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ABSTRACT 
 

 
       Second Victims are well intentioned clinicians that are involved in clinically 

challenging events and are traumatized by their involvement. Almost half of all clinicians 

identify as a SV at some point in their career and experience SV- related psychological 

and psychosomatic symptoms; anxiety, depression, trouble sleeping, difficulty 

concentrating, flash backs, hyperarousal, and guilt. These SV-related psychological 

sequelae are troublesome for both the clinician and the institution as unresolved trauma 

can lead to burnout and turnover.  

      The purpose of this quality improvement project was to (a) understand if the 

implementation of a SV Support Program affected SV-related psychological and 

psychosomatic symptoms; (b) understand if the participation as a SV Supporter affected 

overall wellbeing. A support program was modeled after University of Missouri Health 

Care’s ForYou team and implemented at the project site. The SVEST and Mayo Clinic 

Well-Being Index surveys were utilized to assess if there was a difference in SV-related 

symptoms and well-being before and after the 90-day implementation period. While no 

statistical difference was found between the two groups, similar studies have found 

benefit from SV Support Programs. This project did find that SV Supporters did have 

better overall wellbeing after the implementation period, albeit not statistically 

significant.  
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CHAPTER I 

 

Introduction 

Preventable harm accounts for 210,000 to 440,000 deaths in the United States 

annually, making errors the third leading cause of death in the country (James, 2013). 

Adverse events (AE), any event that causes harm to the patient, occur in every seventh 

encounter (Seys et al., 2013). Patients, while certainly bearing the brunt of most negative 

consequences, are not the only people who suffer from medical errors and AEs. Involved 

clinicians can experience trauma like Post Traumatic Stress Disorder (PTSD) with 

symptoms ranging from anxiety and hyperarousal to guilt and suicidal ideation (Busch et 

al., 2020; Coughlan et al., 2017). The concept of second victims (SV) was first theorized 

by Albert Wu (Wu, 2000). Wu describes the first victim as the patient and the SV as the 

health care provider (HCP) who is victimized by their traumatic involvement in the AE 

(Wu, 2000). The term SV explains the phenomena that HCP experience fairly predictable 

psychological and psychosomatic trauma after an adverse event (Busch et al., 2020).  

As researchers became more familiar with the SV phenomenon, it has become 

evident that HCPs experienced this unique trauma after a broader category of events. 

Well intentioned clinicians can become SVs after any clinically challenging event such as 

medical error, adverse events, workplace violence, global pandemics, unexpected patient 

death, and patient injuries (Scott, 2021b). Almost half of HCPs identify as SVs at some 

point during their careers (Ozeke et al., 2019). Given that there is potential for severe 

psychological sequela and a 50% SV prevalence rate, SV support should be a high 
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priority for health care institutions (Busch et al., 2020; Merandi et al., 2018;  Mok et al., 

2020; Van Gerven et al., 2016; Wu, 2000).  

Problem Identification 
 
 Eighty-one percent of HCPs involved in clinically challenging events have at least 

one psychological or psychosomatic symptom (Busch et al., 2020). This means that 81% 

of people involved in a challenging event are considered second victims because they 

experience trauma because of their involvement. Common symptoms include anxiety, 

depression, trouble sleeping, difficulty concentrating, recurrent troubling memories, 

remorse, flashbacks, hyperarousal, and distress (Busch et al., 2020). These experiences 

are like those described in Post-Traumatic Stress Disorder (PTSD), thus urging the health 

care industry to take care of their providers (Coughan et al., 2017). These psychological 

symptoms, if unresolved, can lead to further disruption such as self-harm, burnout, and 

turnover (Mok et al., 2020).  

The SV phenomenon positively correlates with burnout and turnover (Merandi et al., 

2018;  Mok et al., 2020; Van Gerven et al., 2016). Turnover and burnout leading to 

reduced clinical hours cost institutions $7600 per physician per year and $4.6 billion a 

year nationally (Han et al., 2019). According to the 2019 National Health Care Retention 

and RN Staffing Report, the cost of a single nurse turnover is between $40,300- $64,000 

(2019). Burnout and turnover can be a significant financial burden for health care 

institutions. The Johns Hopkins’ Resilience in Stressful Events (RISE) program 

conducted a cost-benefit analysis and was estimated to save $22,576.05 per nurse that 

participated in the program and a total of $1.8 million for the 1000 bed hospital in one 
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year (Moran et al., 2017). Further research is needed to fully appreciate the financial 

benefits of a SV program.   

The SV phenomenon is an important concept for health care organizations to 

address because it leads to psychological trauma for employees, puts patients at risk due 

to provider’s unresolved trauma, and leads to turnover which costs thousands of dollars 

every year. The resolution of the SV phenomenon has the potential to work towards all 

four objectives of the Institute for Healthcare Improvement’s (IHI) quadruple aim: better 

outcomes, lower costs, improved clinician experience, and improved patient experience. 

The quadruple aim is an extension of the IHI triple aim that seeks to provide higher 

quality care at a lower cost. The IHI understood that positive clinician experiences affect 

the patient’s experience; thus, elevating joy in work, the fourth aim, helps meet the goals 

of the triple aim (Bodenheimer & Sinsky, 2014). Clinicians that are supported may have a 

better experience, cost the organization less money, and provide better care for their 

patients.   

Critique and Synthesis of the Literature 
 
 The second victim experience, a relatively new concept, has been extensively 

researched. The efficacy of SV programs has proven to be a gap in the literature. The 

Cumulative Index of Nursing and Allied Health Literature (CINAHL), OVID Medline, 

and PubMed databases along with an ancestry search were used to review the literature. 

The search terms were, “second victim” OR “second victim syndrome” AND “health 

personnel” AND “adverse event”. The search was limited to the English language. The 

literature related to the SV experience was recent; therefore, no date limitations were 

needed. Quantitative and qualitative studies that focused on the prevalence of the SV 
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experience were eligible for inclusion. Both primary and secondary sources were 

included in the literature review. Studies that included medical error related to intentional 

negligence or malice were excluded from the review because these concepts do not 

capture the nature of the SV phenomenon.  

Search Strategy  
 
 The search in PubMed with the terms, “second victim” AND “adverse event” 

yielded 146 results. Eight studies from this search were retained because they were 

relevant to the PICOT question (Busch et al., 2020; Coughlan et al., 2017; Dukhanin et 

al., 2018; Scott et al., 2009; Scott et al., 2010; Schroder et al., 2020; Seys et al., 2013; 

White & Delacroix, 2020). These studies demonstrated the prevalence and significance of 

the SV experience. The search in CINAHL with the terms, “second victim” AND “health 

personnel” yielded 89 results. Two timely studies were retained that offered insight into 

the phenomenon of burnout related to the SV experience (Van Gerven et al., 2016) and a 

SV program implementation (Merandi et al., 2018). The search in Ovid Medline with the 

term, “second victim syndrome” yielded 22 results. One study was retained because it 

described the SV experience and the effect of SV experiences on healthcare (Ozeke et al., 

2019). The primary seminal Wu study was found via ancestral search from the Ozeke et 

al 2019 work because it described the term “second victim” for the first time (2000).  

Critique  
 

The Let Evidence Guide Every New Decision (LEGEND) system was used to 

appraise the literature. The body of evidence received a “high” grade because it included 

more than one “1a” rated studies, meaning that the body of evidence was comprised of 

high-quality systematic reviews and meta-analyses. The results were generalizable, there 
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was adequate statistical power in the quantitative studies, and the designs of the studies 

addressed the proposed question, all contributed to the overall “high” grade of the body 

of evidence (Clark et al., 2009). The benefit of the SV program is greater than the risk 

associated with the implementation of the program and the results of the studies are 

relevant to the current healthcare climate (Clark et al., 2009). The systematic reviews 

were highly rated because there were explicit inclusion and exclusion criteria with three 

reviewers, there were statistically significant results, and the searches were exhaustive 

that included databases, grey literature, and white papers (Busch et al., 2020; Coughlan et 

al., 2017; Ozeke et al., 2019; Schroder et al., 2020; Seys et al., 2013; and White & 

Delacroix, 2020). Some studies focused on high-risk units such as obstetrics and 

pediatrics which lessened the generalizability of the results (Coughlan et al., 

2017;Schroder et al., 2020).  

The primary studies had consistent findings, adequate sample sizes, and were able to 

confirm findings by reflections with participants (Coughlan et al., 2017; Dukhanin et al., 

2018; Scott et al., 2010; Van Gerven et al., 2016). One limitation of the remaining studies 

generalizability as a few studies were focused on specific specialties such as obstetrics. 

Another limitation was the lack of a clear identification of a qualitative design study. 

Some studies focused on phenomenology (Coughlan et al., 2017) while others included 

both phenomenology and grounded theory (Ozeke et al., 2019).    

Synthesis 
 
 In a seminal expert opinion, Wu describes the SV experience for the first time 

(2000). He tells the story of a medical resident that made a mistake in an environment 

that expected perfection. The resident was deemed incompetent by a jury, mocked by 
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peers, and isolated by his own feelings of inadequacy. There are four victims after an 

adverse patient event; the first is the patient, the second is the HCP, the third is the health 

care institution, and the fourth is the next patient that could be harmed due to the HCP’s 

unresolved psychological trauma (Ozeke et al., 2019). Wu proposes that all HCPs can be 

SVs and the healthcare team must find a way to support their caregivers (2000).  

Medical error will likely always be present due to human fallibility; therefore, 

SVs will also be ever present (Ozeke et al. 2019; Coughlan et al., 2017; Schroder et al., 

2020). Schroder et al. demonstrated that the SV experience is so common that it can be 

described as a rite of passage (2020). Medical error is often attributed to systems failures 

such as the growing volume of patients, limited time constraints, technology error, and a 

culture that perpetuates the belief of HCP infallibility (Coughlan et al., 2017; Ozeke et al, 

2019; White & Delacroix, 2020). Ozeke proposes the problem that even though 50% of 

HCPs will be SVs at some point in their career, only 10% feel adequately supported by 

their health care institution (2019). This is because health care institutions blame the HCP 

for the event rather than understanding that most errors are due to a systems failure. The 

understanding that error is a systems issue is a key component of a fair and just culture 

(Carver et al., 2020). The goal of a second victim program is to support HCPs rather than 

cast blame with the knowledge that most errors are due to system failures.   

