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Organizational Interventions to Support Second Victims in
Acute Care Settings: A Scoping Study
Laura Wade, MD,* Eleanor Fitzpatrick, MN, RN,† Natalie Williams, BScN,*
Robin Parker, MLIS,‡ and Katrina F. Hurley, MD, MHI, FRCPC†
Objectives: Health care providers that experience harm after adverse events
have been termed “second victims.”Our objectivewas to characterize the range
and context of interventions to support second victims in acute care settings.
Methods: We performed a scoping study using Arksey and O’Malley’s
process. A library scientist searched PubMed, Cumulative Index of Nurs-
ing and Allied Health, EMBASE, and Cochrane Central Register of Con-
trolled Trials in September 2017, and updated the search in November
2018. We sought gray literature (Canadian Electronic Library, Proquest and
Scopus) and searched reference lists of included studies. Stakeholder orga-
nizations and authors of included studies were contacted. Two reviewers
independently reviewed titles and abstracts and extracted data. A qualita-
tive approach was used to categorize the context and characteristics of
the 22 identified interventions.
Results: After screening 5634 titles and abstracts, 173 articles underwent
full-text screening. Twenty-two interventions met the criteria and were cat-
egorized as providing peer support (n = 8), proactive education (n = 6), or
both (n = 8). Programs came from Canada (n = 2), Spain (n = 2), and the
United States (n = 18). A specific traumatic event triggered the develop-
ment of 5 programs. Some programs used a standard definition of second
victims, (n = 6), whereas other programs had a broader scope (n = 12).
Confidentiality was explicitly assured in 9 peer support programs. Out-
come measures were often not reported.
Conclusions: This is a new area of study with little qualitative data from
which to determine whether these programs are effective. Many programs
had a similar design, based on the structure proposed by the same small
group of experts in this new field. Concerns about potential legal proceed-
ings hinder documentation and study of program effectiveness.

Key Words: second victim, acute care, burnout, adverse event,
posttraumatic stress, patient safety, medical error
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A dverse events occur in 7.5 per 100 adult hospital admissions
in Canada and in 9.2 per 100 pediatric admissions.1,2 Patients

are the first priority after an adverse event.3 The concept of harm
to health care providers (HCPs) as a result of adverse events is
newer. Since 2000, HCPs who have experienced an adverse event
have been termed “second victims.”4
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At least half of HCPs will experience the second victim phe-
nomenon in their career.5 In a physician cohort, Waterman et al6

reported increased anxiety, loss of confidence, sleeping difficul-
ties, reduced job satisfaction, harm to reputation, and depression
or posttraumatic stress disorder, with 90% of respondents indicat-
ing that health care organizations provided inadequate support to
clinicians coping with medical errors. Scott et al7 found that 30%
of clinicians reported concerns about job performance in the pre-
ceding 12 months as a result of a patient safety event and 15% of
these respondents reported they seriously considered leaving their
profession. In addition to compromising patient satisfaction and
safety, the fallout for second victims also leads to decreases in staff
retention and productivity.8,9

Previous systematic reviews have clarified the definition, preva-
lence, impact, and coping strategies used by second victims.5,10,11

There is a gap in the literature in terms of synthesizing the organi-
zational policies and interventions used to support these HCPs. Al-
though an existing systematic review examined support for nurses
as second victims, it excluded quantitative evidence.12 Our objec-
tive was to characterize the range and context of interventions used
to support second victims of any health profession in acute care set-
tings and report the intervention outcomes for HCPs and the orga-
nization as a whole.
METHODS
Scoping studies are useful for assessing a broad topic addressed

by heterogeneous sources to map key ideas, identify the sources
and types of evidence from which ideas arise, and illuminate gaps
in empirical evidence.13 We performed our scoping study using the
Arksey and O’Malley14 framework. The protocol was reviewed by
the Scientific Review Committee at the IWK Health Centre.

An information specialist (R.P.) developed searches in PubMed
(1946 to November 2018), EMBASE via Elsevier (1947 to
September 2017), the Cumulative Index of Nursing and Allied
Health via EBSCOHost (1971 to September 2017), PsycINFO via
EBSCOHost (1597 to September 2017), the Cochrane Central
Register of Controlled Trials via Cochrane Library (Issue 9, Sept
2017), and Web of Science Core Collection via Clarivate Analyt-
ics (1900 to September 2017).

