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SUPPORTING THE SECOND VICTIM 

Abstract 

Purpose: The purpose of this study was to examine “Second victim” phenomenon.  Second victim 
phenomenon relates to healthcare providers’ response to an unanticipated adverse patient event, a medical 

error, or a patient related injury.  The provider becomes a victim in the sense that the provider is 

traumatized by the event. The clinical question is: What physical and psychological effects do adverse 

event/medical errors have on second victims?   
 

Methods:  A quantitative descriptive survey was completed online with a convenience sample (n=1352) 

of licensed registered nurses who have or are now providing direct patient care in the state of Florida.  
The Second Victim Experience and Support Survey (SVEST) was used to assess the quality of the 

support received and the desirability of other support options. This survey was emailed to all current 

licensed nurses over a 3-month period in 2017 using the Florida Board of Nursing database. 
 

Result:  Those respondents (n =1352) of who answered “Yes” to having been directly or indirectly 

involved in an adverse patient safety event or near-miss comprised of 96 LPNs, 189 ARNPs, and 1,067 

RNs. This quantitative descriptive survey demonstrated a positive correlation between awareness, 
education, and the opportunity to implement or improve programs that offer desired and effective 

assistance to second victims. 

 
Discussion:  To better serve the patient population and contribute to creating a safety culture, nurses must 

feel protected, supported, and trusted. As this project has illustrated, educating on the second victim 

phenomenon provides a greater opportunity to support second victims in the moments immediately 
following an event. 

 

Conclusions: The SVEST can be used by health care organizations to evaluate second victim 

experiences of their staff and the quality of existing support resources. Systematically addressing the 
psychological distress of second victimization and essentially caring for the caregiver, will produce a 

culture that is both safe and supportive. 

and effective assistance to second victims. 

 

Keywords: medical errors, second victim, second victim experience, second victims of 

healthcare, second victim rights, and support for second victims 
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         Patient safety is a priority of healthcare workers in all patient care settings. Preventing, 

reducing, and reporting medical errors is an ongoing goal to eliminate adverse effects, including 

death, from preventable healthcare mistakes. Such errors and their consequences were 

highlighted in the 1990s when the Institute of Medicine (IOM) published and released their 

report “To Err is Human: Building a Safer Health System”. Since that time several measures 

have been implemented to prevent patient safety events in the healthcare setting. However, the 

experience of the healthcare provider committing the medical error, is not widely considered or 

discussed. Causing unanticipated harm to a patient can be deleterious to the caregiver’s 

emotional well-being as well as their reputation. Of course, the first victim, being the patient and 

family, are to be supported and cared for immediately following a medical error. Nonetheless, 

after stabilizing the primary patient, comfort and assistance should promptly be provided to the 

second victim of the error.  

This quality improvement project will seek to answer: how an organization can support 

second victims; creating a just and transparent culture? The long-term goal is to improve current 

practice through awareness and education. The aims of this project were to: 

1. Prospectively assess how direct-care registered nurses (RNs) cope with the consequences  

        of committing medical errors. 

2. Asses how the nurses view the quality of the support they receive from their leaders and  

peers at the institution where they are employed. 

3. Educate healthcare professionals on “second victim” phenomenon.  

4. Offer solutions on how organizations can support second victims during a crisis. 

 

https://en.wikipedia.org/wiki/To_Err_is_Human
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Background and significance 

 Most healthcare providers will be involved in an adverse event at some point during their 

career. These events may be harmful to patients or may not reach the patient in what is called a 

near-miss event. Studies suggest that caregivers who are part of a patient safety event, suffer 

professional as well as emotional and personal problems (Quillivan, Burlison, Browne, Scott, & 

Hoffman, 2016). These caregivers were first described by Albert Wu as being what he termed 

“second victims” (Wu, 2000). Scott et al. (2009) defined second victims as “healthcare providers 

who are involved in an unanticipated adverse patient event, in a medical error and/or a patient 

related injury and become victimized in the sense that the provider is traumatized by the event” 

(Scott, Hirschinger, Cox, McCoig, Brandt, Hall, 2009, p. 326). 

Undoubtedly, safe delivery of healthcare saves lives. Advanced technology, systems and 

process improvements have been instrumental in providing safer care for patients in various 

healthcare settings. Although healthcare continues to be taken to task to ensure the safety of 

patients, more than two decades after IOM released their report, there is much work still to be 

done. Joint Commission on Accreditation of Healthcare Organizations (JCAHO) acknowledges 

that terminating or failing to support second victims during an adverse event erodes the 

credibility of leadership and contradict the safety culture of an organization (Sentinel Event 

Alert, 2009). National Quality Forum (NQF) recognizes there could be considerable harm to 

caregivers involved in near-miss or sentinel events. However, such harm could be significantly 

prevented through timely, systematic, and immediate support of healthcare leaders (National 

Quality Forum, 2010). Additionally, Joint Commission requires a safety culture which includes 

an environment of trust and fairness where near-miss and safety event reporting is encouraged. 
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They suggest, actions that lead to a safety culture include timely, supportive, just, and 

compassionate support for second victims (Sentinel Event Alert, 2009). 

Literature review 

 A quality improvement initiative seeks to analyze customary practices, educate, and 

improve current performance. Thus, this quality improvement project focuses on three 

compelling aspects of second victimization. This literature review is arranged in accordance with 

a quality improvement framework that seeks to eliminate medical errors. Therefore, the 

organization of the literature review is systematized as follows: 1) defining second victim, 2) 

response of second victims after adverse events, and 3) second victim support. Arranging the 

review of the literature in this manner, creates a fluid read and will provide for a seamless 

transition to the intervention and implementation process.  

