
to reframe the event, putting it into a 

broader perspective. Often this reframing 
involves helping the peer make sense of the 
event, reminding them of the important 
work they do, and, if appropriate, 
reminding them of the possibility of 
looking at personal and systems learning 
to prevent colleagues from making similar 
errors in the future. A discussion of coping 
strategies is also important; this involves 
the peer supporter eliciting the peer’s 
personal coping strategies, discussing their 
available support systems, and stressing the 
importance of self-care and mindfulness.

Before completing the conversation, 
the peer supporter will discuss available 
resources. These should be offered to all 
peers, even those who seem to be coping 
well. The peer is provided with contact 
information for other organizational 
resources such as mental health, risk 
management, and EAP professionals. It 
is important that the peer knows that the 
institution does not want anyone to feel 
isolated or alone.

The peer support conversation is usually 
a one-time intervention with a phone 
or e-mail follow-up approximately one 
week later. The peer is encouraged to 
contact the peer supporter if there are 
any ongoing issues; in such cases the 
peer supporter will facilitate a referral 
to an appropriate resource such as our 
peer support psychiatrist or an EAP 
professional.

During the conversation, peer supporters 
are careful to avoid getting drawn into  
judging the facts or details of the case.  
Many of us as clinicians are accustomed to 
playing this kind of role with colleagues—
consulting and giving advice—but the  
peer support conversation is not a root 
cause analysis or legal discussion. In 
addition to empathic listening, the  
peer supporter may share their own 
experience. How much personal infor-
mation to share will likely vary depending 
on the situation; as a rule the peer supporter 
should share enough to express true 

Table 1
Important Components of the Peer Support Conversation

Component of peer support 
conversation Sample language

Before the peer has agreed to the 
support conversation
  Outreach call (normalize the outreach and 

explain the program)
“We reach out to any clinician involved in an adverse or other emotionally stressful event, only 
because it can often be really stressful.… Every clinician I know has been in this position at some 
point in their career, and I have too…. We’ve found that most of us appreciate talking to a peer 
because it’s hard for other people to know how this feels.”

Once the peer has agreed to the 
support conversation
  Invitation/opening (provide an opportunity 

for the peer to talk openly about the event)
“Can you tell me about what happened?”

  Listening “How are you doing?”

  Reflecting (honor, validate, and normalize 
the peer’s emotions)

“These events can be really traumatic. As you know, as with most traumatic events, the difficult feelings 
usually slowly lessen over time.… The fact that you are upset shows that you are a caring, committed 
physician.… Everyone reacts differently to these events, so I am in no way saying that I know exactly 
what you are going through. But we do know that most of us have some common reactions.”

  Reframing (put the event in perspective) “I’m going to tell you some things that you already know on an intellectual level, because 
sometimes it’s important to hear them from a peer: Humans make errors at predictable rates; it’s 
our job as an institution to create systems that prevent errors from reaching the patient.… You are 
not a bad physician; you have done so much good for people. You are not your error.”

  Sense-making (encourage the peer to use 
the event to make positive quality and safety 
changes, both personal and systems)

“If you can work with your program on looking at systems issues and also teach people about 
what you’ve learned, then you can help prevent your colleagues from making a similar error in the 
future, which is bound to happen if these issues aren’t addressed.”

  Coping (elicit the peer’s personal coping 
strategies, discuss his or her support system, 
and stress the importance of self-care and 
mindfulness)

“It’s so important to do what you can to take care of yourself at stressful times like this.… What 
have you done in the past that has helped you through difficult times?”

  Closing “I really appreciate your willingness to share your thoughts with me.… Remember how much good 
you have done.… This happened because you are human, not because you are a bad clinician.”

  Resources/referrals (offer to all peers at the 
end of the conversation)

“As I mentioned, you will likely slowly start to feel better. But if you find that this gets under your 
skin in some way that is impairing your coping, please let us know.… We don’t want you to suffer. 
You are not alone.… If you have any questions or concerns, let me know, and I’ll make sure you 
get help from whomever you need.”