The psychological symptoms of SVs are flashbacks, anxiety, anger, regret, 

distress, fear, embarrassment, guilt, and sleeping difficulties (Busch et al., 2020; 

Coughlan et al., 2017; Schroder et al., 2020; Van Gerven et al., 2016; White & Delacroix, 

2020). These symptoms are described as being the medical trauma equivalent to PTSD. 

High risk scenarios are events that involve multiple patients, pediatric patients, first death 
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encounters, long-term relationship with the patient, and personal connection with the 

patient. These high-risk scenarios are more likely cause SV-related trauma (Hirschinger 

et al., 2015; Ozeke et al., 2019). Some physiological trauma can be so severe that it leads 

the clinician to experience burnout, leave the profession, self-harm, or even death by 

suicide (Busch et al., 2019; Coughlan et al., 2017; Seys et al., 2013; Van Gerven et al., 

2016). When quantified, 20.2% of HCPs involved in an adverse event inappropriately 

self-medicated and 3.2% of the same HCPs engaged in excessive alcohol consumption as 

a means of coping (Van Gerven et al., 2016). Inappropriate medication use and excessive 

alcohol consumption constitute as self-harm. The Van Gerven et al. study was conducted 

in Belgium. Belgium’s lifestyle and culture are different from that of the United States 

and should be considered when interpreting the data. Thirty-three percent of HCPs 

involved in an adverse event were at risk for burnout (Van Gerven et al., 2016).  

Recovery Trajectory 
 

A groundbreaking 2009 study by Scott et al. found that all HCPs progressed 

through a fairly predictable six-stage recovery trajectory despite differences in education, 

race, gender, and experience. The trajectory is: (a) chaos and accident response, (b) 

intrusive reflections, (c) restoring personal integrity, (d) enduring the inquisition, (e) 

obtaining emotional first aid and (f) moving on. (Scott et al., 2009). Stage one of the 

trajectory describes the immediate realization of the adverse event. Health care providers 

often state that they are in a sense of shock while simultaneously processing the incident 

and taking care of a critical patient. Stage two depicts an experience full of self-doubt and 

intrusive thoughts. The SV often asks “what if” questions. Most SVs desire support in 

stage three, but only 15% will actively pursue the resource on their own. (Scott et al., 
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2010). They begin to realize the personal and professional impact of the AE. Second 

victims begin to worry about institutional and board repercussions from the AE in stage 

four. They begin to answer questions from the health care entity about specifics of the 

event. Second victims often seek emotional first aid from acquaintances or professionals 

in stage five. Stage six, the moving on stage, describes the fate of the SV. They can either 

drop out, survive, or thrive. Dropping out means that the HCP makes a career move 

because of one specific clinically challenging event (Scott et al., 2010). Surviving is 

when the HCP continues their profession but suffers from long-term psychological 

sequelae. Thriving is when the HCP can continue their work, learn from the event, and 

experience post-traumatic growth (Scott et al., 2009). An example of post-traumatic 

growth is when a SV joins a patient safety committee and actively participates in 

initiatives that prevent harm for the next patient in a similar situation (Scott, 2021b). The 

goal of the SV program is for SV to at least survive, but hopefully thrive. The trajectory 

helps health care organizations better understand the SV experience and thus intervene 

more effectively.  

The literature is clear, SVs suffer from severe psychological trauma affect the 

clinician’s personal and professional life (Busch et al., 2019; Coughlan et al., 2017; Seys 

et al., 2013; Ozeke et al, 2019; Schroder et al., 2002; Van Gerven et al., 2016). 

Organizations such as the John Hopkins’ RISE program and University of Missouri 

Health Care’s ForYOU SV support program utilize the six-stage recovery trajectory to 

provide SV-specific support to their HCPs. These programs, along with the prevalence 

and understanding of the detrimental effects of the SV phenomenon, have led The Joint 

Commission and The Agency for Healthcare Research and Quality (AHRQ) to encourage 



 9 

adoption of SV programs (AHRQ, 2016). While successful SV support programs are in 

place, many organizations have not considered this valuable strategy for their workforce. 

Framework 
 

Theoretical frameworks seek to explain the process that is studied. The Scott 

Three-Tiered Integrative Model of Interventional Support serves as a foundation for the 

SV support strategy (Scott et al., 2009). The three-tiered model serves as a framework for 

the implementation of SV support programs. At the individual level or Tier 1, SVs need 

immediate support that is available 24/7. This constant support is termed “emotional first 

aid” (Dukhanin et al., 2018; Scott et al., 2010; Seys et al., 2013). This immediate support 

is often a simple word of encouragement from a trusted colleague. Because everyday co-

workers naturally offer unofficial support, it is impossible to quantify the amount of Tier 

1 SV Supporters. Managers and supervisors can also play a role in Tier 1 support by 

offering tangible assistance such as assignment adjustments and time away from work. 

Tier 2 support is the focus of the SV Support program. It includes support from 

specially trained SV peer supporters that are involved in this type of work every day. Tier 

2 support includes group debriefs and one-on-one conversations with second victims 

termed “caring moments” (Hirschinger et al., 2015). Support sessions with Tier 2 

supporters are often made by appointment. These specially trained SV supporters should 

be on every high-risk unit (Scott et al., 2010). Group debriefings are appropriate for 

multiple clinicians involved in a single clinically challenging event. Caring moments are 

reserved for clinically challenging events involving one clinician or in cases of medical 

error due to their sensitive nature. The individual conversation allows the SV to take a 

break from the clinical setting to clear their minds and begin to recover from the event in 
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a safe space. Conversations regarding unknown futures because of the event such as 

litigation and licensing concerns are often included in Tier 2 support (Hirschinger et al., 

2015).  

Peer support that allows for open discussion and disclosure of the error is most 

helpful. This open discussion allows the SV to explore what went wrong and what can be 

done in the future to mitigate similar errors (Dukhanin et al., 2018; Seys et al., 2013). 

Peers can support the SV most effectively when they verbalize their trust in the SV, 

understand the systems perspective of errors, and ask the SV how they are coping. If the 

peer supporter has a personal experience with an AE, they can share the experience with 

the SV as a way of building trust and reducing the isolation that is often felt by the SV 

(Dukhanin et al., 2018; Seys et al., 2013). Unit level supporters should be trained on the 

SV experience, surveillance of potential SVs, and be equipped with keywords and actions 

at key times (Scott et al., 2010). Involvement of the SV in the Root Cause Analysis 

(RCA) has also proven to be beneficial as the SV is able to find resolution and meaning 

from the experience, a key component of “moving on”.  

Tier 3 support is comprised of internal mental well-being experts such as 

employee assistance programs, chaplains, social workers, clinical health psychologists 

and referrals to professional personal counseling services (Scott et al., 2010; Seys et al., 

2013). Reflective writing exercises, led by tier 3 supporters, have also shown some 

benefit for SVs to express their feelings (Seys et al., 2013). Tier 3 provides individualized 

and specialized mental health support when the emotional trauma experienced by the SV 

surpasses the scope of tiers 1 and 2. Peer supporters can quickly refer SVs to tier 3 which 

allows the SV to receive the level of support that they need in a timely manner (Scott et 
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al., 2010). Approximately 10% of SVs require specialized tier 3 support (Scott et al., 

2010).  

Effectiveness of the SV supporters is critical, therefore training and evaluation is 

important for a successful team. The training should include a review of the literature 

stressing the importance of a SV program, examples of high-risk events that are likely to 

produce SVs, the recovery trajectory, the three-tier model, key phrases, crisis 

intervention, and recognition of the need for referral along with referral information 

(Scott et al., 2010). Overall, participants in SV support programs value 24/7 support, 

anonymity, open communication with peers, compassion, a safe space to talk, predictable 

follow-up with managers, and the opportunity to learn and change processes to help 

prevent future errors (Hirschinger et al., 2015). Second victims found a culture of blame, 

minimizing the emotional impact of an AE, and a lack of follow-up to be unhelpful 

(Dukhanin et al., 2018). Second victims need support that will help them move on and 

thrive. The three-tiered model serves as a framework for successful support program 

implementation.  

Definition of Terms 
Second Victim 
 

Second victims are well-intentioned HCPs that have played a participatory role in 

a clinically challenging event and have experienced undue psychological trauma from 

their involvement in the event. The involved HCPs are SVs because they are also 

negatively impacted from the incident (Scott et al., 2009). Most recently, the COVID-19 

pandemic and workplace violence exposures have been included as potential causes for a 

second victim response (Scott, 2021a). The term second victim has been controversial as 

some claim that by calling the HCP a victim, it minimizes the trauma for the patient and 
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implies that the HCP had a passive role in the outcome (Wu et al., 2017). Researchers, to 

show sensitivity to the patient, have used the terms: the forgotten victim, wounded healer, 

collateral damage, vicarious trauma, and silent sufferer but none have been able to 

accurately describe the SV experience (Scott, 2021a). For this paper the term second 

victim will be used.  

Second Victim Phenomenon  
 
 The second victim phenomenon is best described as the psychological and 

psychosomatic trauma experienced by the SV (Busch et al., 2020). The SV often 

progresses through a predictable six-stage trajectory: (a) chaos and accident response, (b) 

intrusive reflections, (c) restoring personal integrity, (d) enduring the inquisition, (e) 

obtaining emotional first aid and (f) moving on. (Scott et al., 2010). The quality of 

received support can substantially impact on the SV trajectory and how the individual 

HCP can heal and “move on” after the event (Scott et al., 2010).  

Second Victim Program  
 
 A second victim program is a strategic plan that provides post-event SV-related 

support. These programs are thought to be more effective if there is 24/7 availability, a 

strong emphasis on peer support, guaranteed confidentiality, and if the SV contributes to 

organizational improvements because of the event (Scott et al., 2010).  

Health Care Provider  
 
 Health care providers in the SV context are any health care personnel that could 

be negatively affected by an adverse patient event, COVID-19 pandemic, or workplace 

violence (Busch et al., 2020). Physicians, mid-level providers, nurses, pharmacists, 
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patient care technicians, and unit secretaries are all examples of HCPs although the list is 

not exhaustive.   

