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HEALTHCARE WORKERS: THE
‘SECOND VICTIMS’ OF MEDICAL ERRORS
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Case Study

* 8year old boy to ED after MVA

* Needed airway control for facial trauma,
oropharyngeal hemorrhage

* Rapid sequence intubation by ED MD
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Case Study

8 year old boy to ED after MVA

* Needed airway control for facial trauma,
oropharyngeal hemorrhage

* Rapid sequence intubation by ED MD

* Oral intubation unsuccessful
* Cricothyroidotomy unsuccessful

* Cardiopulmonary arrest and died
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What happens to staff after

traumatic events?

* “You have to take a new patient”

* “We were returned...to carry on as though
none of what we had just seen had

occurred.”

* “It was like returning to a war zone”
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The ED Physician

* Most of physician’s colleagues were

supportive

* Some were critical of actions

* Left clinical medicine several months later
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Medical error: the second victim
The doctor who makes the mistake needs helf) too

hen T was a house officer another resident
failed o identify the elctocandiographic
signs of the pericardial tamponae ot
would rush the patient to the opersting Toom late that
night. The nevrs spread rapicly the case tried re peately
before an incredulous jury of peers, who returned a
summary judgment of incompetence. 1 vas dismayed by
the lack of sympathy ard wondered] secretly if I could
have made the same mistake—and, ke the haples
resident. become the second victim of the eor.
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improvements that could decrease errors. Many errors
are builtinto existing routines and devices, settingup the
unvitting physician and patient for disaster. And,
although patients are the first and obvious vidims of
medical mistabes, doctors are wounded by the sane
errars: they are the second vidtims.

Virtually every practitioner knows the sickening
realisation of making a bad mistake. You feel singled
outand exposed—seized by the instinct to see if anpone
has noticed. Yinu agonise about what to do, whether
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Do House Officers Learn From
Thelr Mistakes?

1. MD, MPH; Suson Foliman, PO Staphen J McPhee, MO, Bemard Lo, MO

Gostde, Maious and Reflctione

Mistakes are inevitable in medicine. To learn how medical mistakes relate to
subsequent changes in practice, we su!vaymﬂ 254 internal medicine house
officers. One hundred

Questionnaire describing their most s-thcam  mistake and thei r63ponse 10 it

“I'm sorry - I wanted to fill in your
survey - but I just couldn't"

changes if they aftributed the istake 0 job overoad. They wers more kely o
i thay f judgmental. Decreasing
m. work load and closer sopeMsM may help prevent mistakes. To promote

msmss their mistakes.

JAMA. 19913652008 2084
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i The Johns Hopkins Hospital
Y Interdisciplinary Clinical Practice Manual
- MEDICAL ERROR DISCLOSURE

Philosophy
The Johns Hopkins Hospital (JHH) strives for safety in patient care, teaching, and research

Pollcy
All health care professionals have an obligation to report medical errors as a means to improve patient care
delivery and to help promote safety and quality in patient care.

Since the majority of medical errors can be linked to environmental and systems-related issues that may affect
the actions of health professionals, a systems improvement focus will be used in all error analysis.

- Prompt reporting of a medical error in good faith will not result

in punltlve ACtION by the hospital against the involved individuals except as mandated by law or
regulatory requirements. The principles concerning non-punitive reporting do not eliminate the hospital’s
obligations to conduct ongoing and periodic performance review, where repeated errors or other issues may
lead to personnel action.

- Itis the right of the patient to receive information about

clinically relevant medical errors. The sH has an obligation to disclose information

regarding these errors to the patient in a prompt, clear and honest manner. This is consistent with The Johns
Hopkins Hospital Code of Ethics.
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JOSIE KING FOUNDATION cece

/s creating a culture of patient safety, together




Scorecard for Handling AEs

Acknowledgment of A-
safety problem

Disclosure to family A
Public disclosure A
Learning from mistakes B
Sensitivity to staff ”?
concerns
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JOS]ES Jo:e dle'd of
ST@ RY dehydration and

misused narcotics”

SORREL KING
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Josie died of sepsis and resulting dehydration

JOSIES
STORY

SORREL KING
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Vo One Doctar's Chckist
Can Holp Us Change Heath Cre
trom the Inide Out

Peter Pronovost, Ph.0., M.D.,
s Eric Vohr




From Closing Ranks to...
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...Under the Bus

* Good disclosure but
poor follow through
* At expense of the

feelings of health care
workers?

Doing better but feeling worse
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Responses to Trauma

* 50% “roll with the punches”

* 30% anxious or depressed, but eventually
return to previous levels of functioning

* Most reactions resolve within 10 days to 3
months
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Responses of Second Victims

* Recurring thoughts, nightmares
* Emotional intensity (shutdown)

* Search for meaning
* Withdrawal/Social isolation

* Physical symptoms/forgetting
* Ability to deal with patients can be impaired
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Have you heard of the term 'second victim‘ ?

Yes No

2
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Can you recall an adverse event where you were a
second victim?

Yes No
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As a result ...did you have any personal problems,
such as anxiety, depression, or concern about your
ability to perform your job?
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9
2
Yes No N/A
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Did you talk to someone about the situation?

I
Yes No N/A
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Who did you talk to?

Colleague on the unit
Spouse

Supervisor
Collesgue offthe unit | INED
Friend | D

Risk manager/attorney | (D

Would not talk about it -
counselor |
Chaptain/clergy |1

other, (N

o 2 a 6 s 10 1
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Did you receive support from anyone in this
health system?

