
The Second Victim Experience:  
Train-the-Trainer Workshop 

Lessons Learned from 8 Years  of Clinician Support  
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forYOU Team Activations – 8 years 
04/01/2009 – 3/31/17 

 
One on One Encounters =   527 
Group Briefings =    118   (n=1,004)              
Leadership Mentoring  =  60 
 
 
 
 

1591 



RN, 48% 

Other, 30% 

MD/DO, 14% 

Resp. Ther, 6% 
EMT-P, 1% Pharmacy, 1% 

Clinician Support Offered 

Presenter
Presentation Notes
Other:  Staff not originally on our radar:  Students, Clinical Engineer, Housekeeping, Front desk volunteers

Ie. Optical shop with man down event.
Plant engineer guy on elevator



 
Reasons for Activations 

Unexpected Patient Outcomes- 52% 
 
 

Other-  35% 
 (Staff related ‘personal’ crisis) 

– Death of a staff member/family member 
– Serious illness of staff member 
– Litigation Stress 

 
Medical Errors- 13% 
 

     



Average Length of Interactions 

One on One Encounter = 22 
minutes 
 
 
 
Group Encounters = 58 minutes 

Presenter
Presentation Notes
True Peer:  avg 22 minutes.  

Focus on what time the victim needs.  Varies from case to case.

Group encounters are sometimes easier to Guestimate.



 
Referrals to Tier 3 

Referral Type One on One 
Encounters 

Group 
Encounters 

No referral made 599 920 
Employee Assistance Program 
(EAP) 

58 7 

Personal Counselor 40 5 
Risk Mgmt/Patient Safety Team 34 13 
Chaplain 13 16 
Clinical Health Psychologist 8 
forYOU One-on-One 24 

Presenter
Presentation Notes
Use what resources are available to you.



Safety Culture Survey 
Agency for Health Care 

Research and Quality 
(AHRQ)  

 www.ahrq.gov 
 

2 Questions – 
 
1) Within the past year, did a patient 

safety event cause you to experience 
anxiety, depression, or wondering if 
you were able to continue to do your 
job?” 
 

2) Did you receive support from anyone 
within our health care  system? 

http://www.ahrq.gov/


No, 291, 
48% Yes, 300, 

50% 

Unknown, 
15, 2% 

 (n=2,345)  
Within the past year, did a patient safety event cause you to experience anxiety, depression, 
or wondering if you were able to continue to do your job?” 
 
 

Received support 

 
Culture Survey Results (2016) 

No, 1739, 
74% 

Yes, 606, 
26% 

Presenter
Presentation Notes
Even after a lot of effort…we still are not there.  Many pockets. Like any quality metric, the needle is moving…slowly.

Belgian study showed that 75% should be target.  Will always be victims that do not want support.



Safety Culture Survey 
Agency for Health Care 

Research and Quality 
(AHRQ)  

 www.ahrq.gov 
 

2 Questions – 
 
1) Within the past year, did a patient 

safety event cause you to experience 
anxiety, depression, or wondering if 
you were able to continue to do your 
job?” 
 

2) Did you receive support from anyone 
within our health care  system? 

3 populations: 
  1) Non second victim  
  2) Second victim with support 
  3) Second victim without 
 support 
 

Presenter
Presentation Notes
Split into 3 groups:  1-3, compared the 3 groups to each either 

http://www.ahrq.gov/


Results 
Culture Survey Dimension Second Victim Category . 

Presenter
Presentation Notes
**Look at middle score with NO support, compared to those with support….

ALL Statistically significant (Sue has p-values)

AHRQ .3 clinically relevant.  All of these are .5.





Results 

Presenter
Presentation Notes
This is not a run chart…only compares to the different scores



Results 



Results 

Scott, S.D.   (2015).  Second victim support: Implications for patient safety attitudes and perceptions.   Patient Safety 
& Quality Healthcare.  12(5), 26-31. 



Unit Based Results 

Unit SV Prev. % SV Support 
% 

Unit Safety 
Grade  

MUHC Safety 
Grade 

A 68% 26% 3.40 4.10 
B 64% 13% 2.64 4.10 
C 56% 71% 4.17 4.10 
D 56% 72% 4.22 4.10 
E 53% 25% 3.32 4.10 
F 39% 75% 4.11 4.10 

Scott, S.D.   (2015).  Second victim support: Implications for patient safety attitudes and perceptions.   Patient Safety 
& Quality Healthcare.  12(5), 26-31. 



Results by Year 

Scott, S.D.   (2015).  Second victim support: Implications for patient safety attitudes and 
perceptions.   Patient Safety & Quality Healthcare.  12(5), 26-31. 

Presenter
Presentation Notes
Many different patient safety initiatives going on during this time



The Aftermath of No Support 

Negative Impact on 
Teamwork 

Low Morale 

Impaired Job  
Performance  



 
What Can You Do Differently 

Tomorrow? 
• Understand the concept of Second Victims  
• Talk about the Second Victim concept and spread 

the word – Awareness is the first intervention! 
• Determine a way that you can make an individual 

difference. 
• If you have a personal ‘story’ about your experience 

as a second victim, share it with a colleague in need. 
• Recognition of the hidden victims. 
• Early intervention= meaningful outcomes 
 

Presenter
Presentation Notes
Spreading of the awareness of Second Victims, pro



Questions… 

“The longer we dwell on our misfortunes, the greater is 
their power to harm us.”     Voltaire 
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