Rationale for Project and Aims 
 

Patient safety is a discipline devoted to preventing harm to the patient (World 

Health Organization, 2019). The results from a recent safety culture survey at the project 

site noted that 66% of employees involved in adverse events reported inadequate support 

from their leadership team. If half of all HCPs are SVs, this equates to more than a 

quarter of their staff. The description of the hospital system’s Care for the Caregiver 

(CFC) program is used to identify current practice. As part of a GAP analysis, the project 

site compared its patient safety program with the Communication and Optimal 

Resolution (CANDOR) process. The CANDOR process is an AHRQ response to adverse 

patient events. After the analysis it was evident that a more robust SV program was 

needed (AHRQ, 2016).  

Quality improvement projects identify an issue and work to find a solution to 

improve practice (Moran et al., 2017). The focus of this quality improvement project was 

the evaluation of a practice change, a SV Support program, at a 100-bed hospital that 

addressed the need for adequate employee support. There was a 3-month implementation 

period. The outcome of the project was the severity of second victim-related 

psychological and psychosomatic trauma before and after the implementation period. The 

literature supports the value of SV programs, and the hospital system has identified a SV 

program as a need. The secondary aim of the project was to determine if the participation 

as a SV supporter affected clinician well-being. The purpose of this secondary aim was to 

expand upon current literature that suggests that SV programs positively affect overall 
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safety culture and workplace wellbeing (Sexton et al., 2021). No current studies have 

demonstrated the effect that the SV supporter role has on well-being. 

 

PICOT  
 

The PICOT question is: For clinical staff at a 100-bed hospital in the Southeast 

(P), does a Second Victim Program (I) compared to current practice (C) affect second 

victim-related psychological and psychosomatic symptoms (O1) during a three-month 

observation period (T)? The secondary question is: For second victim supporters (P), 

does the involvement in a second victim program (I) compared to current practice (C) 

affect overall well-being (O2) during a three-month observation period(T)?  
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CHAPTER II 
 
 

Intervention 
 

       The intervention was a SV Support program adapted from the University of 

Missouri Health Care’s ForYOU Team initiative. The program followed the Scott Three-

Tiered Integrative Model of interventional support. Tier one supporters were colleagues, 

managers, and supervisors that worked on the same unit or team as the SV and could 

offer immediate support. Tier two supporters were trained peer supporters that led group 

debriefs and caring moments. Tier three supporters were internal mental well-being 

experts.  

 In the Spring of 2021, the PI underwent a 3-day extensive training workshop 

through the Center of Patient Safety in Chesterfield, MO. The training was led by the 

founder of Missouri Health Care’s ForYOU Team. This virtual training program detailed 

the SV phenomenon and provided resources for implementing a SV program at the 

trainee’s institution (Scott, 2021b). After IRB approval, the implementation of the project 

occurred in the Fall of 2021. The PI held a 2–3-hour virtual training workshop via 

Microsoft Teams. There were multiple date/time options for convenience. The workshop 

discussed the SV phenomenon, the SV recovery trajectory, the details of the SV support 

program at the project site, role responsibilities, and offered time for the SV Supporters to 

practice the “Caring Moment” conversation. All 12 SV Supporters completed the training 

workshop and were paid for their time from the project site. The workshop used 

resources from the Center of Patient Safety with permission.  

The SV Support Program at the project site consisted of Tier 1, Tier 2, and Tier 3 

supporters (See APPENDIX A) and was implemented in the Fall/Winter of 2021-2022. 
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There was a specific email address at the project site that potential SVs could contact to 

request support. The email was accessible to all SV Supporters, and they took turns 

answering and responding to support requests. There were several Patient Safety and 

Quality leaders that were also trained SV Supporters. These leaders were often involved 

in Root Cause Analyses and Safety events. These leaders did not act as SV Supporters for 

the potential SVs involved in the reviewed safety event but were important team 

members because they shared the SV email address and recommended SV support.  

Tier 1 supporters were everyday colleagues that were able to offer immediate 

emotional support. These Tier 1 supporters were not trained in the SV Phenomenon but 

were encouraged to continue supporting their colleagues. No further intervention was 

needed for Tier 1 supporters. 

       Tier 2 Supporters, SV Supporters, monitored coworkers to identify SVs and 

help them navigate the six-stage recovery trajectory; chaos and accident response, 

intrusive reflections, restoring personal integrity, enduring the inquisition, obtaining 

emotional first aid, and moving on (Scott et al., 2009). Second victim supporters were 

able to recognize high-risk scenarios that could lead to second victimization and 

understand the symptoms of a SV as a way to monitor their unit. After a SV and SV 

Supporter were matched, a Caring Moment conversation took place in a private location. 

This location allowed the SV to step away from their unit and engage in a moment of 

respite. The supporter introduced themselves and the goal of the session. The SV 

Supporter followed the standardized conversation pocket reference (See APPENDIX B). 

The goal of the conversation was to help the SV explore their emotions resulting from the 

event, attempted to normalize the SV’s feelings/reactions, and instill confidence in the 
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SV. The SV Supporter then offered a follow-up conversation or referred the SV to Tier 3 

resources or other self-care measures as necessary. After the conversation, the SV 

Supporter completed the self-assessment form to reflect on the strengths and areas of 

improvement concerning the support conversation (See APPENDIX C). The anonymity 

of the SV was protected and there was no electronic or paper trail of the conversation 

with any identifying information. 

Tier 3 supporters were trained mental or spiritual health providers. Tier three 

supporters were existing resources at the project site and included chaplains, clinical 

social workers, wellness specialists, behavioral health manager, and the employee 

assistance program. If these referrals were made, they were confidential and unable to be 

tracked. 

Population 

There were two population groups of interest: all clinical staff and the SV 

Supporters at the 100-bed hospital in the southeast. The 720 clinical staff were comprised 

of MDs, RNs, Nurse Practitioners, Physician Assistants, Patient Care Technicians, 

Secretaries, Pharmacists, Patient Access Representatives, and Lab Technicians. All 

clinical staff were included because previous literature has demonstrated that the SV 

phenomenon is all inclusive (Scott & McCoig, 2016). This population was a convenience 

sample, an appropriate sampling method for quality improvement projects, because they 

were the available people at the project site (Moran et al., 2017).  

Second victim supporters were the Tier 2 Supporters that gave psychologic 

support to SVs by following the principles of the SV program. Twelve employees 

volunteered to participate as SV Supporters. Of the 12 SV Supporters, 7 were Registered 
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Nurses, 2 were Pharmacists, 1 was a MD, 1 was a Pharmacy Technician, and 1 was a 

Patient Access Representative.  

Study of the Intervention  
 

The project evaluated the impact of a SV support program using a pre- and post-

survey design. The Second Victim Experience and Support Tool (SVEST) was used 

before and after the implementation period to understand the effect of SV program 

implementation on SV-related psychological and psychosomatic symptoms (See 

Appendix D). This pre-post survey design using the SVEST tool was utilized as an 

attempt to replicate similar studies. This project served as a pilot study with a 3-month 

implementation period rather than the 12-month implementation periods seen in the 

literature (Merandi et al., 2018). The 720 clinical staff were recruited via email invitation 

sent by an administrator at the project site (See APPENDIX E). Two reminder emails 

were sent one week apart to increase the response rate.  

The secondary aim was to understand if the participation as a SV supporter 

affected well-being. This secondary outcome was measured via the Mayo Clinic Well-

Being Index survey tool and was sent before and after the implementation period (See 

Appendix F). The SV Supporters were recruited via email by an on-site administrator and 

word of mouth via leadership at the project site (See Appendix G). An informational flyer 

was distributed within the organization to increase awareness of the opportunity to 

participate as a SV Supporter. A follow-up email with further information about the SV 

training workshop was sent to just the volunteer SV Supporters (See APPENDIX H).  
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Measures 
 

Demographic data was collected to describe the participants (See Appendix I). 

The questions focused on race/ethnicity, gender, staff position, years of experience in 

current hospital, unit, and specialty, average hours worked per week, and if the 

participant had personal experience as a SV or had seen a coworker experience the SV 

phenomenon.  

The SVEST survey, a validated and reliable tool, is a 29-question survey that 

studies seven dimensions and two outcomes (Burlison et al., 2017). A 1-5 Likert scale is 

used to measure the outcomes. Participants were asked to indicate how much they agreed 

with the survey statements as they pertained to their own experience at the project site. 

The responses were rated on a 1-5 Likert scale, with 1= strongly disagree, 2= disagree, 

3= neither agree not disagree, 4= agree, and 5= strongly agree.  Higher scores 

represented higher SV-related psychological or psychosomatic symptoms, higher 

perception of inadequate support resources, and higher SV-related negative work 

outcomes such as turnover and absenteeism. Ten questions were reverse worded so that a 

lower score indicated a more negative perception of SV-related psychological and 

psychosomatic symptoms, a higher perception of inadequate support resources, and 

higher SV-related negative work outcomes such as turnover and absenteeism.  

The seven dimensions address psychological distress, physical distress, colleague 

support, supervisor support, institutional support, non-work-related support, and 

professional self-efficacy. The SVEST tool also studies two outcome variables; 

absenteeism and desired forms of support (Burliton et al., 2017). These questions address 
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whether the SV has missed days of work due to the event and/or they are considering 

leaving their current role.  

There are seven additional questions at the end of the survey that provide 

information about SV desired methods of support. Participants rate the desirability of 

interventions such as immediate time away, access to a safe space, discussion with a peer, 

employee assistance programs access, conversation with manager or supervisor, an 

appointment with a counselor, and 24/7 access to support on a 1-5 Likert scale (Burliton 

et al., 2017). These questions help clarify which interventions are perceived to be most 

helpful for SVs by the clinical staff. It provides the potential for a tailored program based 

on institution specific needs. There was an option for participants to leave open-ended for 

additional comments. The SVEST tool was chosen as a standard of measurement because 

it is specific to the SV phenomenon and has been used to evaluate similar programs in the 

literature (Burlison et al., 2017).  