Search strategy 

The databases used to search for the literature utilized in this review were Cumulative 

Index to Nursing and Allied Health Literature plus with full text (CINAHL), PubMed, Medline, 

National Center for Biotechnology Information (NCBI), Agency for Healthcare Research and 

Quality (AHRQ) Evidence Reports, and Google Scholar. The key words searched were second 

victim, second victims of healthcare, support for second victims, second victim experience, and 

second victim rights. The literature search was limited to studies done in the last five years, full 

text articles, and English publications. The type of studies and publications included in the 

literature review are systematic review or meta-analysis, clinical practice guidelines, peer-

reviewed articles, and critically appraised research studies.  

Defining second victim 
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Dr. Albert W. Wu, an internist and professor with Johns Hopkins Bloomberg School of 

Public Health, first coined the term “second victim” in 2000 in his published work Medical 

error: the second victim. Dr. Wu originally used this term to specifically describe physicians 

who made a medical mistake. With the obvious first victim of an adverse event being the patient, 

Dr. Wu believed doctors agonized over these disasters and manifested various stressful 

symptoms, leading him to call them the second victim. Scott et al. (2009) elaborated on the 

definition of second victim; any healthcare professional who suffers distress after being involved 

in a medical error that causes patient harm or injury, is a second victim. Though second victim 

has only been discussed here in relation to medical errors, Burlison, et al. (2014) discussed the 

second victim experience to include any unanticipated event that adversely affects the patient 

even if it is not due to an error. Scott et al. (2009) further described the physical as well as 

psychosocial responses of second victims which will be discussed in detail next in this review.  

Response of second victims 

Healthcare providers, naturally, are concerned about the health of the patients under their 

care. Therefore, it is understandable that they suffer utter devastation when a medical error 

occurs at their hands and causes harm or potential injury to the patient. Second victim emotions, 

immediately following an event, can vary. Second victims may be affected emotionally, 

behaviorally, or cognitively. How one is affected can cause them to respond physically and 

psychologically including isolation, insomnia, nausea, vomiting, self-doubt, and even eating 

disorders (University of Missouri, 2017). The ramifications of the second victim experience are 

not just isolated to the professional arena, feelings of guilt and inadequacy are far reaching into 

one’s personal life (Sirriyeh, Lawton, Gardner, & Armitage, 2010). According to Rassin, Kanti, 

and Silner (2005), second victims may even have an experience that resembles post-traumatic 
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stress disorder (PTSD). Studies suggest this phenomenon occurs not only in the United States but 

all over the world. Clinicians have reported similar experiences and symptoms in United 

Kingdom, Germany, Australia, and Israel (Seys, et al., 2013a). In a systematic review by Seys et 

al., sixty percent of the residents who experienced an error were also positive for depression 

(2013b). Furthermore, Seys et al. (2013a) noted, second victims’ feelings of worthlessness, 

shame, and fear, significantly impact future care provided to subsequent patients, increasing the 

chance of additional errors. 

Further investigations completed at University of Missouri Health Care, revealed the 

prevalence of suffering that staff members experienced professionally after adverse events 

(Scott, 2011). Of 1,160 healthcare workers surveyed, 175 of them admitted to experiencing 

doubt in their work skills as well as the mental and psychological symptoms mentioned 

previously. Unfortunately, it was also disclosed that more than half of these providers received 

no support from their institution (Scott, 2011).  

Second victim support 

As stated previously, the second victim experience is unique to each clinician; this is also 

true for second victims of the same event. Nonetheless, in 2009, Scott et al., identified a typical 

and predictable trajectory of recovery for second victims. Using the interviews of 31 second 

victims, Scott et al., came to a consensus to develop the six stages of recovery. This and similar 

studies are instrumental in discovering how to assess and support providers after an event. 

Affecting change in policies, including revising sentinel event reporting to include second victim 

assessments, is hopeful in assisting second victims (Wu, Steckelberg, 2012).  

Denham (2007) believed, the moment an adverse event occurred, the second victim 

should also become the patient of the facility but more often than not, they were neglected. To 
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develop what is now referred to as Denham’s five rights of a second victim, Denham interviewed 

nationally recognized patient safety experts, including the president and CEO of the Institute for 

Healthcare Improvement (IHI), Dr. Donald Berwick, MD. As a result of these cross-sectional 

interviews, Denham concluded that clinicians involved in adverse events deserved to have rights 

that typically are denied them (2007). Using the acronym TRUST, Denham described the five 

rights of the second victim as follows: Treatment that is just, Respect, Understanding and 

compassion, Supportive care, and Transparency and the opportunity to contribute (Denham, 

2007). 

