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Abstract: Background: The second victim phenomenon is common among nurses in intensive care
units. Apart from quantitative studies, little is known about individual cases among those high-risk
groups. This study evaluates the natural history and cause of second victim traumatization in Western
Austria for the first time to tailor specific intervention. Methods: A total of 20 guided interviews
were conducted with intensive care nurses in Western Austria. All interviews were transcribed
and analyzed with MAXQDA software. Evaluation followed the structuring qualitative content
analysis scheme according to Kuckartz. Results: The most frequent symptoms of the second victim
phenomenon reported were feelings of guilt and problems with falling asleep. Coping with the
second victim phenomenon was accomplished by conversations in private as well as among work
colleagues. Conclusions: Intensive care nurses are exposed to many exceptional situations which have
a high likelihood of resulting in second victim traumatization. As proximal psychosocial support
is considered to be a main source of coping, wide-spread implementation of effective psychosocial
peer support programs ought to be applied by medical organizations. Patient safety measures
such as proactive and reactive clinical risk management (e.g., CIRS) should be linked to second
victim support.

Keywords: second victim; intensive care; risk management; support programs; coping strategies;
patient safety

1. Introduction

The term second victim was first coined in 2000 by Professor Albert Wu [1]. A
second victim was associated with emotional distress due to treatment errors or incidents.
In 2009, the term was expanded and defined in more detail to include people who work
in the medical field and who become victims due to an unforeseeable incident during the
treatment of a patient, a medical error, or an injury to a patient. The traumatization caused
by this event makes the treating person become a second victim [2].

Due to the prevailing COVID-19 pandemic, the associated exceptional situation in
health institutions can be viewed as an unforeseen incident, and the resulting traumatiza-
tion and stress can lead to treating practitioners becoming second victims [3,4]. In addition,
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staff are overloaded and stressed in every aspect due to the scarcity of resources in the
health care system, resulting in an increased risk for medical errors [5].

In the Anglo-American region, second victim phenomenon in inpatient acute care
has been well researched [6,7] and is also familiar to staff. Evidence indicates that around
10–42% of treating physicians have already experienced second victim phenomenon in
their professional careers [6]. Among young German physicians in internal medicine,
59% experienced second victim incidents in their career so far [8] and among German
nurses, while 60% experienced the second victim phenomenon at least once in their working
lifetime [9].

Second victim traumatization may have negative impacts on health worker wellbeing
due to dysfunctional coping strategies, such as self-isolation, reduced self-confidence, flash
backs, and increased fear of making mistakes [7]. As psychological precursors are a source
of increased risk for medical errors [10], they are also likely to affect the safety of future
patients treated after second victim traumatization.

In comparison to the Anglo-American region [11,12], no systematic tailor-made psy-
chosocial peer support programs have been established in German-speaking countries
so far. In order to obtain a deeper understanding of the natural course of second victim
traumatization and the demand for support in high-risk populations, such as intensive care
nurses, this explorative qualitative study was conducted in the Western Austrian regions
of Vorarlberg and Tyrol.

The following research questions were defined based on previous research in other
regions of the world [6,13–15] in order to detect similarities and differences in settings in
German-speaking areas:

• Which subjective physical and psychological effects do traumatic events in everyday
working life have on intensive care nurses in Western Austria?

• What coping strategies have they developed to cope with their second victim trauma-
tization?

• Which additional measures should be implemented to minimize the development of
second victim phenomenon?

• To what extent does COVID-19 play a role for second victim traumatization?

2. Materials and Methods

To answer these research questions, a qualitative research approach was used, in
which small random samples in Western Austria were asked to respond in detail to open
questions on many aspects of the topic of “Second Victim in Intensive Care” [16].

A semi-structured interview guide was developed on the basis of the content-related
topics and research questions by combining trial interviews with literature research on the
topic of second victim. Independent cognitive trial interviews were first carried out with
two intensive care nurses who had already experienced second victim phenomenon to gain
insight into the cognitive processes of the interviewees responding to the questions.

