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Second Victim 
Experience 

(SVE) Survey



OBJECTIVE

Discuss 
definitions for 
second victim 
experience 

1

Review signs 
and symptoms 
to help identify 
second victims 

2

Discuss tiered 
model of help

3

Discuss current 
research 
projects and 
initiatives
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Brief Mental 
Exercise 

• Please think of one of the worst patient 
events you have had in your career ( patient 
death, hemorrhage, traumatic delivery) 
• How did it make you feel?

• Did it make you question your choice in choosing 
your profession?

• How did you get over it? 

This will be the premise for our discussion 



Primary Foundation 

• Healthcare workers do not intend harm

• We do the best we can with what is before us

• We are all human

• It is ok to express emotions over things that 
are not “normal” occurrences. It does not 
mean that we are weak



Honoring the 
Primary Victim
  

• The primary victim is the patient 
after an adverse event. 

• We recognize that the adverse 
event impacts the patient most 
significantly 

• However, the healthcare worker 
associated with the event is also 
impacted



Why do Adverse Events Occur?

Chaos Short staffing Worker fatigue 
Higher acuity of 

patients 

Lack of resources 
to address 

patient needs

Lack of control 
over 

environment

Knowledge 
deficits 

Poor 
communication



What happens after an adverse event to the patient?

Convey the events of the adverse 
event to the patient and family

Apologize- convey sense of 
sorrow over what happened

Medical/financial compensation 
for event if litigation is pursued 

Make them aware that something 
will be done to address what 

happened.



What happens after an adverse event?

Debrief of the event The event gets 
reported

Report gets reviewed 
by peers or supervisor

Internal investigation 
often with risk 
management 

Quality Improvement 
committee to address 

systems issues 



How do we 
review 
primary 
adverse 
patient 
events?

Peer to peer review

Multi disciplinary case review

Root cause analysis

Morbidity and mortality conferences

Goal: How to prevent these types of events from 
occurring in the future



Case Study 

• Critically ill newborn in NICU for sepsis

• NICU nurse with 27 years of experience miscalculated 
calcium chloride dose and gave 1.4 gms instead of 140 mg 
to the 8 month old

• Neonate died within 24 hrs of administration

• Medical examiner confirmed med administration likely 
cause of death



What happened 
afterwards? 

• From a system standpoint
• There was an RCA 

• Hospital implemented new 
policies and protocols for 
administration of meds 

• Nurses underwent additional 
training on med 
administration. Created a 
double check

• Hospital was sued by family 
with a $2 million settlement 

• Since this event no other 
incorrect pediatric med admin 
event occurred 



What 
Happened 
Afterwards?

Nurse fired from the hospitalPunitive

Put on probation from the state board 

Medical 
review 
board

Nurse committed suicide 7 months later after 
medical error

Ultimate 
Impact



• Events can happen to 
patients and perhaps 
unexpectedly have lasting 
and sometimes harmful 
impacts on providers



What is the 
Second 
victim?

• ”Second victim” refers to 
healthcare workers involved in 
adverse and often unanticipated 
patient outcome such as medical 
error, patient related injury or 
death
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Term was coined 
in 2000 by Dr. Wu 
with primary focus 
being on 
physicians. 

Concept has been 
around since 1984 

“ Sadly the kind of unconditional  sympathy and support that are 
really  needed are rarely forthcoming”



Second Victim

• Term is inclusive of all 
providers (clinical and non-
clinical staff)

• Estimates of this experience 
vary widely among specialties 
10.4-72.5% 



It is okay to not like the term second 
“victim”

Victim: one that is injured, 
destroyed or sacrificed  

under a variety of 
conditions

Victim is associated with 
things like casualty, loss 

used in reference to war or 
catastrophe 

Most victims don't choose 
the trauma inflicted upon 

them. All of us have 
agency in our decision to 

choose healthcare. 



