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ABSTRACT

Introduction: This evidence-based project aimed to determine the feasibility of implementing a peer support program to
minimize trauma in healthcare professionals (HCP)s following unanticipated adverse events. Based on the forYOU Program
designed by Sue Scott at the University of Missouri Health System, this program trained peers to offer real-time caring and
support to other clinicians coping with such events. Most healthcare professionals are involved in at least one adverse event
in their careers. Albert Wu, MD (2000) coined the term second victim to capture the essence of the trauma experienced by
healthcare professionals when an unanticipated event negatively impacts a patient. When left unchecked, this trauma can result in
moral distress, stress disorders, and burnout as the clinician ruminates over the event. Providing emotional support has improved
second victims’ emotional well-being and recovery. Therefore, healthcare leaders are encouraged to develop comprehensive
programs to provide easy access to peer and social support when they experience an adverse event.
Methods: Designed for implementation in the Women’s Service Department of a 350-bed southwestern hospital, this project
employed a pre-/post-evaluation of subjective outcomes using an online survey for nurses. A core group of trainers attended a
two-day peer support train-the-trainer event hosted by the forYOU Program at the University of Missouri Health Care System.
This group trained 26 peer supporters representing the four departments in Women’s Services and both shifts. Baseline data was
collected (n = 44) to assess the frequency and impact of unanticipated adverse events, the perceived support, and the type of
support received. Following the four-month implementation in the Summer/Fall of 2020, post-data was obtained, including a
program awareness assessment (n = 17).
Results: Pre- and post-implementation of the Peer Support Program, nurses in Women’s Services reported adverse events
impacting their emotional well-being. Post-program, more nurses reported receiving support (86% post-program versus 43%
pre-program). Before employment, 79% of nurses who received support received peer support, versus 86% receiving peer support
post-implementation. The implementation occurred during the COVID pandemic, which may have resulted in a decreased
post-assessment sample size. However, the peer supporters reported hesitancy in completing encounter forms feeling that
providing support was “too personal”. The participants said that they found the peer support program worthwhile.
Conclusions: Nurses on the implementation units indicated receiving more support after the peer support program was imple-
mented and felt the program was beneficial. Since unanticipated events are inevitable in health care, the steering committee
recommended sustaining and spreading the program to all the nursing departments. More data is needed to determine the full
impact of the program.
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1. INTRODUCTION

In their 2000 seminal report To Err is Human: Building a
Safer Health System,[1] the Academy of Medicine (formerly
Institute of Medicine) highlighted the tremendous burden
medical errors place on the American healthcare system.
Fast forward to 2016, Johns Hopkins[2] declared that medical
errors were the third leading cause of death in the US. If
each medical error involves one or more health care profes-
sionals (HCPs), adverse events (AEs) touch many clinicians.
Seys et al. estimated that almost half of clinicians could be
negatively impacted by an AE in their career.[3] Albert Wu,
MD, coined the term second victim to capture the essence
of the trauma experienced by HCPs when an unanticipated
event occurs.[4] This trauma can result in psychological and
physical distress as the clinician ruminates over the event
when not addressed.[5, 6] Moreover, some clinicians develop
less confidence in their ability to provide care, leading to an
increased risk of medical errors.[3, 6, 7]

Scott et al. expanded the definition of second victims to
include HCPs involved in medical errors and other unantici-
pated events involving patient injury that lead to psychologi-
cal trauma, feelings of personal responsibility, or questioning
of their clinical abilities.[6] The extent of trauma depends on
the degree of patient harm, type of event, age of the patient,
and investigative process.[3, 6, 7] Although each HCP may
experience an unanticipated event, the people involved in
or witnessing adverse events can experience disruption in
their professional and personal lives.[3, 7] This suffering can
affect their quality of life, work performance, and how they
provide care to other patients.[3, 6] Table 1 defines the types
of unexpected events that can lead to becoming a second
victim.

Table 1. Types of unanticipated events[8, 9]
 

 

Medical Errors 
Preventable harm caused to a patient due to a 
human or system error—a mistake. 

Near Miss 
A preventable event that could have caused 
harm to a patient but did not reach the patient.

Adverse Events 
Unpreventable harm due to a 
complication/event that cannot be anticipated.

Ameliorable 
Adverse Events 

Unpreventable harm, the severity of which 
could have been mitigated to some degree 
with a different course of action. 