The final interview guide is divided into different phases. In the introductory phase,
the study information, the relevance of the topic, and the declaration of consent were
explained. All participants were given information on second victim phenomenon to
ensure everyone had the same level of knowledge on the subject and to avoid misunder-
standings. In addition, participants were asked whether they had already experienced
second victim phenomenon in the sense of the given definition. In the narration phase,
the research participants were asked to report on what they had experienced. After the
three main deductive categories could be formed based on the SPSS principle in connection
with the research questions—i.e., stress, experience of support measures (coping strate-
gies), and precautions that could have been taken to avoid development of second victim
phenomenon—additional questions were created under the respective categories to ensure
that all topics were covered by answering the research questions.

A total of 20 intensive care nurses from Tyrol and Vorarlberg were interviewed. Sample
size was set to this limit to address expected redundancy of information. To find partic-
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ipants, the research project was put out for tender and distributed to the intensive care
units in Western Austria (sampling through self-activation). Intensive care nurses could
then contact us by phone or email if they had already suffered from emotional stress or
trauma after an adverse event in an intensive care unit and were willing to be questioned.
The snowball principle was also applied, in which respondents were asked about other
possible interview partners [17].

Ten intensive care nurses that suffered second victim phenomenon in Vorarlberg and
ten in Tyrol were interviewed. By surveying twenty participants in total the research
team gained an overview of the selected topic. In addition to the inclusion criteria, care
was taken to include intensive care nurses from different locations in Vorarlberg as well
as in Tyrol in order to assess traumatization in different health organizations [16]. The
gender distribution was stratified to 80% women and 20% men, corresponding to gender
distribution of intensive care nurses in Vorarlberg and Tyrol [18]. The location of the
interview was determined at the request of the research participants. Due to the prevailing
pandemic, four interviews were carried out online using the Zoom Meetings app. The
remaining 16 interviews were carried out at the study participants’ homes. All interviews
were conducted between participant and a member of the research team only (SG or MK).

Respondents described and recorded experiences from their everyday professional
lives in the sense of phenomenology. Intensive caregivers described their subjective feelings
in these situations as well as their experiences in detail [16].

The interviews were evaluated using the MAXQDA software, and the individual
interviews were cited according to the lines generated by the software.

3. Results

A total of 20 intensive care nurses in Tyrol and Vorarlberg were interviewed. Charac-
teristics of study participants are shown in Table 1.

Table 1. Characteristics of study participants.

Characteristic Number of Participants

work experience in intensive care

1–5 years 4
6–10 years 10
11–15 years 3

16 years and above 3

familiarity with the term second victim yes 5
no 15

type of event which caused symptoms

drug related 9
medical device related 3

interaction with relatives 4
intubation problems 2
COVID-19 pandemic 2

3.1. Symptoms

In this study, various psychological and physical symptoms, as well as effects on
everyday working life, were identified. Table 2 illustrates how often participants reported
these symptoms because of an adverse event.

The most common symptoms of respondents were feelings of guilt, problems falling
or staying asleep, flashbacks of what they had experienced, and problems in everyday work
(such as reduced performance and problems with performing routine activities). Self-doubt
also contributed to said problems. In their private lives, the participants experienced a
reduction in life quality and internal unrest, such as feeling queasy. The following quotes
serve as examples of how participants experienced the symptoms:

“I felt guilty, I could barely fall asleep at night because it really affected me greatly”, “ . . .
I still had a relatively great feeling of guilt. Again and again I thought about it . . . ”, “ . . .
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at times I was aggressive towards myself because I was the one who made the mistake”,
“I doubted and asked myself if there was anything else I could have done”, “ . . . I must
say that ever since I’m very gloomy and think about it a lot. I wouldn’t call it depressions
though, more like a bad feeling and sadness that it happened even though the patient
survived”, “yes it’s like a constant circling. I couldn’t help but think about it”, “back
then I had problems sleeping and I still don’t sleep well and am actually exhausted. Yes.”,
“I’d say sleep loss did affect my ability to work.”, “I was definitely off track and it took
a while for me to get back into my work routine.”, “well until the end, the end of my
apprenticeship I didn’t like going to that place and that was the case for over a year. So,
you can say I avoided it for more than a year.”

