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Abstract

Objective: To investigate the experience of medical and graduate learners with second victim experience
(SVE) after medical errors or adverse patient outcomes, including impact on training and identification of
factors that shape their postevent recovery.

Patients and Methods: The validated Second Victim Experience and Support Tool-Revised (SVEST-R),
Physician Well-Being Index, and supplemental open-ended questions were administered to multidisci-
plinary health care learners between April 8, 2022, and May 30, 2022, across a large academic health
institution. Open-ended responses were qualitatively analyzed for iterative themes related to impact of SVE
on the training experience.

Results: Of the 206 survey respondents, 144 answered at least 1 open-ended question, with 62.1%
(n=91) reporting at least 1 SVE. Participants discussed a wide range of SVEs and indicated that their
postevent response was influenced by their training environment. Lack of support from supervisors and
staff exacerbated high stress situations. Some trainees felt blamed and unsupported after a traumatic
experience. Others emphasized that positive training experiences and supportive supervisors helped them
grow and regain confidence. Learners described postevent processing strategies helpful to their recovery.
Some, however, felt disincentivized from seeking support.

Conclusion: This multidisciplinary study of learners found that the training environment was influential in
postevent recovery. Our findings support the need for the inclusion of education on SVEs and adaptive
coping mechanisms as part of health care professional educational curriculums. Educators and health care
staff may benefit from enhanced education on best practices to support trainees after stressful or traumatic
patient events.
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scribes the negative psychological ef-

fects experienced by some physicians
after medical errors.' This definition was later
expanded to include health care professionals
who observe or are involved in adverse patient
events and patient-related injuries, including
trainees in medical, allied health, and graduate
programs.” Physical and psychological symp-
toms of SVE include increased blood pressure,
sleep disturbances, negative emotions, loss of
confidence, anxiety, and depression, which
require immediate and long-term support for
recovery.” The high rate of mental health

S econd victim experience (SVE) de-

diagnoses among physicians and nurses had
led to increasing recognition of the importance
of supporting mental and emotional health af-
ter adverse patient events;, without treatment,
SVE may lead to burnout, depression, and sui-
cidal ideation, causing some to leave the health
care fleld or may even result in death by
suicide.””

Learners may be at enhanced risk of SVE
because they tend to first encounter high acu-
ity patient events or medical errors early dur-
ing their training.” One survey of 109
trainees found that 58% were involved in a
medical error in year 1, compared with
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trainees in years 2 (25%) and 3 (12%).° Their
mental health may be compromised during
this period; depression and suicidal ideation
often begin during training, with worsening
mental health observed as medical training
progresses.” Although much of the data on
SVE are limited by small sample size and spe-
cific disciplines, studies have identified
increased susceptibility and prevalence of
SVE in this population, including increased
anxiety and depression compared with super-
vising physicians, after adverse patient
events.” "> One recent study in Italy found
an overall prevalence rate of 25.58% among
nursing and medical students after a patient
safety incident.”

To date, there have been limited reports on
how learners’ SVEs, including positive and
negative experiences of support from peers
and supervisors, influence their postevent
coping and training experience. We explored
the impact of traumatic events on health care
learners through qualitative analysis of survey
responses from trainees in medical school,
graduate medical education, or health science
programs, for in-depth understanding of the
unique facets of SVE during training and to
identify strategies to improve the support
and flourishing of learners, during what is
for many, a vulnerable and challenging period.

PATIENTS AND METHODS

Study Design

The multidisciplinary team, including re-
searchers with expertise on SVE, medical edu-
cation, survey design, and qualitative
methods, designed a survey (Supplement 1,
available online at http://www.
mcpiqojournal.org) including the validated
Second Victim Experience and Support Tool-
Revised (SVEST-R)"” and the 9-item Physician
Well-Being Index'” for assessment of SVE and
well-being using fixed-answer responses. For
in-depth understanding of learner experiences,
additional ~ open-ended  questions  were
included on experiences with and support af-
ter traumatizing or stressful events, health care
dropout, and fixed-answer questions on previ-
ous knowledge of the term “second victim”
(SV) and demographic characteristics. Mayo
Clinic’s institutional review board deemed
the study exempt.