 

Providing real-time emotional support following an adverse
event has been associated with enhanced emotional well-
being and recovery of second victims.[10, 11] Unfortunately,
other than employee assistance programs and chaplain re-
ferrals, many HCPs do not have access to real-time emo-
tional support after an unanticipated event.[10] This evidence-
based project aimed to determine if a peer support program

would enhance the nurses’ perceived emotional support fol-
lowing unexpected adverse events. Based on the forYOU
Program[11] designed by Sue Scott at the University of Mis-
souri Health Care System (MUHC), this program trained
peers to offer real-time care and support to other clinicians
coping with such events.

1.1 Background

US healthcare has a trend, especially in obstetrics: our patient
population has become sicker with more comorbidities. The
CDC[12] reported that indicators of severe maternal morbidity
had been steadily increasing in recent years. Because of the
US’s increased maternal morbidity and mortality rates, this
shift places women at higher risk for adverse events through-
out pregnancy, labor, delivery, and postpartum care.[13, 14]

As health care becomes more complex and patient acuity
increases, unforeseen and adverse outcomes become more
frequent.[7, 14]

Yet, there was little emotional or spiritual support offered to
staff outside of chaplains in the primary author’s organiza-
tion and the Employee Assistance Program (EAP) to help
process those negative experiences.[11] After two decades of
experiencing adverse patient events and attempting to cope
with the detrimental effects caused to HCPs, it became a
mission and passion to help clinicians thrive instead of just
survive. The intent is to help clinicians overcome adverse
events, become resilient, and flourish in their professions.[15]

One catalyst that spurred efforts for developing a peer support
program to overcome the trauma of experiencing unantici-
pated events occurred when a patient’s spouse suffered head
trauma in his wife’s postpartum room. The clinical nurses
provided life support until the code team arrived, and he was
life-flighted to the medical center. The trauma and anguish
were palpable, and the offered EAP and chaplaincy support
helped but did not meet the staff’s needs. Many nurses in-
volved suffered months or years after the event. In fact, team
members shared this event through teary eyes during peer
support training seven years later. Although grateful for EAP
and chaplaincy support, staff indicated it was difficult to
relate to someone who did not provide direct patient care.

There are few people HCPs can turn to for emotional or spir-
itual support after an adverse patient event. Reasons include
patient privacy concerns, the stigma of weakness associated
with seeking help,[11] and many laypeople do not understand
the experience because they do not provide healthcare. When
coping with a traumatic AE, most nurses instinctually turn
to their peers who genuinely understand.[16] This confidante
could be a nurse or other HCP they know and trust. This shar-
ing of events with their peers allows healing to begin. To this
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end, receiving just-in-time support from a peer knowledge-
able regarding the second victim phenomenon and emotional
support would be beneficial.[11]

1.2 Literature review
Before the initial survey in L&D, the primary author con-
ducted a comprehensive review of the literature to deter-
mine if evidence was available that guided interventions for
mitigating the impact of adverse patient events on HCPs.
The databases searched included CINAHL, PubMed, and
Cochrane Database of Systematic Reviews, employing the
search terms medical errors, second victim, adverse events,
peer support, and staff support. The inclusion criteria in-
cluded articles in English that described studies regarding
peer support for second victims. Additionally, the team iden-
tified studies from a hand search of the references.

The authors noted strong evidence supporting implementing
practices to help HCPs overcome the second victim phe-
nomenon.[5, 11, 17] Most studies recommended that healthcare
facilities provide clinicians with some form of support sys-
tem.[5, 16, 18] Only a few institutions offered existing programs
that were sustainable, successful, and focused predominantly
on peer support: the forYOU program at MUHC, Resilience
in Stressful Events (RISE) at John’s Hopkins, Code Laven-
der at Cleveland Clinic, and Care for the Caregiver at Kaiser
Permanente.[18–21]

There are many positive benefits to building and sustaining a
robust peer support program. Johns Hopkins demonstrated a
$2 million annual savings with the RISE program, founded
by Albert Wu.[22] The nurses who received peer support
were four times less likely to leave their positions after a
high-impact event than peers who did not receive support.[22]

Kaiser Permanente demonstrated decreased medication er-
rors, improved quality of care, and improved retention by
taking care of their HCPs following AEs.[21] The literature
revealed that these programs helped with moral distress and
traumatic stress while preventing absenteeism, attrition, and
disengagement.

After careful review, the steering committee agreed that the
best fit for their needs was the MUHC forYOU Program.
This program best embodied the culture of care and exempli-
fied a sustainable peer support program that could be feasibly
adapted using the Three-Tiered Interventional Model for Sec-
ond Victim Support.[23] Moreover, Sue Scott, the founder of
the peer support program, was welcoming and informative.

