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Background
Second victims are clinicians who have made adverse errors and feel traumatized by the experience. The current
published literature on second victims is mainly representative of doctors, hence nurses’ experiences are not fully
depicted. This systematic review was necessary to understand the second victim experience for nurses, explore the
support provided, and recommend appropriate support systems for nurses.

Objectives
To synthesize the best available evidence on nurses’ experiences as second victims, and explore their experiences of
the support they receive and the support they need.

Inclusion criteria
Participants
Participants were registered nurses who made adverse errors.

Phenomena of interest
The review included studies that described nurses’ experiences as second victims and/or the support they received
after making adverse errors.

Context
All studies conducted in any health care settings worldwide.

Types of studies
The qualitative studies included were grounded theory, discourse analysis and phenomenology.

Search strategy
A structured search strategy was used to locate all unpublished and published qualitative studies, but was limited to
the English language, and published between 1980 and February 2017. The references of studies selected for
eligibility screening were hand-searched for additional literature.

Methodological quality
Eligible studies were assessed by two independent reviewers for methodological quality using a standardized critical
appraisal instrument from the Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI QARI).

Data extraction
Themes and narrative statements were extracted from papers included in the review using the standardized data
extraction tool from JBI QARI.

Data synthesis
Data synthesis was conducted using the Joanna Briggs Institute meta-aggregation approach.

Results
There were nine qualitative studies included in the review. The narratives of 284 nurses generated a total of 43
findings, which formed 15 categories based on similarity of meaning. Four synthesized findings were generated from
the categories: (i) The error brings a considerable emotional burden to the nurse that can last for a long time. In some
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cases, the error can alter nurses’ perspectives and disrupt workplace relations; (ii) The type of support received
influences how the nurse will feel about the error. Often nurses choose to speak with colleagues who have had
similar experiences. Strategies need to focus on helping them to overcome the negative emotions associated with
being a second victim; (iii) After the error, nurses are confronted with the dilemma of disclosure. Disclosure is
determined by the following factors: how nurses feel about the error, harm to the patient, the support available to the
nurse, and how errors are dealt with in the past; and (iv) Reconciliation is every nurse’s endeavor. Predominantly, this
is achieved by accepting fallibility, followed by acts of restitution, such as making positive changes in practice and
disclosure to attain closure (see ‘‘Summary of findings’’).

Conclusion
Adverse errors were distressing for nurses, but they did not always receive the support they needed from colleagues.
The lack of support had a significant impact on nurses’ decisions on whether to disclose the error and his/her
recovery process. Therefore, a good support system is imperative in alleviating the emotional burden, promoting the
disclosure process, and assisting nurses with reconciliation. This review also highlighted research gaps that
encompass the characteristics of the support system preferred by nurses, and the scarcity of studies worldwide.

Keywords adverse events; nurses; nursing errors; safety; second victims
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victims and the support they received after making a
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The type of support received influences how the
nurse will feel about the error. Often nurses
choose to speak with colleagues who have had
similar experiences. Strategies need to focus on
helping them to overcome the negative emotions
associated with being a second victim.
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After the error, nurses are confronted with the
dilemma of disclosure. Disclosure is deter-
mined by the following factors: how nurses
feel about the error, harm to the patient, the
support available to the nurse, and how errors
are dealt with in the past.
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Reconciliation is every nurse’s endeavor. Pre-
dominantly, this is achieved by accepting
fallibility, followed by acts of restitution, such
as making positive changes in practice and
disclosure to attain closure.
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Background

T he seminal report from the Institute of Medi-
cine, To Err is Human: Building a Safer Health

System, emphasized unsafe practices in health care,
such as medication errors and ineffective communi-
cation processes, which often lead to adverse events
and deaths that could be prevented.1 As a result,
many prevention strategies have been recommended
and implemented to reduce health care errors. These
include (but are not limited to) falls assessment and
prevention strategies,2 structured communication
processes between clinicians,3 medication reconcili-
ation,4 independent double-checks and checklists,5

and continuing education for clinicians.6 While the
ultimate aim of these strategies is an error-free health
care system, the strategies only mitigate errors, not
eliminate them.7

Errors refer to ‘‘the failure of a planned action to be
completed as intended or the use of a wrong plan to
achieve an aim’’.1(p.4) Some errors cause adverse
events, which are injuries acquired while receiving
health care that cannot be attributed to the patients’
present illness or medical condition.1 These injuries
can include infections, patient falls and harm from
medication errors.8 Dr James Reason’s Swiss Cheese
Model illustrates that despite error-prevention strate-
gies in place within a health care system, opportunities
for errors (the holes in the Swiss cheese) are always
present.9 Within a health care system, these oppor-
tunities can be dormant but have the capacity to
cause errors when there is active involvement or
trigger by individuals. Examples of these include
inadequate supervision, overwhelming workload,
insufficient labelling or signage, structural flaws, dis-
tractions, technological errors, and inadequate
resources.7,10-12 Human fallibility is also a significant
factor to errors because this proves that as humans
we are not resistant to the latent conditions in which
we work.9 In the nursing context, the nature of the
work of nurses allows more patient contact and
opportunities to perform procedures, hence the chan-
ces of errors are always present.13 As fallible beings,
nurses are susceptible to work-related fatigue, errors
in judgment, memory lapses, distractions and over-
sights.5

When adverse events from nursing errors occur,
there are three potential victims: patients, nurses
and the health care organization.14 Patients as pri-
mary victims become the priority and the focus of
interventions, however caring for the nurses as
JBI Database of Systematic Reviews and Implementation Reports
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second victims is also equally important.15 Second
victims are health care professionals who have made
an error, and have been formally defined as ‘‘health-
care providers who are involved in an unanticipated
adverse patient event, in a medical error and/or a
patient-related injury and become victimized in the
sense that the provider is traumatized by the
event’’.16(p.326) The term second victim was first used
in an editorial by Dr Albert Wu, who highlighted the
emotionally and psychologically devastating effects
of adverse medical errors on doctors, and also
emphasized the alienation doctors feel from the lack
of support from peers and superiors.17 Second
victims are generally traumatized by the event and
feel that they are primarily responsible for the ad-
verse event, which consequently induces self-doubt
and feelings of failure.16 Unfortunately, this may be
unrecognized due to the misconstrued public view
that clinicians (including nurses) are perfect,17 the
name and blame culture,18 and perhaps the lack of
understanding of the second victim phenomenon.19

Personal descriptive accounts of second victim
experiences in health care have been published since
the mid-1980 s.16 Within the literature the estimated
prevalence of second victims in health care varies
widely and ranges from 2.5% to 43.3%.14 Despite
the potentially wide prevalence there is little pub-
lished evidence of the second victim phenomenon in
nursing. Evidence suggests that nurses as second
victims feel guilty, humiliated, embarrassed, and
experience self-blame, frustration, loss of confidence
and self-doubt7,10,17,20-25 that can remain even up to
10 years after the event.21,25,26 In one study, the lived
experience of second victims was reported to be
comparable to post-traumatic stress disorder.21

The reported symptoms include insomnia, burnout,
flashbacks, emotional outbursts, distinct incessant
thoughts of the event irrespective of the time elapsed,
depression, fatigue and anxiety.10,17,21-24 However,
distress can be moderated by the support second
victims receive.27 Unfortunately only 7%23 to
35%28 of second victims receive the appropriate
support from their superiors or colleagues, which
at times prove to be inadequate or substandard.16,25

A search in relevant sources (CINAHL, Cochrane
Library and JBI Database of Systematic Reviews and
Implementation Reports) revealed three systematic
reviews14,29,30 and a literature review on this topic.31

Schwappach and Boluarte30 summarized the expe-
riences of doctors as second victims. Two
� 2017 THE JOANNA BRIGGS INSTITUTE 2335
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reviews14,29 highlighted the experiences of all health
care providers (i.e. doctors, nurses and allied health)
as second victims. However the specific impact to
nurses is poorly differentiated. Another limitation of
the current published literature on this topic is the
disproportion between doctors and nurses as the
studies synthesized in the reviews were mostly repre-
sentative of doctors. Having this distinction is impor-
tant because it could impair how nurses as second
victims are managed and supported.29 Lewis et al.31

conducted an integrative literature review that mod-
eled the factors that affect nurses’ experiences as
second victims, in particular, burnout, moral distress,
intention to leave and constructive change. An impor-
tant limitation of this review is that it dilutes nurses’
actual experiences as second victims and therefore
leaves a risk that the depth of second victimhood in
nursing may not be fully depicted.

