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The Second Victim Phenomenon in the UCSD Healthcare System:  

A Survey Based Assessment 

Introduction 

The term second victim was first coined by Albert W. Wu, M.D. in 2000 to 
describe the population of healthcare workers who are affected by the inherent 
adversity of their work.1 Susan D. Scott, R.N., M.S.N., a leading researcher in this 
area and founder of the for YOU Team at the University of Missouri Medical 
Center,2 defines “second victim” as a healthcare provider involved in an 
unanticipated adverse patient event or outcome, medical error, malpractice suit, or 
other stressful event who becomes “victimized” in the sense that the provider 
suffers emotional trauma.3 In a recent systematic review of 32 research articles and 
9 non-research articles Seys and coworkers found a prevalence of second victims 
following an adverse event ranging from 10.4% to 43.3% in the healthcare 
employee populations examined.4 The second victim phenomenon appears to be 
common, largely hidden, and found in all hospitals and medical groups in which an 
effort is made to identify it. 

The second victim phenomenon has a meaningful impact on the healthcare workers 
it affects. In a 2007 survey study of the emotional impact of medical errors on 
practicing physicians in the United States and Canada, Waterman and coworkers 
(examining 3,171 completed surveys out of 4,990 eligible physicians for a 64% 
response rate) found that 61% experienced anxiety about future errors, 44% 
expressed loss of confidence, 42% had sleep difficulties, 42% reported less job 
satisfaction, and 13% cited harm to their reputations.5 Of those that responded only 
10% agreed that their healthcare organizations supported them in dealing with 
error-related emotional stress.  

Healthcare systems should be concerned with reducing the second victim 
phenomenon, not only for the primary purpose of preventing suffering, but in order 
to improve the performance of the surrounding clinical team, boost morale, 
enhance employee recruitment and retention, and lower the error rate. A 2004 
study by Misra-Hebert and coworkers shows that the cost of turnover of a single 



physician (lost revenues, recruitment, etc.) can easily total $1,000,000.6 The costs 
of a single medical error can greatly surpass this sum.  

The purpose of this study was to assess the prevalence of the second victim 
phenomenon among employees of the University of California, San Diego (UCSD) 
Health System, the impact of second victim events, and the existing support for 
second victims. 

Methods 

Enlisting the support of medical staff, nursing, and hospital leadership, we sent an 
invitation to all UCSD Health System employees to participate in a survey using 
the institution’s professional and educational listservs. The email contained a brief 
description of the second victim syndrome, the purpose of the study, and a link to 
the survey. Recruitment and participation occurred in two waves one month apart 
and subjects were asked to complete the survey only once.  

The survey asked about demographic information including position at UCSD, 
department, number of years working/volunteering in current field, and number of 
years working/volunteering at UCSD which were collected in a categorical 
fashion. Care was taken to restrict the detail of demographics sought in order to 
ensure confidentiality. The survey then asked 10 separate questions addressing 
second victim events, responses, support, and desired future support. Figure 1 
shows the survey questions and their possible answers. All participants who 
answered “no” to question 1, were automatically advanced to question 8.  

As the survey inquired about potentially emotionally traumatic or distressing 
events, at the end of the survey, participants were given the option to leave their 
contact information if they wished to be anonymously contacted by a licensed 
psychologist should they want to discuss any ongoing issues regarding their second 
victim incident(s). 

Surveys that had fewer than three responses to questions were not used in the final 
analysis. 

Results 

Of the approximately 3460 potential subjects who received one or both of the 
email solicitations, a total of 311 surveys were started and of these, 258 completed 
at least 80% of the questions for a response rate of 7.4%. 



Demographics 

Demographics of the respondents showed a diversity of age, department, position, 
years worked in current field, and years worked at UCSD. For a complete 
breakdown of all participants see Table 1, and for a complete breakdown of 
demographics of second victim groups see Table 2. 