Search concepts included second victims or HCPs impacted by
adverse events and acute care settings. Terms to describe second
victims were compiled based on discussions with the review team
and consulting a previous systematic review.5 The second victim
concept was expanded to include variant index and text word
terms and combinations to capture the different ways to describe
burnout, depression, and other psychological impacts of medical
errors or patient safety events on HCPs. Index terms and synonym
text word terms were similarly identified for the acute care setting
concept. Truncation and adjacency operators were used as appro-
priate depending on the term and the database. All databases were
searched up to September 2017, and because of being the primary
source for included studies, the searchwas updated for PubMed to re-
trieve results up to November 2018. In addition to the comprehensive
www.journalpatientsafety.com e61
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searches restricted to acute care settings, following the methods of
Arksey and O’Malley,14 iterative supplemental searches were con-
ducted in PubMed to capture the impact of adverse events or medical
errors on HCPs. See Appendix A (Supplemental Digital Content 1,
http://links.lww.com/JPS/A309) for complete search strategies used
in each database.

Citations resulting from the searches were imported into
RefWorks (ProQuest, Bethesda,Maryland) and duplicate citations
were removed before migrating the results into Covidence (Veritas
Health Innovation, Melbourne, Australia), a systematic review
management software, for screening.

Two reviewers independently reviewed all titles, abstracts, and
websites using the following inclusion criteria:

a. Methods: qualitative, quantitative, mixed methods, and
descriptive reports

b. Organizational interventions to support HCPs after an
adverse event

c. Population: HCPs in a single discipline or multidisciplinary
d. Context: acute care settings
e. Languages: not restricted
f. Date: published during or since 2000§

Acute care is defined in a World Health Organization Bulletin
as “all promotive, preventive, curative, rehabilitative or palliative
actions, whether oriented towards individuals or populations,
whose primary purpose is to improve health and whose effectiveness
largely depends on time-sensitive and, frequently, rapid interven-
tion.”15Acute care domains include prehospital care, emergency care,
critical care, trauma care and acute care surgery, urgent care, and
short-term stabilization.

Titles and abstracts that seemed relevant based on the criteria
listed previously were selected for full text review. Two reviewers
independently reviewed the full-text articles to determine whether
they fit within the inclusion criteria. Discrepancies between re-
viewers were resolved through consensus.

During full-text screening, the text and reference lists of in-
cluded articles were screened for mentions of second victim sup-
port programs that had not been captured by the original search
(backward searching). We contacted authors of included studies
to request further information on these programs.

In addition, relevant stakeholder institutions and organizations
were contacted and asked about documentation relating to any
second victim support programs of which they were aware, as well
as additional contact information. See Appendix B (Supplemental
Digital Content 2, http://links.lww.com/JPS/A310) for the full list
of organizations contacted.

Using a data abstraction form, the 2 reviewers independently
abstracted data from included studies. We had planned to meet af-
ter extracting data from the first 10 studies; however, given the to-
tal number of included studies, we elected to meet after reviewing
the full list to resolve data discrepancies. No revisions in the data
abstraction form were required.

Data were collated and summarized in a chart, and programs
were analyzed for common themes and characteristics.

RESULTS
The literature search yielded 5542 results: 2696 from PubMed,

1361 from EMBASE, 763 from Cumulative Index of Nursing and
Allied Health, 194 from PsycINFO, 79 from Cochrane Central
Register of Controlled Trials, and 449 fromWeb of Science. Back-
ward searching and contacting stakeholders resulted in additional

§

The rationale for this is that the term “second victim”was first coined in the lit-
erature by Dr Albert Wu in 2000.4
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sources for full-text screening (n = 5634). There were 4056 records
after duplicates were removed. Figure 1 shows the flow diagram for
the study.

After screening titles and abstracts, 173 articles were selected to
undergo full-text screening. Full-text articles were excluded based
on no intervention/strategy implemented (n = 94), duplicate study
(n = 37), review of an original article/intervention (n = 15), pub-
lished before 2000 (n = 2), English translation not available
(n = 3), and wrong intervention (n = 4). Eighteen full-text articles
met our inclusion criteria.7,8,16–31 Additional sources were identified
through the gray literature search and included in data extraction.32–41

Included sources were published between 2008 and 2018 and de-
scribed 22 unique organizational programs in Canada (n = 2),
Spain (n = 2), and the United States (n = 18). See Table 1 for a
summary of the included programs.