This systematic review synthesized the available
qualitative evidence on the experiences of nurses as
second victims and explored the support that these
second victims received. It is anticipated that this
review will facilitate the understanding of the depth
of the second victim experience, explore support
strategies, identify gaps in research, and potentially
lead to appropriate care processes for second victim
nurses. The methods of this review has been de-
scribed and published previously.32

Objectives
The review aimed to answer the following questions:

1.
JBI D

©

What are the experiences of nurses as second
victims of adverse nursing errors?
2.
 What type of support do nurses receive as second
victims of adverse nursing errors?
3.
 How do nurses perceive or experience the sup-
port they receive as second victims of adverse
nursing errors?
Inclusion criteria
Types of participants
Participants were registered nurses who had unin-
tentionally made adverse clinical errors. Nurses who
witnessed an adverse error but had been emotionally
or psychologically affected were excluded.

Phenomenon of interest
This review considered studies that investigated the
second victim phenomenon or experience. In this
review, second victims were registered nurses who
atabase of Systematic Reviews and Implementation Reports
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had made an adverse error (i.e. medication error,
fall, procedural error), and felt traumatized by the
event as a result.16 In this review, adverse errors were
errors that resulted in harm (i.e. temporary, perma-
nent or death) to the patient.1 Further, studies that
examined nurses’ experiences of the support they
received were also included.

Context
This review included all studies that sought to inves-
tigate the second victim phenomenon in all health
care settings worldwide.

Types of studies
This review considered studies that focused on qual-
itative data including, but not limited to, designs
such as phenomenology, grounded theory, ethno-
graphy, action research, feminist research, discourse
analysis, and mixed methods.

Search strategy

The search strategy aimed to find both published and
unpublished studies. An initial limited search of MED-
LINE and CINAHL was undertaken followed by
analysis of the text words contained in the title and
abstract, and of the index terms used to describe the
article. Initial keywords used were: nurses, errors,
health care errors, nursing errors, medication errors,
adverse events, second victims, moral distress, emo-
tional distress, psychological distress. A second search
using all relevant keywords and subject headings was
subsequentlyundertaken across all included databases.
The final search strategy can be found in Appendix I.

In the final search, studies published in English
language (due to limited funding for translators)
between 1980 and February 8, 2017 were sought in
PubMed, CINAHL, PsycINFO, Embase and Web of
science. OpenGrey and ProQuest Dissertations and
Theses were also accessed to obtain unpublished
studies. The date range was chosen because 1980
was the year when publication of nurses’ descriptive
accounts as a second victim commenced.33,34 Hand-
searching in the references of the studies assessed for
eligibility was also performed.

Assessment of eligibility and
methodological quality

The final papers that were located by the search
strategy were screened for relevance using the title
and abstract. Full text of papers that were deemed
� 2017 THE JOANNA BRIGGS INSTITUTE 2336
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relevant were retrieved to verify their eligibility based
on the inclusion criteria.35 Subsequently eligible
papers were assessed by two independent reviewers
for methodological quality using a standardized criti-
cal appraisal instrument from the Joanna Briggs In-
stitute Qualitative Assessment and Review
Instrument (JBI QARI) Any disagreements between
the reviewers were resolved through discussion.

Data extraction

Qualitative data were extracted from papers included
in the review using the standardized data extraction
tool from JBI QARI (Appendix II). The data extracted
included geographical location, setting, number of
participants, participant demographics (e.g. age,
sex, years of experience), type of error, method of
data collection, study design and study findings.
From: Moher D, Libera� A, Tetzlaff J, Altman DG, The PRISMA Grou
Meta-Analyses: The PRISMA Statement. PLoS Med 6(6): e1000097. 
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Figure 1: Flowchart of study selection and inclusion
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Data synthesis

Qualitative research findings were pooled using JBI
QARI. This process involved aggregation or synthe-
sis of findings to generate a set of statements that
represented that aggregation, through assembling
the findings rated according to their quality, and
categorizing these findings on the basis of similarity
in meaning. These categories were then subjected to
a meta-synthesis in order to produce a single com-
prehensive set of synthesized findings that could be
used as a basis for evidence-based practice.

Results
Description of studies
The searches yielded 1628 citations, of which, 50
were duplicates, and 1578 were screened for rele-
vance using the title and abstract (Figure 1).
p (2009). Preferred Repor�ng Items for Systema�c Reviews and 

Duplicates

(n = 50)

Number of citations excluded 

(n = 1529)

Did not meet inclusion criteria

(n = 38)

Did not meet quality criteria

(n = 3)

Additional studies identified 
from reference lists

(n = 1)

process
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Subsequently, 49 papers were retrieved for eligibility
review against the inclusion criteria. The references
of these papers were also hand-searched for addi-
tional literature, wherein one paper was identified.
There were 38 papers (Appendix III) that did not
meet inclusion criteria, thus 12 were appraised for
methodological quality.

Methodological appraisal of studies
Three papers10,19,24 were excluded because the re-
search methodology was not sound (Appendix IV).
The studies did not meet any of the following criteria
that were essential to the concept of dependability in
qualitative research:36
i)
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verall, nine studies were included. The included
O

studies fulfilled all of the quality criteria with the
exception of three studies.21,22,37 Two peripheral
quality criteria were not met in these studies:
Criteria 6 (Is there a statement locating the
researcher culturally or theoretically?) and
Criteria 7 (Is the influence of the researcher on the
research addressed, and vice-versa, addressed?) (see
Table 1).
Review findings
The findings of this review comprised narratives
of 284 registered nurses in nine qualitative studies.
The study design was mainly phenomenologi-
cal.21,22,26,37-40 Studies were published between
1994 and 2017. Nurses were mostly women, aged
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between 21 and 60 years, and their post-registration
experience ranged from six months to 40 years. Six
studies described nurses’ second victim experiences
associated with adverse medication errors,22,26,38-41

while the other three studies were combined expe-
riences of nurses who made any nursing errors
that led to adverse events.21,37,42 The studies were
conducted in hospital ward settings,21,26,38,39,41,42

critical care departments (including emergency
departments),22,37 and one study did not specify
the settings.40 Studies were conducted in Germany
and Scotland,41 Canada,38 United States of Amer-
ica,40,42 Israel,21 Brazil,22 Norway,26 Macau39 and
Iran.37 The characteristics of the included studies are
summarized in Table 2.
Table 2: Characteristics of included studies

Study
Loca-
tion Setting

Number of
participants

Age
(years)

Post
regi
expe
(yea

Arndt41 Germa-
ny and
Scotland

Hospital 40 Not
reported

3 an

Dyal38 Canada Hospital 5 30 to 60 10 t

Rassin
et al.21

Israel Hospital 21 21 to 52 1 to

Crigger and
Meek42

USA Hospital 10 25 to 57 1 to

Santos
et al.22

Brazil Hospital:
Critical
care includ-
ing emer-
gency de-
partment

15 22 to 49 1 to

Schelbred
and Nord26

Norway Hospital,
community,
nursing
home

10 Not
reported

0.5

Luk et al.39 Macau Hospital:
medical,
surgical,
paediatric,
outpatient,
and emer-
gency de-
partment

7 Not
reported

1 to

Treiber and
Jones40

USA Not
reported

158 Not
reported

1 to

Ajri-Kha-
meslou
et al.37

Iran Emergency
department

18 23 to 48 4 m
to 2
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The review had a total of 43 study findings, which
formed 15 categories based on similarity in meaning.
Four synthesized findings were generated from the
categories. All extracted findings are detailed in
Appendix V.

Meta-synthesis
Synthesized finding 1
The error brings a considerable emotional burden to
the nurse that can last for a long time. In some cases,
the error can alter nurses’ perspectives and disrupt
workplace relations.