The Mayo Clinic General Well-Being Index, a validated and reliable survey, is 

intended for all US workers. The tool is a nine-question survey that screens for fatigue, 

depression, burnout, anxiety and stress, quality of life, satisfaction with work-life 

integration, and meaning in work. Respondents were asked to answer 7 yes/no questions 

about their well-being. They were also asked to rank their level of agreement with 2 

questions about their well-being on a 7-point Likert scale. An answer of 1 = very strongly 

disagree, 2= strongly disagree, 3= disagree, 4= neither agree nor disagree, 5= agree, 6= 

strongly agree, 7= very strongly agree. The first 7 items were scored with yes = 1 and no 

= 0. The 2 Likert scale questions were scored with a response of 1 or 2 = +1, 3-5 = 0, 6 or 
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7 = -1. There was an option for participants to leave open-ended comments about their 

experience as a SV Supporter and if it was meaningful to them. 

Higher scores represent less meaning in work and low satisfaction with work-life 

balance as lower scores represent higher satisfaction and greater meaning in work. An 

overall lower score is representative of an employee at low-risk for burnout, negative 

psychological symptoms, and higher satisfaction with work-life balance and meaning in 

work. An overall higher score would indicate an employee at higher risk of burnout, 

negative psychological symptoms, and lower satisfaction with work-life balance and 

meaning in work. A recent study using the Mayo Clinic General Well-Being Index 

indicated that a score of 2 or greater resulted in a 2.9x risk of burnout, 1.8x risk of 

fatigue, 2.1x risk of suicidal ideation, and 2.3x risk of poor quality of life (Dyrbye, 

Satele, & Shanafelt, 2016). This tool was chosen to expand upon the literature that 

suggests SV programs promote a better safety culture and workplace well-being (Sexton 

et al., 2021).  

The SVEST and Mayo Clinic Well-Being Index surveys, used with permission, 

along with the demographic survey were collected using Research Electronic Data 

Capture (REDCap™), a secure application for online surveys approved by Georgetown 

University. The link to the surveys was distributed via the project site’s institution email 

by an on-site administrator. The volunteer participants were surveyed before and after the 

implementation period during the Fall-Winter of 2021-2022. After all data was collected 

and available to the PI, the PI uploaded the data into a secured Georgetown University 

Box. Only the project PI, the mentors, and the statistician had access to the Box. Results 
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were analyzed and shared in written and oral form via the DNP scholarly project and 

orally with the Project site in the Spring of 2022. 

Analysis Plan 
 

 The pre-post-survey design was chosen to draw conclusions about the impact of 

the intervention. These survey scores were intended to be compared using a paired t-test. 

This statistical test was appropriate because the SVEST tool and Mayo Clinic Well-Being 

Index gathered interval level data from two different points in time (Moran et al., 2017). 

The open-ended comments will use a qualitative analysis looking for themes. A 

minimum sample size for a paired t-test analysis for the Clinical Staff group was 71 with 

an alpha of 0.05 was needed to achieve a power of 0.80 (Faul et al., 2007). A minimum 

sample size for a paired t-test analysis for the SV Supporter group was 22 with an alpha 

of 0.05 to achieve a power of 0.80 (Faul et al., 2007).  

The SVEST survey was unable to be paired because the same participants did not 

complete both the pre- and post-surveys; therefore, the pre- and post-survey responses 

were analyzed as independent samples. There was also a low response rate resulting in a 

small sample size. The Chi-Squared Analysis, a nonparametric independent statistical 

test, was the most appropriate method to account for both the small sample size and 

independent groups (Moran et al., 2017).  The data from the SVEST survey responses 

were calculated by computing mean scores for each participant and the percentage of the 

mean scores that agreed. Mean scores of 4.0 or higher demonstrated negative perceptions 

of SV-related psychological and psychosomatic symptoms, inadequate support, and 

negative work outcomes. Mean scores below 4.0 demonstrated not negative responses. 
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The Mayo Clinic Well-being Index was able to be paired but had a low response 

rate; therefore, the most appropriate statistical test was the Wilcoxon Signed Rank test, 

which compares median pre- and post-survey scores. Scores higher than 2 indicated 

higher risk and scores less than 2 indicated lower risk of adverse outcomes such as 

burnout, fatigue, low quality of life, and suicidal ideation.  

Ethical Considerations 
 

Protecting human subjects in research is of utmost importance and requires strong 

ethical consideration and approval by the DNP committee, Georgetown University’s 

Institutional Review Board (IRB), and the project site’s IRB. The project was designated 

as multi-site due to the involvement of both the GU and project site IRB. Georgetown 

IRB served as the IRB of record. The Principal Investigator (PI), the project site PI, the 

project mentors, and the statistician underwent training related to human subject research 

through the Collaborative Institutional Training Program (2021). The IRB approved the 

project under Expedited review in the Fall of 2021. After IRB approval, the SV 

Supporters attended the training workshop, and the implementation period began.   

There was an embedded consent at the beginning of each survey and participants 

could withdraw from the study without negative consequences. The participation in the 

study was completely voluntary. For both the SVEST and Well-Being survey, 

participants provided a unique identifier for future pairing of the data using mother’s 

birth year and participant’s high school graduation date. This number combination did 

not provide identifying information and was unknown to the PI to further protect privacy. 

After the pre-survey, all clinical staff were informed about the new SV Program, the SV 
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phenomenon, and received information about obtaining Tier 1, 2, and 3 institutional 

support for potential SVs. 
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CHAPTER III 
 
 

Results  
 
Clinical Staff Participants   
 
 The response rate for the SVEST pre-survey was 51/720 (7.1%). Nineteen 

surveys were discarded due to nonresponse, resulting in a response rate of 32/720 (4.4%).  

All clinical staff received the post-survey which assessed the effectiveness of the SV 

program. The response rate for the post-survey after the 90-day implementation period 

was 15/720 (2.0%). Four participants were discarded due to nonresponse, resulting in a 

response rate of 11/720 (1.5%). As noted in Chapter 2, different participants completed 

the pre- and post- survey SVEST tool, therefore they were independent samples and the 

nonparametric Chi-Squared test was used to compare the SVEST results for the two 

groups. 

Clinical Staff Demographics 

 Descriptive statistics were used to illustrate the demographic and professional 

characteristics of the clinical staff. Most participants that completed the pre-survey were 

female (n= 27, 84.4%), Caucasian/ White (n= 23, 71.9%), and were nurses (n= 16, 50%). 

The most common age group for the participants in the pre-survey was between 40-49 

(n=11, 34.4%). Most of the clinical staff that took the pre-survey had 1-5 years of 

experience (n=10, 32.3%) at the project site, 1-5 years of experience on their unit (n=13, 

40.6%), and 21+ years of experience in their specific specialty (n=8, 25%). Most staff 

worked 40-59 hours per week (n=20, 64%). Sixty-five percent of pre-survey participants 

reported having personally identified as a SV (n=21) and 81.3% of participants reported 

witnessing a colleague as a SV (n=26).  
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 All participants that completed the post-survey were female (n= 11, 100%), 

between 50-59 (n=6, 54.5%), Caucasian/ White (n= 8, 72.7%), and were in the “other” 

category for staff position (n= 7, 63.3%). Most of the staff that completed the post-survey 

had either 6-10 or 21+ years of experience at the project site (n=3, 27.3%), 6-10 years of 

experience on their unit (n=4, 40%), and 21+ years of experience in their specific 

specialty (n=4, 36.4%). Most staff worked 40-59 hours per week (n=7, 63.6%). Sixty-

four percent of post-survey participants reported having personally identified as a SV 

(n=7) and 81.8% of participants reported witnessing a colleague as a SV (n=9).  

 The pre- and post-survey groups are compared in Table 1. There was a 

statistically significant difference in the staff positions of the two pre- and post- groups. 

The pre-survey group was more likely to be RNs whereas the post-survey group was 

more likely to fit in the “other” position category, [X2 (4) =13.8, p =.008]. The post-

survey group was older than the pre-survey group and was more likely to be female. 

There were no differences in race/ethnicity between the two groups. There were no 

statistical differences in years’ experience at the project site or unit, but there was a 

tendency for the pre-survey group to have fewer years of overall experience when 

compared to the post-survey group. There was no difference in hours worked per week or 

years’ experience in their specialty between the two groups. There was also no difference 

in experiencing or witnessing a colleague experience SV-related trauma between the pre-

survey and post-survey groups. No comments were submitted in the open-ended section 

of the survey. 
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Table 1 
 
SVEST Participant Characteristics 
 
 Pre (n = 32) Post (n = 11)    
 n (%) n (%) Χ2 df p 
Age   9.34 4 .053 

20-29 1 (3.1) 0 (0.0)    
30-39 9 (28.1) 0 (0.0)    
40-49 11 (34.4) 3 (27.3)    
50-59 6 (18.8) 6 (54.5)    
60 or older 5 (15.6) 2 (18.2)    

Gender   3.18 1 .075 
Male 5 (15.6) 0 (0.0)    
Female 27 (84.4) 11 (100.0)    

Race/Ethnicity   1.28 3 .733 
African American/Black 7 (21.9) 3 (27.3)    
Caucasian/White 23 (71.9) 8 (72.7)    
Hispanic/Latinx 1 (3.1) 0 (0.0)    
Native American/Alaska 
Native 

1 (3.1) 0 (0.0)    

Position   13.8 4 .008 
Patient Care Technician 3 (9.4) 0 (0.0)    
Unit Secretary 0 (0.0) 2 (18.2)    
RN 16 (50.0) 1 (9.1)    
Administrator 3 (9.4) 1 (9.1)    
Other 10 (31.3) 7 (63.3)    

Years at Hospital   8.60 5 .126 
Less than 1 7 (22.6) 1 (9.1)    
1-5 10 (32.3) 2 (18.2)    
6-10 5 (16.1) 3 (27.3)    
11-15 5 (16.1) 0 (0.0)    
16-20 2 (6.5) 2 (18.2)    
More than 20 2 (6.5) 3 (27.3)    