Just because we have chosen this profession 
does not mean we are immune. We all suffer 

moral injury from working in a hospital network 
that inherently does not work for providers and 
arguably sometimes doesn’t work for patients

Healthcare work is high risk 



EVENTS THAT CAN CREATE SECOND VICTIMS IN 
OBGYN

• Occurs with many different subtypes of 
experiences
• OB

• Maternal and neonatal death
• Birth trauma
• Diagnosis of anomalies, 
• Litigation
• Patient complaints
• Life threatening hemorrhage/ 

difficult shoulder 
• Medical mistakes

• GYN
• Reaching the end of cancer 

treatment
• Unintended surgical complications
• Take backs to OR
• Missed diagnosis
• Inability to provide abortion care
• Sudden death 



Second Victim 
Experience (SVE)
• Refers to the emotional 

response/ trauma that occurs 
after the event and to the 
healthcare worker



Signs and 
Symptoms

• Symptoms: 

• Psychological effects

• PTSD, shame, guilt, anxiety/depression, 
anger

• Stages of grief

• May feel personally responsible for an 
adverse event

• Feelings of failure 

• Unable to focus on job

• Physical symptoms ( difficulty with sleep, 
trouble with eating) 
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Signs and Symptoms

Can be both 
immediate 

and delayed. 

Most people 
suffer in 
silence 
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Appropriate reaction to 
abnormal events



6 Stages of Progression of SVE

STAGE 1: CHAOS 
AND ACCIDENT 

RESPONSE (HOW 
AND WHY DID THIS 

HAPPEN)

STAGE 2: INTRUSIVE 
REFLECTIONS (WHAT 

DID I MISS?)

STAGE 3: 
QUESTIONING OF 

PERSONAL 
INTEGRITY (WHAT 

WILL OTHER THINK?)

STAGE 4: ENDURING 
THE INQUISITION 

(HOW MUCH 
TROUBLE AM I IN? 
WHAT WILL COME 

ABOUT IN TERMS OF 
PERSONAL 

PERFORMANCE IN 
THE RCA?) 

STAGE 5: OBTAINING 
EMOTIONAL FIRST 
AID (WHERE CAN I 

TURN TO FOR HELP?

STAGE 6: MOVING 
ON ( DROPPING OUT, 

SURVIVNG, 
THRIVING) 



Short term impacts of SVE on healthcare 
workers

Sense that we “failed” 
patients

Professional self doubt, 
lower self-efficacy

Distracted from clinical 
duties

Impaired performance
Internal and external 

turmoil

Intrusive thoughts and 
re-analysis ( why did I 
do that? If only I could 
have done something 

differently?)



Fears after a SVE

Do others think I am incompetent?

Do others think that it was only my fault that this 
event occurred?

Will people trust me to take care of patients in the 
future?

Hard to figure out if these thoughts are true or not



Impact of SVE 

Thriving (growing and learning from experience)

Surviving (constantly coping from experience) 

Dropping out (leaving profession or extremes of suicide) 



Long Term Impacts of SVE

Increased risk of 
burnout

Career 
abandonment

Long term PTSD, 
depression/anxiety, 

Substance abuse or 
suicide. 

Continued medical 
errors 



Impacts of SVE on 
Organizations 
(third victim)

• Absenteeism

• Higher turnover rates

• Low employee morale

• Reductions in quality of care

• Lower patient satisfaction 
scores

• Increase in malpractice 
lawsuits



Why is SVE important for hospitals to 
address?

SVE can lead to massive financial losses



Factors that WORSEN the 
second victim experience

• Public nature of events ( no secerets in 
medicine) 

• Normalization of accepting adverse outcomes 
and moving on 

• Personal barriers

• Lack of time, competing interests ( moving onto 
other patients) 

• Increased administrative burden 

• Don’t know how to report an event. 

• Lack of conducive culture



Factors that WORSEN the second victim 
experience

Inability to debrief situations or 
reach out for help given high 
clinical volume

Not knowing where or what 
resources are available

Lack of recognition at signs/ 
symptoms of SVE both 
internally and externally 

Lack of recognition and 
acknowledgement that this can 
happen to all health care 
providers, shared experience 
that no one talks about 





• 31 physicians interviewed 

• Regardless of sex, years of experience, all reported traumatic events 

• Psychological symptoms high 

• Beckoned for more surveillance of this issue and call to create 
surveillance programs to mitigate adverse outcomes

FIRST STUDY ON SVE



HOW IS Second Victim Experience STUDIED? 

In 2013, a Second Victim Experience and Support Tool was designed and validated as a survey instrument that could be 
used by healthcare organization in implementing and tracking the performance of support resources for second victims 
(Burlison, et al) 

Initially designed for EM and Pediatrics, however has now expanded to other sub-specialties with modifications allowed

Contained 29 items with 7 dimension and 2 outcome 
variables 

Psychological Distress, Physical Distress, 

Colleague/ Supervisor/ Institutional Support

Professional Self- Efficacy

Turnover Intentions/ Absenteeism

Desired Forms of Support 

Completed by 303 healthcare professionals in direct 
patient care. 

