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Objectives: When adverse events (AE) occur, there are different consequences for
healthcare professionals. The environment in which professionals work can influence
the experience. This study aims to explore the experiences of second victims (SV) among
health professionals in Argentina.

Methods: A phenomenological study was used with in-depth interviews with healthcare
professionals. Audio recordings and verbatim transcriptions were analyzed independently
for themes, subthemes, and codes.

Results: Three main themes emerged from the analysis: navigating the experience, the
environment, and the turning point. Subthemes were identified for navigating the
experience to describe the process: receiving the impact, transition, and taking action.

Conclusion: SVs undergo a process after an AE. The environment is part of this
experience. It is a turning point in SVs’ professional and personal lives. Improving the
psychological safety (PS) environment is essential for ensuring the safety of SVs.
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INTRODUCTION

Global healthcare is threatened by a shortage of healthcare workers [1]. In 2023, the WHO warned
that 55 countries have urgent needs for healthcare professionals [2] and developed the Global Health
Workforce Strategy 2030. It suggests, among other actions, improving job security [3], both
physically and psychologically, for healthcare personnel.

Psychological safety (PS) is defined as a work environment where team members engage in
dialogue, express opinions, and request help [4]. Work relationships are perceived as supportive and
trustworthy [4], and teamwork is encouraged [5, 6].

Moreover, PS is closely related to patient safety [4–6]. First, it promotes error reporting [4, 7].
Derickson et al. reported that 20% more professionals were willing to report an error in
psychologically safe hospitals than in other hospitals [7]. Second, PS is an ally in the care of
professionals involved in a safety incident–known as second victims (SVs) [8]. Various authors
affirm that SV care programs in psychologically safe environments contribute to their recovery [8, 9].

In 2022, the European Researchers’ Network Working on Second Victims (ERNST) Consortium
presented a consensus on the definition of SVs, integrating existing evidence and clarifying previous
concepts proposed by Wu and Scott [10]. Thus, a SV is defined as any healthcare worker who
experiences a negative impact from direct or indirect involvement in an unexpected AE,
unintentional medical error, or patient injury [10]. They often feel responsible for the patient’s
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outcome and perceived failure [10]. The prevalence varies
between 13% and 78% according to different studies [11–13].
They experience emotional, physical, and/or professional
disturbances and may desire to abandon the profession [8,
11–17]. For instance, Potura et al. demonstrated that 30.4% of
Austrian pediatric reports exhibited self-doubt, 26.1%
experienced flashbacks in similar professional settings, and
25.6% exhibited insomnia or an excessive need for sleep [12].
Furthermore, posttraumatic stress [18–21], suicide attempts [13,
22], and substance abuse [23, 24] have also been reported.

In addition, SVs greatly benefit from supportive measures
[11, 25]. This support stems from various sources, including
colleagues [11], supervisors [26, 27], and organizational
channels [25, 28]. Research indicates that the extent of
impact is negatively correlated with the perceived level
of support, highlighting an inverse relationship [26].
Similarly, the safety culture within which professionals
operate is significantly linked to the distress experienced
by SVs [29].

For two decades, studies have shown the relevance of the SV
phenomenon, mainly in Asia [15, 28, 30–32], the United States
[14, 27, 33], and Europe [8, 11–13, 18, 34–37]. In 2009, Scott
described the recovery trajectory of SVs through a qualitative
study conducted with healthcare professionals in the
United States [38]. Several factors influence the experience,
such as the relationship between the patient and caregiver,
past clinical experiences, and any perceived connection [38],
all of which are influenced by work and sociocultural contexts.

In the Latin American context, there is less evidence of the SV
phenomenon. It has been observed some quantitative studies in
Argentina [26, 39], Brazil [40], Chile [25, 41], Colombia [42], and
Mexico [43]. These studies suggest that the SV phenomenon is
not uncommon in Latin American countries. However, no
qualitative studies have been conducted that have allowed for
a deeper understanding of the experiences of SVs in this
socioeconomic, labor, and cultural context. Therefore, the
objective of this study was to explore the experiences of SVs
among healthcare professionals in Argentina.

