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Review: What does the patient know?

 Ask what they know so 
far and then really 
listen
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Review: What does the patient need?

 They want to be heard

 They won’t listen until 
they are heard. Address 
emotion first

 Be human: “shed the 
white coat”



Review: Communication Strategies

 Review of the facts (no speculation!)
 I may have injured the baby during the delivery

 Avoid medical jargon
 Cleared 

 Toxicity

 Avoid blame
 Ideally the lab would have called me

 It was change of shift

 There was a lot going on and I was busy
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Review: Communication Strategies

 Lower your voice

 Slow down, breathe…

 If patient and/or family are upset with you resist the 
temptation to try and fix it right there



Provider Reactions

 Guilt/shame

 Grief

 Avoidance

 Trauma 

 Self-doubt of abilities

 Cynicism

 Considering leaving 
practice

 Defensiveness

 Blame patient



Healthcare is dangerous

 Institute of Medicine Report

 At least 44,000 and possibly as 
high as 98,000 die in the US 
annually due to medical errors



And it’s worse than we thought

 Each year, at least 
210,000 patients and 
possibly more than 
400,000 die related to 
preventable harm in 
hospitals

James, J.T.  (2013).  A new, evidence-based estimate of patient harms 
associated with hospital care.  Journal of Patient Safety, 9(3), 122-128.



Multiplier effect

 Many more harm events that 
didn’t result in death

 Up to 100 near misses for 
each harm event that reaches 
the patient

 Not only medical error events 
are traumatizing to providers

 How many care team 
members take care of each 
patient? 



Another sobering fact

 We lose a doctor a day to death by suicide in the US

 300-400 physicians/year

 3-4 medical school classes a year

 Top occupation for risk of death by suicide



What is a Second Victim?

“Virtually every practitioner knows the sickening realization of 
making a bad mistake. You feel singled out and exposed…..You 
agonize about what to do…… Later, the event replays itself over 
and over in your mind”

Wu, A. (2000). Medical error: the second victim. The doctor who makes the mistake needs help too. 
British Medical Journal, 320, 726-727.



The “Second Victim”

 Meet Kimberly Hiatt

 Critical care nurse at Seattle Children's Hospital  for 24 
years



The “Second Victim”

 Dispensed 1.4 grams of calcium chloride, instead 
of the correct dose of 140 milligrams.

 The error contributed to the death of 8-month-
old Kaia Zautner.

 It was the only serious medical mistake she had 
ever made.



The “Second Victim”

 Hiatt was escorted from the hospital after the 
mistake, immediately put on administrative 
leave.

 Within weeks Hiatt was fired after a state nursing 
commission investigation. 

 She committed suicide on April 3rd 2011 at the 
age 50.

 The family never sued the hospital.



The “Second Victim”

 Survey of 7,900 surgeons in U.S.

 Surgeons that report major errors experience more 
emotional exhaustion, depersonalization, 
depression, and suicidal ideation.

 Surgeons also have a greater tendency to blame 
themselves for errors (70%)



The “Second victim”

“Surgeons exist in a culture that, like

it or not, honors self-denial, prizes impervious

resilience, and tends to interpret imperfection as 
failure”



The “Second victim”

 University of Missouri Health Care performed 
patient safety event investigations

 Almost one in seven staff members (175/1,160) 
reported they had experienced a patient safety event 
within the past year that caused personal problems 
such as anxiety, depression, or concerns about the 
ability to perform one's job. 

 68% of these clinicians reported they didn't receive 
institutional support.



The “Second victim” 5 Rights

 Treatment that is just

 Respect

 Understanding and compassion

 Supportive care

 Transparency and opportunity to contribute



Resources

 University of Missouri Health System Second Victim 
Program (for You)

 IHI White papers

 Medically Induced Trauma Support Services 
(MITSS)

 Center for Patient Safety

 Institute for Safe Medication Practices 



Magnesium Toxicity