This synthesized finding was derived from 15
study findings and five categories. Nurses considered
the error to be personally and professionally
-
stration
rience
rs)

Women
(%) Type of errors

Study
design

Method
of data
collection

d over Not
reported

Adverse medi-
cation errors

Discourse
analysis

Interviews,
free-text re-
port

o 15 5
(100%)

Adverse medi-
cation errors

Phenome-
nology

Interviews

20 14
(67%)

All adverse
nursing errors

Phenome-
nology

Interviews

35 Not
reported

All adverse
nursing errors

Grounded
theory

Interviews

20 Not
reported

Adverse medi-
cation errors

Phenome-
nology

Interviews

to 30 10
(100%)

Adverse medi-
cation errors

Phenome-
nology

Interviews

5 7
(100%)

Adverse medi-
cation errors

Phenome-
nology

Interviews

40 123
(78%)

Adverse medi-
cation errors

Phenome-
nology

Free text
responses
from survey

onths
2 years

10
(55.5%)

All adverse
nursing errors

Phenome-
nology

Interviews
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traumatizing. Several negative emotions afflicted the
nurse after an adverse error; some of these were
described as panic, shock, devastation, disbelief,
guilt, shame and loss of confidence. Nurses affirmed
that these emotions can linger for years. The distress
nurses felt also came from the fear and worry of the
harm they could cause to the patient, and how the
error would impact their professional image and
their employment.
Category 1: Emotional distress immediately afflicts
the nurse after the error

All nurses reported that they felt panic, shock,
disbelief, shame and anger that they made the error:

‘‘I felt absolutely sick when I realized I gave a
double dose’’.40,p.1333

Category 2: The distress after the error is caused by
the fear of causing harm to the patient

The error activated a sense of fear for the patient’s
welfare. One nurse spoke of the experience:

‘‘My thoughts were this could be very serious
incident, could jeopardize my patient’s health. I felt
responsible, I felt guilty, I felt devastated, and very
stressed’’.38,p.47

To ensure the patient’s safety, nurses consulted
the doctors immediately and constantly monitored
their patient’s status:

‘‘I at once went to the doctor because I wanted to
prevent complications from the patient. By the end
of the shift I was very stressed out, and all the time I
checked if he’s ok’’.21,p.878

Category 3: Afflicted by distress after the error: ‘‘I
might get fired’’

It was evident that nurses were worried how the
error would have a catastrophic impact on their
career:

‘‘It was a cascade of thoughts. I replayed what
happened and couldn’t sleep right. I thought how the
system would treat the mistake, will they keep me or
throw me out’’.21,p.880

Category 4: Afflicted by distress after the error: ‘‘. . .it
will always be on my mind’’

Negative emotions such as guilt, shame, and loss
of confidence were present even up to two years after
the event. Despite the time that had elapsed, nurses
were able to recall the event as if it only just oc-
curred:

‘‘Time went by and it still lingers on. For a few
months I was very nervous, I had difficulties falling
asleep, because most of the time my mind kept busy
thinking about it. It’s hard even today, it left me
JBI Database of Systematic Reviews and Implementation Reports
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deeply traumatized. I can’t forgive myself. When I
distribute medication I have to do it with another
nurse. Every time I treat it like it’s my first. It
damaged my confidence a lot‘‘.21,p.882

The experience was likened to the symptoms of
post-traumatic stress disorder by some nurses.
Category 5: The error can alter nurses’ self-image
and disrupt relationships in the workplace

Errors dented the nurses’ confidence. Nurses
asserted that they avoided tasks that previously
led to a mistake:

‘‘I tried not to deal with urinary catheterization
and if I did, I was very careful. Furthermore, if there
was a case which was difficult for me to do as
catheterization in bladder, I said that I was not able
to do’’.37,p.73

The error impacted on relationships within the
department. The study described nurses as being
‘‘exhausted in the teamwork instead of getting posi-
tive energy’’37,p.73 in their workplace. There was a
sense of distrust and astonishingly some nurses were
treated with disrespect and mocked for their errors:

‘‘Whenever I have to work with some careless
nurses who were causing problems, I tried to either
change my shift or in some case that there was no
other choice, I did all the tasks on my own and tried
to avoid them’’.37,p.73

Nurses remarked that this type of treatment was
neither helpful nor constructive. This rang true to
one nurse who was crippled by the ordeal, as the
study described:

‘‘For the nurse who was exposed to criticism and
reproach by her management, the error was devas-
tating to both her personal and professional life. She
was no longer capable of working as a nurse, and
although she did not feel disabled, she was in no
position to find another job, yet felt embarrassed and
ashamed of having a professional in which she could
no longer participate’’.26,p.321–322

Synthesized finding 2
The type of support received influences how the
nurse will feel about the error. Often nurses choose
to speak with colleagues who have had similar
experiences. Strategies need to focus on helping them
to overcome the negative emotions associated with
being a second victim.

This synthesized finding was derived from nine
study findings and three categories. Many nurses
expressed the need to speak about their experience
� 2017 THE JOANNA BRIGGS INSTITUTE 2340
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with a person they trusted such as their partner,
friend or a close family member. As well, nurses
spoke about how they were and should be treated by
their colleagues and supervisors.
Category 1: The sources of support for the nurses

‘‘I wanted someone to help me’’,22,p.485 lamented
the nurse at the time of the error.

Nurses looked for support and sought a person
they trusted to talk to. Some chose to speak to their
partner, best friend or relative, but others preferred
to speak to a health care professional because they
felt that their family would lack the foundation for
understanding what they were experiencing. The
experiences of a second victim can be isolating,
therefore having someone to talk to about the error
generated a feeling of assurance that they were not
alone:

‘‘Well, my closest colleagues who I work with all
the time and who I trust, who I can sit down and talk
to and say you know, ’this is what happened’ and,
you know, they could, you know, they kind of let me
know that, you know, this could happen to anybody.
So having the support of your colleagues to me is
very important’’.38,p.59

Not all nurses who had support felt better about
what transpired; to some, time was imperative to
recovery:

‘‘For most of them (nurses), time was an impor-
tant factor: as time went by, the anguish lessen-
ed’’.26,p.321

Category 2: Nurses’ perceptions of the support they
receive from colleagues and managers

The level of support received influenced how
nurses coped with the error. Unfortunately, the
treatment of the nurses by their colleagues and/or
manager was not always supportive. Nurses indicated
that they reported their error because it was a means
of getting their colleagues to support them and they
also felt that having the support would lighten the
burden of guilt. For some nurses, ridicule and punitive
action were all that awaited them. On the other hand,
some nurses indicated that their colleagues were un-
derstanding, comforting, helpful and supportive.
Nurses described that this type of treatment alleviated
their guilt, shame, fear and loss of confidence. As one
nurse recalled:

‘‘My senior told me that what happened was
already past. I also had done the self-evaluation.
She encouraged me not to be frustrated because of
that event. She said not to be confused by that
JBI Database of Systematic Reviews and Implementation Reports
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incident; otherwise it would be easy to make more
mistakes. I would then pay more attention to every-
thing I encountered. I was touched by hearing her
words. Actually, our seniors were very helpful and
appreciated our work. They would not dismiss staff
because of minor events. They wanted us to learn
from our mistakes, to think of improvement and
ways of making our work better’’.39,p.32

Category 3: Recommendations from second victims
Nurses recommended that institutions steered

away from the culture of punishment:
‘‘It helps if your facility has a non-punitive ap-

proach to med errors (as my facility does). This
encourages reporting so that trends/patterns can
be identified and improvement projects implemen-
ted’’.40,p.1338

Synthesized finding 3
After the error, nurses are confronted with the di-
lemma of disclosure. Disclosure is determined by
the following factors: how nurses feel about the
error, harm to the patient, the support available
to the nurse, and how errors are dealt with in
the past.

This synthesized finding that pertains to the di-
lemma of disclosure was derived from three catego-
ries from five findings. Disclosure was done in two
ways: informing the patient about the error and
incident reporting. Although nurses were willing
to report their error, the act of disclosure hinged
on several factors.
Category 1: Nurses believe that disclosure is a re-
sponsibility, thus they are willing to report
their errors

Several nurses asserted their willingness to report
their error:

‘‘. . .facing up to your responsibility, being ac-
countable for what you do, that’s what it’s all
about’’.41,p.523

‘‘I have to inform my manager’’.41,p.523

The milieu of responsibility of disclosure origi-
nates from professional accountability and personal
beliefs. Nurses believed that disclosure was an in-
herent responsibility of the profession. As a nurse,
one was accountable for their actions and their
consequences, be it therapeutic or harmful, there-
fore, nurses accepted disclosure as a responsibility.
On the other hand, nurses also felt that disclosure
was a moral responsibility to inform the patients.
However, despite the nurses’ readiness to disclose
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their errors it was clear that this was not adhered to
all the times, as described in one study:

‘‘Several felt a moral responsibility to inform the
patient about the error, its consequences, and that
they were responsible. Others told the patients about
the medication error, but failed to disclose the pos-
sible consequences, or that they themselves were
responsible. The latter was because they were
ashamed and disappointed in themselves’’.26,p.320

Category 2: Disclosure is not likely to occur if there is
little or no harm to the patient

Studies described that if the error was not serious
but likely to be detected, it was probable that nurses
would file an incident report. However, for minor
errors that wereunlikely to be detected, there was a
tendency that the error would be unreported. There
was an indication that only errors that caused harm
were reported:

‘‘I didn’t tell the patient that he was given the
wrong medication. I was afraid it would affect his
illness when I told him. The medicine I gave him was
vitamins and one was a coagulant. It didn’t really
matter. So, I didn’t immediately tell him he was given
an incorrect medication’’.39,p.31

Category 3: Support is pivotal to the nurse’s decision
to disclose their error

The availability of support and the nurse’s expe-
rience of how previous errors were handled had a
significant influence in disclosure. There was an
implication that if errors were handled negatively
in the past, nurses were unlikely to report their
errors:

‘‘If it was in a similar situation, I would feel very
reluctant to inform the nursing officer. Unless I knew
the nursing officer and I knew that they were going
to support me’’.41,p.523

Synthesized finding 4
Reconciliation is every nurse’s endeavor. Predomi-
nantly, this is achieved by accepting fallibility, fol-
lowed by acts of restitution, such as making positive
changes in practice and disclosure to attain closure.

