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AHRQ Commentary

This commentary on patient safety in nursing practice comes from the Agency for Healthcare Research

and Quality.

Alleviating “Second Victim”

Syndrome

How We Should Handle Patient Harm

Carolyn M. Clancy, MD

OST EXPERIENCED NURSES, physi-
cians, and other clinicians have been
associated, in some way, with health care-
associated harm. Adverse events in health care
occur far too often. A recent study! by the Of
fice of Inspector General, US Department of
Health and Human Services, determined that
about 1 in 7 Medicare fee-for-service patients
experienced a serious adverse event, and that
an additional 1 in 7 experienced a less serious
adverse event (Table). On the basis of our best
estimates of the incidence of adverse events,
it is reasonable to assume that the majority of
experienced clinicians have been near one.
And yet, at that moment that an event occurs,
the clinician closest to it feels alone. How does
one feel after patient harm occurs? Responsi-
ble? Guilty? Inadequate? Defensive? Angry?
Nurses involved in an adverse event could
seek consolation by reminding themselves
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that the number of patients who benefit far
exceeds the number of patients injured as a
result of their care. Or they could blame the
system, knowing that complex clinical condi-
tions, poorly designed processes, and inade-
quate communication patterns often are the
root causes for patient harm in health care.?
But the assignment of blame or the search
for solace does not change the essential fact
that harmful events can be devastating—and
not just to patients whom they strike. Adverse
events also can do great and lasting damage to
the clinicians who are associated with them.
This does not in any way diminish the sever-
ity of harm to the patients. Patients are always
the first victims of an adverse event, and it
is our job in the health care system to pro-
tect patients from harm. Yet while patients
are the principal victims, they are not the sole
victims.

Physicians, nurses, and other clinicians
who are connected to these events often feel
somehow responsible. Emotional trauma is
frequent. Patient safety expert Albert Wu, MD,
MPH, has coined a term for such clinicians:
“second victims.” According to Dr Wu, the
burden that health care providers feel after a
patient is harmed, manifesting in anxiety, de-
pression, and shame, weighs so heavily on the
providers that they themselves are wounded
by the event.
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Table. Adverse Events Identified Among Sam-
ple Medicare Beneficiaries by Clinical Cate-
gory (n = 128)

Types of Adverse Events n (%)

Related to

Medication (eg, excessive
bleeding, delirium, or change in
mental status)

Patient care (eg, intravenous
volume overload, aspiration)

Surgery or other procedures (eg,
excessive bleeding, severe
hypotension)

Infection (eg, urinary tract
infection, vascular
catheter-associated infection)

40 3D

36 (28)

33 (26)

19 (15)

Data from the US Department of Health and Human Ser-
vices, Office of Inspector General analysis of hospital
stays for 780 Medicare beneficiaries in October 2008.!

The tragic case of Kimberly Hiatt is illus-
trative. Ms Hiatt was a nurse in the cardiac
intensive care unit at Seattle Children’s Hospi-
tal who last September mistakenly overdosed
an 8-month-old patient with calcium chloride.
The patient died. Ms Hiatt, a nurse with 24
years’ experience, immediately reported the
event to colleagues. She suffered profession-
ally from the experience (although the details
surrounding that remain in dispute) and faced
an investigation. Six months after the event,
Ms Hiatt committed suicide.?

Clearly, Ms Hiatt was a second victim.
This term can be described as a “health care
provider who [is] involved in an unantici-
pated adverse patient event, in a medical error
and/or a patient related injury and become[s]
victimized in the sense that the provider is
traumatized by the event.”® Typically, second
victims feel personally responsible for the pa-
tient outcome, as if they have failed the pa-
tient, second-guessing their clinical skills and
knowledge base.

In a groundbreaking article in the British
Medical Journal, Dr Wu describes the onset
of second-victim syndrome:

Virtually every practitioner knows the sickening re-
alization of making a bad mistake. You feel singled
out and exposed—seized by the instinct to see if
anyone has noticed. You agonize about what to
do, whether to tell anyone, what to say. Later, the
event replays itself over and over in your mind. You
question your competence but fear being discov-
ered. You know you should confess, but dread the
prospect of potential punishment and of the pa-
tient’s anger. You may become overly attentive to
the patient or family, lamenting the failure to do so
earlier and, if you have not told them, wondering
if they know.’

THE SYSTEMIC NATURE OF PATIENT
SAFETY EVENTS

What is striking about this description is
its universality. Health care-associated injurics
are events associated with the process or
structure of care, rather than with a patient’s
underlying physiological, environmental, or
disease-related conditions. The term “patient
safety events” is often used to describe events
that cause or have the potential to cause
harm.®

We have been working hard to enhance
our systems to make harm less frequent. For
years, patient safety advocates have promoted
a culture of safety that focuses on the role
of systems and de-emphasizes blame. Many
health care institutions are implementing re-
porting systems so that both patient safety
events, including near misses, can be reported
in an anonymous, safe environment, with the
goal of encouraging reporting and learning
from these events or near misses before injury
occurs.