2. METHODS AND FRAMEWORK
Given the impact of the second victim phenomenon and the
evidence base supporting peer support, the primary author

presented the information to the newly formed steering com-
mittee. Based on the data demonstrating the prevalence of
negative sequelae following adverse events and the literature
supporting peer-provided emotional first aid, the steering
committee agreed that implementing a peer support program
based on the MUHC forYOU curriculum was an organiza-
tional priority. The Iowa Model Revised[24] guided this EBP
practice change, which employed a pre/post-test methodol-
ogy.

The conceptual framework for the program mirrored the
forYou program using Jean Watson’s theory of transpersonal
caring and Critical Incident Stress Management (CISM).[18]

Watson asserts that caring is a precursor to healing and ac-
knowledges that recovery follows a personal path.[25] Caring
contributes extensively to excellent patient care and can also
contribute to supportive peer-to-peer interactions. CISM pro-
vides a structured model for dealing with traumatic events
that allows for debriefing, defusing emotions, and providing
support.[26] Although used primarily for first responders,
CISM affords support for any adverse human experience.

2.1 Setting and sample
The peer support program was implemented in a 358-bed
Southwestern hospital, providing a full spectrum of health
and wellness services, including a very busy Women’s Ser-
vices Department. The four Women’s Service units are an-
tepartum, labor and delivery, mother-baby, and neonatal in-
tensive care. As a Magnet R© designated organization that
supports a learning culture, the leadership supports reporting
safety events and near misses.

Staff members (n = 44) from these units were asked to com-
plete an anonymous 4-question survey voluntarily and again
four to five months after the peer support was implemented
(n = 17). The pre-implementation contained 44 responses,
and the post-data only included 17.

2.2 Design team
The Peer Support Steering Committee consisted of the Chief
Nursing Officer (CNO), the Chief Quality and Patient Safety
Officer, the Associate Chief Nursing Officer, the Magnet Pro-
gram Director, the Director of Spiritual Care, the Director of
Women’s Services, the Nurse Managers from each unit, the
Director of Education, and the primary author (L&D Charge
Nurse) with the CNO serving as the executive sponsor. This
team designated a core group of three trainers to attend a
two-day peer support train-the-trainer workshop hosted by
the MUHC forYOU Program.

Upon completing this training, the team created the frame-
work for the program for promoting resiliency and inspir-
ing spiritual and emotional well-being using peer support
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(PRAISE UP). Having been a long-term military chaplain
trained in CISM, including critical incident stress debrief-
ing (CISD), the Director of Spiritual Care was instrumental
in designing the program and ensuring that the program al-
lowed for timely emotional and psychological support.[18]

Additionally, the Chief Quality Officer’s experience with the
Cleveland Clinic’s Code Lavendar program provided experi-
ential guidance and additional information.

2.3 The implementation plan
Once the steering committee approved the framework, the
trained core team designed peer support training based on the
forYOU content with Susan Scott’s guidance. The decision
was to begin the program with a Women’s Services depart-
ment pilot. If the implementation were successful, the team
would slowly include oncology and other high-acuity areas
(critical care and emergency services) until the program was
implemented hospital-wide. The goal is to implement the
program in all the sister hospitals within the system.

The primary author surveyed the Labor and Delivery (L&D)
staff to determine the impact of adverse events on Women’s
Services and the need for a peer support program. The pre-
survey consisted of single-response questions to assess the
prevalence of unanticipated events, their impact, the type of
support or debrief received, the effect of the intervention, and
if they felt they would benefit from a peer support program.

The peer support trainers then provided the peer support cur-
riculum to chaplains and 26 peer supporters representing the
four departments in Women’s Services to cover both shifts,
seven days a week, on all service lines. Their coworkers and
leadership perceived the training attendees as supportive and
trustworthy. The trainers designed the course to explain the
significance of the second victim phenomenon and healing
trajectory, discuss strategies for providing emotional first

aid, and define when to escalate a referral for additional sup-
port using a three-tier model.[11] The training also involved
case scenarios and role-play to integrate the information into
experiential knowledge. Additionally, the training team pro-
vided several tools to guide the peer supporters in delivering
real-time emotional first aid to their peers.

Following each peer support session, the peer supporters doc-
umented on an encounter form. Designed to track only the
volume of peer support provided and ensure confidentiality,
the records contained only the name of the peer supporter,
the type of support offered, the professional class, event type,
and type of referral (if needed). The peer supporters did
not record the second victim’s name, the date, or clinical
information.

Once the program had been in place for six months, the
team distributed the post-survey via email and posted a quick
response (QR) code in the break room. Seventeen nurses
responded after receiving reminders. The post-survey con-
tained the same questions regarding unanticipated events,
their impact, and the type of support received, with addi-
tional questions regarding program awareness. The data was
then compared to the pre-data and presented to the Steering
Committee.