Second Victim Prevalence 

In response to the question “In the past 12 months have you ever experienced 
psychological or emotional distress (anxiety, depression, or other concern) in 
response to a negative patient outcome?” 200 participants (77.5%) answered “Yes” 
or “Probably but not sure”, and 58 participants (22.5%) answered “No”.  

Second Victim Event Type 

In response to the question “What type of event(s) triggered the emotional or 
psychological distress?” the three most prevalent responses included 96 (48%) 
respondents selecting “the emotional response of a patient or their family affected 
you emotionally”, 93 (46.5%) respondents selecting “death of a patient” and 82 
(41%) respondents selecting “overwhelmed by clinical events or responsibilities”. 
(See Figure 2) 

Second Victim Reactions 

When asked “During and after the event, did you experience any of the following” 
the three most common responses included 111 (55.5%) respondents selecting 
“Anxiety”, 93 (46.5%) respondents selecting “decreased job satisfaction”, and 78 
(39%) respondents selecting “guilt”. (See Figure 3)  

Negative Outcomes of Second Victim Events 

In response to the question “Did you do any of the following in response to the 
event?” 34 (17.0%) respondents answered “Consider changing careers”, 26 
(13.0%) answered “Perform your work duties at substandard level”, 17 (8.5%) 
answered “Call in sick or request sick leave”, 12 (6.0%) answered “Leave a shift 
early”, and 6 (3.0%) answered “Take a position in a different clinical unit at the 
university”.  

Support at UCSD 



In response to the question “Did you receive support from anyone in the UCSD 
healthcare system?” 114 (59.4%) responded “Yes”, while 78 (40.6%) responded 
“no”. Those who responded yes further characterized their source of support within 
the UCSD healthcare system (See Figure 4) 

Support outside UCSD 

In response to the question “Did you receive support from someone outside the 
UCSD healthcare system?” 140 (72.9%) responded “yes”, while 52 (27.1%) 
responded “no”. Those who responded yes further characterized their source of 
support outside the UCSD healthcare system as the following: 102 (72.9%) 
responding with “spouse or significant other”, 77 (55%) responding with “friend”, 
47 (33.6%) responding with “family member other than spouse”, 31 (22.1%) 
responding with “personal health professional, and 7 (5%) responding with 
“clergy”. 

Adequacy of Support 

When asked “Do you feel the support you received was adequate, or would you 
have liked either more support or a different form of support?” 112 (63.3%) 
respondents answered “Support was adequate” while 65 (36.7%) respondents 
answered “I would have liked more or different support”.  

Future Support 

When participants were asked what forms of support they would want if they were 
to become second victims, responses included 104 (44.1%) requesting “Group 
debriefing session”, 84 (35.6%) requesting “option to take a small break from 
clinical duties”, and 57 (24.2%) requesting professional health counseling. For full 
breakdown with all responses, see Figure 5. 

Discussion 

Our survey shows that the healthcare employees of the UC San Diego Healthcare 
System experience the second victim phenomenon with a prevalence that is 
disturbing. Of the 258 included respondents in our study, 60% at a minimum, 
described having suffered from symptoms related to adverse or unexpected clinical 
events. An inherent draw back to our large scale, confidential electronic survey is 
that this number most likely represents an overestimation given that second victims 
would have been more likely to participate in a study investigating the second 



victim phenomenon. Given that our results are high in comparison to the literature 
on the subject, assumptions about prevalence of second victim syndrome 
symptoms should be limited to the group who responded rather than to the UC San 
Diego Health System employee population as a whole. Nevertheless, we believe 
the problem is substantial in our organization and that it is likely that no healthcare 
system is free of it. 

The breakdown of second victims by demographic category reveals that no one in 
the UC San Diego Healthcare System is immune to second victim phenomenon as 
age, clinical position, years of experience in one’s field and years of experience in 
the UC San Diego healthcare system were neither protective nor risk factors for 
reporting oneself as a second victim. While it would have been interesting to look 
at the impact of clinical department on the rate of second victimhood, the sub-
analysis of second victims by clinical department yielded small sample sizes and 
would not be statistically meaningful.  