Specific traumatic events were described as the trigger for devel-
opment of 5 programs.8,18,24,31,41 Resilience in Stressful Events
(RISE) was developed at Johns Hopkins Hospital after a significant
adverse patient-related event involving a child in 2001.24 Healing
Beyond Today was developed at Methodist Hospital of Indianapolis,
where 5 infants received an overdose of heparin resulting in 3
deaths in September 2006.31 Medically Induced Trauma Support
Services (MITSS) was developed after a 37-year-old woman had
a cardiac arrest during an elective surgery due to accidental ve-
nous injection of bupivacaine at Brigham and Women’s Hospital
in 1999.8 Care for the Caregiver: Providence Peer Support Team
was triggered by a pediatric death related to a medication error
where the supervising pharmacist was held responsible.41 The
publication describing the resident wellness curriculum developed
at a 2017 Consensus Summit communicated the death of a resi-
dent at the University of Kentucky from suicide.18

Seven programs cited a narrow definition of second vic-
tim.7,16,17,21,27,28,43 Twelve programs also extended their mandate
beyond that definition to include the following: “stressful, patient-
related events”24; difficult clinical outcomes or encounters27; “dif-
ficult life events”40; long-term patient death or death/illness of staff
or their family26; targets of litigation or complaints40,41; violence
against staff35; poor outcomes41; and self-care and wellness.18–20

All of the programs specifically supported HCPs. Code Laven-
der’s support was also extended to nonclinical staff.26 Three pro-
grams provided support for patients and families.26,31,42 Two
programs provided support for families of affected HCPs.32,35,43

We identified 2 types of organizational interventions: peer
support (n = 8)8,17,26,31,41,43 and proactive education programs
(n = 6).16,18,20,21,29,41 Peer support programs included interven-
tions whereby individuals or teams were activated in response
to a specific event or a specific request for support. Proactive staff
education included curricula, toolkits, and efforts to raise staff
awareness about the concept of the second victim and/or coping
strategies. Eight programs included both peer support and proac-
tive staff education.7,19,24,27,28,35,39,40
Peer Support and Professional Support
Peer support was provided in a variety of models ranging from

multiprofessional teams tovolunteer peer supporters. Support pro-
vided by six programswas exclusively by peers,19,24,28,41 whereas 3
programs used professional staff to carry out support.17,35,42 Seven
programs used a combination of both.7,26,27,31,39,40,43

Two of the programs were embedded within a Patient Safety
Program24,41; 2 programs were part of a Quality Improvement
Program19,41; 2 programs were associated with hospital-based
Risk Management Programs40,41; 1 program was part of Occupa-
tional Health35; and 1 program was situated within the Office of
© 2020 The Author(s). Published by Wolters Kluwer Health, Inc.
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FIGURE 1. Process and results for data collection, screening, and selection. A literature search yielded a total of 5634 studies, from which 18
were included in this article. An additional 10 sources were obtained from a gray literature search.
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Clinical Effectiveness.7 Five programs had paid staff,27,28,31,35,40

and 2 programs were exclusively volunteer based.41,43

Some programs are activated automatically in response to a
specific event, some through self-referral and others by a referral
from a colleague or administrator. The Clinician Peer Support Pro-
gram is activated via multiple paths: a clinician can self-refer, be
referred by a peer support provider, or be referred by patient safety
or risk management staff.28 In the Physicians Insurance Peer Sup-
port Program, clinicians are contacted by clinician consultants
who are trained by the Claims Department to provide support in
anticipation of litigation.41 The RISE program can be triggered
by a person involved in the event or a colleague.24Debriefing Sessions
for PerceivedMedical Error in Residencywasmandatory for residents
as part of their educational curriculum and occurred at regular in-
tervals irrespective of the occurrence of a specific adverse event.19

Most programs are offered for voluntary participation by sec-
ond victims.7,8,17,24,26–28,35,40,41,43 Participation in Healing Be-
yond Today was mandatory for staff.31

Eleven programs specified that their services were provided
confidentially.7,8,17,24,27,28,35,40,41,43 Four programs indicated that
some level of documentation was completed: YOU Matter had a
SharePoint portal where they documented interactions without
identifying information27; Unidad de Soporte a las Segundas
Victimas del Incidente Critico documented results of a root cause
analysis where justified by the safety event17; WeCare docu-
mented interactions that lasted more than 30 minutes without re-
cording personal or situational details43; and Critical Incident
Stress Management Program (CISMP) of the First Nations and Inuit
Health Branch documented the care provided.35 Most programs did
not document anything and one program referred to it as “secret.”17