Years on Current Unit   6.71 5 .243 
Less than 1 7 (21.9) 1 (10.0)    
1-5 13 (40.6) 2 (20.0)    
6-10 5 (15.6) 4 (40.0)    
11-15 5 (15.6) 1 (10.0)    
16-20 2 (6.3) 1 (10.0)    
More than 20 0 (0.0) 1 (10.0)    

Years in Specialty   2.00 5 .849 
Less than 1 1 (3.1) 0 (0.0)    
1-5 4 (12.5) 1 (9.1)    
6-10 7 (21.9) 1 (9.1)    
11-15 7 (21.9) 3 (27.3)    
16-20 5 (15.6) 2 (18.2)    
More than 20 8 (25.0) 4 (36.4)    

Typical Hours per Week 
Worked 

  0.71 4 .951 
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 Pre (n = 32) Post (n = 11)    
 n (%) n (%) Χ2 df p 

Less than 20 1 (3.2) 0 (0.0)    
20-39 5 (16.1) 2 (18.2)    
40-59 20 (64.5) 7 (63.6)    
60-79 3 (9.7) 1 (9.1)    
80 or more 2 (6.5) 1 (9.1)    

Personal Experience with 
Trauma 

  4.18 2 .124 

Yes 21 (65.6) 7 (63.6)    
No 9 (28.1) 1 (9.1)    
Unsure 2 (6.3) 3 (27.3)    

Witnessed Colleague 
Experience Trauma 

  3.26 2 .196 

Yes 26 (81.3) 9 (81.8)    
No 6 (18.8) 1 (9.1)    
Unsure 0 (0.0) 1 (9.1)    

 
Quantitative Results for SVEST  

There were no statistically significant differences found between the two groups 

on any dimensions or outcomes of the SVEST: psychological distress, physical distress, 

colleague support, supervisor support, institutional support, non-work-related support, 

professional self-efficacy, turnover intentions, or absenteeism (see Table 2). Small 

sample sizes are more likely to yield Type II errors, accepting the null hypothesis when 

there may actually be a difference in the population. Five participants in the pre-survey 

group reported negative psychological distress (15.9%) compared to one participant 

(9.1%) in the post-survey group. Five participants reported negative SV-related physical 

distress (15.6%) compared to zero participants in the post-survey group. Seven pre-

survey participants reported turnover intentions (21.9%) compared to 3 (27.3%) of the 

post-survey group. Five participants reported absenteeism (15.6%) compared to 3 

(27.3%) post-survey participants.  
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Table 2 
 
Comparison on Negative Effects Distributions on SVEST Dimensions and Outcomes 
 

 Pre (n = 32) Post (n = 11)   
 n (%) n (%) Χ2(1) p 
Psychological Distress 5 (15.6) 1 (9.1) 0.32 .575 
Physical Distress 5 (15.6) 0 (0.0) 3.18 .075 
Colleague Support 0 (0.0) 0 (0.0) na na 
Supervisor Support 0 (0.0) 1 (9.1) 2.80 .094 
Institutional Support 0 (0.0) 0 (0.0) na na 
Non-Work-Related Support 2 (6.3) 1 (9.1) 0.10 .756 
Professional Self-Efficacy 3 (9.4) 0 (0.0) 1.85 .174 
Turnover Intentions 7 (21.9) 3 (27.3) 0.13 .718 
Absenteeism 5 (15.6) 3 (27.3) 0.69 .406 

 
Second Victim Supporter Participants  

Descriptive statistics were used to illustrate the demographic and professional 

characteristics of the SV Supporter group (see Table 3). The response rate for the pre-

survey was 10/12 (83%). All participants consented and completed the pre-survey, so all 

10 participants were represented in the analysis. The same 12 SV Supporters received the 

Mayo Clinic Well-Being Index post-survey via email from an administrator within the 

hospital after the 90-day implementation period. The response rate for the post-survey 

was 8/12 (67%). One participant didn’t complete the survey and one participant took the 

survey twice. Their responses were taken out of the analysis resulting in a 6/12 (50%). 

Five participants were able to be matched via their identifier codes, but one those 

participants did not complete the entire survey. Four participants completed both the pre- 

and post- survey in its entirety and were able to be paired, thus the response rate for both 

the pre- and post-survey was 4/12 (33%). Six participants completed only the pre-survey, 

and 2 completed only the post-survey.  
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Second Victim Supporter Participant Demographics 
 
 Most of the participants that completed only the pre-survey were female (N=5, 

90%), Registered Nurses (N=5, 83.3%), and White (N=4, 66.7%). All pre-survey only 

participants had at least six years of experience in their specialty. All pre-survey only SV 

supporters reported having witnessed a colleague experience psychological or 

psychosomatic trauma because of their involvement in a clinically challenging event and 

most (N=5, 83.3%) reported having personally been a SV at some point in their career.  

All participants that only completed the post-survey were Black females with 1-5 

years of experience on their unit and 11-15 years in their specialty (N=2, 100%). Half of 

the participants who completed the post-survey were between the ages of 40-49 and the 

other half were between 50-59 years old (50%). All SV supporters that filled out the post-

survey reported having witnessed a colleague experience psychological or psychosomatic 

trauma because of their involvement in a clinically challenging event (N=2, 100%).  

All of the participants that completed both the pre- and post-survey, paired SV 

Supporters, were females (N=4, 100%). Most of the paired SV Supporters had 6-10 years 

of experience both on their unit and at the project site (N=3, 75%). One SV Supporter 

was a RN, one was a MD, and the other two fit into the “other category” for their 

profession. Two of the SV Supporters were White, one was Hispanic, and the other 

preferred not to disclose. Most of the paired SV Supporters worked between 40-59 hours 

a week (N=3, 75%) and one worked between 60-79 hours a week. All of the pre- and 

post-survey SV Supporters had personal experience as a SV and had witnessed a 

colleague experience SV-related trauma (N=4, 100%).  
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Table 3 
 
Well-Being Participant Characteristics  
 
 Pre-Only (n = 6) Post (n = 2) Both Pre & Post 

(n = 4) 
 n (%) n (%) n (%) 
Age    

20-29 0 (0.0) 0 (0.0) 0 (0.0) 
30-39 3 (50.0) 0 (0.0) 1 (25.0) 
40-49 1 (16.7) 1 (50.0) 1 (25.0) 
50-59 2 (33.3) 1 (50.0) 2 (50.0) 
60 or older 0 (0.0) 0 (0.0) 0 (0.0) 

Gender    
Male 1 (16.7) 0 (0.0) 0 (0.0) 
Female 5 (83.3) 2 (100.0) 4 (100.0) 

Race/Ethnicity    
African American/Black 2 (33.3) 2 (100.0) 0 (0.0) 
Caucasian/White 4 (66.7) 0 (0.0) 2 (50.0) 
Hispanic/Latinx 0 (0.0) 0 (0.0) 1 (25.0) 
Prefer not to disclose 0 (0.0) 0 (0.0) 1 (25.0) 

Position    
RN 5 (83.3) 0 (0.0) 1 (25.0) 
MD/DO 0 (0.0) 0 (0.0) 1 (25.0) 
Pharmacist 0 (0.0) 2 (100.0) 0 (0.0) 
Other 1 (16.7) 0 (0.0) 2 (50.0) 

Years at Hospital    
Less than 1 1 (16.7)  0 (0.0) 
1-5 4 (66.7)  1 (25.0) 
6-10 1 (16.7)  3 (75.0) 

Years on Current Unit    
Less than 1 2 (33.3) 0 (0.0) 0 (0.0) 
1-5 3 (50.0) 2 (100.0) 1 (25.0) 
6-10 1 (16.7) 0 (0.0) 3 (75.0) 
11-15 0 (0.0) 0 (0.0) 0 (0.0) 

Years in Specialty    
6-10 1 (16.7) 0 (0.0) 0 (00.0) 
11-15 2 (33.3) 2 (100.0) 2 (50.0) 
16-20 1 (16.7) 0 (0.0) 0 (0.0) 
More than 20 2 (33.3) 0 (0.0) 2 (50.0) 

Typical Hours per Week Worked    
Less than 20 0 (0.0) 0 (0.0) 0 (0.0) 
20-39 1 (16.7) 0 (0.0) 0 (0.0) 
40-59 4 (66.7) 2 (100.0) 3 (75.0) 
60-79 1 (16.7) 0 (0.0) 1 (25.0) 

Personal Experience with Trauma    
Yes 5 (83.3) 0 (0.0) 4 (100.0) 
No 0 (0.0) 2 (100.0) 0 (0.0) 
Unsure 1 (16.7) 0 (0.0) 0 (0.0) 
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 Pre-Only (n = 6) Post (n = 2) Both Pre & Post 
(n = 4) 

 n (%) n (%) n (%) 
Witnessed Colleague Experience 
Trauma 

   

Yes 6 (100.0) 2 (100.0) 4 (100.0) 
No 0 (0.0) 0 (0.0) 0 (0.0) 
Unsure 0 (0.0) 0 (0.0) 0 (0.0) 

 

Quantitative Results for SV Supporters    

 The post-intervention General Well-Being Scores were lower indicating higher 

wellness (Median = 2.50) than the pre-scores (Median = 4.00), Z= 1.81, p = .066), albeit 

not statistically significant. All four participants had well-being scores greater than 2 at 

the pre-test. One participant had a score less than 2 at the post-test, but the other three 

participants remained at risk with well-being scores of 2 or greater.   

Table 4 
Comparison of General Well-Being Pre and Post Using Wilcoxon Signed Ranks Test (n = 
4) 
 
 M (SD) Median Z p 
   1.81 .066 
Pre 4.00 (0.82) 4.00   
Post 2.25 (0.96) 2.50   

   

Non-response Bias 

Non-response bias may occur when too few people respond to surveys. Surveys with low 

response rates may not demonstrate the actual thoughts and feelings of the entire 

surveyed group (Phillips et al., 2016). Nurses made up the majority of the SVEST pre-

survey answers which aligns with the composition of the healthcare workforce. 

Employees that fit into the “other” category of professions were more likely to complete 

the SVEST post-survey. This is clearly a non-response bias because the “other” category 

of employees comprises the minority of the healthcare workforce. Similarly, employees 
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that self-identified as “other” profession were more likely to complete the Well-Being 

Survey. From the 12 SV Supporters, there were only two employees (2/12) that could 

have fit into the “other” category. This is non-response bias because this group was better 

represented in the data analysis although they were not the majority of the group.  