This synthesized finding, which provides an in-
sight into the key elements of reconciliation after
making an error, is derived from four categories
from 14 study findings.
Category 1: Reconciliation is every nurse’s
endeavor

There are no direct quotes for this study, however,
the following was described in a study:
JBI Database of Systematic Reviews and Implementation Reports
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‘‘Reconciling means to bring to acquiescence or to
resolve an issue or situation. In reconciling, one
might not be happy with the outcome but still has
some degree of acceptance and acquiesces to the
situation. In this instance, once participants per-
ceived that mistakes had occurred and that they
were responsible, their self-esteem plummeted, and
their focus became one of regaining their self-worth
through making it right’’.42,p.179

Category 2: Accepting fallibility, particularly to the
factors, places nurses at risk of errors

Arndt added that reconciliation was a necessity
for every nurse to reverse the guilt associated with
making the error.41 Reconciliation amongst nurses
started with having an awareness of their weakness,
‘‘I was not the only one to do such thing’’,41,p.524 as
one nurse said. This insight also allowed nurses
to liberate themselves from self-blame, and acknowl-
edge their fallibility to the factors that placed them
at risk. Stress, work overload, distractions, inatten-
tion and lack of concentration were frequently
mentioned:

‘‘It was two years ago. In winter there was huge
and catastrophic pressure in the ward. Lots of geri-
atric patients. In a momentary absent mindlessness,
the error occurred. Luckily for me I picked it up in a
couple of minutes, so the patient’s condition hadn’t
worsened’’.21,p.876

Category 3: The error serves as a foundation for
improvements in practice

In line with the primary objective to ‘‘make it
right’’,42,p.179 nurses ensured that the errors were not
repeated. Nurses reported that they undertook edu-
cation and training, and made behavioral changes.
Vigilance, cautiousness and heightened awareness
were frequently described:

‘‘I was familiar with these patients and didn’t
check armbands—it was an automatic thing to go
to the patient I was talking to. I tell patients now and
have for years not to talk to a nurse while she is
giving meds. Barcode med administration would not
have helped in my error. Barcode med administra-
tion is important but the nurse must always be
diligent and stay focused’’.40,p.1337

‘‘Well it’s allowed me to be more careful, to check
medication more carefully, or sometimes at the
medication cart it can be very distracting because
it’s ten o’clock, everybody is trying to give their
medication at the same time. I try not to do my
med administered in a rush, you know. I just tell
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people look and find, you gotta wait and don’t
rush’’.38,p.61

Category 4: Disclosure brings a sense of closure to
the nurse

In one study disclosure was described as an im-
portant element of reconciliation:

‘‘The acting phase for the publicly known error
included apologizing to the parties who were affect-
ed by the error and, in some instances, making
restitution. Participants said they usually felt relief
and a sense of closure when the mistake was dis-
closed and dealt with. In a very different trajectory
for action after the privately known error, steps to
disclose and deal with the error were not followed.
Our participants never described personal instances
of non-disclosed mistakes that caused harm, but
such instances were described in stories of mistakes
by others’’.42,p.181

However, it was apparent that not every second
victim had the opportunity to attain closure and
there was little understanding of the course of rec-
onciliation for these nurses who internalized
their errors.

Discussion

This review aimed to highlight the second victim
phenomenon in nursing and determine the support
provided to the nurses experiencing second victim-
hood. Adverse nursing errors are not only devastat-
ing for patients, but the effects also resonate among
nurses. As second victims, nurses are burdened by
emotionally distressing states that are expressed as
panic, shock, devastation, disbelief, guilt, shame,
worry and loss of confidence. Alarmingly, these
can persist long-term. Nurses do not always receive
the support they need. Some choose to speak about
their experience to their close kin, but feel that this is
insufficient as family members may be ignorant of
the health care process and the extent of the emo-
tional distress. Colleagues and managers can be
sources of support, and often nurses turn to the ones
they trust. The treatment of the second victim is not
always pleasant as some can be made to feel worse.
Despite the desire to disclose their error, the nurse’s
decision whether to disclose an error is ultimately
determined by the degree of harm to the patient and
how they are supported. Reconciliation is an impor-
tant process for which every second victim strives in
order to regain their self-worth. Few pivotal steps are
necessary towards reconciliation, which include:
JBI Database of Systematic Reviews and Implementation Reports
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nurses’ acknowledgement of their vulnerability to
errors, improvements in practice, and disclosure
of errors.

The review findings are echoed in other litera-
ture and systematic reviews.14,29-31 Previous rev-
iews,14,29,30 although mostly represented by doctors,
also found that second victims experience distress,
self-doubt, confusion, fear, remorse, guilt, feelings of
failure, depression, anger, shame and inadequacy
that they have to deal with for a long time. Several
factors influence the distress of nurses as second
victims. First, the nurse’s negative emotional re-
sponse (i.e. shame. guilt, loss of confidence) can
be attributed to the altruistic foundation on which
the profession is built. Altruism infers that the nurse
possesses expert knowledge and has the transcendent
aim to heal.43 First, adverse errors can therefore be
seen as a betrayal of their purpose of facilitating
healing. Second, it is likely that the emotions are
triggered by the harm or the possibility of fatally
injuring the patient. As one nurse reported, ‘‘I was
devastated. I was afraid I could kill my pt [patient]. It
was horrible!’’40 Third, distress can be due to the
anxiety nurses feel about their jobs after the adverse
error. Finally, much of the anguish felt by nurses can
be caused by the detrimental treatment they received
from their colleagues.

It is difficult to dismiss the possibility that had
support been adequate for nurses, perhaps the emo-
tional distress they felt could be less severe. Several
nurses in this review did not feel that they were
offered adequate support or that support was made
available for them,21,26,39,41 but this is not uncom-
mon. In a survey of 269 health care professionals,
65% reported that they dealt with the personal after-
math of errors by themselves.28 In another study,
second victims were made to face the inquiry without
being briefed of its process or being debriefed of its
outcome.25 The lack of a good support system has
important implications for the nurses’ well-being.
Nurses seek support to lessen the emotional burden.41

Hence, in the absence of a good support system,
distress is likely to worsen,30,44,45 and moving
forward can become harder for the second victim.16

The absence of a supportive culture also influen-
ces the process of disclosure.41,42 Five rights of
second victims have been suggested, which include:
right to treatment, right to respect, right to under-
standing and compassion, supportive care and trans-
parency, and opportunity to enhance practice.46 In
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the absence of these, organizations risk cultivating a
culture of non-disclosure and underreporting.47 The
danger of non-disclosure is it creates a significant
discord and distrust between patients and the health
care service,48 and leaves safety risks unaddressed.49

Reconciliation is crucial to enable the second
victim to regain his or her self-worth. Three actions
are necessary for the process of reconciliation:
nurses’ acceptance of their fallibility to errors,
making constructive changes in practice, and dis-
closure. However, Crigger and Meek asserted that
these were ‘‘healthier responses’’42(p.177) because
other nurses kept silent about their second victim
experience. Similarly, Scott et al.16 revealed that
second victims could either drop out, survive or
thrive. Dropping out involves leaving the profes-
sion or workplace. Surviving is being able to live
with the disappointment and torment that an ad-
verse error has been committed. Thriving is char-
acterized by the ability to cope by turning the
negative event into something beneficial. Reconcil-
iation is an interplay between the severity of the
psychological toll of the error and the nature of the
support system. Inadequate support systems ham-
per the reconciliation process because it damages
the nurse’s confidence to practice and leads to
anxiety, error internalization and isolation.7 Con-
versely, a supportive culture helps nurses unload
negative emotions, accept responsibility, and make
constructive changes in practice.7,50