Conceptual Framework 

  The intervention for this project focused on quality improvement through education. To 

guide this research and intervention, the conceptual framework used was James Reason’s 

Accident Causation Model also referred to as the Swiss Cheese Model of accident causation or 

the Swiss Cheese Model of errors. Reason developed the Swiss Cheese Model to analyze risks 

and errors in complex fields such as healthcare. Reason theorized that errors were not a result of 

individualized isolated mistakes, but rather, are caused by a flawed system with multiple level 

failures (AHRQ, 2015). The Swiss Cheese Model correlates the complex inner workings of the 

healthcare system with slices of swiss cheese stacked on top of each other. Each slice of cheese 

is a barrier that prevents a medical error from occurring. However, each slice also has holes that 

represent active flaws or a single point of weakness in the layer. Ideally, the holes in each layer 

will never line up; where one layer of defense is weak, the layer to follow will hold up to prevent 

accidents from occurring (Figure 1). Nonetheless, Reason proposes that when a medical error 

occurs, the defects of each layer, essentially the entire system, are aligned in a manner such that 

each barrier is breached (Figure 2) and the environment is suited for hazards to become errors in 
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what he phrased the “trajectory of accident opportunity” (Reason, 1998, p. 296). Reason believed 

these errors needed to be analyzed from a systems approach as there was nothing that could be 

gained or no improvements that could be implemented by expecting imperfect humans to 

perform perfect actions without error. Additionally, he concluded that a punitive culture would 

not improve patient safety (Reason, 2000). 

  

Figure 1: Successful Swiss cheese Model (Reason, 1998). 

Applying the Swiss Cheese Model, this project addressed two distinct system failures that 

leave second victims vulnerable; the first, being awareness and the second, access to support 

resources. Assuming the order of the Swiss Cheese Model layers are as follows: education, 

communication, support, and transparency (Figure 3), strengthening the first defense layer fills 

the knowledge gap to open the lines of communication which will then lead to second victim 

support and eventually transparency of a just rather than punitive culture. The first portion of the 

survey provided the initial awareness and education on the definition of second victim. Next, the 

seven psychometric items and two work-related outcome questions appraised responses that 

elicit communication regarding the second victim experience. Lastly, the items aimed at 
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measuring the desirability of support options, direct the organization’s support efforts. The Swiss 

cheese model connects all important aspects of this project and effectively reinforce its 

intervention. 

 

Figure 2: Breached Swiss cheese Model (Reason, 1998) 
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Figure 3: Successful prevention of adverse events (Reason, 1998) 

Methodology 

 This was an educational and quality improvement project that first sought to define 

“second victim” by conducting search queries, as previously mentioned, using databases such as 

CINAHL. Next, relevant research and peer-reviewed articles were analyzed to assess and 

understand the suffering of second victims. In the final step of this project, with the permission 

of Wolters Kluwer Health, Inc.., the SVEST survey was administered, to licensed nurses who 

have or are now providing direct patient care in the state of Florida. The SVEST survey consists 

of 25 items that represent seven dimensions of second victim experience using a psychometric 

evaluation as well as two outcome variables to assess the quality of the support received, if any, 

and the desirability of other support options. This survey was used to garner first-hand accounts 

of the distress that occurs after an adverse event, the perception of any offered support, and to 
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derive techniques and interventions an organization can implement to assist second victims. The 

responses to this survey were rated using the Likert Scale and scored from 1 to 5. The scores 

demonstrated the extent to which second victim phenomenon negatively affected individuals and 

the most desired resources an organization could use to support these individuals.  

Setting and Subjects   

A convenience sample of approximately 250,000 nurses were recruited to participate in 

this study via emails obtained from the Florida Board of Nursing (FLBON) database. The 

subjects included all races, ethnicity, creed, gender, marital status, and socioeconomic 

background. All subjects were required to be able to read, write, understand, and speak English 

and possess computer literacy skills. Participants also had to be nurses living in the state of 

Florida with an active nursing license (accessed through the FLBON database). Nurses who 

responded that they had not been directly or indirectly involved in an adverse patient safety event 

or near-miss, were eliminated. The desired age range of subjects was 22 years of age or older. A 

participation rate of 2%, of those recruited, was expected. 

The intervention and/or data collection  

The data was collected using electronic surveys created and distributed via Qualtrics. 

Over the course of four months, the SVEST survey was distributed to all RNs, LPNs, and 

ARNPs in the state of Florida, with an active nursing license and a valid email in the Florida 

Board of Nursing database. The results of the survey were completely anonymous and could not 

be linked to the participant, the participant’s place of employment, or specifically to the 

participant’s experience. Responses from subjects that had no indirect or direct experience with 

adverse events, were discarded. Additionally, incomplete survey responses were eliminated as 

were responses from duplicate Internet Protocol (IP) addresses.  
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Using whole numbers and the Likert scale, overall results were displayed in percentages 

to better establish how support for second victims should be allocated. The interventions 

(pamphlets) were presented to organizational leaders and team members and included the results 

of the surveys. The pamphlets display educational information regarding what a “second victim” 

is, the emotional suffering second victims experience, as well as Denham’s 5 rights of second 

victims. Also, statistics and suggestions from Institute for Safe Medication Practices (ISMP) and 

Medically Induced Trauma Support Services (MITSS) are included. The goal for this 

intervention is to educate the staff and management of healthcare facilities and to encourage 

them to provide support for their staff in the event they are involved in an adverse event. 

Hopefully, through education and detailed suggestions on how to provide effective healing and 

coping mechanisms, the organization will implement a second victim survival group and/or an 

emergency second victim response team. 