Yes No NA

The Canadian Healthcare Safety Symposium
HALIFAX SERIES

Who supported you following this event?

Colleague/peer

1did not receive support

Significant Other

Family Member

Close Friend

Johns Hopkins Employee Assst

program

FASAP-Faculty and Staff Asist

program

Administration

Other
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Preliminary Data (Sexton)

Nurse Coping: 80 RNs from 2 ICUs
Shown Here as an ICU of 10 RNs
Johns Hopkins ICU RN Pilot Data
funded by the Josie King Foundation

vooking forbereer job EEEEEEEEIEEEEASIEEE AR
Think of leaving this ICU ﬁg Egg ﬁig Eﬁ E;}E E §§§ E )
planto leave within 1 veor [

Trouble Sleeping (past week) [£E424E SE4t e de it e e de ey

Changed Schedule (past 6 mo.) ;;; ;;; §;§ ;2 ;322 ;?

Burned out (Emotionally Exhausted) %2;

Ruminators (precursor to depression) 2

2 Rnnn

i
Missed work (past 2 mo.) g;
Clinically Depressed gg
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Peer Response

* What do colleagues say after an adverse
event?

* What would you like your colleague to say to

you after you were involved in an adverse
event?

\
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Things People Say

¢ Well, | wouldn’t have done that

* Didn’t you realize what would happen?
* What were you thinking?

¢ Why didn’t you do x?

* Nothing

* (Things behind your back)

Why So Little Sympathy?

« Differentiate themselves
— “Make sure isn’t me”
* Fundamental attribution error
— Attribute own errors to situation
— Other’s errors to personal characteristics

* Deficient education

We are not yet fully
evolved

FreakingNews.com
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Developmental Stages

2000 Safety I Do No Harm
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Developmental Stages

2001 Disclosure Being Open

2000 Safety Do No Harm
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Developmental Stages

2004 Reporting m_ :;ﬁ:::k:som
2001 Disclosure m Being Open

2000 Safety S Do No Harm
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Developmental Stages

2010 Self Care g::z;i?;rs
2004 Reporting :_:E:::kfer:m

2001 Disclosure m Being Open

2000 Safety I Do No Harm
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Helping the Second Victim

* Awareness
* Prevention
* Intervention
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Increasing Awareness/Sensitivity

* Caregivers work in stressful environments
that are often unpredictable and
uncontrollable

* Severe adverse events always have second
victims

QP e
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I'he forYOU team

is here for \( u!
Sue Scott
University 1 ' "\
. . \ N
of Missouri \ | N
> “:\ (N
Need to ralk about a case that is bothering you:

. by cecrg (573) 2970004

@ Health Care

L .
University of Missourd . . o
E HealEh Systerri: Second Victim Recovery forY £ 3 U

Stage 1 — Chaos & accident response
Stage 2 — Intrusive reflections

Stage 3 — Restoring personal integrity
Stage 4 - Enduring the inquisition
Stage 5 - Getting emotional first aid
Stage 6 - Moving on

Words That Heal

* Like patients after adverse events, second
victims have
— Emotional Needs
— Informational Needs
— Clinical Needs
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Informational Needs

Reflect, interpret, summarize

* You did everything you could
* These things happen to all of us

* Let me tell you about something that
happened to me

* You are a good doctor/nurse

Emotional Needs

* Are you ok?

* You’ve had a tough break

* Thank you for sharing with me
* How are you coping?

* Verify: are you going to be ok?
* When in doubt, refer

Interventions Needed

* Leverage existing resources
* Trained Peer support

* Crisis response team

* Procedures/Tools

* New interventions
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Scott 3-Tiered Model for
Second Victim Support

Established Referral Network with
+ Employee Assistance Program
+ Chaplain

 Social Work

« Clinical Psychologist

A Ensure avadabaty and expedte access 1o
V promt professional suppon gusdance
>
¥
~ Trained peer supporters and support
1 Tier 2 Individusls such as patient safety officers. or
— oo . risk managers who provide ce on one s
7% ~Trained Peer o1 tervention_ peer supporter mentanng team
O -Patient Safety & Sebrefngs & support throush mvestgaton and
‘Management Resources [Pl Mguton

one reassurance andior
professional collegial crisique of
cases)

3
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FASAP

The Faculty and Staff Assistance Program

3
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Supporting Healing.
Restoring Hope.

@MITSS
.

* For patients —
brochure, stories

* For clinicians - staff
survey

* For organizations - Staff
support assessment
tool

Linda Kenney

b
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Caring for the Caregivers

Expressive writing (Pennebaker)
Paradigm

— Write for 3-5 days, 15-30 min per day
— Anonymous, no feedback

Mechanisms

* Personal upheavals

— disrupt normal cognitive activity
— undermine social interactions/relationships

*  Writing about an upheaval

— reduces the need to inhibit thoughts, emotions,
behaviors

— improves emotional modulation
— brings about cognitive restructuring
— frees working memory
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Comprehensive Strategy for AEs

Governance and leadership set expectations and

culture

Policies & processes
Consistent message

Training and support systems
Disclosure to patients

Fair treatment for disclosers
Learning from errors

Caring for caregivers
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Foto: Monica Lopossay

The Value of Close Calls

in Improving Patient Safety: Learning How to
Prevent and Mitigate Patient Harm

5440 Edited by
ot Cossmision Albert W. Wu, M.D., M.A.

Foreword by
James Reason, Ph.D.
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