This review establishes the importance of a sup-
portive culture in nursing, and for nurses (second
victims) to have access to a support person who is
well-oriented with the processes of the health care
systems (e.g. nursing colleagues, nursing managers)
immediately after the error. A supportive culture can
minimize the emotional burden of second victims,
encourage disclosure and facilitate reconciliation.
Second victims must be treated with respect, and
in a manner that does not impose blame and subject
them to shame.46 Seys et al.27 adds that second
victims need to be reassured by their supervisors
that they are valued and trusted. What is unclear
from this review and would benefit from research is
an exploration of how and where else nurses want to
receive the support, how frequently, and for how
long. In a previous study, second victims expressed
the need to be given time off from work to recollect
one’s thoughts; receive information about the man-
agement of adverse errors, the second victim
JBI Database of Systematic Reviews and Implementation Reports
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phenomenon, and information about available sup-
port networks; and have confidential access to a
support system at any time.28 There can be three
sources of support for second victims: i) departmen-
tal support, ii) trained peer support, and iii) external
support.28 Departmental support can include a
respected person from the second victim’s unit that
can provide one-on-one, face-to-face reassurance
immediately after the error. Trained peer support
can include personnel from occupational health and
safety who acts as the second victim’s support person
through the inquiry or litigation. External support
can be sought from employee assistance programs,
pastoral care, social work, a psychologist or a coun-
sellor.28 However, a respected peer is the support
system most desired by the second victims.51 Recent-
ly, peer support programs have been trialed and
received positively by health care professionals in-
cluding nurses.52,53 The effectiveness of peer support
programs has not yet been established.

The findings of this revew are not only relevant
for the development of support strategies or network
for second victims, but also imperative for the uptake
of error prevention strategies. As Dr Caroline Clancy
insinuated, ‘‘The best way to avoid second-victim-
hood is obviously to avoid patient harm in the first
place’’.54(p.4) However, it is dangerous to assume
that second victims can be negated by the avoidance
of mistakes altogether as risks of error are always
present for nurses.55 Many of the adverse nursing
errors are related to medication administration, pa-
tient monitoring (e.g. deterioration, falls), pressure
injuries, and lack of equipment or resources.56 Per-
haps error prevention strategies that focus on these
practices can highlight that error prevention does not
just safeguard patients from harm but are also vital
to protect nurses from being second victims. There-
fore, the management of second victims warrants a
place alongside error prevention.

Limitations
The views of female nurses were mostly represented
in this review. In view of previous findings that
women tend to worry and experience disrespect,14

our findings may not be representative of
male nurses.

Although the search strategy was designed to
include all relevant publications, it is still possible
that the search strategy used in this review might
have omitted publications that were not indexed in
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MeSH (Medical Subject Headings) terms. Neverthe-
less, the final search strategy for this review was
deemed the best out of the other keyword combina-
tions. As well, it is worth noting that this review was
able to capture studies that should have been includ-
ed in other reviews.14,29

Since 1980, only nine qualitative studies of sound
methodological quality explored the experiences of
second victims. The knowledge base of second vic-
timhood in nursing is still in its infancy,31 but this is
not to be understood that second victims in the
nursing profession are scarce. Overall, there is much
work to be done to highlight the prevalence of
second victims and the second victim support system
in nursing.

Conclusion

The aftermath of adverse errors proves difficult for
nurses. As second victims, nurses experience emo-
tional torment that lingers over time which may be
manifested in shock, disbelief, guilt, shame, loss of
confidence and worry. Unfortunately, not all
nurses receive appropriate and adequate support
at the time of need. It is evident that, for some,
judgement, blame and disciplinary action are all
they receive. For most nurses, this reception pre-
vents nurses from reporting their errors formally to
their managers, and informing patients. However,
some nurses have colleagues who are understand-
ing, comforting, helpful and supportive, which
alleviate the emotional burden. After the error,
nurses attempt to reconcile with the event by
accepting their vulnerabilities to errors, learning
from the error, and having disclosure.

Implications for practice
The review highlights the distressing experiences of
nurses as second victims. The review recommends
that this must be acknowledged as an expected
response to adverse errors, therefore support for
these nurses is paramount. Based on the studies
included in this review, the following recommenda-
tions have been developed:

(1)
JBI Da

©

It is important for health care services to ac-
knowledge the detrimental effects of adverse
errors on nurses.
(2)
 Nurses must have access to a support person
whom they trust, is well-oriented with the
health care system and understands the expe-
riences of second victims.
tabase of Systematic Reviews and Implementation Reports

2017 Joanna Briggs Institute. Unauthorize
(3)
d re
The treatment of nurses must be without judg-
ment, blame and punitive action in order to
facilitate disclosure and reconciliation, and
minimize the distress associated with being a
second victim of adverse nursing errors.
Implications for research
Further studies are warranted to describe the expe-
riences of nurses as second victims. In particular, the
experiences of male nurses as second victims may be
worth exploring as they are currently underrepre-
sented. There are several research gaps in the desired
support system of nurses that include but are not
limited to: additional sources of support other than
peers, delivery of support, its frequency, and the
length of time the support is required. Therefore,
further research is necessary to establish the desired
support system of second victims.
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Appendix I: Database search strategy for second victims qualitative systematic review
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4. 1 AND 2 AND 3
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Appendix V: Summary of extracted findings

Synthesized finding 1: The error brings a considerable emotional burden to the nurse that can last for a long time. In some cases, the error can alter nurses’ perspectives and
disrupt workplace relations.
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A, Borhani F. Emergency
Nurses as Second Victims of
Error: A Qualitative Study. Adv
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 Unequivocal
 Psychological
reactions to
errors
Nurses described common immediate reactions to making an error:
restlessness, self-consciousness, fear of outcomes, and feeling remorse.
To a certain extent, these psychological reactions interfered with their
personal lives. One nurse described that she experienced nightmares.
‘‘I extremely had obsession and I was confused what was going to
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1. Emotional
distress immedi-
ately afflicts the
nurse after the
error
Crigger NJ, Meek VL. Toward
a theory of self-reconciliation
following mistakes in nursing
practice. J Nurs Scholarsh.
2007 2007;39(2):177–83.
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 Process of
self-reconcili-
ation: reality
hitting
The primary response was shock, followed by strong disbelief and anger
that an error occurred.
‘‘It rips me up’’.(p.180)
‘‘I was beating myself up because I had made the mistake’’.(p.180)
Interestingly, in this study nurses compared the error to an ideal
situation or a standard. Hence, they feel inadequate, lose their
confidence, and are shameful.
‘‘I am getting older in nursing, and I am supposed to know better than
that, how could I ever have made that mistake?’’ (p.180)
Schelbred A, Nord R. Nurses’
experiences of drug administra-
tion errors. J Adv Nurs.
2007;60(3):317–24.
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 Unequivocal
 Immediate
reactions
Nurses felt shock, dread, disbelief, panic, paralysis and powerlessness.
One nurse insinuated that it was as if she died inside.
‘‘I could not believe that I made such as error!’’ (p.319)
Treiber LA, Jones JH. Devastat-
ingly human: An analysis of
registered nurses’ medication er-
ror accounts. Qual Health Res.
2010;20(10):1327–42.
High
 Unequivocal
 Devastating
reactions
Nurses felt awful, horrible, terrible, sick and devastated. No patients
died as a direct result of the errors, and few were harmed at all, but to
read the accounts, one would imagine very serious outcomes for the
errors made.
Q: How did you feel when you made a medication error?
R: I felt absolutely sick when I realized I gave a double dose P1333
Dyal SV. Nurses’ perceptions of
their experiences with medica-
tion administration errors
[M.S.]. Ann Arbor: D’Youville
College; 2005.
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 Feeling bur-
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liberated by
professional-
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‘‘My thoughts were this could be very serious incident, could jeopardize
my patient’s health. I felt responsible, I felt guilty, I felt devastated, and
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Rassin M, Kanti T, Silner D.
Chronology of medication
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Issues Ment Health Nurs.
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 Day of the
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and head nurse and told them what happened. I asked how we proceed
from here’’.(p.878)
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(Continued)