METHODS

This phenomenological study was given access to the lived
experience of healthcare professionals [44] who were involved
in an AE to describe what the participants had in common
regarding their SV experience [45]. The Consolidated Criteria
for Reporting Qualitative Research (COREQ) guidelines [46]
were used for this reporting.

Population
The participants were healthcare professionals directly involved
in an AE. The inclusion criteria was they work in highly complex
hospital. Professionals who were on leave of absence were
excluded. The sampling was purposive, selecting typical cases
related to the phenomenon and a heterogeneous sample in terms
of the participants’ professions. Aminimum of 5 participants [45]
were enrolled until theoretical data saturation was reached.

Phenomenological studies also take into account the context
or situation in which the experience is lived to find the common
denominator among the participants [45]. The professionals in
this study worked in a private hospital that prioritizes patient
safety in its mission. The hospital has international quality and
safety accreditations in healthcare practices, voluntary incident
reporting, and conducts morbidity-mortality meetings. While
protocols are in place for the first victim, at the time of the
study, there were no formal protocols described for SVs.

Data Collection and Analysis
To access the participants, a professional who follows SVs as part
of his job contacted the professionals and invited them to
participate in the study. Those who agreed to participate were
contacted by the principal investigator. Subsequently in-depth
and semi structured face-to-face interviews were conducted using
a developed question guide (Appendix). The questions were
grouped into two main inquiries: “What was your experience
as an SV?” and “What context or situation influenced your
experience?” This approach aimed to elicit data that would
lead to a description of the experience [45], thus facilitating an
integrated understanding of the participants’ experiences.

The face-to-face interviews were audio recorded, and the data
were transcribed verbatim, including field notes taken during the
interviews.

Phenomenological studies typically involve two main
movements: epoché and reduction [45]. Epoché is required to
suspend personal beliefs [45]. Therefore, a written document was
prepared beforehand to outline the researchers’ personal
assumptions about the phenomenon being studied. The
purpose of this step was to ensure the researchers were aware
of their concepts and beliefs about the topic and to exclude them
from the data analysis. In the second step, the researchers engaged
in reflexivity with respect to the data [45] to capture the meaning
of the experience. This process included delineating the
quotations and units of meaning (codes) and determining the
central theme for the units of meaning. Finally, in accordance
with phenomenological requirements, all the themes were
integrated into a particular structure [45].

ATLAS.ti version 22 software was used. Triangulation of the
data analysis was performed by two researchers who
independently analyzed the data. They met to discuss their
initial codes and to identify commonalities in their analyses.
Next, they reanalyzed the data individually and, in the subsequent
joint session, agreed on the final emergent codes, organizing them
into subthemes and themes. Finally, this analysis was presented to
two other researchers for validation.

The study received approval from the Institutional Review
Board (No. 19–017). All participants provided prior consent
before participating in the interview sessions, which were
conducted in person and lasted approximately 50 min each.

RESULTS

Seven participants were interviewed, including individuals from
various healthcare professions, such as nurses, physicians, and
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surgical technologists, with diverse specialties, including internal
medicine, surgery, cardiology, and anesthesia. The time since the
AE varied, ranging from 6 months to 10 years.

During the interview analysis, it was noted that despite the
dynamic and personal nature of the SV experience, all
participants went through a process within a specific context
or environment. Subthemes and codes were identified within
each of the three themes (Table 1).

Navigating the Experience
Navigating the experience encompasses the process that SVs go
through. Three subthemes that make up this process delineate
moments or stages: receiving the impact, transition, and taking
action. Each subtheme includes various codes that define the
states, actions, or characteristics of the participants. However, as
noted above, the experience is dynamic and personal. Therefore,
it is important to note that these moments are not rigid, and some
codes are not limited to a single stage but may manifest across
multiple stages or during the transition between them. Some
quotes are shown in Table 2.

Receiving the Impact
The process begins when SVs express various emotions, thoughts,
and experiences that indicate that they are receiving the impact.
These expressions are often involuntary and intrusive.