Method of evaluation 

The data for this project was collected one time only through an anonymous online survey 

(See Appendix A-E). Data from Qualtrics was transferred to Statistical Package for the Social 

Sciences (SPSS) software where the data was analyzed. Descriptive statistics of the quantitative 

data was appropriate to analyze the participants’ experience and perceptions of second victim 

phenomenon and their facility’s support practices. The outcome of each item of the SVEST 

survey was scored using a 5-point Likert scale generating an ordinal variable of whole numbers 

ranging from 1 to 5 (See Appendix D). The higher scores indicated a larger number of second 

victim responses, a perception of inadequate support services within their facility, and the degree 

to which second victim experiences negatively impacted their work. For example, a 5 represents 

a support alternative that would be desired by the participant versus a 1 which would be 
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indicative of an intervention that the subject would not desire. Further, when scoring responses to 

psychological or physical distress, a 5 represents being most affected in that manner, and a 1 is 

least affected. The scores of all responses of each participant were then calculated to achieve the 

mean percentages for the descriptive data.  

Each clinical aim was measured as follows: 

Clinical Aim #1 

Aim #1 was to measure how direct-care nurses coped with the consequences of committing 

medical errors based on their responses to the SVEST survey questionnaire. The scores on the 

survey demonstrated the extent to which second victim phenomenon affected the participants 

psychologically, physically, and professionally. 

Clinical Aim #2 

Aim #2 was to assess how the nurses viewed the quality of the support they received, 

from their leaders and peers at the institution they were employed based on their responses given 

on the SVEST survey questionnaire. These scores revealed the perception the RNs had of the 

support they received from their team members, supervisors, organization, and peers.  

Clinical Aim #3 

Aim # 3 was to educate healthcare professionals on second victim phenomenon (See 

Appendices B & D). This was measured by the number of healthcare professionals who 

responded that they had learned because of this survey and the educational material included. 

The responses for this item were either yes or no. This outcome was measured using a nominal 

variable which consisted of the average of the total responses. 
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Results 

Overall, 268,181 emails were distributed in a 4-month period. Of the 268,181 emailed 

surveys, 2,375 surveys were started, and 2,167 surveys were completed. Of the 2,167 completed 

surveys, 1,599 answered “YES” to having been directly or indirectly involved in an adverse 

patient safety event or near-miss. A total of 1,352 of the respondents (96 LPNs, 189 ARNPs, and 

1,067 RNs) (Table 1), who were directly or indirectly involved in an adverse patient safety event 

or near-miss, completed the survey in its entirety (answering all questions including the 

Demographic Survey and Post-Survey).  

Demographics 

 Most participants (51.04%) were 52 or older (Table 1), Caucasian (79.6%) and female 

(91.2%), working exclusively in the acute care setting (58.1%) in suburban and urban 

communities (44.7% and 44.2%, respectively). The most reported years of experience of the 

respondents were 20+ years, representing 54.6% of the survey’s sample. Underrepresented were 

males (8.8%), nurses 18-23 years of age (0.74%), nurses practicing in rural communities 

(11.1%), nurses identifying as Native American (0.2%), and nurses practicing exclusively in an 

Urgent Care or Extended Care facilities (0.74% and 0.52%, respectively). 



16 

SUPPORTING THE SECOND VICTIM 

Demographics 

DEMOGRAPHIC VARIABLE N % 

AGE   

18-23 10 0.5 

24-28 54 3.0 

29-34 125 6.9 

35-40 131 7.2 

41-46 169 9.3 

47-52 173 9.5 

52 OR OLDER 690 37.8 

MISSING 472 25.9 

GENDER   

MALE 119 6.5 

FEMALE 1233 67.6 

MISSING 472 25.9 

YEARS OF EXPERIENCE   

<1 12 0.7 

1-5 YEARS 145 7.9 

6-10 YEARS 168 9.2 

11-15 YEARS 150 8.2 

16-20 YEARS 139 7.6 

20+ YEARS 738 40.5 

MISSING 472 25.9 

ETHNICITY   

AFRICAN 

AMERICAN/AFRICAN/BLACK/CARIBBEAN 

124 6.8 

LATINO/HISPANIC 76 4.2 

CAUCASIAN 1076 59.0 

NATIVE AMERICAN 3 0.2 

ASIAN/PACIFIC ISLANDER 32 1.8 

OTHER 41 2.2 

MISSING 472 25.9 

FACILITY LOCATION   

RURAL 150 8.2 

SUBURBAN 604 33.1 

URBAN 598 32.8 

MISSING 472 25.9 

NURSING CERTIFICATION   

LPN 96 5.3 

RN 1067 58.5 

ARNP 189 10.4 

MISSING 472 25.9 

EDUCATION   

AA/AS 353 19.4 

BS/BSN 546 29.9 

MS/MSN 370 20.3 
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PHD 25 1.4 

DNP 58 3.2 

MISSING 472 25.9 

Table 1 

 

Clinical Aim #1: Psychological, physical, and professional effects of second victims 

How nurses coped with the second victim experience psychologically, physically, and 

professionally was measured by scores on the SVEST tool. In this survey, based on participants’ 

responses, the average psychological distress score was 3.57 (SD=1.04), meaning that on 

average, respondents experienced slight psychological distress. Males reported a slightly lower 

psychological response than females with an average score of 3.26 (SD=1.17) compared to 

females who averaged 3.60 (SD=1.02).  

Some common physical reactions identified among distressed caregivers included nausea, 

sleep disturbances, and even eating disorders. However, the results of the survey did not 

demonstrate physical distress as being as pronounced as psychological distress. Statistically, 

male and female respondents did not appear to be negatively affected physically based on their 

average scores which demonstrated that they somewhat disagreed that these events played a role 

on their sleeping or eating habits. The mean physical distress for females was 2.78 (SD=1.18), 

while males had an average score of 2.32 (SD=1.20). According to the 1,352 surveyed, only 34% 

complained of sleep disturbances. However, forty percent (537 respondents) of those surveyed 

described feelings of nausea, while only 28% (371 respondents) claimed it negatively affected 

their appetite. 