Data Collection

The survey was created and fielded using
Research Electronic Data Capture (REDCap),
a secure, web-based application. The survey
was distributed through email to all health
care learners with clinical experience from
April 8, 2022, to May 30, 2022, enrolled in
one of the following schools: Mayo Clinic
Alix School of Medicine (MCASM), Mayo
Clinic School of Graduate Medical Education
(MCSGME), and Mayo Clinic School of Health
Sciences (MCSHS). Survey responses were
collected anonymously. Respondents were
informed that by taking the survey, they con-
sented to have their anonymous results used
for research.

Data Analysis

All open-ended responses were included for
qualitative analysis and were thematically
analyzed using NVivo 12.'7'° Two researchers
(KR, LH.) developed a preliminary code-
book based on iterative and inductively identi-
fied content after an initial review of all
responses. The codebook was refined after
consensus coding of the open-ended re-
sponses of the first 10 survey respondents.
The final codebook was applied to all open-
ended responses. The responses were divided
and coded separately by the 2 reviewers
(LH.: n=75, 52.1%; KR.: n=39, 26.9%),
with intermittent consensus coding of the
remainder (n=30, 20.7%) for rigor. The 2 re-
searchers met weekly to review coded content
and resolve discrepancies. In accordance with
published standards on reporting qualitative
research,'” verbatim quotes are minimally edi-
ted for clarity. In this study, we present the-
matic analysis of content coded to “event
type,” “provider impact,” “event processing,”
and “support desires.” Statistical analysis of
quantitative results is reported separately.

RESULTS

Of 2298 survey invitations, 206 respondents
completed the survey, with 144 respondents
answering at least 1 open-ended question. Of
these, 129 answered at least 1 item in the de-
mographic characteristics section. Demo-
graphic characteristics are reported in the
Table.
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TABLE. Demographic characteristics.

Characteristic® Total (N=129)
Age (y), mean £ SD (n=95) 31.7£4.7
Gender identity, n (%)
Male 51 (385)
Female 75 (58.1)
Neither/nonbinary I (0.8)
Prefer not to answer 2 (1.6)
Race or ethnicity®, n (%)
White 97 (75.2)
Asian 19 (14.7)
Hispanic 10 (7.8)
Black/African American 5 (39)
Native American/Alaskan Native I (0.8)
Multiracial 2 (1.6)
Prefer not to answer 9 (7.0)

School or program, n (%)

School of medicine 1 (9.2)
Graduate medical education 78 (65.0)
School of health sciences 28 (23.3)
Prefer not to answer 21 (25)
Year in medical school (n=11),n (%) Il (9.2)
3 6 (54.5)
4 2 (182)
Prefer not to answer 3(273)
Resident or fellow (n=78), n (%) (65.0)
Resident 41 (52.6)
Fellow 37 (474)

“Completion rates varied for each question.
°Could select more than | response.

SV and Potential SVE of Learners

Of the 144 respondents included for qualita-
tive analysis, 91 (62.1%) reported at least 1
SVE. Respondents discussed a range of events
associated with these incidents, including
medical errors, expected and unexpected pa-
tient death, severe morbidity, and workplace
violence.

“Patient developed mesenteric ischemia
overnight and I was alone in covering
the service (...) The patient required
emergency surgery with a prolonged
ICU stay. I wondered if 1 could have
caught it sooner.” (155; MCSGME)

“One time during a Cesarean I cut the
neonate’s temple with the scalpel. I am

still traumatized and afraid every time I
operate on a pregnant patient. It took
me months to put it together and realize
this was why.” (5, MCSGME)

Some participants identified racial discrim-
ination, hostility from patients and their family
members, and negative training experiences as
leading to SVE.

“A patient did not want to be touched or
treated by a non-White medical profes-
sional and increasingly became louder
and upset (...) stating that he would
only be touched by the White nurse in
the room and later confiding in another
White resident that he wasn't trying to
be rude but simply didn’t want ‘those
people’ on his team.” (286; MCASM)

“I would say the most stressful situations
are when patients or their family mem-
bers treat us poorly. It feels like there
are no boundaries and we are just ex-
pected to accept disrespect—it feels
like our empathy is turned against us
and taken advantage of” (174;
MCSGME)

Many respondents described factors that
precipitated or exacerbated an SVE, including
threats of litigation and moral distress related
to the patient’s or attending provider’s deci-
sion. Patient characteristics, including young
age, or shared characteristics with themselves
or a family member, were also factors that
contributed to their distress.

