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Uncharted territories:
Navigating the aftermath
of adverse events

Janet Dewan, PhD, MS, CRNA
Joshua Lea, DNP, MBA, CRNA

Adverse Events
Studies indicate that you
will experience the
intraoperative death of 1
patient in the course of
your career
Our Anesthetic Plans
Redinbaugh EM, Sullivan Am, Block SD et al. BMJ 2003;327:185

The Second Victim

The Second Victim

healthcare providers who
are involved in an
unanticipated adverse
patient event, medical error
and/or a patient related
injury and become
victimized in the sense that
the provider is traumatized
by the event
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To Err is Human

Medical Errors

• Institute (National Academy) of Medicine: Serves as an advisor to the US nation
to improve healthcare
• On November 1, 1999, the IOM “broke the silence” that has surrounded medical
errors & their consequences:
“Health care in the United States is not as safe as it should be—and can be.”
“At least 44,000 people, and perhaps as many as 98,000 people, die in hospitals
each year as a result of preventable medical errors ...”

Kohn, L.T., Corrigan, J.M., Donaldson, M.S., To Err is Human:
Building a Safer Health Care System. 2000.

To Error is Human

Risks
Kohn, L.T., Corrigan, J.M., Donaldson, M.S., To Err is Human: Building a Safer Health Care System. 2000.

Signs and Symptoms

Resources
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Navigating the Aftermath: Plot out a course
I.

Anesthetic
Plan
II. Adverse
Event
III. Aftermath

The Anesthetic Plan

Second Victim Recovery Trajectory
I.

Anesthetic
Plan
II. Adverse
Event
III. Aftermath

Stages 1-3

Stage 4

Stage 5

Stage 6

Impact Realization

Enduring
the Inquisition

Obtaining
Emotional First
Aid

Moving On

Chaos &
Accident
Response

Intrusive
Reflections

Restoring
Personal
Integrity

The Adverse Event

Drop Out

Survive

Thrive

Individual may experience one
or more of these stages simultaneously

Emotional Impact is Similar Across (Anesthesia/Healthcare)
Professionals
Emotional Impact of Index Case
C on si de r ed C ar e er C han ge *

I.

Anesthetic
Plan
II. Adverse
Event
III. Aftermath
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The Aftermath
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Gazoni, F., Amato, P.E., M alik, Z.M ., & Durieux, M .E. (2012). Anesthesia & Analgesia, 114(3), 596-603.

3

4/10/19

Support

Ways of Coping

Clinician may become a patient
Majority do not receive any formal professional support
This is not just about being nice

• Addiction is a disease/maladaptive coping mechanism
• Accessibility (Easy Diversion)
• Personality Type/Addiction
• Profession (95/5)
• “Memorable event”
• “People are disturbed not by things but by the views they
take of them”
• Recipe for…DISASTER
20
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Ways of Coping
Percentage who felt resource
Percentage who felt resource
should be standard operating
would be helpful in the future
procedure
van Pelt
2015

Gazoni et al.
2012

van Pelt 2015

Gazoni et al.
2012

Talking with other anesthesia personnel
Debriefing with the entire OR team
Talking with the patient
Talking with the patient’s family
Talking with own spouse /family
members/friends
Talking with a professional counselor
Departmental Morbidity and Mortality
Conference
Interdepartmental Morbidity and Mortality
Conference

87%
85%
73%
71%

98%
89%
NA
87%

88%
78%
NA
37%

87.5%
67.6%
NA
63.2%

78%
74%

88%
64%

NA
36%

NA
24.3%

83%

81%

63%

56%

81%

77%

NA

NA

Confidential hospital quality assurance
Other

77%
NA

75%
NA

50%
5%

50.4%
NA

Resources

AANA Resources
Health and Wellness
• www.AANA.com/Stress
• www.AANA.com/MentalWellBeing
• www.AANA.com/WorkplaceWellness

Peer Assistance Program
• www.AANA.com/SPA

The Need For Support

Where are the policies related to the second
victim?

• Many medical societies have put forth statements acknowledging the impact of
patient death/adverse events

Soto, RG, Rosen GP. Pediatric Death: guidelines for the grieving anesthesiologist

2013
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How? Organizational Background

The Second Victim Support Tool

Debriefing/Support May Intensify Feelings…
Responsible
Blame
Depression
Anxiety
Fear of judgment
Reliving of the event
Anger

Peer Supporter Role Description
What a Peer Supporter Does

What a Peer Supporter Does NOT Do

Normalizes feelings of peer

Participate in Quality Assurance, RCAs

Validates competence of peer

Offer disclosure coaching (there are other resources
for this: page 3-HELP)

Assesses peer’s need for professional resources

Deal with job performance issues

Directs peer to other resources as appropriate

Handle substance abuse coaching or violence
prevention

Follows up with peer in the short term and long
term to “check-in”

Offer malpractice suit support (there are other
resources for this)

Think about a time that you received support from
friends or family for some kind of problem
• To whom did you speak and why?
• How did they communicate and interact with you?
• How did they support you?
• What was helpful?
• What was not helpful?
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Some Dont’s

Basic Peer Communication Techniques
Peers should be
mainly listening

Use “I”
statements

Pay attention to
your non-verbal
cues. Sit, Sit, Sit

Maintain eye
contact

Don’t assume
your experience
is the same

*Relate personal
experiences to
their situation

Don’t
judge/don’t fix

University of Pennsylvania

• Don’t downplay their feelings

“Wow. That sounds like
a bad mistake. You must
feel awful.”

• Don’t undermine their competency/confidence

“What happened to me
was much worse!”

• It’s not about you. Don’t take over the conversation with
your own experience, but do briefly share your own
experience to reduce the peers feelings of isolation/shame

Thank You

The power of “words”:
Something said only one time
can make the difference in one
person’s lifetime…

2013

“That’s not so bad.”
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