6/15/17

23

238 May 2010      Volume 36 Number 5

The Joint Commission Journal on Quality and Patient Safety

Deploying A Second Victim RRS at MUHC 
After almost three years of research, planning, design, testing,
and specialized training, our 51-member second victim RRS,
which serves all six MUHC facilities, was deployed on March
31, 2009. The interprofessional forYOU Team consists of physi-
cians, nurses, social workers, respiratory therapists, and other
allied health team members. The guiding principle of the
forYOU Team is the understanding that, although each event is
a unique experience with each clinician requiring individual-
ized types and intensity of confidential support, team members
are expected to use the three-tiered model to facilitate the sec-
ond victim’s transition through the six stages of emotional
recovery.10

TEAM TRAINING OF “CLINICIAN LIFEGUARDS”
Initial team training consisted of more than 18 hours of

didactics, small-group work, and simulation. Topics included
an overview of the second victim literature, our research find-
ings, high-risk clinical events associated with second victim
responses, the six-stage second victim recovery trajectory, eight
themes articulated in the ideal support network, our three-
tiered interventional support model, key words/key actions at
key times, active listening skills, one-on-one confidential crisis
intervention using critical incident stress management tech-
niques, support roles during team debriefings, and referral pro-
cedures for individuals requiring Tier 3 support.

These 51 team members now provide a comprehensive net-

work of clinician lifeguards strategically embedded on various
shifts within high-risk clinical areas and groups, such as operat-
ing rooms, ICUs, pediatrics, emergency department/trauma,
code blue team, and house managers. 

ADMINISTRATIVE FRAMEWORK

An administrative framework is critical to ensure program
oversight and ultimate success. One individual [S.D.S.] is
accountable for coordinating the forYOU team efforts across
our health care system. Within each facility, one individual
team leader is accountable for coordinating all program compo-
nents to mentor peer support team members within his or her
respective institution. At any one time, one of these team lead-
ers is on call by pager 24/7 to ensure support for the 51 forYOU
Team members and for any other clinician requesting assis-
tance. 

The forYOU Team members meet monthly for case reflec-
tion and ongoing mentoring. Either during team meetings or as
part of other safety-related meetings, clinical, administrative, or
forYOU Team members share success stories regarding local
support and nurturing of second victims in a de-identified and
confidential manner. It is now common for facility leads to
field questions from department/unit supervisors who have
been providing basic emotional first aid and supportive inter-
ventions at the local level and who are seeking reassurance and
mentoring regarding specific cases. 

Scott Three-Tiered Interventional Model of Second Victim Support

Figure 4. The Scott Three-Tiered Interventional Model of support consists of three tiers, with the nature of support escalating from Tier 1 through Tier 3. 
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Professional	
  counseling	
  services:
10%

“First-­‐responder”:
60%

Guidance	
  &	
  nurturing
of	
  identified	
  2nd victims:
30%

Exercise:	
  design	
  second	
  victim	
  “program”
1. Background:
• Industry
• Organization
• Any	
  legislative/regulatory	
  concerns
• For	
  whom?

2. Needs	
  assessment:	
  
• Assess	
  organizational	
  readiness
• Use	
  of	
  standardized/previously	
  validated	
  tool
• Other	
  data	
  sources:	
  

• Direct	
  observation
• Incident	
  report(s)
• patient	
  complaints	
  
• M&M	
  rounds
• Alerts/notifications
• Published	
  literature	
  (e.g.	
  case	
  report,	
  
series,	
  etc.)

• Everyone	
  is	
  talking	
  about	
  THAT	
  case….

3. Taking	
  stock	
  of	
  available	
  
resources:	
  
• what	
  do	
  you	
  have/utilize?

4. Identify	
  barriers	
  &	
  enablers
5. Engage	
  stakeholder	
  and	
  enlist	
  

buy-­‐in	
  &	
  support
• Elevator	
  speech

6. Program	
  design	
  &	
  development
7. What	
  else	
  do	
  you	
  need/want	
  that	
  

you	
  do	
  not	
  have?	
  
Timeline	
  for	
  implementation?

8. Program	
  evaluation:	
  
• feasible?	
  effective?	
  &	
  sustainable?
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