 There are several documented reasons for non-response bias; awareness, 

capability, and motivation. Poor communication may be the cause of a lack of awareness 

in the survey group. The employees may not have the tools or knowledge necessary to 

complete the survey. The participants may also lack motivation to complete the survey 

(Ellis, 2015). A recent study suggests using financial incentives, reminders, pre-

notification, and using different survey approaches to decrease non-response bias 

(Phillips et al., 2016). Awareness and motivation were likely the limiting factors in this 

quality improvement project due to the pandemic and the PI not being an employee of the 

project site.  

Researchers have noted similar experiences as their non-Covid related projects 

have understandably taken a backseat to Covid related research (Eke et al., 2021). The 

authors were empathetic to the urgent attention that the pandemic received, but also 

encourage the continued clinical advancement in other areas of medicine (Eke et al., 

2021). As we continue to deal with the devastating effects of the pandemic we must, now 

more than ever, provide support to our colleagues.  
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CHAPTER IV 
 
 
 Second Victims, well-intentioned clinicians involved in a clinically challenging 

event, experience SV-related psychological and psychosomatic symptoms. Second 

Victim-related symptoms include anxiety, depression, flashbacks, trouble sleeping, guilt, 

embarrassment, and anger (Busch et al., 2020; Coughlan et al., 2017; Schroder et al., 

2020; Van Gerven et al., 2016; White & Delacroix, 2020). Most SVs want peer-guided 

SV specific support and find the intervention helpful in their recovery journey (Endrees 

et al., 2016; Merandi et al., 2018; Scott et al, 2010; Seys et al., 2013). Support programs 

are most effective when they are available 24/7, comprised of trained peer supporters, 

confidential, have a just culture approach, and offer a moment of respite (Scott et al., 

2010). 

There is existing literature that suggests these types of SV programs are valuable. 

According to a recent ForYOU implementation study, all SVs that received support from 

the program reported benefit with 12.5% benefiting a little, 56.3% moderately 

benefitting, and 31.3% benefiting a lot (Merandi et al., 2018). Another study suggested 

that SV programs improved safety culture and workplace wellbeing (Sexton et al., 2021). 

A replication study of the Johns Hopkins SV program reported significant cost savings in 

addition to improved perceived support (Merandi et al., 2017).  

The effectiveness of other SV programs has been measured using the SVEST 

survey tool along with qualitative interviews. Recent studies have found that SVs 

reported benefits from the SV Support program and that they would or have 

recommended the program to other colleagues (Finney et al., 2021; Merandi et al., 2018). 

Some studies found that employees of the organization received benefits from the 



 35 

program’s existence even if they did not personally receive support from the program. 

They found comfort in knowing that the program was an option if they did need support 

(Merandi et al., 2018). The findings from this quality improvement project were not able 

to provide supporting or conflicting evidence as the SV-related psychological and 

psychosomatic symptoms were not statistically different between the two groups.  

 Several studies reported low awareness and utilization of the program urging for 

better recruitment practices (Endrees et al., 2016; Merandi et al., 2018). This quality 

improvement project corroborated that finding evidenced by the low response and 

participation rates. A recent study that was implemented in an Anesthesia unit at an 

academic center noted success with both implementation and utilization. They attributed 

that success to multiple factors; stakeholder buy-in, committed leadership, dedicated time 

to workshop participation, adaptation from another successful and running SV Support 

program, multiple volunteers as SV Supporters and thus higher surveillance, and a 3-year 

development period (Finney et al., 2021). This program was evaluated and 90% of 

participants found the program to be helpful (Finney et al., 2021). Higher participation 

and utilization of the program may have resulted in higher perceived benefits.  

Second Victims, no matter their age, gender, or profession, move through a fairly 

predictable recovery trajectory. The final stage of this recovery trajectory is the “Moving 

On” stage with three possible destinations; thriving, surviving, or dropping out (Scott et 

al., 2009). A recent implementation study reported that their SV Support Program aided 

in their employees returning to work (Merandi et al., 2018). Due to the time limitation of 

this quality improvement project, that finding was not actualized.   
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Addressing the Second Victim phenomenon is important because over half of 

clinicians will report being a SV at some point in their career (Ozeke et al., 2019). This 

quality improvement project corroborated that statistic as more than 60% of clinical staff 

at the project site reported the personal experience as a SV and more than 80% reported 

witnessing a colleague as a SV. After understanding both the prevalence of the SV 

phenomenon and the extent of trauma that SVs experience, researchers have indicated 

that it is the moral obligation of healthcare entities to provide support to their employees 

(Scott et al., 2010).  

While several studies have sought to measure the effectiveness of SV Support 

Programs, few studies have focused on the SV Supporters themselves. There have been 

recent studies that have reported that SV programs improve overall safety culture and 

workforce well-being but haven’t focused on the SV Supporters themselves (Sexton et 

al., 2021). A SV Program in an Anesthesiology unit agreed with this claim as they found 

that the Support program had improved psychological safety on their unit. The SV 

Supporters from this study also indicated that they believed the support they provided 

was meaningful and that they were able to provide adequate support (Finney et al., 2021). 

The purpose of this portion of the quality improvement project attempted to understand if 

the involvement as a SV Supporter affected overall well-being, measured by the Mayo 

Clinic Well-Being Index. While this project was unable to provide statistically significant 

results to understand the relationship between participation as a SV supporter and well-

being, it did indicate higher overall well-being in the post-intervention group. Notably, 

the well-being scores in the pre-test were an average of 4. This is twice the number 

needed to be considered “at risk”. This indicates a substantially low perception of well-
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being and may highlight the stressful environment in a COVID affected healthcare 

setting. The post-survey scores, while still at risk, were 2.25. This difference 

demonstrates that there was an improvement in well-being in the SV Supporter group. 

Further research is needed to actualize this finding.  

Limitations 
 

 There were several limitations in this quality improvement project. The SARS-

COVID-2 pandemic continues to provide multiple challenges to the healthcare industry. 

In this quality improvement project, the challenges were a virtual SV supporter workshop 

instead of an in-person interaction, low participation due to perceived inability to 

participate in “one more thing”, and workforce redeployment which altered the 

availability of leadership in important meetings and the dissemination of recruitment 

information. Post-survey responses could have been impacted by imposed mandatory 

vaccination policies leading to employee termination during the implementation period. 

One of the most noteworthy SARS-COVID-2 implications is the potential increase in the 

number of SVs as the definition of clinically challenging events evolved to include global 

pandemics. The mental and physical burden of the SARS-COVID-2 pandemic could 

potentially cause more SVs while also decreasing the capacity to engage in an 

intervention to help them.   

The low response rate was a significant limiting factor. The target sample size for 

the clinical staff group was 71 but 32 participants completed the pre-survey, and 11 

participants completed the post-survey. The project site offered several self-identified 

factors that affected the response rate; a fourth pandemic surge, an impactful number of 

RN vacancies, a 25% turnover rate, and a heavy reliance on contract employees during 
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the implementation period. They also suggested a perceived unwillingness to discuss 

feelings/trauma among their employees. Furthermore, the project site reported that their 

staff no longer read non urgent emails despite this being the preferred method of 

communication a few months earlier. They attributed this change likely to burnout and 

Covid-related information overload. Because there was only one person who completed 

both the pre- and post-survey, the data were compared using independent nonparametric 

statistical analysis. These statistical analyses limited the ability to attribute any 

differences in the data to the intervention, only that the data were from independent 

groups. More participants could have potentially altered the findings and/or given 

responses that more closely represented the population. Small sample sizes are less 

generalizable. A higher response rate may have provided better information on the actual 

effectiveness of the SV Support Group intervention. 

The nonresponse bias and small sample sizes also affected the data from the SV 

Supporter group. Nineteen percent of the target sample size was represented by the pre- 

and post- survey analysis. This low response rate limits the generalizability and the 

ability of the data to reflect the actual thoughts and feelings of the SV Supporter group.  

The relatively short implementation period, 90 days for the scope of the DNP 

project, could have also influenced the perceived effectiveness of the intervention. 

Similar studies had implementation periods of at least 12 months (Endrees et al., 2016; 

Merandi et al., 2018; Finney et al., 2021). The short implementation period limited the 

number of people that could benefit from the SV Support Program and could have 

affected the perceived effectiveness of the program. The project site’s intention is to 

utilize this SV Supporter program as a pilot study. The SV Program will continue, as is, 
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at the institution. Later, evaluations after the SV Support program has been in effect for 

many months may show more accurate results. In other successful programs, there was 

often a full-time employee dedicated to the implementation of the SV Support program 

along with strong stakeholder buy-in (Finney et al., 2021; Merandi et al., 2018). The PI 

and site PI were unable to dedicate full time work to this quality improvement project and 

may have impacted the success.  

 There were several potential confounding variables during the implementation 

period. COVID -19 cases peaked during the second and third months of the 

implementation period which was a major stressor for the project site (COVID Data 

Tracker, 2022). The project site experienced several other stressful events during the 

dissemination of the post-survey which could have impacted their responses. Many 

COVID-19 related employee support initiatives were also executed during the 

implementation period which could have affected perceived institutional support 

unrelated to the project intervention. These support initiatives, implemented by the 

Employee Wellness Team, included a respite room with massage chairs and refreshments 

which offered a moment of silence for employees. This room was available for SV 

Support sessions. The Wellness Team also offered free memberships to a meditation and 

mindfulness mobile application. The project site had used the Mayo Clinic Well-Being 

Index for another initiative which could have familiarized the participants with the 

questions and altered their responses.  