The clinical scenarios that patients reported to cause their second victim event 
varied widely, but several important trends can be noted. First, many of the second 
victim events occurred as a result of a potentially modifiable situation or outcome 
such as a medical error, or being overwhelmed by clinical duties. This stands to 
further underscore the importance of strong risk management systems as well as 
employee wellness programs. Importantly, some of the most common clinical 
scenarios associated with a second victim event such as the death of a patient 
(46.5%) or the emotional response of a patient or their family member (48%) are 
unavoidable parts of day-to-day work in the healthcare industry. If healthcare 
providers are to avoid compassion fatigue or burnout from these largely 
unavoidable scenarios, it becomes imperative that healthcare workers be properly 
educated beforehand and supported after such events. This could mitigate the 
development of callous or detached attitudes that impede healthcare workers from 
properly connecting with and caring for their patients. 

Second victims’ reported reactions ranged from frustration, remorse, and anger to 
flashbacks, depression, and thoughts of suicide. While the most concerning 
reactions were infrequent, their prevalence remains troubling, again reinforcing the 
need for education and support. 

While the majority of second victims receive support both internally at UCSD 
(60%) and externally (73%), there still exists a substantial number who do not 



receive support. This is reflected in the attitudes of second victims as only 62% of 
second victims felt that they were adequately supported through their second 
victim event(s) while 38% felt they were not adequately supported. The most 
common form of support (86.9%) that second victims did report receiving was the 
ability to talk with a co-worker about the event. This would lend further credence 
to the University of Missouri’s second victim support program model which 
features trained peer-nominated employees in each clinical unit who act as first 
responders to second victim events. 

Our survey illuminates the consequence to the healthcare system when second 
victims are not properly supported. Impacts include missing work days, leaving 
shifts early, performing work duties at a substandard level and even considering 
leaving their clinical unit or the health profession entirely. The education, 
detection, and support of the second victim is not only the proper thing to do, but 
also stands to benefit the entire health system financially and operationally. 

This study raises a vexing question: in an organization devoted to healing and 
compassion wherein virtually all employees have access to personal health 
insurance, an employee assistance program, an outstanding chaplain’s office, and a 
variety of other committees and resources devoted to personal health and wellness, 
how can so many people suffer in silence? We believe part of the answer lies 
within the well understood, and rarely challenged attitude that healthcare workers 
are expected to be emotionally strong and stoic, and those workers who are unable 
to manage the emotional burden of difficult medical events on their own may be 
simply unfit to work in the healthcare field1. When this attitude prevails, it 
becomes logical for second victims to be neglected and thereby isolated and 
scarred from their trauma, inhibiting their ability to perform their duties as well as 
connect with patients on an empathic level. 

Through performing this study, speaking with second victims, and examining the 
relevant medical literature, we believe that the following statements may be helpful 
to our readers and especially to those seeking to help their colleagues: 

1) While studying the second victim phenomenon thoroughly to develop ideal 
support systems is important, this should not occur at the expense of 
providing swift albeit imperfect support to victims in the moment. 

2) While some programs have been developed “just to be for” physicians, 
nurses, or other employee sub-groups, any support system ideally would 



provide for all healthcare workers and a victim’s preferences for whom he or 
she feels comfortably receiving help from can easily be triaged by a trained 
second victim responder. 

3) Failing to acknowledge the inherent hardship of caring for patients 
physically and emotionally is impeding the ability for second victims to be 
recognized and supported. Only through a culture change where it is 
acceptable and encouraged to turn compassion inward to the provider 
themselves, will second victims truly be identified and helped. 

Our survey adds another view of the second victim phenomenon and continues to 
raise even more questions. We believe interesting areas for future research include 
elucidating which clinical environments, if any, put healthcare workers at 
increased risk for the second victim phenomenon, evaluating support programs for 
second victims, and potentially even discovering preventive measures to reduce the 
incidence of second victim events. 
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