Second victim-related negative work outcomes can lead to absenteeism and even career 

turnover. The majority of second victims in the SVEST stated they were not negatively affected 

after an adverse patient event or medical error where it concerned absenteeism. Overall, sixty 



18 

SUPPORTING THE SECOND VICTIM 

percent denied having to take a mental health day and 66% denied taking time off after an event. 

Similarly, career turnover intentions were not highly reported; only 31% of the participants 

expressed a desire to take a new position outside of patient care. However, when asked if the 

stress from the event made them want to quit their job, forty-nine percent of those surveyed 

responded strongly agree or somewhat agree. 

Clinical Aim #2: Quality of support from leaders and peers 

The second clinical aim looked at how the nurses viewed the quality of the support they 

received, from their leaders and peers at the institution they were employed based on their 

responses given on the SVEST survey questionnaire. These scores were also rated on a 1-5 

Likert Scale. These scores revealed the perception the RNs had of the support they received from 

their team members, supervisors, organization, and peers. 

On average, second victims held negative views of the support they received from their 

fellow colleagues. Participants mean response of 2.5 (SD=0.768) indicated they felt as though 

the support they received from their colleagues was less than favorable. However, in response to 

the statement “Discussing what happened with my colleagues provides me with a sense of 

relief”, forty-six percent of respondents somewhat agreed or strongly agreed. 

Clinical Aim #3: Education on second victim 

Aim # 3 was to evaluate the education of the participants on second victim phenomenon 

(See Appendices B & D). This was measured by the number of healthcare professionals who 

responded that they had learned because of this survey and the educational material included.  

Prior to the survey providing information on the Second Victim Phenomenon, 

participants were asked if they had ever heard the term second victim, related to healthcare or if 

they knew the meaning of second victim, as it relates to healthcare. These questions were asked 
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before the respondents saw any of the components of the SVEST and before the posted link that 

provided additional educational content on “Second victim” experience. The survey was 

designed to assess whether the survey and the information enclosed, supplied education to the 

participants. 

On average participants were not familiar with the term second victim, as it related to 

healthcare. When asked “Have you ever heard the term second victim in relation to healthcare?”, 

seventy-five of responding participants answered “NO”. When the question was asked “Do you 

know what the term second victim means as it relates to healthcare?”, over half (51%) responded 

“NO”.  

At the completion of the SVEST, respondents were asked two questions; 1. to assess their 

understanding of the second victim phenomenon and 2. to evaluate their understanding of 

appropriate interventions to support second victims. The first question asked was “Do you feel as 

though you have a better understanding of second victim as a result of the link provided?” The 

second question was “Do you feel as though you learned something new about supporting 

second victims as a result of this survey and the link provided?” By answering “YES” to these 

questions, participants comprehensively implied they were educated on “Second Victim” as a 

result of taking this survey and/or following the link provided. Ninety-four percent (94%) of the 

respondents answered “YES” to the question “Do you feel as though you have a better 

understanding of second victim as a result of the link provided?” and 92% answered “YES” to 

the question “Do you feel as though you learned something new about supporting second victims 

as a result of this survey and the link provided?”  
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Discussion 

This quantitative descriptive survey provided a deeper evaluation of the specific stressors 

affecting second victims. In addition, it supplied the participants with educational information 

and resources on second victim phenomenon. In the end, participants reported having a better 

understanding of the second victim experience and how to best get support after an adverse 

patient safety event or near miss. This demonstrated a positive correlation between awareness, 

education, and the opportunity to implement or improve programs that offer desired and effective 

assistance to second victims. 

While the literature explores the negative affects patient safety events have on patient 

outcomes, it also exposes the possible risks of revictimization when second victims are not 

properly supported through a just culture. The respondents of the survey shared these concerns 

for repeat events. More than 67% of nurses who were involved in an adverse patient safety event 

reported being fearful of future occurrences. Based on these responses, it can be concluded that 

patients and second victims could benefit from a program that provides counseling and support 

to not only work through these fears but also analyze the system failures to prevent future events. 

As the literature supported, respondents also experienced embarrassment from these 

instances; sixty-five percent of the responses identified embarrassment as a psychological 

stressor of their second victim experience. In all, four questions assessed psychological distress, 

and 63% of nurses experienced negative psychological effects. Similarly, after an event it is 

common for healthcare workers to question their professional expertise; 863 participants (64%) 

felt inadequate regarding their patient care abilities. However, responses to “My experience 

makes me wonder if I am not really a good healthcare provider”, were mixed; forty-five percent 

strongly disagreed or somewhat disagreed with this statement, while 44% strongly agreed or 
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somewhat agreed. This data identified an opportunity to extinguish self-doubt in second victims 

immediately following an event through a second victim support response team. 

The final aim of this project was to educate on the second victim experience as well as 

the best ways to support second victims after a patient safety event. When compared with the 

51% of respondents who initially answered “NO”, and 49% who answered “YES” when asked 

“Do you know what the term second victim means as it relates to healthcare?”, it can be 

concluded, that even those vaguely familiar with the term “Second Victim”, were able to gleam 

some additional knowledge from this quantitative descriptive survey tool. These results 

supported the belief that this survey would present a prime opportunity to educate on “Second 

Victim” and ways in which to support second victims. Through the use of the MITSS toolkit, 

initiation of an organizational second victim support team has the potential to educate healthcare 

workers and the public, support second victims after adverse events, and positively affect patient 

safety. 