Eight of the programs mentioned in this article have their
foundations in Critical Incident Stress Management (CISM),
a technique primarily designed for first responders, to assist
in coping with the psychological and physical responses to
stressful events.7,8,24,27,31,35,40,43
Proactive Staff Education
Three programs described toolkits: 2 toolkits were targeted toward

managers,39,41 and one toolkit was targeted toward educators.20 The
© 2020 The Author(s). Published by Wolters Kluwer Health, Inc.
manager-targeted toolkits listed resources to help managers
support second victims in the workplace such as mental health
first aid.39 The educator toolkit was developed by emergency
physicians and listed reading materials, slide decks, and
lesson plans.20

Four programs described specific curricula: a curriculum for
nurse anesthetists,21 a curriculum for emergency medicine resi-
dents,18 a curriculum for medical educators and trainees,16 and
Debriefing Sessions for Perceived Medical Error in Residency.19

The curricula for nurse anesthetists and emergency medicine res-
idents described curricular content and how the content was de-
rived. The curriculum for medical educators and trainees, “When
things go wrong,” was based on a series of videos and vignettes
that used real patient and family narratives, in addition to role
play and exploratory questions.16 The basis for the curriculum
in Debriefing Sessions for Perceived Medical Error in Residency
was not explained.

One educational intervention was a website that described sec-
ond victims, crisis communication, and disclosure.29 The website
includes videos demonstrating these scenarios including how to
support a second victim in emotional distress.

When educational interventions were bundled with peer sup-
port programs, they were largely targeted at promoting their peer
support programs and raising awareness about the second victim
phenomenon “to normalize the behaviour of seeking support after
an adverse event.”28 For example, RISE used a website, promo-
tional videos, internal publications, screen savers, presentations
to targeted departments, and unit-level champions.24 YOUMatter
and forYOU educated staff with the goal that all staff could iden-
tify and provide initial support to a second victim.7,27 This “basic
awareness” training and emotional first aid formulated the basis
for “tier 1” support. The educational mandate of Staff Wellbeing
Assistance During Difficult Life Events (SWADDLE) and
CISMP of the First Nations and Inuit Health Branch was broader
than program awareness and tier 1 support.35,40 SWADDLE, for
example, provided resilience-based education using seminars
and “resilience rounds” to discuss compassion fatigue and mind-
fulness.40 Choi et al19 stated that their objectiveswere to recognize
the personal impact of perceived errors, establish a safe discussion
space, and cultivate healthy and adaptive coping strategies.
www.journalpatientsafety.com e63
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DISCUSSION
In this scoping review, we categorized programs as peer and

professional support programs, or proactive staff education pro-
grams. However, even programs that were entirely focused on peer
support required an educational component for implementation.
The concept of HCPs as second victims is relatively new, and centers
introducing the concept to their staff often cited lack of awareness, of
both the concept and the local program, as implementation barriers.
This suggests that educational approaches ought to be considered
in designing implementation strategies for peer support programs.

Second victim research is a newer area of study, with a tight
community of experts in the field. Although 22 different programs
were included for analysis in this study, it is interesting to note that
many programs were created with advice and oversight from the
same panel of experts. This has led to a homogeneous approach to
the design of peer support programswith few distinguishing features.

Seven programs specifically referred to Wu’s4 definition of a
second victim. Other programs chose to broaden the mandate
and support HCPs that were involved in any emotional or chal-
lenging event, whether it was related to an error or not. The term
“second victim” has recently become more controversial. Some
feel that the term causes organizations to avoid assigning respon-
sibility for medical errors, and deemphasizes the effect these
events have on patients. Because the term is not universally ac-
cepted, we chose to include not only programs that used Wu’s
strict definition of a second victim, but also programs that sup-
ported HCPs impacted by other types of adverse patient events
or outcomes. Some programs also included support for nonclini-
cal staff, family members of CPs, and even patients and their fam-
ilies. Are the needs of second victims different from the needs of
others who may be grieving? White et al44 suggested that pro-
grams that provide general support to employees in times of per-
sonal or work-related stress may not provide adequate support to
second victims. For example, respondents from institutions with
Employee Assistance Programs (EAP) only were less likely than
those from programs with other support providers to report effec-
tive identification of health care workers in distress.44 In addition,
support programs organized by the quality improvement or patient
safety department, rather than an EAP, were associated with greater
perceived efficacy.44 If the needs of a second victim are unique, do
second victim support programs need to be unique as well?

