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Why start with this session today? 

 

       People. Matter. 

 

 

In all the striving for a better, safer, cleverer medication system, it is 

essential that we never forget the PEOPLE that make the system 

work and how they are affected when errors occur or when things 

don’t go to plan. 



How does it feel to make an error? 

“I felt like a criminal. My heart was racing, my mouth was dry. I felt 

everyone was watching” 

 

“So many thoughts went through my head. Do I have to own up? 

Would anyone notice? What will happen to the patient? Will I get 

into trouble?” 

 

“I owned up straight away. I remember my colleague took a step 

back as it I had some sort of disease. I felt that straight away I was 

on my own” 



 

 

 

 

 

“I made the worst medication error today and feel so horrible about 

it. I literally wanted to quit the job from sadness and 

embarrassment. I'm a new nurse and have only been working at 

the hospital for about 5 months.” 

 

 



 

 

“She proceeded to inform me that I was on three days suspension 

without pay, and to clock out immediately. She pushed the 

disciplinary form across the desktop towards me for my signature.    

I gathered my things and walked the Walk of Shame in front of my 

peers to the elevator. I drove home in the early afternoon on empty 

streets without traffic. Home to an empty house in the middle of my 

workday.” 

 



Why the cone of silence? 

 

 

It is not common for us (Healthcare workers from all professions) to 

speak openly about our errors.  

 

To speak openly about mistakes is to admit that we are all human 

 

Sharing our errors does not condone poor practice. It can 

dramatically reduce feelings of isolation and increase vigilance and 

protective behaviours 

 

So why don’t we do more of this? 

 

 





Why is the media so predatory? 



 

 

 

So, why don’t we just tell the truth? 



The truth? They couldn’t handle the truth! 



Exploring the “Second Victim” concept 

 

 

 

The term “Second Victim” was coined out of 

research that was concerned that the patient 

that is directly involved in the error is frequently 

not the person that experiences the most harm. 



People will react differently 





Remembering Kimberly Hiatt 

25 year PICU veteran 

Medication error  

Seattle hospital 2011 

• Reported error 

immediately 

• Suspended 

• Sacked from the hospital 

in a matter of weeks after 

a period of suspension 

• Mandated a four-year 

probationary period  

• Unable to get a new job 

as a nurse. In the end, 

she committed suicide 

seven months after the 

incident. 

http://www.issaquahpress.com/2011/05/17/kimberly-sue-hiatt/


The Second Victim in the literature 

 

 

 

 

Dr. A.W. Wu noted:  "Even when mistakes are discussed at 

morbidity and mortality conferences, it is to examine the medical 

facts rather than the feelings of the patient or physician.” (1) 



Scott (et al) identified and described six stages of recovery for 

second victims (2) :  

(1) Chaos and accident response; ‘How did that happen?’ 

(2) Intrusive reflections; The ‘sickening realisation’ 

(3) Restoring personal integrity; ‘Can I trust myself / others trust me?’ 

(4) Enduring the inquisition; ‘Fear of litigation / will I lose my job?’ 

(5) Obtaining emotional first aid; Support Vs internalisation? 

(6) Moving on, or moving out: Surviving, or thriving? The sixth stage 

seemed to be the most critical in determining the ultimate outcome 

whether the individual left the profession, returned to provide the 

previous standard of care, or returned with newfound insight and 

conviction. 



First impressions count 

 

 

 

“The impact of the medication error on the individual is 

strongly influenced by the circumstances of how the error is 

discovered and / or disclosed and the manner in which the 

first person told reacts to the disclosure.” 

 

Who said this? 

           Nick May  

             Today 

               Just now 



Compassion. Understanding. Care. 
Sensitive Healthcare colleagues on the ‘inside’ may be the best placed to support staff in crisis 

Resist the temptation to “Outsource” compassion to external agencies. 





Take home messages 
When an error is discovered or disclosed to you: 

Stop whatever you are doing. If you can’t; delegate. 

Be there fore the person – nobody wants to make a mistake 

 

Listen. Take your time. Talk about your own errors. 

 

Negotiate a solution that is meaningful. Arbitrary punishment 

education is not helpful. 

 

Develop the solution TOGETHER. Isolation can kill. 

 

Care about each other. Be aware of the ‘second victim’ effect 



Remind our consumers that we are human and that 

to err is to be human. 

 

Remind the consumer that we can, do, and will 

continue to  make mistakes but show them how we 

are working hard to make less errors and to make 

the system safer 

And in the meantime….. 
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Thank you for listening        

      