Implications for Nursing 

Nurses are on the frontlines of preventing medical errors. To better serve the patient 

population and contribute to creating a safety culture, nurses must feel protected, supported, and 

trusted. As this project has illustrated, the second victim phenomenon is authentic and has been 

shown to affect patient safety. Systematically addressing the psychological distress of second 

victimization and essentially caring for the caregiver, will produce a culture that is both just and 

transparent. The benefits will extend beyond the second victims and provide an umbrella of 

security to the first victims. 

Strengths 
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Using the Qualtrics survey was a strength because it allowed for a broader reach of 

participants. Furthermore, the survey was anonymous and contained simple instructions to 

follow for the subjects, which, likely increased compliance. The use of the SVEST survey, which 

has been shown to generate the appropriate data for the experiences of second victimization and 

successful organizational support resources, was an added strength to this research. It is also 

worth noting, 8 out of the 9 SVEST survey variables demonstrated acceptable internal 

consistency with a Cronbach alpha reliability coefficient of .70 or higher. Not isolating this study 

to a specific care area is a strength compared to previous research that specifically looked at the 

pediatric acute care setting. 

Limitations 

Conducting this survey in the state of Florida only, limits the study’s generalizability. 

Specifically targeting nurses with the exclusion of nursing assistants, physicians and other 

healthcare personnel also limited the generalizability of the results. An added limitation was the 

sample size. It is possible that mailing surveys in addition to emailing them would have 

increased the number of participants to include those who are not computer savvy.  However, 

this was considered, and email seemed appropriate considering majority of practicing RNs are 

required to use computers to access patients’ electronic medical record (EMR).  

Future studies would benefit by including healthcare workers in more than one state. 

Research aimed at all possible second victims (physicians, pharmacists, therapists, etc.) could 

possibly yield less biased and more conclusive programs that would assist a larger population of 

second victims.  

Conclusion 
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Second victim phenomenon is real and the physical, psychological, and professional 

affects are legitimate. The review of literature including the MITSS toolkit and the SVEST, 

rendered significant insight into beneficial strategies that can be used to comfort second victims 

immediately following an event. A quality improvement initiative of any organization should 

begin with a similar survey tool to check the pulse of its staff while also opening up an 

opportunity to raise awareness and provide a stage for a just culture. Once the needs of the 

potential second victims are identified, the administration can best decide the staff needed to 

meet those needs. 

The MITSS toolkit outlines the next, and most detailed, steps to establish the 

infrastructure of the team. These steps may vary depending on the structure of any current 

programs, the size of the organization, and the needs of the healthcare team population, 

nonetheless an organization seeking to build a second victim support program should pay great 

attention to the details of defining the program’s structure if it is to be successful. Once the 

team’s structure is solidified, the initial internal survey can be reintroduced to develop an 

informational brochure in marketing the support team throughout the organization. Lastly, but 

certainly not least, training programs need to be established that will provide continuous 

education of the support team and evaluate the effectiveness of the program. This will maintain 

open dialogue and maximize the effectiveness and longevity of a second victim support program. 

This quality improvement initiative and the expert literature within, made evident the patient 

safety benefits of establishing and maintaining a just culture and supporting second victims. This 

project was successful in exposing the consequences after adverse patient safety events, 

identifying ways to best support second victims after an event, and educating healthcare 

professionals on second victim phenomenon. Using this information to change the culture of the 
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organization and implement facility wide standards on supporting healthcare personnel in their 

time of need will improve the overall outcomes of the providers and patient population. 
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Appendix A: Informed Consent 

Informed Consent 

Study title: Quality Improvement Initiative:  Supporting the Second Victim 

Study Purpose: Second victim is not a new phenomenon but it is misunderstood as it relates to 

healthcare providers’ responses to an unanticipated adverse patient event, a medical error or a 

patient related injury. The provider becomes victimized in the sense that the provider is 

traumatized by the event. The clinical question is:  What physical and psychological effects do 

adverse event/medical errors have on second victims?   

Aims of the study 

1.     Prospectively assess how nurses cope with the consequences of being involved in an 

adverse patient safety event. 

2.     Asses how the nurses view the quality of support they receive from their leaders and peers 

at the institution where they are employed. 

3.     Educate healthcare professionals on the “second victim” phenomenon.  

4.     Offer solutions on how organizations can support second victims during an adverse patient 

safety event. 

  

  

Risk and benefits of being in the study: 

Subjects are expected to indirectly benefit from this study due to the gaining information on 

second victim and what can be done to minimize the sequela of being a second victim.   

  

Compensation:  There is no compensation for responding other than gaining valuable 

information on second victim. 

  

Confidentiality:  The records of this study will be kept private and confidential to the extent 

permitted by law.  In any sort of report, we might publish, we will not include any information 

that will make it possible to identify a subject.   

  

Voluntary Nature of the Study: 

Participation in this study is voluntary.  Your decision whether or not to participate will not 

affect your current or future relations with the University or other institutions in which you may 

work. If you decide to participate, you are free to not answer any question or withdraw at any 

time without affecting those relationships. 

  

Contacts and Questions: 

The researcher conducting this study is Shara Bryant.  Her faculty professor is Dr. Sally Karioth. 