Assessed for validity, internal consistency and construct validity with 
confirmatory factor analysis.  Confirmed good model fit for the survey. 



IMPACT OF USING SECOND VICTIM Experience and support tool

Pinpoints institutional areas of improvement with respect to the second victim 
experience 

Site specific understanding of second victim support options desired by personnel

Puts some focus on metrics that concern worker turnover and absenteeism > 
costly to organizational outcomes

Results of SVEST tool often support investment and development of support 
programs for healthcare workers



SVE in nurses 

• 2897 nurse study that looked at 
SVE in nurses

• High prevalence with high 
psychological reactions 

• Peer support desired



• High rate of turnover and absenteeism 

• Younger and less experienced nurses 
at higher risk of having a second victim

• Peer support desired 



* 51 surveys completed focused primarily in oncology ( medical, surgical, radiation oncology, palliative care) 
* High rates of PTSD aggravated by a negative work culture
* Rates of second victim experience higher when patient cared for was of similar age, race, background 



Research on 
Interventions

• 20 faculty and medical residents 
utilized support program in central 
Texas 

• Provider experiences in 8 different 
fields created trauma

• Most providers wanted to 
communicate in confidential timely 
manner with peer 

• Education regarding risk management 
and legal process is helpful 



SETTINGS IN WHICH SVE 
IS STUDIED

• Internationally ( Italy, Japan, China, Brazil, 
Nigeria, Malaysia)

• All places had vastly different health 
systems compared to us

• Domestically (Minneosta, Missouri, Texas and 
Tennessee) 

• Large academic centers 

• Largely urban centers  



WHAT WE KNOW ABOUT SECOND VICTIM EXPERIENCE FROM STUDIES?

Second Victims 
Experience exists

SVEST tool can be 
implemented in a variety 
of departments and 
hospitals that leads to 
data that can be used to 
make action plans 

Most hospitals don't 
have a structured 
support system in place.

Peer support network is 
often desired. No long 
term data on SVE after 
peer support



The Second Victim Experience is 
shared among providers worldwide 

The “ Silent” Pandemic



This topic is relatively new and surprisingly so given the 
extent of events OBGYNs may encounter



What WE KNOW ABOUT SVE IN OBGYN?

• Results:- survey of 205/571 
people

• 44.8% identified as an SV with 
18.8% in last 12 months 

• Institutional support inadequate 

• Increased turnover rate 

• Neonatal loss/ maternal death 
and then patient complaints 
contributed to 80% of SV



What WE 
KNOW ABOUT 
SVE IN OBGYN?
• 58.3% of trainees had felt like a SV 

within the last 12 months

• 55.3% of attending staff had SV in 
the same time period

• Most common type of support 
desired was peer support 



What WE KNOW 
ABOUT SVE IN 
OBGYN?

• 115 nurses surveyed

• 74.8% had not heard of second victim 

• 47.8% had felt like a SV

• Peer support was most desired by 95% of respondents



DO THE RESULTS OF 
THESE STUDIES APPLY TO 
US? 

• Potentially 

• Relatively large number 
of providers surveyed 

• Are all OBGYN experiences 
the same?

• Limitations: Large academic 
institution with a vast 
amount of resources and 
funds 

• May not be true of every 
hospital 



Why Should RURAL HEALTH CARE BE 
a FOCUS?



RURAL OBGYN 
HEALTHCARE

• Situation of rural OBGYN care is reaching near crisis 
level 

• Fewer providers for the same number of patients

• Finite resources ( access to anesthesia, RN staffing, 
OR, specialty care)

• Increasing maternal OB care deserts

• Increased travel time for patients to access 
obstetric and neonatal care 

• Increasing rural healthcare disparities, differences 
in outcomes



Rural OBGYN Healthcare

We are a unique population of providers faced with unique 
challenges given our setting

Potential that we may be disproportionately impacted by adverse 
events because of how our healthcare functions 



Why don’t we know 
that much about SVE in 
rural areas?
• Reluctance to accept that the realities of clinical practice 

have personal impacts

• Embarrassment or shame. Few providers to talk to 

• Isolation

• Stigma of weakness ( generational though) 

• Little is known about the topic or discussed in 
professional settings

• Lack of funding for programs 

• Uncertainty of best practices 

• Difficult to study 



The reality of the “ silent 
pandemic” is that it happens 

everywhere. In order to 
address the problem, most 

hospitals/organizations need 
proof



Current 
Research 
Initiative

• UVM Study on second victim experiences

• Wide spectrum of providers throughout Maine, New 
Hampshire, Vermont and upstate New York 

• Looking at second victim experiences in rural OBGYN 
practices 

• Do people know about the “second victim”?