“Another was a patient with no disposi-
tion options due to her behavior/demen-
tia, and family refusal to take patient
home and threatening to sue everyone
on the care team for ‘poor care’ (...)
I'm a physician, not as a lackey/glorified
customer service agent. Makes me feel
like I chose the wrong field of work.”
(204; MCSGME)

“Family that did not want to rescind care
for critically ill patient (...) When patient
coded, he recommended that we do a
‘slow code’ so long as to not prolong the
inevitable. This was an ethical quandary
for me at the time.” (119; MCSGME)
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Fifty-two (35.8%) respondents who did
not report a SVE reflected on potentially trau-
matizing events, including medical error, pa-
tient death, patient cardiac codes, severe
morbidity, combative or hostile patients,
discrimination by patients and family mem-
bers, staffing issues, and conflicts with
Supervisors.

“Aggressive, uncooperative  patients.
This could occur at any age and be
due to a mental disability or not. Having
a patient code or even die.” (74;
MCSHS)

“Life threating to provider or patient,
violence, misogyny, inadequate supervi-
sion” (203, MCSGME)

Training Experiences that Influence SVE and
Postevent Processing

Many learners reported that the clinical
learning environment played a critical role in
their ability to process and grow from trau-
matic experiences. Feeling unheard, unsup-
ported, or blamed for the event by
supervisors negatively impacted recovery.

“The way in which a supervisor handles
reactions immediately after the event is
critical. Blaming vs support and under-
standing makes all the difference in the
long-term impact of traumatic events.”
(155; program not reported)

“Sometimes interdisciplinary interac-
tions can be the real reason an event is
traumatic. I have had patients suddenly
decompensate or go downhill and I
have been blamed by other care profes-
sionals. 1 literally had one ICU nurse
tell me they are all in NP school to fix
the problem with stupid doctors.”
(257; MCSHS)

While managing the situation during the
event, trainees felt that their concerns and rec-
ommendations were often overlooked or
ignored.

“I said to him [supervisor] that I did not
believe the line was in the right place. 1
was ignored (...) a surgical consult was

called, and a chest tube placed to evac-
uate the fluid that came from the mis-
placed central line.” (300; MCSGME)

“As the [specialty] trainee, I was
providing recommendations on how to
manage the clinical scenario, and these
were being ignored by the (...) consul-
tant.” (94; program not reported)

Lack of support from supervisors and staff
exacerbated high stress situations. Poor com-
munication—or the discovery that the situa-
tion was  discussed  without  their
knowledge—Ileft some learners feeling vulner-
able and scrutinized.

“I was consistently told in front of my
patients by my clinical instructor how
poorly I was performing, but no offer
of how to do better was provided. I
had a patient escalate quickly to suicidal
ideation and agitation and no resources
were available for me to decompress
from the situation.” (302; program not
reported)

“I felt HORRIBLE, which I tried commu-
nicating to my preceptor (...) A few days
later, another [preceptor] ... said that
the preceptor 1 had had that day had
been talking about it with him. T felt
so incredibly vulnerable. I knew at that
time I had been getting talked about
behind my back and 1 just felt so
betrayed.” (300; MCSGME)

Other learners described positive training
experiences and supportive supervisors who
helped process adverse patient events and
traumatic situations. Constructive feedback
and communication between learners and su-
pervisors helped learners regain their confi-
dence and mitigate negative emotional and
professional impact.

“I think that overall, my supervising at-
tendings handled the situation very
well. [They] immediately recognized
the problem and started (...) communi-
cating to the team about what was going
on and what he wanted to do. Due to
the situation being a very rare situation,
[ did take initiative when I thought
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appropriate and when I wasn't actively
being asked by [them] to perform a spe-
cific duty.” (235; MCSGME)

“It was helpful to know that [my super-
visor] still trusted me after an adverse
event.” 221; MCSGME)

Trainees spoke about aspects of their con-
versations with supervisors that were helpful
for postevent processing, including greater
context on the situation and reassurance as
needed.