If you have questions please feel free to contact either Shara or Dr. Karioth at the following:  

Shara Bryant at slj13@my.fsu.edu 

Dr. Sally Karioth at sallykarioth@yahoo.com and/or Assistant Dean of Graduate Programs Dr. 

Susan Porterfield at sporterfield@nursing.fsu.edu, 98 Varsity Way, Tallahassee, FL 32306-4310; 

850-644-5621 

  

If you have any questions or concerns regarding this study and would like to talk to someone 

other than the researcher(s), you are encouraged to contact the FSU IRB at 2010 Levy Street, 
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Research Building B, Suite 276, Tallahassee, FL  32306-2742, or 850-644-8633, or by email at 

humansubjects@fsu.edu 

  

Agreement: I have read the procedure described above. I voluntarily agree to participate in the 

procedure and I will keep a copy of the informed consent for future reference.  I understand 

completing the survey is giving consent to participate. 
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Appendix B: Qualification Question 

Have you ever been directly or indirectly involved in an adverse patient safety event or near-

miss? 

YES 

o  

NO 

o  
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Appendix C: Demographic Survey & Educational Resource 

How many years of experience do you have as a nurse 

o <1  

o 1-5  

o 6-10  

o 11-15  

o 16-20  

o 20+ 

With what gender, do you identify? 

o Male 

o Female 

o Transgender 

o Other 

What is your age?  

o 20-25 

o 26-30 

o 31-35 

o 36-40 

o 41-45 

o 46-50 

o 51 and older 

With what ethnicity, do you identify? 

o African American/African/Black/Caribbean  

o Latino/Hispanic 

o Caucasian 

o Native American 

o Asian/Pacific Islander 

o Other 

Where do you work? 

o Acute care hospital 

o Skilled nursing facility 

o Extended care facility 

o Rehabilitation facility 

o Home health care agency 

o Urgent care 

o Doctor’s office 

o Other 
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Where is your facility located? 

o Rural 

o Suburban 

o Urban 

Which of the following describes your nursing certification?  

LPN 

o  

RN 

o  

ARNP 

o  

 

Which of the following describes your education? 

o AA/AS 

o BS/BSN 

o MS/MSN 

o PhD 

o DNP 

 

Have you ever heard the term second victim in relation to healthcare? 

YES 

o  

NO 

o  

 

Do you know what the term second victim means as it relates to healthcare? 

YES 

o  

NO 

o  

 

Choose the correct answer  
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o A second victim is a victim who has twice been victimized by a crime.  

o A second victim is a caregiver affected by an adverse patient safety event 

o A second victim is anyone who feels they have been treated wrongly in a legal dispute 

o A second victim is a patient of a neglectful healthcare worker 

 

 

A second victim is any healthcare professional who is directly or indirectly involved in an 

unexpected adverse patient safety event, medical error, or near-miss that may or may not cause 

the patient harm or injury. A near miss refers to any unplanned event or sequence of events that 

have the potential to cause harm under certain conditions. Second victims become victimized in 

the sense that they are traumatized by the event. The second victim experience also includes any 

unanticipated event that adversely affects the patient even if it is not due to an error (Sources: 

Scott, et al., 2009; Bridges, W., 2012; University of Missouri, 2017; Burlison, et al., 2014) 

 

For more information on second victim please visit http://www.muhealth.org/about/quality-of-

care/office-of-clinical-effectiveness/foryou-team/caring-for-caregivers/ 

 

  

http://www.muhealth.org/about/quality-of-care/office-of-clinical-effectiveness/foryou-team/caring-for-caregivers/
http://www.muhealth.org/about/quality-of-care/office-of-clinical-effectiveness/foryou-team/caring-for-caregivers/
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Appendix D: Second Victim Experience and Support Survey (SVEST) 

Second Victim Experience and Support Tool (SVEST) 

Instructions for respondents 

Survey Dimensions and Outcome Variables 

The following survey will evaluate your experiences with adverse patient safety events. These 

incidents may or may not have been due to error. They also may or may not include 

circumstances that resulted in patient harm or even reached the patient (i.e., near-miss patient 

safety events). Please indicate how much you agree with the following statements as they pertain 

to yourself and your own experiences. 

Retrieved from Burlison, J. D., Scott, S. D., Browne, E. K., Thompson, S. G., & Hoffman, J. M. 

(2014). The second victim experience and support tool (SVEST): Validation of an organizational  

resource for assessing second victim effects and the quality of support resources. Journal of 

Patient Safety, 10.1097/PTS.0000000000000129. Advance online publication. 

http://doi.org/10.1097/PTS.0000000000000129  

 

Survey Items 

Psychological Distress 

I have experienced embarrassment from these instances.  