Systematic reporting is critical to improv-
ing patient safety. The creation of Patient
Safety Organizations (PSOs), established by
the Patient Safety and Quality Improvement
Act of 2005 to collect voluntarily reported
patient safety events, was an important step,
because PSOs give us a system to learn from
these events without fear of legal discovery.”
To ensure that patient safety events reported
to PSOs can be collected in a standardized
fashion and analyzed in a meaningful way,
the Agency for Healthcare Research and
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Quality has coordinated the development of
common definitions and reporting formats
called the Common Formats (Www.pso.ahrq
.gov/formats/commonfmt.htm). These de-
scriptions allow providers to collect and
submit information on patient safety events
and unsafe conditions in an apples-to-apples
fashjon.

Thus, the “name, blame, and shame” ap-
proach to dealing with patient safety events is
becoming less accepted and, thankfully, less

prevalent. However, it is not gone. Health

care providers continue to struggle to bal-
ance the systems approach to patient safety
with the need to correct individual behav-
ior when necessary.® Many clinicians still re-
gard patient safety events as a personal failing
rather than the result of a systemic defect,
which poses challenges in fostering a patient
safety culture.”

There are in fact 2 ways that a health care
worker can become a second victim: the in-
ternalized judgment that amounts to a self-
inflicted emotional wound, and the review
and judgment of an oversight body (such as
a nursing board) that reinforces those inter-

nalized self-criticisms.'® Oversight bodies are -

integral entities to ensuring a safe and ef
fective health care system; however, under
certain circumstances, some clinicians who
are associated with a patient safety event
may feel themselves singled out by such
bodies.

FROM ONE VICTIM TO ANOTHER: THE
IMPORTANCE OF DISCLOSURE

Second victimhood, much like patient
safety events, is much more common than
we might recognize. Researchers at the Uni-
versity of Missouri Health Center found that al-
most 1in 7 staff members reported in an inter-
nal patient safety culture survey that they had
experienced a patient safety event within the
past year that caused personal problems such
as anxiety, depression, or concerns about the
ability to perform one’s job; more than two-
thirds of these clinicians reported they did not
receive institutional support.!!

L
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To learn more about these second victims,
rescarchers conducted a series of qualitative
interviews with potential subjects. More than
one-third of the interview subjects were reg-
istered nurses. Researchers identified a G-step
clinician recovery process: (1) chaos and ac-
cident response, (2) intrusive reflections, (3)
restoring personal integrity, (4) enduring the
inquisition, (5) obtaining emotional “first aid,”
and (6) moving on.'? How does one move
on? Researchers classified 3 ways: dropping
out (ie, leaving health care altogether); sur-
viving (ie, emotionally burying the incident);
or thriving (ie, learning from the incident to
become a better clinician).!! Whether clini-
cians can reach stages 5 and 6 in the recov-
ery process—and whether they thrive rather
than drop out—often depends on the cul-
ture of the institution. Health care institu-
tions that have successfully instilled a patient
safety culture may help their clinicians; those
that have not might unintentionally harm
them.

A true test of a patient safety culture comes
immediately after an event occurs. An initial
reaction among clinicians may be to try to
hide it—which is precisely the wrong thing
to do. Instead, it is important to disclose it
immediately. Many clinicians will find this
counterintuitive. The prospect of talking with
patients about patient safety events strikes
fear in the clinicians’ heart. Our culture fa-
vors being open with patients, but our legal
system unfortunately does not. This makes
the prospect of disclosure daunting. As a re-
sult, patients and families often learn little
about tragic events.' ' But many progressive
thinkers today are advancing disclosure and
even an immediate, protocol-enabled apology
as a means of alleviating the emotional trauma
of both the first and second victims of patient
safety events.”!>~17

Much as the occurrence of adverse events
is a systems issue, disclosure also must be a
systems issue. One model has shown some
success. Since 2001, the University of Michi-
gan Health System has fully disclosed and
offered compensation to patients for health
care-associated harm.'® This protocol-driven
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policy ensures that the right people are hav-
ing the right conversation with victims of pa-
tient safety events; a 2006 survey of faculty
physicians showed near universal approval of
the approach,' indicating the protocol’s pop-
ularity with frontline clinicians.

The Michigan model has been duplicated
at other large systems, including the Uni-
versity of Illinois at Chicago, which adapted
the approach when developing a program
now being expanded throughout the re-
gion through Agency for Healthcare Re-
search and Quality funding.*® This is a pos-
itive development, because absent a pro-
tocol, an apology or disclosure may be at
best clumsy and at worst an invitation to
litigation that could only exacerbate the prob-
lem. Leadership within health systems is re-
quired to ensure that when an event does oc-
cur, somebody knows what to do and how to
do it.

Health care workers are supposed to be
strong. We strive to provide the highest
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