The emotional response is a code of this initial stage. It
involves the emotional state, which manifests as an emotional
storm and is expressed as a manifestation of a number of
simultaneous or nonsimultaneous emotions, without any one
of them dominating, or when people find it difficult to name their
emotions. For example, one participant expressed what he felt
upon returning to work after the AE, stating, “It’s like being
robbed at home and then going back in knowing the thief is not
there, but it’s a feeling. . ." (P2). Terms such as “devastating,
terrible, unforgettable, could not do anything, was stunned, or
could not believe it” (P3) reflect the emotional state of the
participants. In other cases, SVs are able to directly identify

the emotion, using terms such as guilt, stigmatization and
loneliness. Guilt emerges as a pervasive emotion among SVs.
They struggle with feelings of culpability for the effects of the AE
on the patient. In addition, SVs experience a sense of
responsibility for their team, perceiving their inability to
prevent the AE as a source of harm not only to the patient
but also to the teamwork of their team. Additionally,
perception of stigmatization the SVs perceive themselves as
being scrutinized and judged, characterized by the label “you
made a medical error” (P5). This phenomenon is particularly
prevalent in the professional sphere but also extends to their
family or social circles, where some professionals opt for
silence out of fear of possible labeling or public exposure of
their situation. Finally, feelings of loneliness are often present
in SVs in response to a perceived lack of understanding of their
environment.

Moreover, there are physical manifestations or consequences
of receiving the impact. Participants mentioned cases of
insomnia, nightmares, eating disorders, and even disease
diagnoses, all of which are considered aftereffects of the
traumatic event.

Furthermore, participants expressed a pervasive sense of
professional insecurity. They harbor doubts about their ability
to provide patient care, fear the possibility of repeating the error,
and perceive themselves as inadequately equipped for their
professional duties. These feelings persist not only in the
immediate aftermath of the incident, when they are required
to resume patient care, but also extends into the subsequent days
and weeks following their return to the workplace.

Another code identified in this stage is dispersion. This code
indicates that SVs demonstrated an inability to concentrate on
tasks, making them more susceptible to new events.

Finally, another situation they experience when receiving the
impact is paralysis, which hinders or prevents them from
continuing with their tasks.

Transition
The transition state is characterized by the reactions that SVs
exhibit as a means of coping with the situation. These include
professional pauses, rumination, and dissociation.

A professional pause represents the desire to distance oneself
from the environment in which the AE occurred.

In addition, SVs expressed that they experienced constant
rumination in an intrusive and involuntary manner. This
incessant rumination allowed them to replay, step-by-step, the
actions they had taken before the AE. However, it also interfered
with their ability to concentrate on other activities.

Finally, SVs may experience dissociation. Here, an analogy
with a theater is drawn, comparing SVs with actors playing roles
that are not real. In this way, the need to continue working does
not allow them to acknowledge or express their feelings.
Consequently, to continue their duties, they must assume a
fictional persona because “the show must go on” (P7). At the
same time, dissociation allows SVs to jump into action to
persevere. This illustrates that some of the codes cannot be
confined to a single moment in the process and that this is a
dynamic process.

TABLE 1 | Themes, subthemes and codes (Argentina, 2019).

Theme Subtheme Codes

Navigating the experience Receiving the impact Emotional response
Physical response
Professional insecurity
Dispersion
Paralysis

Transition Professional pause
Rumination
Dissociation

Taking action Learning
Message protagonist
Reference for others

Environment Institutional culture
Colleague support
Supervisor support
Institutional support
Support outside of work

Turning point
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Taking Action
Taking action represents the final stage of the process. It
encompasses the internal and/or external actions
experienced by SVs that indicate movement toward exiting
the situation.

This stage is characterized by actions aimed at remedying the
situation, learning from the event, and contributing insights
gained from their experience. The codes that comprise this
stage include learning, being a messenger, and striving to be a
role model for others.

Learning occurs at two levels. First, there are lessons related
to the incident itself (within the work environment). Second,
there are lessons related to the lives of the participants that can
be translated into attitudes or values they will adopt in the
future. For example, empathy, humanity, understanding, and

support for colleagues are among the lessons that SVs share in
their narratives.