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My involvement in these types of instances has made me fearful of future occurrences. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

http://doi.org/10.1097/PTS.0000000000000129
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My experiences have made me feel miserable. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

I feel deep remorse for my past involvements in these types of events. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Physical Distress 

The mental weight of my experience is exhausting. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My experience with these events can make it hard to sleep regularly. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

The stress from these events has made me feel queasy or nauseous. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Thinking about these events can make it difficult to have an appetite. 
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Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Colleague Support 

I appreciate my coworkers’ attempts to console me, but their efforts can come at the wrong time. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Discussing what happened with my colleagues provides me with a sense of relief. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My colleagues can be indifferent to the impact these events have had on me. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My colleagues help me feel that I am still a good healthcare provider despite any mistakes I have 

made. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 
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My Supervisor 

I feel that my supervisor treats me appropriately after these events. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My supervisor’s responses are fair. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My supervisor blames individuals when these events occur. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

I feel that my supervisor evaluates these events in a manner that considers the complexity of 

patient care practices. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Institutional Support 

My organization understands that those involved in these events may need help to process and 

resolve any effects they may have on care providers. 
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Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My organization offers a variety of resources to help me get over the effects of involvement with 

these events. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

The concept of concern for the well-being of those involved in these events is not strong at my 

organization. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

  

Non-Work-Related Support 

I look to close friends and family for emotional support after one of these events happens.  

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

The love from my closest friends and family helps me get over these events. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Professional Self-Efficacy 
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Following my involvement, I experienced feelings of inadequacy regarding my patient care 

abilities. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

My experience makes me wonder if I am not really a good healthcare provider. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

After my experience, I became afraid to attempt difficult or high-risk procedures. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

These events do not make me question my professional abilities. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Turnover Intentions 

My experience with these events has led to a desire to take a position outside of patient care. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Sometimes the stress from being involved with these events makes me want to quit my job. 
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Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Absenteeism 

My experience with an adverse patient event or medical error has resulted in my taking a mental 

health day. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

I have taken time off after one of these events occurs. 

Strongly 

Disagree 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Strongly 

Agree 

 

Second Victim Support Option Desirability 

Please indicate your level of desirability for the following types of support that could be offered 

by your organization for those who have been negatively affected by their involvement with an 

adverse patient safety event. These incidents may or may not have been due to error. They also 

may or may not include circumstances that resulted in patient harm or even reached the patient 

(i.e., near-miss patient safety events). 

Desired Forms of Support  

The ability to immediately take time away from my unit for a short while. 

Not 

Desired 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Desired 
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A specified peaceful location that is available to recover and recompose after one of these types 

of events. 

Not 

Desired 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Desired 

 

A respected peer to discuss the details of what happened. 

Not 

Desired 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Desired 

 

An employee assistance program that can provide free counseling to employees outside of work. 

Not 

Desired 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Desired 

 

A discussion with my manager or supervisor about the event. 

Not 

Desired 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Desired 

 

The opportunity to schedule a time with a counselor at my hospital to discuss the event. 

Not 

Desired 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Desired 
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A confidential way to get in touch with someone 24 hours a day to discuss how my experience 

may be affecting me. 

Not 

Desired 

1 

o  

2 

o  

3 

o  

4 

o  

5 

o  

Desired 

 

  



43 

SUPPORTING THE SECOND VICTIM 

Appendix E: Post-Survey 

Post-Survey 

Rate from 1-10 how your second victim experience affected you. 

 

Do you feel as though you have a better understanding of second victim as a result of the link 

provided? 

YES 

o  

NO 

o  

 

Do you feel as though you learned something new about supporting second victims as a result of 

this survey and the link provided?  

YES 

o  

NO 

o  

 

What did you learn about second victim?  

Check all that apply 

o Second victim is NOT considered a real phenomenon 

o Second victim is NOT widely discussed in the healthcare setting 

o Second victims may benefit from a second victim support program 

o Second victims may experience a myriad of emotions including shame and inadequacy  

o Second victims may experience untoward physical responses following an event 

o Other:  
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Appendix F: MITSS Clinician Support Toolkit 

Building a Second Victim Support Program 

  

Section 1:   

Internal Patient Safety Culture   

Actions: 

1. Adverse Safety Event Investigation Process Clearly Delineated  

2. Reporting Culture  

 Section 2:  

 Identify Existing and Potential Second Victim Supporters  

Actions: 

1. Identify key individuals  

2. Formalize the role of the second victim support project team lead  

3. Identify Executive Champion  

4. Form a Multi-Disciplinary Advisory Group 

 Section 3:   

Establish Team Infrastructure  

Actions: 

1.  Define a team structure  

2. Determine methodology for providing second victim support to individual 

clinicians as well as entire care teams  

3. Define activation guidelines  

4. Develop a proposed budget  

5. Develop an executive summary business plan  

6. Seek administrative approval for proposed team structure  

7. Develop operational plans  

8. Develop timeline for second victim response team deployment  

9. Formalize the process for streamlining immediate access  

10. Develop policies and procedure for team function  
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11. Develop a strategy for ensuring second victim support resources  

12. Recruit team members  

 Section 4:   

Develop Internal Marketing Campaign for Support Team   

Actions: 

1. Develop second victim awareness strategy  

2. Identify clinical areas  

3. Identify high risk clinical teams 

 4. Embed second victim  

5. Develop an informational brochure  

6. Identify various facility-wide and department specific meetings  

7. Develop ‘just in time’ tools  

Section 5:  

 Establish Training Program for Second Victim Supporters   

Actions: 

1. Identify internal resources  

2. Develop reference tools  

3. Design second victim support training 

4. Develop a plan to address ongoing continuing education  

5. Develop an ongoing plan to evaluate educational needs   

 Section 6:   

Ensure Team Effectiveness   

Actions: 

1. Develop an encounter form  

2. Establish a dashboard overview  

3. Develop an evaluation tool  

4. Develop a team member satisfaction tool 
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Adapted & Retrieved from  

http://www.mitsstools.org/uploads/3/7/7/6/3776466/building_a_second_victim_support_program 

december3.pdf 
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