Synthesized finding 1: The error brings a considerable emotional burden to the nurse that can last for a long time. In some cases, the error can alter nurses’ perspectives and
disrupt workplace relations.
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have nightmares, I dream that the patient died, It all comes to me in
flashbacks. .. but I try to forget’’.(p.882)
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had given and I got really scared’’.(p.485)
It was evident that the negative emotions from the errors can remain for
a long time:
‘‘The feeling was of fear, I get scared until today. I pray to God every
day when I come to work so that he can help me not to commit an
error’’.(p.485)
‘‘I got insecure for, let’s say, a couple of months, but, you know, until
today when I prepare a medication I feel it’’.(p.485)
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 Emotional
responses
Even though there was no permanent harm to the patient, nurses
considered the error to be personally and professionally traumatizing.
Some felt shame and that they had betrayed their patients, colleagues
and their own family.
‘‘I felt ashamed, making such a mistake, and that I abandoned others’
trust in me. I felt that I gambled with others’ trust and love’’.(p.320)
The distress lingered even up to two years after the error occurred. One
nurse alluded to not forgiving herself yet, despite the support of her
colleagues. On the contrary, one nurse felt depressed because of the way
the error was managed. Two nurses contemplated suicide. Several nurses
likened their experience to PTSD.
‘‘I could walk down the street when it came to my mind, ‘you did it!’ It
has lasted for years. And I feel at this moment; it will always be in my
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 Impact of the
error on
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Errors had a significant impact on the nursing practice. Certainly,
vigilance and caution were most common, but equally important was
how it changed the perspective of the nurse. One nurse asserted:
‘‘I have a deeper insight in the sense of not judging other people so
easily. My tolerance is much higher’’.(p.321)
On another extreme, errors can be crippling. This study described one
nurse’s ordeal:
‘‘For the nurse who was exposed to criticism and reproach by her
management, the error was devastating to both her personal and
professional life. She was no longer capable of working as a nurse, and
although she did not feel disabled, she was in no position to find another
job, yet felt embarrassed and ashamed of having a professional in which
she could no longer participate’’.(p.321–322)
Ajri-Khameslou M, Abbaszadeh
A, Borhani F. Emergency
Nurses as Second Victims of
Error: A Qualitative Study. Adv
Emerg Nurs J. 2017;39(1):68–
76.
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 Unequivocal
 Avoiding
reactions
Two avoiding reactions were observed. First, nurses were reluctant to
perform tasks that previously led to the mistake.
‘‘I tried not to deal with urinary catheterization and if I did, I was very
careful. Furthermore, if there was a case which was difficult for me to
do as catheterization in bladder, I said that I was not able to do’’.(p.73)
Second, nurses avoided colleagues who were disruptive:
‘‘Whenever I have to work with some careless nurses who were causing
problems, I tried to either change my shift or in some case that there
was no other choice, I did all the tasks on my own and tried to avoid
them’’.(p.73)
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Synthesized finding 2: The type of support received influences how the nurse will feel about the error. Often nurses choose to speak with colleagues
who have had similar experiences. Strategies need to focus on helping them to overcome the negative emotions associated with being a second
victim.
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Dyal SV. Nurses’ percep-
tions of their experiences
with medication adminis-
tration errors [M.S.]. Ann
Arbor: D’Youville College;
2005.
High
 Unequivo-
cal
Isolation
and com-
fort coexist
amid chaos
The error was an isolating experience for the nurses but they
found comfort in their colleagues whom they trusted.
‘‘You know what? It was a kind of healing thing for me,
because I had to unload my stress. So of course I told them
what had happened, and I got reassurance from them, and
even to the point that this same medication error had
happened already to two or three different nurses. And so it
was reassuring in away, but it still didn’t make me feel that
great, because knowing that that had happened between so
many nurses already, you know, something really should
have been done. There should be an alert, or something put
on the medication so that we know that they are two
different strengths in similar packages. And then there was a
lot of reassurances, a lot of comfort. There’s a lot of, you
know, support from my peers’’.(p.56)
Support:
‘‘(Long pause) Well, my closest colleagues who I work with
all the time and who I trust, who I can sit down and talk to
and say you know, ’this is what happened’ and, you know,
they could, you know, they kind of let me know that, you
know, this could happen to anybody. So having the support
of your colleagues to me is very important’’.(p.59)
1. The
sources of
support for
the nurses
Rassin M, Kanti T, Silner
D. Chronology of medica-
tion errors by nurses: accu-
mulation of stresses and
PTSD symptoms. Issues
Ment Health Nurs.
2005;26(8):873–86.
Moderate
 Unequivo-
cal
Immediate:
He who
works, errs
Nurses talked about the errors to their family and to their
colleagues from whom they knew they would get support.
‘‘At first I told only to the head nurse and another nurse,
since I knew they would react maturely and won’t ridicule
it. Principally, people’s reactions were divided into two:
those who said that he who works errs and that it could
happen to anyone, and others who didn’t, but I knew they
were talking behind my back’’.(p.881)
Santos JO, Silva AEB,
Munari DB, Miasso AI.
Feelings of nursing profes-
sionals after the occurrence
of medication errors. Acta
Paulista de Enfermagem.
2007;20(4):483–8.
Moderate
 Unequivo-
cal
Actions
and strate-
gies to face
feelings
caused by
errors
Nurses looked for support and sought a person with whom
they could talk about the experience.
‘‘I wanted someone to help me’’.(p.485)
‘‘We feel incapable of doing things at the time, incapa-
ble’’.(p.485)
Having had someone to talk to about the error generated a
feeling of tranquility.
‘‘But then I talked to the resident, to my supervisor and they
soothed me’’.(p.485)
‘‘The decision I took soothed me because I did the right
thing. I called my boss and communicated the event to
her’’.(p.485)
Schelbred A, Nord R.
Nurses’ experiences of drug
administration errors. J
Adv Nurs.
2007;60(3):317–24.
High
 Unequivo-
cal
Nurse can-
dor
Some nurses chose to speak about the error to their partners
or relatives, but some preferred healthcare professionals
because they felt that their family would lack the under-
standing of what they were going through.
‘I did not feel that my husband understood what I was going
through. I do not think he saw how painful this was for
me’.(p.321)
Schelbred A, Nord R.
Nurses’ experiences of drug
administration errors. J
Adv Nurs.
2007;60(3):317–24.
High
 Crediblbe
 Coping
with the in-
cident
Several nurses talked to family, friends or colleagues, and/or
sought professional help to unload their emotional burden
from the error. Time proved to be one the most important
factors for nurses. As the study described:
‘‘For most of them (nurses), time was an important factor: as
time went by, the anguish lessened’’. (p.321)
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(Continued)