 
Conclusions 

 The purpose of this project was to understand if the implementation of a Second 

Victim Support Program affected SV-related psychological and psychosomatic 
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symptoms. The SVEST survey was utilized to measure the potential change. Statistical 

analysis revealed that there was no difference between the pre- and post-groups. This 

finding could have been attributed to the relatively short implementation period, low 

response rate, and unintended consequences of the COVID-19 pandemic. Similar studies 

with longer implementation periods have found both SV perceived benefit and 

organizational benefit from SV Support Programs. These programs were able to deduce 

perceived benefit by using open-ended questions and free-space commendations by 

survey participants (Merandi et al., 2018; Finney et al., 2021). Participants from the 

project site verbally reported benefit to their managers and leaders. The managers and 

leaders of the project site saw that the SV Support Program met a previously identified 

need and expressed interest in continuing the SV Support Program at the project site and 

expanding program implementation to other hospitals within the system. This finding 

raises the question of the ability of the pre-post-survey design to capture the opinions and 

beliefs of the participants. Participants may be more willing to share their experience in 

their own words which is not able to be represented by this project’s design. A qualitative 

phenomenology study may be better suited to understand the lived experience of SVs and 

SV Supporters (Melnyk & Fineout-Overholt, 2019). While this specific project cannot 

provide clear evidence of SV Program value, other studies support the adoption of SV 

Programs.  

The additional aim of the project was to understand if the participation as a 

Second Victim Supporter affected overall wellbeing. The Mayo Clinic General Well-

Being Index was utilized to measure this project’s aim. There were no statistically 

significant results, but most SV Supporters did report better overall wellbeing after the 
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implementation period. This finding is an important contribution to the literature, as 

participation as a SV Supporter may offer benefit to both the SV and the Supporter. 

Further research is indicated to study the SV Supporter population to provide 

generalizable results and evidence that engagement in a support program may offer both 

professional and personal advantages.   

In this project, SV supporters were more likely to have either experienced or 

witnessed SV-related psychological or psychosomatic trauma than their peers. In the pre-

survey SV Supporter group, 90% of SV supporters had personal experience as a SV and 

100% of SV supporters had witnessed a colleague experience SV-related trauma. This is 

compared to the clinical staff population where 65% had personal experience as a SV and 

81% had witnessed a colleague experience SV-related trauma. This finding agrees with 

the theory of the “moving on” stage of the SV recovery trajectory, specifically thriving. 

Second Victims who thrive attempt to become active participants as a change agent. 

Acting as a SV Supporter could be a way for SVs to give back to their colleagues and 

heal. In both groups, over half of employees had either personal or close experience with 

the SV phenomenon, highlighting the importance of SV Support Programs.   

SV programs have been shown to be effective in the literature. This quality 

improvement project was unable to concur with those findings, likely due to the several 

limitations during the implementation period. Future studies may benefit from reframing 

the way that SV Support is measured. The COVID-19 pandemic has had a significant 

psychological impact on the healthcare workforce across the nation and left little room 

for successful implementation of quality improvement initiatives. Many COVID related 

quality improvement projects have been successfully implemented using inter-institution 
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collaboration, real time measurement of the data, plan-do-study-act cycles for rapid 

learning, and key stakeholder involvement that supports a culture of improvement (Shah, 

A., 2021). Future studies may benefit from understanding how to best implement changes 

in practice with traumatized employees. SV Support programs can provide SV-related 

emotional support, a needed intervention especially during a pandemic affected 

healthcare workforce. This quality improvement project was able to quantify the amount 

of trauma experienced by both the clinical staff and SV Supporters as more than 65% of 

the workforce identified as a SV and well-being index scores for SV Supporters were 

considered “at risk”. Clinicians, at this project site and beyond, are traumatized from 

challenging events. Second Victim support programs can serve as one avenue to address 

burnout and career related trauma, and it is our “moral imperative” to support our 

healthcare colleagues (Scott et al., 2010).  
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APPENDIX A: Team Member Role Descriptions 

Peer Supporter (Tier 1) 
Peer Supporters are healthcare professionals with an interest in second victim support 
who have committed their time, energy, and expertise to the mission of the WellStar 
Second Victim Support Team.  Duties and responsibilities include the following: 
• Have a minimum of 18 months clinical experience. 
• Monitor co-workers in home unit/department for potential signs of distress related to 

the second victim phenomenon. 
• Serve as a confidential resource for colleagues to discuss response to stressful 

clinical events. 
• Provide crisis intervention and support as indicated. 
• Maintain the confidentiality of the second victim support process. 
• Complete self-assessment documentation. 
• Serve as content expert on the topic of second victimization. 
• Confer with team leaders for assistance as needed and with referrals to additional 

resources as needed.  

Facility Team Leader  (Tier 2)  
Facility Team Leads are experienced in the crisis support process and provide specific 
site assessment and interventional support to the WellStar Second Victim Support Team. 
Team leader duties include the following: 

• Serve as the primary team contact/resource for designated facility. 
• Help to coordinate and schedule group/team debriefings. 
• Help facilitate specific needs of the SV such as assignment changes & time away. 
• Provide education regarding the second victim phenomenon. 
• Identify natural leaders that may thrive as a peer supporter for the WellStar 

Second Victim Support Team. 
• Review team performance on a regular basis (i.e., annual) sharing findings with 

team members and executive champion(s).  

Team Mentors (Also known as Tier 3 resources) 
 The role of team mentor is fulfilled by experienced mental health professionals 
and others with an interest in second victim support who make a commitment to provide 
their time, energy, and expertise to the WellStar Second Victim Support Team.  
Examples of Tier 3 resources include licensed professional counselors, wellness officers, 
EAP personnel, chaplains, social workers, etc.).  Their responsibilities include: 
1. Serve as a resource and guide to the team membership to help in identifying 

situations that may be stressful for staff. 
2. Provide support as requested. 
3. Maintain confidentiality of supported second victims. 
4. Serve as an expert in complex situations. 
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APPENDIX B: SECOND VICTIM SUPPORTER POCKET REFERENCE 

Responsibilities 

• Monitor employees for second-victim experiences & symptoms  

• Interaction – peer support  

o Introduction  

§ Introduce the goal of the support team  

§ Do not critique the event. Allow the SV to express emotions 
confidentially. Ask, “Are you okay?” & “what do you need?” 

o Exploration  

§ How do you feel about what happened? 

§ What was your first thought after the situation? 

§ What was the worst thing for you personally? 

o Information “normalizing” 

§ Validate normal reactions to an abnormal event 

§ Provide information (brochures, contact info, self-care)  

o Follow-up  

§ Is an additional visit needed? If so, schedule it 

§ Refer for Tier 2 and/or 3 if needed  

§ Document (self-assessment)  

Key actions at Key times:  

• Acknowledge what the SV is saying   

• Don’t try to fix it, but offer support 

• Reinforce confidence in them & share your experiences if appropriate 
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APPENDIX C: SV SUPPORTER SELF-EVALUATION 

PEER RESPONDER EVALUATION QUESTIONS 
Strongly Agree    Agree    Neither Agree or Disagree    Disagree    Strongly Disagree 
Process—Peer Responder Training and Education 
 I felt comfortable listening to the second victim  
 I felt comfortable responding to the second victim  
 I need additional training/experience as a peer responder  
 I am comfortable with my knowledge and skill as a peer responder  
 I am highly competent as a peer responder  
 I would be able to train other peer responders  
Outcomes—Peer Responder Overall Experience and Recommendations 
 I was able to offer the second victim additional helpful resources  
 I felt confident in offering the second victim additional resources  
 It was beneficial for the second victim to contact the Caring for You team  
 I met the second victim's expectations  
 I felt satisfied with how this encounter turned out  
Overall success of the encounter  (Excellent – Very Good – Good – Fair – Poor) 
 
 
Source:  RISE Program – Johns Hopkins University 
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APPENDIX D: SVEST SURVEY 
 

Second Victim Experience and Support Survey (SVEST) 

Instructions for respondents 

Survey Dimensions and Outcome Variables 

The following survey will evaluate your experiences with adverse patient safety events. 

These incidents may or may not have been due to error. They also may or may not 

include circumstances that resulted in patient harm or even reached the patient (i.e., near-

miss patient safety events). Please indicate how much you agree with the following 

statements as they pertain to yourself and your own experiences at this hospital. 

Second Victim Support Option Desirability 

Please indicate your level of desirability for the following types of support that could be 

offered by your organization for those who have been negatively affected by their 

involvement with and adverse patient safety event. These incidents may or may not have 

been due to error. They also may or may not include circumstances that resulted in 

patient harm or even reached the patient (i.e., near-miss patient safety events). 

 

Scoring the survey responses 

To use the scores of this instrument to highlight opportunities for improvement, the 

following instructions for scoring the responses are provided. The first set of instructions 

is for the 7 dimensions and 2 outcome variables. After converting the reverse-worded 

item responses (see survey below), compute mean scores for participants for each of the 7 

dimensions as well as the 2 outcome variables. The responses are rated on a 1–5 Likert 

scale, where higher scores represent greater amounts of second victim responses, the 
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degree to which support resources are perceived as inadequate, and the extent of the 2 

second victim–related negative work outcomes (i.e., turnover intentions and 

absenteeism). After computing mean scores for each participant, calculate the percentage 

and the number of the response means that represent agreement (i.e., the respondents who 

have a mean dimension and outcome score of 4.0 or higher). This scoring technique will 

provide results that are limited to the extent of negative effects of second victim 

experiences and opportunities to improve support resources.  

 For the items created to measure the desirability of support options, the following 

scoring instructions yield results based on which organizations can create and revise 

second victim resources. The responses for these items are rated on a 1–5 Likert scale, 

where a response of 4 or 5 represents the support option being desired and 1 or 2 

represents support option being not desired. To capture the degree to which the support 

options are desired or not desired, calculate the percentage of desire responses (4 or 5) 

and not desired responses (1 or 2). Therefore, this scoring will yield the percentage 

desired and not desired for each support option, and these results can direct 

organizational support efforts. 

 

Survey Items 

Psychological Distress 

- I have experienced embarrassment from these instances. 

- My involvement in these types of instances has made me fearful of future occurrences. 

- My experiences have made me feel miserable. 

- I feel deep remorse for my past involvements in these types of events. 
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Physical Distress 

- The mental weight of my experience is exhausting. 

- My experience with these occurrences can make it hard to sleep regularly. 

- The stress from these situations has made me feel queasy or nauseous. 

- Thinking about these situations can make it difficult to have an appetite. 