In addition, SVs express a desire to be protagonists of the
message. In doing so, they hoped to be the ones to communicate
the event to those around them. They wanted to avoid the
stigmatization they felt they were subjected to and the
misinformation surrounding the event.

Finally, the participants want to serve as a reference for others,
especially for those who may have a similar experience. SVs feel
that the incident provides them with valuable experience.

Environment
The experience of SVs is significantly influenced by their
surrounding environment, including both their workplace and
personal domains. Various factors within the professional setting

TABLE 2 | Quotes of process (Argentina, 2019).

Subthemes Codes Quotes

Navigating the experience Emotional response • “Upon exiting, my immediate impulse was to seek forgiveness from my team, repeatedly expressing remorse. I was
overwhelmed with a profound sense of guilt” (P5)

• “And every time, I do not know, if I had a problem for any reason, I do not know, if I misplaced a chair, it was. . . ‘no,
because you made a mistake with a patient.’ And it had nothing to do with it. [. . .] even though I had made a mistake, I
did not want to be reminded of it all the time. Or else, they could have just removed me from my position and placed
me somewhere else if they did not believe I was capable of continuing to work. [. . .] And still, I felt like I was walking
down the hallway and people were staring at me. Maybe it was just my imagination. That they were pointing at
me.” (P5)

Physical response • “(. . .) Nightmare, you go to bed, you sleep well because sleep overcomes you but two hours later you wake up
because you are having a nightmare. You are dreaming about the scalpel, the patient, the lawyer, the family; all this is
(. . .)” (P2)

Professional
insecurity

• “All night [on guard], all night long. Then, I had to continue attending [to patients]. You know when your hands shake?
You cannot think straight. I had no one to ask for help (. . .) My hands were shaking, I could not think, my whole body
was shaking. I do not know who I asked for help, or if help even came. Honestly, I cannot tell you. . ." (P7)

Dispersion • “It’s like (. . .) you keep thinking and you’re there, absorbed in your thoughts, I do not know, you keep doing your tasks
but with that in your mind.” (P1)

Paralysis • “Honestly, I was blocked, frozen. You know when they put you in the freezer and you have no reaction, not to black,
not to white, not to good, not to anything. Frozen. I struggle; if I do not refer to the medical records, I have difficulty
recalling things, as if I have blanks from the episode itself.” (P7)

Transition Professional pause • “And I told him that yes, that I also did not realize that day to say, ‘Look, today I’mnot here, I do not know, have me do
something else.’ Uh, I was not even aware of that, but I do remember it.” (P6)

Rumination • “Everything. (. . .) It was like watching a movie a hundred times in my head, playing repeatedly. ‘And what would I have
done? And what would I have?’ And honestly, there’s not much I would have done differently.” (P7)

Dissociation • “That’s why I believe that [. . .] you take everything else out of context, and I thought it could work, listen to me, it
worked well, smoothly. Many times I thought, but it’s like being a theater actor, you know? Because you say, okay,
you may have a very painful family drama, but you get on stage and act, or the experience acts for you.” (P2)

Taking action Learning • “After the event, what changed is that I do everything step by step (. . .) The pace at which we are pushed to work
sometimes makes us do everything quickly and without thinking. So now, I put a brake on it. Even if my colleagues tell
me to hurry up later, I do everything step by step. I do this, finish it, and then move on to the next thing. Because I
notice a lot that happens, okay, hurry up, just write it down quickly and thenmove on. No, I do everything step by step,
slowly. I’mnot saying like a turtle, but I go at a pace, but I finish one thing and then do the next. That also helped me to
slow down a bit, the rush we had while working.” (P5)

Message protagonist • “Well, what happened, if anyone wants to know, they can ask me. I was able to speak about it. I never denied it, I
talked about it. I think the people who found out from me did not make assumptions or guesses. To those who came
to ask me, I explained: ‘I do not feel good about it, it’s not pleasant, it’s not good for everyone to talk about it.’ And in
fact, what they recommended to me, I told them: ‘Look, they do not want me to talk about this, they want it to stay
quiet because then it turns into a big pot of gossip, and that’s not good either’ (. . .) At least I talked about it; my
colleagues who came to ask me, I told them what the situation was.” (P1)