• Do people at these practices experience SV? How 
might it be different compared to what we see in 
other studies?

• Do people know what resources they have within 
their hospitals?

• Do people have a preference for what resources 
they need?



What do most hospitals do about the second 
victim effect?

Foster a collegial spirit/ atmosphere

Some hospitals have an EAP



What does the Joint 
Commission Say?
• Need to create a just culture

• Learn from system defects, 
communicate lessons learned

• Encourage debriefing with all 
team members

• Some guidance on how to 
support staff with peer to peer

• Supplement struggling EAPs 



Rights of a Second 
Victim- TRUST

• Treatment that is just

• Respect

• Understanding and compassion

• Supportive Care

• Transparency



LEVELS OF SUPPORT

Seys et. al



Level 1- Prevention

• Investing in good relationships with colleagues, 
being supportive, having an environment where 
there is no punitive responses, avoiding blame, 
education on this topic



Level 2- Self Care

• Support or feedback from supervisor, time away 
from unit, ability to go to mental health 
appointments and other self care 



Level 3- Peer 
Support

Timely support (within 48 hrs of event) and 
by phone, email, zoom



Peer Support

Research shows us that 
time and time again 
people desire other 
individuals to talk 

Desire empathy 
Ideal: 24/7 and 

immediately accessible

Ideally involves people 
you work with everyday 

who can understand 
your life and situation



Emotional first aid: 
exploring the emotional 
response after an event



How are you doing? Are 
you ok? 



What does peer 
support look 
like?

• Empathetic and active 
listening

• Thank you for sharing with me

• What are you doing to cope?

• What would you do differently 
next time?

• Be present

• Advocate for safety and 
change 

• Share resources if the person 
needs more help than you can 
offer



What is 
peer 

support 
not?



Two Processes 
Simultaneously 
Happen after one 
Event 

• This is inherently different 
from quality focused 
interventions such as root 
cause analysis and 
mortality/morbidity review 

• Equally important process 
that needs to occur 



Level 4 or 5

Level 4 or 5: Licensed and expert 
professional health , psychotherapy and 
meds (Employee Assistance Program) 

Limitations

• Not readily available ( appointments can be in the 
future after event has passed)

• Not clinicians who do what you do

• Questions of confidentiality 

• Stigma associated with EAP 



What can we do 
about this?

• Education

• Training 

• Creation of a peer to peer network

• Statewide initiatives to study this 

• Hospital leadership



What can we do about this?

CHANGE CULTURE IN THE WORK 
PLACE

ADVERSE EVENTS DON’T DEFINE 
HEALTHCARE WORKERS

INDIVIDUALLY: ASK FOR HELP AND 
ALSO PROVIDE HELP IF YOU SEE A 

STRUGGLING CO-WORKER



Goal of SVE Education and Peer 
Support

• Create a healthcare environment that is 
optimized 

• Create the next generation of medical providers 
that can navigate difficult situations with more 
tools/ resources 

• Address critical gaps that ultimately do impact 
patient care



Summary of Learning Points

Second Victim Experience: traumatic experiences providers have as a response to an adverse event 

It exists in our specialty and in our respective hospitals 

OBGYN healthcare workers are at high risk 

There is a way to recognize signs and symptoms and frameworks of help that although not widely 
available can be created to support each other 

We need to know about what this looks like in rural areas. 
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Questions/Thoughts?

78



Thank You!





Interviews after this 
event

• Players expressed shock, sadness, 
anxiety, worry, concern, perseveration 
over the events. Some needed therapy 
after witnessing CPR on their friend

• Many people who watched the game 
had similar experiences

• The entire NFL game stopped out of 
concern for the players of the Buffalo 
Bills 

• You aren’t at your peak performance if 
you are traumatized 



What was the point of this picture? 

• Witnessing/performing CPR on a patient is one of many events we as healthcare 
providers participate in

• In the prior picture, we see a team banding together and supporting each other after a 
traumatic event
• In that picture- we the healthcare providers are the Buffalo Bills team members 

• Medicine is a team support but after an adverse event why does it feel like you are alone? 

• We know how expensive games are and yet the NFL willing to stop the game to protect 
its players instead of forcing them to play in a “return to business as scheduled” manner
• Why is that model of humanity and compassion not something prevalent in medicine? 
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