Colleague Support 

- I appreciate my coworkers’ attempts to console me, but their efforts can come at the 

wrong time. 

- Discussing what happened with my colleagues provides me with a sense of relief.a 

- My colleagues can be indifferent to the impact these situations have had on me. 

- My colleagues help me feel that I am still a good healthcare provider despite any 

mistakes I have made.a 

Supervisor Support 

- I feel that my supervisor treats me appropriately after these occasions.a 

- My supervisor’s responses are fair.a 

- My supervisor blames individuals. 

- I feel that my supervisor evaluates these situations in a manner that considers the 

complexity of patient care practices.a 

Institutional Support 

- My organization understands that those involved may need help to process and resolve 

any effects they may have on care providers.a 

- My organization offers a variety of resources to help me get over the effects of 

involvement with these instances.a 
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- The concept of concern for the well-being of those involved in these situations is not 

strong at my organization.  

Non-Work-Related Support 

- I look to close friends and family for emotional support after one of these situations 

happens.a 

- The love from my closest friends and family helps me get over these occurrences.a 

Professional Self-Efficacy 

- Following my involvement I experienced feelings of inadequacy regarding my patient 

care abilities. 

- My experience makes me wonder if I am not really a good healthcare provider. 

- After my experience, I became afraid to attempt difficult or high-risk procedures. 

- These situations do not make me question my professional abilities.a 

Turnover Intentions 

- My experience with these events has led to a desire to take a position outside of patient 

care. 

- Sometimes the stress from being involved with these situations makes me want to quit 

my job. 

Absenteeism 

- My experience with an adverse patient event or medical error has resulted in me taking 

a mental health day. 

- I have taken time off after one of these instances occurs. 

Desired Forms of Support  

- The ability to immediately take time away from my unit for a little while. 
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- A specified peaceful location that is available to recover and recompose after one of 

these types of events. 

- A respected peer to discuss the details of what happened. 

- An employee assistance program that can provide free counseling to employees outside 

of work. 

- A discussion with my manager or supervisor about the incident. 

- The opportunity to schedule a time with a counselor at my hospital to discuss the event. 

- A confidential way to get in touch with someone 24 hours a day to discuss how my 

experience may be affecting me. 

aReverse-worded item. 
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APPENDIX E: EMAIL INVITATION 
 
Email # 1 for all clinical staff at the project site  
Dear Employees:  
 
My name is Hannah Kendrick, and I am a DNP student at Georgetown University. I am 
conducting an evaluation on the effectiveness of a Second Victim Support Program. 
Briefly, second victims are well-intentioned clinicians that are traumatized by their 
involvement in a clinically challenging event. This could include medical error, adverse 
events, global pandemics, unanticipated patient decline, etc. __ Hospital (hidden for the 
privacy of the project site) would like to implement a Second Victim support 
program to better support staff during these clinically challenging events.  
 
The evaluation aspect of the project helps evaluate the effectiveness of that program 
and seeks to understand if involvement as a supporter affects overall well-being. 
You are invited to complete a survey before and after the implementation of the 
program that will take approximately 10 minutes. Your participation is voluntary, and 
you may withdrawal at any time without consequence. The survey is housed in a secure 
platform and your answers will be anonymous and confidential.  
 
Here is the link to the survey, please read the consent form prior to proceeding to the link. 
Your completion of the survey implies consent.  
 
https://redcap.georgetown.edu/redcap/surveys/?s=R337MDRYDD 
 
If you have any questions, please let me know.  
 
Hannah Kendrick  
Hwk13@georgetown.edu  
OR  
(Hidden for the privacy of the project site)  
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APPENDIX F: MAYO CLINIC GENERAL WELL-BEING INDEX 

During the past month... 
1. have you felt burned out from your work? Y/N 
2. have you worried that your work is hardening you emotionally? Y/N 
3. have you often been bothered by feeling down, depressed, or hopeless? Y/N 
4. have you fallen asleep while sitting inactive in a public place? Y/N 
5. have you felt that all the things you had to do were piling up so high that you could not 
overcome them? Y/N 
6. have you been bothered by emotional problems (such as feeling anxious, depressed, or 
irritable)? Y/N 
7. has your physical health interfered with your ability to do your daily work at home 
and/or away from home? Y/N  

Please rate how much you agree with the following statements  

8. The work I do is meaningful to me  

i) 7 point Likert scale; anchor “very strongly disagree” at the 1 end of the scale and “very 
strongly            agree” at the 7 end of the scale  

9. My work schedule leaves me enough time for my personal/family life 

 i) strongly agree; agree; neutral; disagree; strongly disagree  
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APPENDIX G: RECRUITMENT EMAIL FOR SV SUPPORTERS 
 
Email #1 for recruitment of SV Supporters  
Dear Employees:  
 
My name is Hannah Kendrick, and I am a DNP student at Georgetown University. I am 
conducting a quality improvement project on the effectiveness of a Second Victim 
Support Program.  

Briefly, second victims are well-intentioned clinicians that are traumatized 
by their involvement in a clinically challenging event. A clinically challenging event 
could include medical error, adverse events, global pandemics, unanticipated patient 
decline, etc. WellStar would like to implement a Second Victim support program to 
better support staff during these clinically challenging events. Second Victim 
Supporters are clinicians, managers, supervisors, social workers, psychologists, 
chaplains, etc. that have a desire to emotionally support employees as they navigate the 
recovery from their involvement in a clinically challenging event.  

This project helps evaluate the effectiveness of that program and seeks to 
understand if involvement as a supporter affects overall well-being.  

There will be a one-time workshop with a survey before the workshop and 3 
months after. We are looking for employees that are natural leaders, want to grow into 
leadership positions, and/or have a desire to help their colleagues, and/or have experience 
with these types of situations.  

 
If you are interested in becoming a second victim supporter, please contact:  

(Hidden for privacy of the project site) 
 
If you express interest, we will provide a subsequent email with further instructions. 
There are no known risks involved in this project.  
 
If you have any questions, please let me know.  
 
Hannah Kendrick Hwk13@georgetown.edu  
OR 

(Hidden for the privacy of the project site)  
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APPENDIX H: EMAIL FOR SV SUPPORTERS 
 
Email #2 for Training Workshop details sent to interested SV Supporters  
Dear potential Second Victim Supporter:  
 
Thank you for your interest in becoming a Second Victim supporter! Many clinicians 
have found that their participation as a Supporter is personally and professionally 
meaningful. Your participation will require a 2-hour workshop that will equip you with 
the necessary knowledge and tools to provide exceptional support to potential Second 
Victims.  
You can choose from these virtual workshop date/times:  
 

5. Friday 10/22 at 5:30 PM - 7:30 PM 
6. Tuesday 10/26 7:30 PM - 9:30 PM 
7. Thursday 10/28 12:00 PM - 2:00 PM 
8. Thursday 10/28 7:30 AM - 9:30 AM 

 
 
Before your workshop session, please review these articles that offer background 
information on the Second Victim Phenomenon. (approximately 20 minutes)  
 
Scott, S., & McCoig, M. (2016). Care at the point of impact: Insights into the second-

victim experience. Journal of Healthcare Risk Management, 35(4), 6-13. doi: 

10.1002/jhrm.21218 

W Wu, A. (2000). Medical error: the second victim. The doctor who makes the mistake 

needs help too. BMJ (Clinical Research Ed.), 320(7237), 726-

727. https://www.ncbi.nlm.nih.gov/pubmed/10720336 

The evaluation portion of this Second Victim Support program is to understand if your 
involvement as a Second Victim Supporter affects overall well-being and if the Second 
Victim program affected Second Victim related psychological and psychosomatic 
symptoms. You will be asked to take a quick 5-minute survey before the workshop and 
after the observation period. Participation in the survey is voluntary and you may 
withdrawal at any time without consequence. The survey link will be made available at 
the beginning of the workshop and will be completed at the workshop. The survey is 
housed in a secure platform and your answers will be anonymous and confidential. You 
may participate in the workshop session without completing the survey.  

Please let me know if you have any questions, Hannah Kendrick        
Hwk13@georgetown.edu  
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APPENDIX I: DEMOGRAPHIC SURVEY 
  

1. What is your age?  
1. 0-19  
2. 20-29 
3. 30-39 
4. 40-49 
5. 50-59 
6. >/= 60 

2. What is your gender? 
1. Male  
2. Female  
3. Transgender male  
4. Transgender female  
5. Prefer not to disclose  
6. Other  

3. What is your race/ethnicity?  
1. African American/Black  
2. Caucasian/White  
3. Hispanic/Latinx  
4. Pacific Islander/ Hawaiian native  
5. Native American or Alaskan Native  
6. Asian  
7. Prefer not to disclose 

4. What is your staff position?  
1. Patient Care Technician  
2. Unit Secretary  
3. RN 
4. LVN/LPN 
5. PA  
6. NP 
7. MD/DO  
8. Pharmacist  
9. Occupational Therapist  
10. Physical Therapist  
11. Respiratory Therapist  
12. Administrator  
13. Other  

5. How many years of experience do you have at WellStar Douglas? 
1. <1 
2. 1-5 
3. 6-10 
4. 11-15 
5. 16-20 
6. 21+ 

6. How many years of experience do you have on your current unit? 
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1. <1 
2. 1-5 
3. 6-10 
4. 11-15 
5. 16-20 
6. 21+ 

7. How many years of experience do you have in your specialty?  
1. <1 
2. 1-5 
3. 6-10 
4. 11-15 
5. 16-20 
6. 21+ 

8. How many hours do you typically work per week?  
1. <20 
2. 20-39 
3. 40-59 
4. 60-79 
5. 80+ 

9. Have you personally experienced psychological or psychosomatic trauma because 
of your involvement in a clinically challenging event (patient harm, medical error, 
unanticipated patient death/decline, failure to rescue, global pandemic, workplace 
violence)?  
1. Yes  
2. No  
3. Unsure  

10. Have you witnessed a colleague experience psychological or psychosomatic 
trauma because of their involvement in a clinically challenging event (patient 
harm, medical error, unanticipated patient death/decline, failure to rescue, global 
pandemic, workplace violence)?  
1. Yes  
2. No 
3. Unsure  
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