Table 2. Symptoms after an adverse event.

Symptoms Number of Participants

psychological symptoms

feelings of guilt 20
anxiety 12
burnout 2

depression 4
internal unrest 12

drop of life quality 9
self-doubt 4
aggression 3

physical symptoms

sweating 3
palpitation 1
racing heart 2

crying 4
insomnia 5

nausea 1
difficulty sleeping 10

fatigue 1

effects on everyday working life

decreased efficiency 6
problems with the work routine 5

increased controlling 11
increased errors 2

flashbacks 11

3.2. Coping Strategies and Risk Management

Participant experience of support measures is illustrated in Table 3.

Table 3. Support measures to minimize symptoms of second victim phenomenon.

Support Measures Number of Participants

coping strategies

work processes changed/rituals 10
private conversations 11

conversation with colleagues 11
time to cope 3

sports 12
professional support 3

reactive risk management
supervision 12

case discussions 12
CIRS 20

preventive risk
management

nursing rounds 7
checklists 14

four-eyes principle 13
trainings 14
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The participants surveyed mentioned conversations both in their private surroundings
and with colleagues, as well as exercising in their free time as the most common coping
strategies to clear their heads. Three people in this survey stated that they had taken
advantage of professional support to be able to deal with the second victim phenomenon.
Ten people explained that they had changed their work routines to process what they
had experienced. The following quotes serve as examples of the coping strategies of the
interviewees:

“I’m still afraid that if unplanned recordings come out of the shock room ( . . . ) then
I’ll get backup so that they can take over for me if necessary”, “yes, talk to friends or
acquaintances. About such a similar topic, etc.”, “In the acute situation especially, to talk
to my colleagues about it again and ( . . . ) to reflect”, “Over time it was no longer so
relevant. It took time.”, “Going out into the fresh air, doing sport, just ( . . . ) going into
nature to process it.”, “We have a psychologist in-house, with whom I talked and worked
a lot.”

Reactive risk management regarding patient safety and the avoidance of the second
victim phenomenon in the respective intensive care unit was divided into the following
categories: critical incident reporting system (CIRS), supervision, and case discussions,
based on the 20 interviews. Participants stated that supervision and case discussions were
implemented in their day-to-day work in their intensive care unit. Offers for supervision
and case discussions were increasingly used in the context of the COVID-19 pandemic. In
addition, the desire for regularity and interdisciplinarity was expressed. The following
quotes describe the reactive risk management interviewees have experienced so far:

“Well, I know that we just started doing case discussions but I must admit, I’ve never
had such a case discussion to this point”, “Since Corona supervisions are offered . . . ”,
“maybe supervisions should be mandatory after an adverse event. It certainly can’t do
any harm”, “yes, well, CIRS reports are written but I feel like when I write a report,
sometimes something happens and then again nothing.”

Regarding preventive measures as a part of risk management to avoid adverse events,
and thus second victim phenomenon, the respondents mentioned checklists, the four-eyes
principle, training, and care rounds. Table 3 shows how many interview participants
considered the measures to be fundamental to increase patient safety and to avert the
potential of second victim phenomenon occurring. The participants wanted such measures
to be taken more regularly and to be better integrated into the daily routine which the
following quotes exemplify:

“care rounds can actually mitigate these things, I really do believe that.” “Maybe more
training, like simulation training. I’ve worked for seven years and maybe participated in
three simulations. That’s not enough.”

4. Discussion

Only a few of the participants had heard the term before participating in this research.
The most common symptoms reported by participants were feelings of guilt, problems
falling or staying asleep, flashbacks, and problems in everyday work. The participants
reported conversations and exercising as the most common coping strategies. Participants
stated that reactive risk management had been implemented in their day-to-day work in
their intensive care unit. In addition, the desire for regularity and interdisciplinarity was
expressed. Preventive measures such as nursing rounds, the four-eyes principle, checklists,
and training are endorsed in order to improve the safety culture in such a high-tech area as
intensive care.