“Speaking with supervisors [was helpful]
because they come from a position of
experience and wisdom. Reinforcement
that our thought process was not incor-
rect and debriefing on what led to the
issue is very helpful.” (32; program not
reported)

“Conversations with my peers and su-
pervisors. As fellow medical profes-
sionals, they understand exactly what I
am going through and can talk through
the situation with a degree of medical
knowledge that allows them to provide
valuable insight and opinions.” (155;
program not reported)

Many also described seeking out conversa-
tions with family and friends for general
emotional support or with fellow trainees to
discuss medical facets of the event. One
respondent noted, however, that speaking of
involvement of medical errors reminds peers
of their own vulnerability.

“Talking with my partner was most
helpful because I do not have to worry
about him judging me for this and that
judgment affecting my workplace (...)
Surprisingly my peers have sometimes
been less supportive and understan-
ding—probably because it scares them
to think they might make the same mis-
takes.” (5; MCSGME)

“They (...) all provide support in their
own way, I think having multiple ave-
nues for support is essential to success
in [training].” (165; MCSGME)

Fear of judgment was cited by some
trainees as a disincentive to seek support.
Some participants expressed concern about
how seeking out supportive resources may
negatively impact their career.

“Having resources available without be-
ing judged using them. For example, if
I were to experience a traumatic event
and choose to step away for a moment,
etc. I would want to be able to comfort-
ably let whoever know that I was going
to do that without feeling like it would
(...) reflect badly on me.” (74; MCSHS)

Others felt that additional training for su-
pervisors on how to best support trainees
would be beneficial to ensure that they are
prepared to respond to learners after traumatic
and adverse patient events.

“Need (...) program leadership to be
required to undergo training to discuss
how to emotionally respond to trainees
[who report prior traumal” (180;
MCSGME)

“Educate the consultant physicians on
how to interact with learners appropri-
ately.” (263; MCSHS)

DISCUSSION

The potential for SVE deserves heightened
attention among health care learners because
they are particularly at risk given baseline
characteristics that may leave them more
vulnerable. Our findings suggest that the clin-
ical learning environment is essential to help-
ing trainees feel supported, facilitate adaptive
coping, and professionally develop after SVEs.

Influence of Training Experiences on SVE

Our thematic analysis suggests that processing
occurs both during and after adverse patient
events and that support should similarly be
provided along the event continuum. Respon-
dents stressed that open and effective commu-
nication between the clinical team—including
trainees—and the opportunity to debrief as a
team or one-on-one with a supervisor facilitate
growth. Trainees experienced stronger SVE
when they felt wunheard, blamed, or
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disparaged. Existing hierarchies in academic
medicine may disincentivize learners from
reporting adverse patient events,'” and hierar-
chical cultures may contribute to feelings of
fear and intimidation among residents.'’
Some trainees expressed that negative patient
outcomes might have been avoided if their
concerns were heard and acted on, suggesting
that dismissal of concerns is both a patient
safety concern and risk factor for SVE.

The culture of the clinical training envi-
ronment also influences SVEs. Health care
learners are often socialized into a culture of
stoicism and perceived perfection, manifested
as an expectation that health care professionals
be immune to emotional harm.””*' Some
educational programs may view SVEs as a per-
sonal failing or a rare event rather than an ex-
pected and addressable outcome. Fears of
stigmatization among trainees discourages
those seeking support from supervisors or
other institutional avenues.”**” A benchmark
of clinical perfection is known to inhibit
disclosure, communication, and healing after
SVEs.”"**  Academic programs should be
attentive to how the broader institutional cul-
ture may hinder learners from seeking and
receiving support after difficult clinical
scenarios.