Synthesized finding 2: The type of support received influences how the nurse will feel about the error. Often nurses choose to speak with colleagues
who have had similar experiences. Strategies need to focus on helping them to overcome the negative emotions associated with being a second
victim.
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Luk LA, Ng WIM, Ko
KKS. Nursing management
of medication errors. Nurs
Ethics. 2008;15(1):28–39.
High
 Unequivo-
cal
Ethical
issues relat-
ing to the
manage-
ment of
nurses in-
volved in
the error:
Being un-
derstood
and treated
fairly
For many nurses, the management of error was described
positively, such as understanding, empathy, considerate,
supportive. An illustration from the study was:
‘‘My senior told me that what happened was already past. I
also had done the self-evaluation. She encouraged me not to
be frustrated because of that event. She said not to be
confused by that incident, otherwise it would be easy to
make more mistakes. I would then pay more attention to
everything I encountered. I was touched by hearing her
words. Actually, our seniors were very helpful and appre-
ciated our work. They would not dismiss staff because of
minor events. They wanted us to learn from our mistakes, to
think of improvement and ways of making our work
better’’.(p.32)
However, some did not have a positive experience:
‘‘Subjectively, I felt that I was treated unjustly. Though I
guided the student in how to work and fulfilled my
responsibility, she was alone for a short while and gave the
injection without my instruction’’.(p.33)
2. Nurses’
perceptions
of the sup-
port they re-
ceive from
colleagues
and man-
agers
Schelbred A, Nord R.
Nurses’ experiences of drug
administration errors. J
Adv Nurs.
2007;60(3):317–24.
High
 Unequivo-
cal
Reactions
from col-
leagues and
managers
Colleagues reacted differently, but the most comforting
reactions were the positive ones. Such reactions helped the
nurses to deal with feelings of guilt, shame, fear and loss of
clinical confidence.
‘‘Everyone said: ‘we think about you and this is not only
your fault. You are one of our best nurses’! And I got the
chance to talk a lot about what happened and how I
felt’’.(p.320)
Some colleagues tried to minimize the erring nurse’s error,
but this reaction neglected the nurses ‘call for help’ and
somewhat underestimated the nurse’s distress.
Some nurses received silence from colleagues and managers;
neither was this helpful nor satisfactory.
‘I did not feel that I became excluded in any way. But not
being excluded is not the same as being supported’.(p.320)
Schelbred A, Nord R.
Nurses’ experiences of drug
administration errors. J
Adv Nurs.
2007;60(3):317–24.
High
 Unequivo-
cal
Help and
support af-
ter the inci-
dent
Only two nurses felt that they were given the help they
needed from management. All the nurses needed help, and
felt it would have helped them. Interestingly, none of the
nurses voiced their need for help.
‘I wish she (the head nurse) could have seen me. It seemed
like she had forgotten it 2 days after I told her about it. She
took it for granted that I could handle it on my own’.(p.321)
Treiber LA, Jones JH. Dev-
astatingly human: An anal-
ysis of registered nurses’
medication error accounts.
Qual Health Res.
2010;20(10):1327–42.
High
 Unequivo-
cal
Advice
about error
Nurses were encouraged to offer their perspectives on why
and/or how medication errors occurred. Instead, nurses
recommended that institutions should steer away from the
culture of punishment in nursing.
R: It helps if your facility has a non-punitive approach to
med errors (as my facility does). This encourages reporting
so that trends/patterns can be identified and improvement
projects implemented.(p.1338)
3. Recom-
mendations
from second
victims
E 2360
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Synthesized finding 3: After the error, nurses are confronted with the dilemma of disclosure. Disclosure is determined by the
following factors: how nurses feel about the error, harm to the patient, the support available to the nurse, and how errors were
dealt with in the past.
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Arndt M. Nurses’ medi-
cation errors. J Adv
Nurs. 1994;19(3):519–
26.
High
 Unequivo-
cal
Subjection and
power: identifi-
cation and
change
Identification
Nurses saw themselves as primarily responsible
for medication administration and its impact
on patients. This understanding made nurses
admit their willingness to disclose their mis-
take.
‘‘I have to inform my manager’’.(p.523)
1. Nurses
believe that
disclosure is
a responsi-
bility; thus
were will-
ing to re-
port their
errors
Schelbred A, Nord R.
Nurses’ experiences of
drug administration
errors. J Adv Nurs.
2007;60(3):317–24.
High
 Credible
 Relations with
patients and
family
‘‘Several felt a moral responsibility to inform
the patient about the error, its consequences,
and that they were responsible. Others told
the patients about the medication error, but
failed to disclose the possible consequences, or
that they themselves were responsible. The
latter was because they were ashamed and
disappointed in themselves’’.(p.320)
Crigger NJ, Meek VL.
Toward a theory of
self-reconciliation fol-
lowing mistakes in
nursing practice. J Nurs
Scholarsh. 2007
2007;39(2):177–83.
High
 Credible
 Process of self-
reconciliation:
Weighing In
A decision had to me made as to whether or
not to disclose the error to a colleague and the
patient.
‘‘The factors that participants identified as
reasons to disclose mistakes or nonmistakes
were often determined by the harm or poten-
tial harm to the patient, the potential for legal
repercussions, the availability of family mem-
bers, or the patient’s state of conscious-
ness’’.(p.181)
2. Disclo-
sure is not
likely to oc-
cur if there
is little or
no harm to
the patient
Luk LA, Ng WIM, Ko
KKS. Nursing manage-
ment of medication
errors. Nurs Ethics.
2008;15(1):28–39.
High
 Unequivo-
cal
Ethical issues re-
lating to the
management of
patients and
relatives: Non-
disclosure of
errors
Disclosure of errors was not likely to occur if
the error was inconsequential. Nurses wanted
to avoid making the patients and/or their
relatives anxious.
‘‘I didn’t tell the patient that he was given the
wrong medication. I was afraid it would affect
his illness when I told him. The medicine I
gave him was vitamins and one was a coagu-
lant. It didn’t really matter. So, I didn’t
immediately tell him he was given an incorrect
medication’’.(p.31)
Arndt M. Nurses’ medi-
cation errors. J Adv
Nurs. 1994;19(3):519–
26.
High
 Unequivo-
cal
Subjection and
power: identifi-
cation and
change
Counter-identifi-
cation
Nurses’ previous experiences with how their
mistakes were handled meant that some of
them defied the rules. If errors were handled
negatively, nurses were unlikely to report new
errors. However, nurses were willing to dis-
close the error if they knew they would be
adequately supported.
‘‘If it was in a similar situation, I would feel
very reluctant to inform the nursing officer.
Unless I knew the nursing officer and I knew
that they were going to support me’’. (p.523)
Support is
pivotal to
nurse’s de-
cision to
disclose
their error
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SYSTEMATIC REVIEW C.J. Cabilan and K. Kynoch
Synthesized finding 4: Reconciliation is every nurse’s endeavor. Predominantly, this is achieved by accepting fallibility, followed by acts of restitution, such as
making positive changes in practice and disclosure.
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Crigger NJ, Meek VL.
Toward a theory of
self-reconciliation fol-
lowing mistakes in
nursing practice. J
Nurs Scholarsh.
2007;39(2):177–83.
High
 Credible
 Reconcilia-
tion of the
self and cul-
tural transi-
tion
‘‘Reconciling means to bring to acquiescence or to resolve an issue or
situation. In reconciling, one might not be happy with the outcome but
still has some degree of acceptance and acquiesces to the situation. In this
instance, once participants perceived that mistakes had occurred and that
they were responsible, their self-esteem plummeted, and their focus
became one of regaining their self-worth through making it right’’.(p.179)
1. Reconcilia-
tion is every
nurse’s en-
deavor
Arndt M. Nurses’ med-
ication errors. J Adv
Nurs. 1994;19(3):519–
26.
High
 Unequivocal
 Guilt and
shame: rec-
onciliation
with human
precarious-
ness
Reconciliation was seen by the nurses as a state that reversed the feelings
of guilt. Acknowledging their fallibility and precariousness helped them
come to terms with the error.
‘‘I was not the only to do such a thing’’.(p.524)
‘‘We are all human, we all make mistakes’’.(p.524)
2. Accepting
fallibility, par-
ticularly to the
factors that
place nurses at
risk of errors
Rassin M, Kanti T,
Silner D. Chronology
of medication errors by
nurses: accumulation
of stresses and PTSD
symptoms. Issues Ment
Health Nurs.
2005;26(8):873–86.
Moderate
 Unequivocal
 Day of the
error: Stress,
Pressure,
and Inatten-
tion
Stress and work overload were associated with the preceding events of
the error. Nurses felt that this put them in a vulnerable position for
errors, particularly distractions, inattention and lack of concentration.
‘‘It was two years ago. In winter. There was huge and catastrophic
pressure in the ward. Lots of geriatric patients. In a momentary absent
mindlessness, the error occurred. Luckily for me I picked it up in a
couple of minutes, so the patient’s condition hadn’t worsened’’.(p.876)
‘‘I actually had a good morning, I came to work all pumped up. I felt
great, there were no ominous signs. On my row there were few patients
so there was no pressure. Three had to be administrated antibiotics
intravenously. I put the drugs on a small tray and went to the first room.
I couldn’t find the patient, so I went to the second room. I’ve gone
through the vials in the tray and took the appropriate one. I didn’t check
again, and administrated the medicine. I kept talking to the patient and
hadn’t paid attention. Later, another nurse asked me why the patient was
suddenly been given antibiotics’’.(p.877)
Treiber LA, Jones JH.
Devastatingly human:
An analysis of regis-
tered nurses’ medica-
tion error accounts.
Qual Health Res.
2010;20(10):1327–42.
High
 Unequivocal
 I’m to
blame,
but. . .
All accounts were indicative of the self-blame; along with it nurses acknowl-
edged factors (e.g. documentation error, workload) that triggered the error.
Q: Why did it happen, in your opinion? R: Carelessness. Very busy pediatric
unit—too many high acuity patients per nurse, too many meds to give at peak
times, along with so many other procedures (too rushed).(p.1331)
Q: How did you feel when you made a medication error?
R: Stupid, but sometimes when you are very busy and pushed for time you
don’t check all the ‘‘5 rights’’ & that’s when you make mistakes.(p.1332)
The acknowledgement of other factors that led to the error help nurses
externalize the error.
Treiber LA, Jones JH.
Devastatingly human:
An analysis of regis-
tered nurses’ medica-
tion error accounts.
Qual Health Res.
2010;20(10):1327–42.
High
 Unequivocal
 Being new
 Errors usually occurred during the early stages of the nurses’ career,
which the nurses attributed to their inexperience.
‘‘The error occurred while I was still in new grad [graduate] orientation at
my job. I was working under the supervision of an experienced nurse. We
were assigned to care for patients jointly. I gave a medication not realizing
that the nurse I was working with had already given it. She did not chart
that she’d given the medication already. The patient had a substantial drop
in blood pressure that had to be treated with emergency drugs. He could
have died. In speaking with my managers about the occurrence, and with
other new grads, it was not uncommon for new grads working with a more
experienced nurse to have this type of error. The administering nurse
should chart the drug. I think the experienced nurse was just expecting me
to do all the charting to gain experience in doing that, but I had no way of
realizing she’d already given the drug because she hadn’t said so. I made it
a personal priority to only chart what I’d done, what I’d seen, etc. from
that point on. Even if I was covering for another nurse on break, I’d chart
what I did for her/his patient myself’’.(p.1332–33)
Treiber LA, Jones JH.
Devastatingly human:
An analysis of regis-
tered nurses’ medica-
tion error accounts.
Qual Health Res.
2010;20(10):1327–42.
High
 Unequivocal
 Frustrations
with tech-
nology and
regulations
Nurses acknowledged the positive aspect of technology, but also recog-
nized its limitations.
R: It was extremely busy, short staffed. I just grabbed the medicine
(checked for the right patient name & drug, but not the dose). In the
facility where I work, we reorder the next ‘‘cycle’’ of meds for each patient
in the computer. Frequently, the computer will change the dosage from
what’s actually ordered (a glitch in the program?). If you don’t recheck
what the computer orders against the original order, errors are made.
Q: How did you feel when you made a medication error?
R: First & foremost, I felt horrible that the problem for which the med was
prescribed might not be alleviated due to not enough med given. (I did later
call the patient, to come in for more drug). Secondly, I felt really, really stupid
and inadequate that I didn’t take the time to check the order.(p.1336)
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(Continued)