Patient safety may also be improved by the use and encouragement of CIRS. As far
as the training and implementation of CIRS in hospitals is concerned, according to the
statements of the intensive care nurses of this study, there is still a need for action to
create the basic framework conditions for a CIRS. So far, the focus lies on patient safety;
thus, the perspective here should be broadened with consideration for the second victim
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phenomenon. The measures in the context of risk management could improve patient
safety and prevent the development of the second victim phenomenon in intensive care
staff [19]. Furthermore, the fact that there are no contact points for second victims in
German-speaking countries should not be disregarded. There are support measures such
as CIRS in the hospitals; however, they are not specifically aimed towards second victims.
A recommendation should be given to practitioners to reconsider or implement the support
offer. The benefits of various programs to support second victims also have a positive effect
on the costs of the health care system and the health of employees [20]. This justifies the
broad implementation of effective support programs in Austria. The COVID-19 pandemic,
and its unpredictable consequences for the mental health of medical staff, also underlines
the relevance of offers, especially for second victims [5].

According to the literature, the error rate in the hospital sector is between 4% and 18%.
Most errors occur with pharmaceuticals (e.g., through mix-ups), when using medical
products and in teamwork (e.g., communication errors) [21,22]. This is confirmed by
the results of the interviews conducted in this study. The development of second victim
phenomenon due to the COVID-19 pandemic could represent an interesting starting point
for further research. If this pandemic is compared with the SARS pandemic of 2002–2003, it
can be assumed that at least half of all those treating patients must struggle with emotional
stress or trauma and could develop second victim phenomenon as a result [13].

Regarding symptoms, the literature shows that around two thirds of the respondents
process the event they experienced in a dysfunctional manner. Signs of this include sleep
disorders, feelings of guilt, isolation, depression, or reliving the situation (flashbacks) [23].
The statements made by those affected in the interviews are reflected in the literature. These
symptoms can be compared internationally with the results of Harrison et al. [24] and
Waterman et al. [13]. These studies on doctors across Great Britain, the USA, and Canada
also showed sleep disorders, stress, anxiety in general, and future mistakes as the most
common symptoms of second victims [23,24]. Regarding the recovery of second victims,
Gazoni et al. [25] indicate that around 10% of all those affected will not recover from the
event. This coincides with the results of the interviews: 2 of the 20 respondents stated that
they had not fully recovered from the event they had experienced, although the experiences
of the intensive care staff concerned were already two and five years ago. It should be
noted that the consequences and effects can vary from person to person. According to
Grissinger [26], such effects can range from post-traumatic stress disorders to giving up
a job or, in the worst case, suicide. One of the respondents had transferred to a different
unit, but none of the respondents had suicidal thoughts. In the study by Gazoni et al. [25],
approximately 12% of the respondents transferred jobs, which is comparable with the data
in this survey. In the present survey of intensive care nurses in Western Austria, around half
of the second victims surveyed stated that they had thoughts of resigning or transferring
jobs. This can probably be justified with the situation in the intensive care units due to
the COVID-19 pandemic. According to the German Society for Internal Intensive Care
and Emergency Medicine (DGIIN) (2021), 72% of non-medical staff in intensive care units
said they felt a feeling of overload in the wake of the pandemic, and a third of them said
they would want to transfer jobs within the next twelve months. According to the study
by Gazoni et al. [25], 62% of the participants surveyed feared legal consequences. In the
present study, 40% of those questioned feared legal consequences. This result roughly
coincides with international studies. A deviation cannot be ruled out, however, since most
of the studies were carried out with doctors and not with intensive care nurses. Such
differences leave room for interpretation for future research in the field of intensive care in
relation to second victim phenomena. The literature describes an increased susceptibility to
errors by second victims with their patients in the future. The interviews with the intensive
care nurses in Western Austria show that those affected were more focused in their work
and paid more attention to ensuring that no further mistakes occur. If second victims
care for patients in the future, these patients will also suffer consequences, since reduced
performance and problems in everyday work can lead to an increased susceptibility to



Int. J. Environ. Res. Public Health 2022, 19, 3611 7 of 9

errors [27]. According to Harrison et al. [24], 81% of those surveyed are afraid of future
mistakes caused by flashbacks that remind them of what they have experienced in their
everyday work. In this study, 17 study participants indicated that they either suffered from
an increased need to double-check their work and themselves or from flashbacks, as the
event had a strong impact on their way of thinking. Internationally, there is presumably a
comparability of the results; however, this would have to be verified by further research.