Facilitating Healthy Mentor-Mentee
Relationships

Respondents indicated that training experi-
ences played a significant role in coping and
processing after a traumatic event. Power dy-
namics between supervisors and learners
shape training experiences and affect patient
safety.'”*"° In a cross-sectional survey, less
than half of respondents discussed their most
serious self-perceived medical error with the
attending physician.” Many expressed that in-
teractions with supervisors directly impact
emotional processing. Mentoring structures
in health care can have positive impacts on
learners by providing role models and mentors
for emulation”’; some respondents stressed
the importance and value of debriefs with a
more experienced supervisor. Constructive
feedback helped trainees contextualize the
experience, regain confidence in their clinical
skills, and/or reassured them that the outcome
was out of their control. A small number,
however, felt that the supervisor’s responses

exacerbated the SVE and recommended
enriched training on trauma and SVE for
optimal postevent support.

Recommendations

Our findings indicate the need for inclusion of
education on SVEs and adaptive coping
methods as a standard part of health care pro-
gram curriculums. New strategies to support
learners, such as open discussion, emotional
debriefs, and training on disclosure, discus-
sion, and response to a traumatic event may
be helpful. Educational methods to deliver
SVE content may include didactic instruction,
role playing, and round table discussions.”* "
Adverse events workshops may also be con-
ducted using simulation with standardized ac-
tors as the patients and families of adverse
patient events.”' Scenarios who may be help-
ful for faculty and health care learners include
breaking bad news, high-risk-low-incidence
clinical scenarios, and SVEs. Little evidence
exists on the outcomes of the inclusion of
SVE content in medical school or allied health
educational curriculums, but surveys have
consistently found limited awareness of the
term SV.”**7% The specialty of nurse anes-
thesia ~ developed an  evidence-based
6-domain SV curriculum to define SV, high-
risk situations, barriers for SVs, consequences
of SVEs, evidence-based understanding and
interventions frameworks, and support sys-
tems.”” This framework can be translated to
all health care professionals and included in
the educational curriculum of any type of
health care learner.

Several institutions have implemented peer
support programs to support those experi-
encing SVEs, workplace violence, and other
traumatic events, which may be inclusive of
learners.>*%?°2% However, more data are
needed on how SVEs may uniquely impact
learners and how programs can adopt support
mechanisms to specifically address these expe-
riences. Responses also suggest that supervi-
sors and faculty may benefit from enhanced
education on best practices to support trainees
after medical errors or adverse events. Our
institution  developed a simple 5-step
approach that faculty may use when helping
health care learners recover from adverse
events (Figure).”” This strategy, along with
ad hoc or routine debriefs may normalize the
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Helping learners recover from traumatic experiences

Step | Step 2 S Step 4 Step 5
Acknowledge Ask learners Actively listen Normalize the Offer additional
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the event

questions

* Proactively reach
out to learners

* Acknowledge the
event and its
potential impact on
the learner

* Ask learners how
they are feeling

* Use open-ended
questions to
facilitate
communication

* Be present both
physically and
emotionally

« Find a suitable and
quiet location for
the conversation

experience

* Acknowledge how
stressful events can

trigger strong
emotions

* Share a personal
experience if
possible

resources

* Follow up with the
learner within a few
days of the event

* Guide them to
additional resources
(e.g. support from a
trained professional)

FIGURE. A 5-step approach to help leamers recover from traumatic experiences. *Adapted from the
Take 5 Infographic™” made possible by Mayo Clinic's participation in the Kem National Network for

Flourishing in Medicine.

experience and assist in growth and resiliency
among trainees.

Strengths and Limitations

Open-ended questions allowed this survey to
capture health care learners’ experiences and
thoughts on SVEs and characterize their sup-
port needs. Standard survey limitations apply,
such as the reliance on self-reported behaviors,
social desirability bias, and recall bias, which
may have influenced responses. Trainees may
have been reluctant to engage in this sensitive
research topic, which may have hindered sur-
vey participation. Participants with stronger
experiences may have been more likely to
participate. Future studies should explore the
influence of SVE on burnout, leaving the med-
ical and health care professions, and the effec-
tiveness of specific strategies to facilitate
adaptive postevent processing in the learner
population.

CONCLUSION

Respondents described clinical scenarios that
left them feeling like an SV and how the influ-
ences of their clinical learning environment
facilitated their postevent adaptation. It is
essential that educational programs for health
care learners possess awareness of SVEs, use
heightened surveillance strategies, and provide

adequate resources for learners to thrive after
stressful or traumatic clinical situations.
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