Four programs were initiated in response to significant adverse
events that occurred in a hospital. All programs that were reaction-
ary to devastating adverse events were peer support programs
rather than educational programs. This may suggest that those
who had already experienced a significant adverse event did not
see stand-alone educational programs as adequate.

Few programs published robust postimplementation outcome
data and program evaluations. For proactive staff education or
curriculum-based programs, it is difficult to determine how much
lead time would be required to appropriately measure impact and
retention of knowledge and skills. Although it seems intuitive that
peer support programs would be beneficial, there is little evidence
as to the benefit or harm of these programs for HCPs. Reported
outcomes focused on the peer supporter perspective, largely in
an effort to protect privacy and confidentiality around these sensi-
tive events. Adverse events in hospitals have potential legal impli-
cations. For this reason, there is little to no documentation by peer
support programs about triggering events. Second victim support
programs could benefit from legal immunity similar to how “apol-
ogy laws” have enhanced disclosure of adverse events to patients
and their families.45

Critical Incident Stress Management is a technique initially de-
signed to help first responders cope with stressful events and
e70 www.journalpatientsafety.com
prevents. We identified 8 programs that used these princi-
ples.7,8,24,27,31,35,40,43 Recent literature reviews and meta-analyses
suggest that reliving these traumatic events via CISM techniques
may actually increase the rate of posttraumatic stress disorder in this
population and cause more harm than benefit.46 If there is, at best,
controversial and contradictory evidence to show that CISM provides
benefit, outcome data are needed to assess the impact of the second
victim support programs that were created using these principles.

This area of research needs robust outcome data. This commu-
nity would benefit from establishing common nomenclature, defi-
nitions, and consistency in reporting outcome data.47 A consensus
among this community of experts would facilitate building a body
of evidence to evaluate these interventions at both the provider
and organizational levels, as well as ensuring the feasibility of
meta-analyses. Potential outcomes include the following: staff re-
tention, staff sick time, occurrence of serious safety events, and
workplace satisfaction. Preimplementation and postimplementa-
tion data would be helpful in institutions that are implementing
new programs. The Second Victim Experience and Support Tool
developed by Burlison et al48 is a survey designed to assess phys-
ical and mental signs and symptoms of second victims as well as
the desirability or need for potential resources that could become
available. It is intended to assess the adequacy of support for sec-
ond victims and to be used to monitor progress when changes to
the supports are made. Tools like the Second Victim Experience
and Support Tool could provide a standard way to assess needs
and monitor impact after implementation.

Second victim research is a relatively new area of study, with a
small community of experts in the field. Although 22 different
programs were included in our analysis, most of these were cre-
ated with advice and oversight from the same experts, namely,
Susan Scott, Albert Wu, Rick van Pelt, Linda Kenney, and Hanan
Edrees. As a result, the pool of programs is relatively homoge-
neous. Our scoping review partly relied on forward and backward
searching, and reaching out to known programs for information
on other programs. This may introduce a degree of bias, in that
it may identify programs that are similar in nature or from similar
geographic or academic communities. This field of study is grow-
ing rapidly, and we expect that there are many other programs that
have yet to be published or are in development. Some programs
are likely advertised on organizational intranets and protected ac-
cess domains, which would make them difficult to identify with
our search strategies. Some documentswe foundwere not academic
in nature (e.g., a brochure) and did not report outcomes or develop-
ment methodology. Including these studies enabled us to include a
greater breadth of second victim support programs at the cost not
being able to discuss or address the methodological quality.25
CONCLUSIONS
This is a new area of study with few reported outcomes. Scien-

tific study has been hindered by concerns about confidentiality
and protection of HCPs from legal consequences. As a result,
there is little scientific rigor from which to determine whether
these programs are indeed meeting their goals and objectives.
Consensus about target audiences for organizational interventions
and the triggers for activating peer support would facilitate aggre-
gating results for broader program evaluation. Without the type of
protection afforded by legislation in the patient safety domain, it
will not be possible to report intervention outcomes for HCPs.
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