Synthesized finding 4: Reconciliation is every nurse’s endeavor. Predominantly, this is achieved by accepting fallibility, followed by acts of restitution, such as
making positive changes in practice and disclosure.
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Ajri-Khameslou M,
Abbaszadeh A, Bor-
hani F. Emergency
Nurses as Second Vic-
tims of Error: A Quali-
tative Study. Adv
Emerg Nurs J.
2017;39(1):68–76.
Moderate
 Unequivocal
 Learning
from errors
One of the key responses of nurses to their errors was ensuring that they
or their colleagues did not make the same mistake. Methods employed
varied, and they included self-education, training, consultation with
colleagues and heightened awareness:
‘‘There was a time that I made a big mistake, because of that I got
warned. I decided to refer to my pharmacology textbooks and then I
found out what the problem was. For example, I found out that I had to
make an infusion Dilantin within half an hour’’.(p.72–73)
‘‘I am not ashamed of asking question when I do not know the answer.
If I face with a situation that I do not know the answer to it, I would
ask either one of my knowledgeable colleagues or my supervisor to help
me. By this way I would prevent any harm to my patients’’.(p.72)
3. The error
serves as a
foundation for
improvements
in practice
Arndt M. Nurses’ med-
ication errors. J Adv
Nurs. 1994;19(3):519–
26.
High
 Credible
 Learning
from mis-
takes, teach-
ing and
learning
ethics in
nursing edu-
cation
Learning from the error occurred at a personal or organizational level.
One nurse summed up the experience aptly. Prior to the error, the nurse
was willing to work in understaffed conditions. The error empowered the
nurse to be assertive so that no one would be subjected to such dangerous
working conditions.
‘‘One participant mentioned how for a long time she had been willing to
work under great pressure, not having enough staff on her ward, and
how she was easily pacified by her managers to make do with the
resources she had at her disposal. The experience of having made a
medication error in a situation of severe understaffing caused this nurse
to be more assertive in asking for more staff in order to cope difficult
situations on her ward She did not feel compelled any more to cope
under all circumstances. It also caused her managers to heed her
requests’’.(p.525)
Arndt M. Nurses’ med-
ication errors. J Adv
Nurs. 1994;19(3):519–
26.
High
 Unequivocal
 Subjection
and power:
identifica-
tion and
change
Dis-identifi-
cation
Nurses were also willing to discuss how and why the error occurred as a
strategy to ensure that it did not happen again.
‘‘I would be quite happy to sit down with her, or him discuss the error,
trying to find out how it happened, again, and find areas that had led to
the error happening’’.(p.524)
Crigger NJ, Meek VL.
Toward a theory of
self-reconciliation fol-
lowing mistakes in
nursing practice. J
Nurs Scholarsh.
2007;39(2):177–83.
High
 Unequivocal
 Process of
self-reconcil-
iation: Re-
solving
Nursing errors brought worry and anxiety to nurses; however errors also
made nurses more cautious and gave them heightened awareness of
potential errors. One nurse asserted:
‘‘I double check, triple check sometimes’’.(p.181)
Dyal SV. Nurses’ per-
ceptions of their
experiences with medi-
cation administration
errors [M.S.]. Ann Ar-
bor: D’Youville Col-
lege; 2005.
High
 Unequivocal
 Hopefulness
and uncer-
tainty coex-
ist amid
yearning for
successes
from the
moment
‘‘Well it’s allowed me to be more careful, to check medication more
carefully, or sometimes at the medication cart it can be very distracting
because it’s ten o’clock, everybody is trying to give their medication at
the same time. I try not to do my med administered in a rush, you know.
I just tell people look and find, you gotta wait and don’t rush’’.(p.61)
Rassin M, Kanti T,
Silner D. Chronology
of medication errors by
nurses: accumulation
of stresses and PTSD
symptoms. Issues Ment
Health Nurs.
2005;26(8):873–86.
Moderate
 Unequivocal
 Long-term:
Following
the event I
learned my
lesson
The error made nurses more cautious and vigilant.
‘‘When there are several things to do at once, I do one at a time, not
more. I used to do ten different things at once, today I’m slower. I have
it in the back of my mind that if I made a mistake once, it could happen
again. That’s why I check and double-check’’.(p.884)
‘‘I’ve learned that what you begin you must finish, and not leave in the
middle. One thing should finish before another starts. We’re in a
hazardous occupation, something always happens, and there’re no
guarantees. But one should be very very careful’’.(p.884)
Treiber LA, Jones JH.
Devastatingly human:
An analysis of regis-
tered nurses’ medica-
tion error accounts.
Qual Health Res.
2010;20(10):1327–42.
High
 Unequivocal
 Lessons
learned
In many of the accounts, making an error resulted in greater knowledge
and commitment to safely administer medications. Many resolutions were
personal, and there was no mention at all of system changes.
I was familiar with these patients and didn’t check armbands—it was an
automatic thing to go to the patient I was talking to. I tell patients now
and have for years not to talk to a nurse while she is giving meds.
Barcode med administration would not have helped in my error. Barcode
med administration is important but the nurse must always be diligent
and stay focused.(p.1337)
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(Continued)

Synthesized finding 4: Reconciliation is every nurse’s endeavor. Predominantly, this is achieved by accepting fallibility, followed by acts of restitution, such as
making positive changes in practice and disclosure.
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Crigger NJ, Meek VL.
Toward a theory of
self-reconciliation fol-
lowing mistakes in
nursing practice. J
Nurs Scholarsh.
2007;39(2):177–83.
High
 Credible
 Process of
self-reconcil-
iation: Act-
ing
This stage was composed of two independent reactions, dependent on
whether disclosure occurred. After the disclosure, nurses’ actions were
characterized by apologizing and making amends for their error. The
aftermath of non-disclosure on the other hand was poorly understood.
‘‘The acting phase for the publicly known error included apologizing to
the parties who were affected by the error and, in some instances, making
restitution. Participants said they usually felt relief and a sense of closure
when the mistake was disclosed and dealt with. In a very different
trajectory for action after the privately known error, steps to disclose and
deal with the error were not followed. Our participants never described
personal instances of non-disclosed mistakes that caused harm, but such
instances were described in stories of mistakes by others’’.(p.181)
4. Disclosure
brings a sense
of closure to
the nurse
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