Gazoni et al. [25] stated that 75% of the anesthesiologists surveyed indicated that talk-
ing to colleagues was a measure of coping with emotional stress or trauma. If the collegial
help within the department is insufficient, the employer should offer crisis intervention by
a special team [2]. This also includes debriefings, which, however, were not used by the
intensive care nurses in this survey in most cases. This could be because case discussions
and supervision by employers were largely only introduced since the high level of exposure
during the COVID-19 pandemic, and the respondents had not previously taken part in
measures of this kind. If these measures are no longer sufficient, professional support
should be considered [2]. According to Edrees et al. [12], around half of second victims only
seek help after a few days when they realize they have been traumatized by the experience;
therefore, close monitoring of second victims should not be neglected.

Regular simulation training is recommended in international comparative studies to
increase patient safety [24,25]. To improve patient safety and prevent the second victim
phenomenon among employees, these measures are an important part of everyday ward
life [5,28]. The respondents in this study were also asked about support offers that were
currently available to them. The survey and the literature show that family and friends play
a major role. It makes little difference whether family members or friends work in a medical
environment or not [29]. In the literature, it is mentioned that in the Anglo-American
area more and more programs are implemented directly in health care facilities to support
second victims. These are, for example, the RISE program of the Johns Hopkins University
or the forYOU program of the University of Missouri [11,26]. Through these programs,
positive medical effects could be achieved and costs could be saved. There are only a few
voluntary initiatives in German-speaking countries. In the German-speaking region, there
is no nationwide support from any of the programs [5,30]. These experiences also apply to
the present study of intensive care workers in Western Austria. The respondents stated that
various measures and contact points were implemented, but that they were mostly not used.
On the one hand, this is because these measures were only made possible at relatively short
notice in the wake of the COVID-19 crisis, and on the other hand, because they were mostly
covered by their superiors. The reluctance to discuss this topic with superiors is reflected in
both the interviews and the literature. Ullström et al. [29] state that support from superiors
is not always satisfactory and can even have a further disappointing effect on second
victims. Peer groups could be a good alternative, as empathy and understanding that is
shown to a person from within one’s own ranks is perceived as an immensely great support.
Regarding the three-step model of supporting second victims according to Scott et al. [2], if
the collegial help within the department is not sufficiently effective, then crisis intervention
by a special team or even a network of professional support should be considered. To
improve the CIRS application and thereby create a better safety culture, an increased need
for training is necessary at all levels of hospital management [31]. Additional reactive
measures to avoid the second victim phenomenon are: short breaks, offering collegial
discussions, debriefing of stressful situations and technical support, carrying out an error
analysis, and avoiding blame and bullying in the team [5]. The possibility of a break
after an event was desired in the interviews but was not given due to time and personal
reasons. The fear of exclusion from the team also played a central role in the interviews
and should be dealt with together with the subject of blaming and bullying to achieve
a better culture of discussion and safety in the workplace. Active collegial conversation
in the workplace strengthens the self-esteem of those affected, provides support from
within the team, and makes a significant contribution to coping with the second victim
phenomenon. As underpinned by the literature, error analyses in the context of debriefings
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in the interdisciplinary team were named as suggestions for improvement. An open culture
of conversation can help prevent thesecond victim phenomenon, and clear communication
helps those affected to overcome the difficult time. In addition, strengthening the resilience
of employees can be helpful if the staff reaches their limit, as the COVID-19 pandemic
currently shows [5].