3. RESULTS

The pre-survey results indicated that 37 of 44 HCPs had been
involved in an adverse event that affected their performance
during their subsequent shift. Moreover, 30 respondents felt
their work performance was still impacted, even years after
the event. The staff (38 of 44) also felt they would benefit
from a peer support program. Based on this data, the steering
committee endorsed the organization’s need for peer support
following unanticipated adverse outcomes (see Figure 1).

Figure 1. Percentage of employees by response
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Note: The pre-implementation data depicts the percentage of
employees involved in an adverse event, its impact, and the
duration of the effects on their work performance, indicating
a need for the intervention.

Pre- and post-implementation of the Peer Support Program,
nurses in Women’s Services reported adverse events impact-
ing their emotional well-being. Yet post-program, more
nurses reported receiving support (86% post-program ver-

sus 43% pre-program). Before the implementation, 79% of
nurses received peer support, versus 86% receiving peer sup-
port post-implementation (see Figure 2). Although 88% of
nurses reported being aware of the program, only 53% knew
who their peer supporters were, indicating a need for more
staff awareness. The implementation occurred during the
COVID pandemic, which may have resulted in a decreased
post-assessment sample size. Overall, the participants indi-
cated that they found the peer support program worthwhile.

Figure 2. Percentage of staff receiving support following an unanticipated event
Note. This figure depicts the increase in support received post-implementation, supporting the program’s efficacy and feasibility.

The team also collected the encounter forms to quantify the
amount of peer support provided (n = 19). Despite efforts
to ensure confidentiality, the supporters did not consistently
complete the forms. They reported hesitancy in completing
encounter forms stating that providing support was "too per-
sonal" and that they acted as a friend—not necessarily as
a peer supporter. Therefore, the team provided additional
information to the peer supporters regarding their role and
the support they afford.

4. DISCUSSION

This article describes the initial implementation of a peer
support program to support resiliency in clinicians following
an unanticipated event. Most medical errors in health care re-
sult from defective processes and systems, not clinicians.[27]

Clinicians are thwarted by systems that impede quality and
create sub-optimal care environments.[28] Additionally, the
complex healthcare environment exposes clinicians to other
unanticipated events. As a result, many clinicians suffer as
second victims.

The executive-level support for peer support following unan-
ticipated adverse events establishes an organization’s com-
mitment to their employees’ mental, spiritual, physical,
and behavioral health and patient safety related to adverse
events.[11] Although not every AE warrants peer support, im-
plementing a flexible peer support program designed to guide

peer supporters is essential in the current complex healthcare
environment.[7]

Although limited by a small convenience sample, this
evidence-based program demonstrates the feasibility of im-
plementing a program to support clinicians and mitigate the
negative sequelae of being involved in AEs. Using a vali-
dated tool to measure the second victim experience, such as
the Second Victim Experience and Support Tool (SVEST),[6]

would have added to the program’s value. In health care,
there exists a perception that seeking support indicates weak-
ness,[18] which may explain the hesitancy of peer supporters
in completing and submitting encounter forms. Creating
more awareness of the program and its significance in health
care while decreasing the stigma of asking for help is war-
ranted for its success.

5. CONCLUSION

Nurses on the implementation units indicated receiving more
support after the peer support program was implemented
and felt the program was beneficial. Since unanticipated
events are inevitable in health care, the steering commit-
tee recommended sustaining and spreading the program to
all the nursing departments. The team has also purchased
badge reels to identify the trained peer supports and simplify
the tracking forms. Each Women’s Services unit also has
a flyer with Peer Support information and peer supporters
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to increase program awareness for the entire service line.
As the program is implemented on other service lines, the
SVEST tool will be used to measure the program’s success.
More data is needed to determine the program’s total impact
necessitating an iterative process as the program spreads to
other units and eventually throughout the system.

Evidence demonstrates that peer support programs can al-
leviate the negative impact AEs have on nurses and other
HCPs. This emotional aid helps clinicians cope with the
trauma and continue being productive in their practice. Yet,
more research is still needed, as there are few successful,
sustained peer support programs in the US.

The COVID pandemic has affected an already overburdened
nursing profession and increased the number of deaths and

adverse events.[29] A 2020 national survey found 45 percent
of nurses reported they did not receive adequate emotional
support during the COVID pandemic, and 38 percent of
respondents stated they turned to coworkers for emotional
support.[30] These findings support investigating peer support
programs’ impact on clinicians.
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