Regarding the limitations, it should be mentioned that the selection of the interview
partners attempted to obtain the broadest possible overview of the topic of “Second Victims
in Intensive Care in Western Austria”. In the 20 interviews carried out, however, not all
subject areas on second victims could be recorded and processed. Furthermore, limitations
of the participants and centers involved may limit the representability. Nevertheless, an
attempt was made to obtain different opinions and views from the respondents, and despite
the small number of interviews, high-quality data were generated on certain subject areas.
The theoretical background on which the question was based mainly relates to studies from
the Anglo-American region, as German-language literature hardly exists, which is also
to be regarded as a limitation. It should also be considered that many of the studies that
have already been carried out relate to medical personnel. The possibility of international
comparison regarding intensive care nurses is, therefore, limited. However, since a large
proportion of the medical staff is employed in nursing, more attention should be paid to
them in the future. Regarding risk management, it must be noted that there are different
risk management systems and different safety culture settings in different intensive care
units with different categories. It is, therefore, difficult to compare the various intensive
care units. Another limitation is that some respondents may not want to tell the researchers
everything because of the role change problem and the fear that their statements could
have an impact on their workplace.

5. Conclusions

The second victim phenomenon is present among intensive care nurses in Western
Austria and, therefore, requires further research. As expressed, potential coping strategies
for the phenomenon can be compared with previous research in different settings, as well
as with further quantitative surveys of intensive care nurses, and tailored intervention
programs addressing prevention and systematic support of second victims should be
considered for this target group.

Author Contributions: Conceptualization, S.G., M.K., E.M.J. and R.S.; methodology, S.G. and M.K.;
software, S.G. and M.K.; validation, E.M.J., V.K., I.W. and R.S.; formal analysis S.G., M.K., I.W.,
V.K. and R.S.; writing—original draft preparation, review and editing, S.G., V.K., I.W. and R.S.;
supervision, R.S.; project administration, V.K. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study, due
to anonymous and voluntary participation in this survey.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: The authors wish to thank all participating intensive care nurse in this study for
their contribution.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Wu, A.W. Medical error: The second victim: The doctor who makes the mistake needs help too. BMJ 2000, 320, 726–727. [CrossRef]
2. Scott, S.D.; Hirschinger, L.E.; Cox, K.R.; McCoig, M.; Brandt, J.; Hall, L.W. The natural history of recovery for the healthcare

provider “second victim” after adverse patient events. Qual. Saf. Health Care 2009, 18, 325–330. [CrossRef]

http://doi.org/10.1136/bmj.320.7237.726
http://doi.org/10.1136/qshc.2009.032870


Int. J. Environ. Res. Public Health 2022, 19, 3611 9 of 9

3. Dewey, C.; Hingle, S.; Goelz, E.; Linzer, M. Supporting Clinicians during the COVID-19 Pandemic. Ann. Intern. Med. 2020, 172,
752–753. [CrossRef]

4. Adams, J.G.; Walls, R.M. Supporting the Health Care Workforce during the COVID-19 Global Epidemic. JAMA 2020, 323, 1439.
[CrossRef]

5. Strametz, R.; Raspe, M.; Ettl, B.; Huf, W.; Pitz, A. Handlungsempfehlung: Stärkung der Resilienz von Behandelnden und Umgang mit
Second Victims im Rahmen der COVID-19-Pandemie zur Sicherung der Leistungsfähigkeit des Gesundheitswesens, 1st ed.; Hochschule
RheinMain: Wiesbaden, Germany; Wien, Austria, 2020.

6. Seys, D.; Wu, A.; van Gerven, E.; Vluegels, A.; Euwema, M.; Panella, M.; Scott, S.D.; Conway, J.; Sermeus, W.; Vanhaecht, K.
Health care professionals as second victims after adverse events: A systematic review. SAGE J. 2013, 36, 135–162. [CrossRef]

7. Busch, I.M.; Moretti, F.; Purgato, M.; Barbui, C.; Wu, A.W.; Rimondini, M. Dealing with Adverse Events: A Meta-analysis on
Second Victims’ Coping Strategies. J. Patient Saf. 2020, 16, e51–e60. [CrossRef]

8. Strametz, R.; Koch, P.; Vogelgesang, A.; Burbridge, A.; Rösner, H.; Abloescher, M.; Huf, W.; Ettl, B.; Raspe, M. Prevalence of
second victims, risk factors and support strategies among young German physicians in internal medicine (SeViD-I survey). J.
Occup. Med. Toxicol. 2021, 16, 11. [CrossRef]

9. Strametz, R.; Fendel, J.C.; Koch, P.; Rösner, H.; Zilezinski, M.; Bushuven, S.; Raspe, M. Prevalence of Second Victims, Risk Factors,
and Support Strategies among German Nurses (SeViD-II Survey). Int. J. Environ. Res. Public Health 2021, 18, 10594. [CrossRef]

10. World Health Organization. Patient Safety Curriculum Guide: Multi-Professional Edition; WHO Library: Geneva, Switzerland, 2011.
11. Scott, S.D.; Hirschinger, L.E.; Cox, K.R.; McCoig, M.; Hahn-Cover, K.E.; Epperly, K.M.; Phillips, E.C.; Hall, L.W. Caring for Our

Own: Deploying a Systemwide Second Victim Rapid Response Team. Jt. Comm. J. Qual. Patient Saf. 2010, 36, 233–240. [CrossRef]
12. Edrees, H.; Connors, C.; Paine, L.; Novell, M.; Taylor, H.; Wu, A.W. Implementing the RISE second victim support programme at

the Johns Hopkins Hospital: A case study. BMJ 2016, 6, e011708. [CrossRef]
13. Waterman, A.D.; Garbutt, J.; Hazel, E.; Dunagan, W.C.; Levinson, W.; Fraser, V.J.; Gallagher, T.H. The Emotional Impact of Medical

Errors on Practicing Physicians in the United States and Canada. Jt. Comm. J. Qual. Patient Saf. 2007, 33, 467–476. [CrossRef]
14. Mira, J.J.; Lorenzo, S.; Carrillo, I.; Ferrús, L.; Pérez-Pérez, P.; Iglesias, F.; Silvestre, C.; Olivera, G.; Zavala, E.; Nuño-Solinís, R.; et al.

Interventions in health organisations to reduce the impact of adverse events in second and third victims. BMC Health Serv. Res.
2015, 15, 341. [CrossRef]

15. Moreno-Mulet, C.; Sansó, N.; Carrero-Planells, A.; López-Deflory, C.; Galiana, L.; García-Pazo, P.; Borràs-Mateu, M.M.; Miró-
Bonet, M. The Impact of the COVID-19 Pandemic on ICU Healthcare Professionals: A Mixed Methods Study. Int. J. Environ. Res.
Public Health 2021, 18, 9243. [CrossRef]

16. Döring, N.; Bortz, J. Forschungsmethoden und Evaluation in den Sozial- und Humanwissenschaften, 5th ed.; Springer: Berlin/Heidelberg,
Germany, 2016; pp. 185–544.

17. Reinders, H. Qualitative Interviews mit Jugendlichen führen. In Ein Leitfaden; Oldenbourg: München, Germany, 2005.
18. Bundesministerium für Arbeit, Soziales, Gesundheit und Konsumentenschutz: Das Österreichische Gesundheitssystem. Zah-len-

Daten-Fakten, 3rd ed.; BMASGK: Wien, Austria, 2019.
19. Strametz, R.; Raspe, M.; Ettl, B.; Huf, W.; Pitz, A. Recommended actions: Reinforcing clinicians’ resilience and supporting second

victims during the COVID-19 pandemic to maintain capacity in the healthcare system. Zentralblatt Arbeitsmed. Arbeitsschutz.
Ergon. 2020, 70, 264–268. [CrossRef]

20. Moran, D.; Wu, A.W.; Connors, C.; Chappidi, M.R.; Sreedhara, S.K.; Selter, J.H.; Padula, W.V. Cost-Benefit Analysis of a Support
Program for Nursing Staff. J. Patient Saf. 2020, 16, e250–e254. [CrossRef]

21. Neuper, O.; Kocever, M.; Schweppe, P. Aus Fehlern lernen. J. Med. Gesundheitsrecht 2016, 1, 46–53.
22. Neuper, O. Risikomanagement als Beitrag zur Patientensicherheit, Rechtliche Grundlagen und Verantwortlichkeiten in Krankenanstalten,

Schriftenreihe Recht und Risikomanagement, 4th ed.; NWV Verlag: Graz, Austria, 2014; p. 22.
23. Tam, C.W.C.; Pang, E.P.F.; Lam, L.C.W.; Chiu, H.F.K. Severe acute respiratory syndrome (SARS) in Hong Kong 2003: Stress and

psychological impact among frontline healthcare workers. Psychol. Med. 2004, 34, 1197–1204. [CrossRef]
24. Harrison, R.; Lawton, R.; Stewart, K. Doctors’ experiences of adverse events in secondary care: The professional and personal

impact. J. Clin. Med. 2014, 14, 585–590. [CrossRef]
25. Gazoni, F.M.; Amato, P.E.; Malik, Z.M.; Durieux, M.E. The Impact of Perioperative Catastrophes on Anesthesiologists: Result of

National Survey. Anesth. Analg. 2012, 3, 596–603. [CrossRef]
26. Grissinger, M. Too Many Abandon the: Second Victims” of Medical Errors. Pharm. Ther. 2014, 39, 591–592.
27. Tawfik, D.S.; Scheid, A.; Profit, J.; Shanafelt, T.; Trockel, M.; Adair, K.C.; Sexton, J.B.; Ioannidis, J.P.A. Evidence relating healthcare

provider burnout and quality of care: A systematic review and meta-analysis. Intern. Med. J. 2019, 171, 555–567.
28. Tobiano, G.; Murphy, N.; Grealish, L.; Hervey, L.; Aitken, L.M.; Marshall, A.P. Effectiveness of nursing rounds in the Intensive

Care Unit on workplace learning. Intens. Crit. Care Nurs. 2009, 53, 92–99. [CrossRef] [PubMed]
29. Ullström, S.; Sachs, M.A.; Hansson, J.; Ovretveit, J.; Brommels, M. Suffering in silence: A qualitative study of second victims of

adverse events. BMJ 2014, 23, 325–331. [CrossRef] [PubMed]
30. Hinzmann, D.; Schießl, A.; Koll-Krüsmann, M.; Schneider, G.; Kreitlow, J. Peer Support in der Akutmedizin. Anästh. Intensivmed.

2019, 60, 95–101.
31. Müller, B.S.; Beyer, M.; Blazejewski, T.; Gruber, D.; Müller, H.; Gerlach, F.M. Improving critical incident reporting in primary care

through education and involvement. BMJ 2019, 8, e000556. [CrossRef] [PubMed]

http://doi.org/10.7326/M20-1033
http://doi.org/10.1001/jama.2020.3972
http://doi.org/10.1177/0163278712458918
http://doi.org/10.1097/PTS.0000000000000661
http://doi.org/10.1186/s12995-021-00300-8
http://doi.org/10.3390/ijerph182010594
http://doi.org/10.1016/S1553-7250(10)36038-7
http://doi.org/10.1136/bmjopen-2016-011708
http://doi.org/10.1016/S1553-7250(07)33050-X
http://doi.org/10.1186/s12913-015-0994-x
http://doi.org/10.3390/ijerph18179243
http://doi.org/10.1007/s40664-020-00405-7
http://doi.org/10.1097/PTS.0000000000000376
http://doi.org/10.1017/S0033291704002247
http://doi.org/10.7861/clinmedicine.14-6-585
http://doi.org/10.1213/ANE.0b013e318227524e
http://doi.org/10.1016/j.iccn.2019.03.003
http://www.ncbi.nlm.nih.gov/pubmed/30910435
http://doi.org/10.1136/bmjqs-2013-002035
http://www.ncbi.nlm.nih.gov/pubmed/24239992
http://doi.org/10.1136/bmjoq-2018-000556
http://www.ncbi.nlm.nih.gov/pubmed/31523734

	Introduction 
	Materials and Methods 
	Results 
	Symptoms 
	Coping Strategies and Risk Management 

	Discussion 
	Conclusions 
	References