Reference for others • “To help him, I would meet with him, ensure he has specialized counseling to see how he’s managing this trauma
because it is trauma (. . .) talking with the person, asking themwhat they want, dispelling clouds, uh-huh. And then (. . .)
I would take him to a psychological interview where he could express many things in a comfortable environment and
decide what he wants, and then the return has to be supervised, accompanied, that transition between being alone
and being accompanied.” (P2)
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shape their experience, such as the institutional culture, support
from colleagues and supervisors, and institutional backing.
Meanwhile, in their personal lives, SVs may rely on support
from family and friends. In both domains, the SV actively seek or
passively receive support from individuals in their social circle.
Table 3 shows some quotes related to the environment codes.

The behaviors and responses of SV provide insight into the
institutional culture in which they are embedded. In this regard,
participants expressed an interest in prioritizing transparency in
communication, not only among team members but also with
patients and their families. Moreover, they sought to investigate
the root causes of the AE, and in their speeches, the reporting of
the event appears recurrently as a routine task they perform. In
addition, the learning from the of experience that SVs expressed
its a characteristics of a robust safety culture.

Colleague support played a crucial role in the SV experience.
Some professionals viewed this support positively, especially
when it reinforced their confidence in their professional
abilities or when the team collectively assumed responsibility
for the AE.

The SVs had varying perceptions of their supervisors’
responses. In some cases, support from supervisors was
perceived as lacking in empathy and understanding toward
them as individuals. The participants did not indicate whether
supervisors sought to analyze how the AE occurred but rather
emphasized how they felt they were treated. Some viewed
demands to continue working or imperative instructions to
avoid repeating a situation as negative support. However,
others valued supervisors who show concern for their wellbeing.

In a secondary role, institutional support comes into play,
expressed at times through information provided about the AE
and the institutional management offered to SVs (e.g., legal
support and professional support). Institutional support was
seen as the backing of various individuals within the
institution (fulfilling management, commercial, or legal roles)
who, although not previously known to them, are felt by the SV as
having supported them.

Finally, but equally significant, is the support outside of work
sought by the SV. Some individuals look for support talking with
their family or friends.

TABLE 3 | Quotes of environment (Argentina, 2019).

Codes Quotes

Institutional culture • “[The patient was told that there had been amistake] (. . .) the same day and the family was also told the same day (. . .) they
told her what the possibilities were of what she could have. And (. . .) . . . the first thing the patient said the next day was that
thanks for having told her the truth, that she was not lied to (. . .) (P5)

• “What were the things that worked for me? The first is to reconstruct the event. Talking to all the members “[of the team]
about why it happened. Secondly, not to look for people to blame. It is neither the place nor the moment nor the mood to
do so (. . .) It is the moment to say what do we do? Which is different from. . . I mean, if I were on the Titanic I would not be
worried about why the water got into. . . but, how do we save ourselves? (. . .) Third, (. . .) I would try to tell the truth (. . .) to
the family. Because the family takes well a guy who tells the truth. (. . .) (P4)

Colleague support • “Yes, and some colleagues also wanted to lendme a hand, reaffirming their trust in me. They would call me to work outside
when I no longer wanted to work externally. Interviewer: Well, did that help you? Interviewee: Yes, the affection, the
attitude.” (P2)

Supervisor support • “Yes, mm (. . .) we talked to the two afternoon coordinators (. . .) I felt very accused because one said ‘I cannot believe that
you’re here all the time.’ I do not know (. . .) ‘That every mistake you come and tell us, I cannot believe you did not tell us
anything (. . .).’ I told her (. . .) it was not intentional to hide the information and cover it up (. . .) The feeling was one of
accusation; that our intention was to cover it up, and it did not make sense to me to cover something like that. Um, I do not
know (. . .) I remember both of us were crying (. . .); I felt that I did not have the support (. . .) it was like wewere in the hot seat
(. . .). It was a freezing office. Um (. . .) they made us go wash our faces and take some time and (. . .) then go back to work
(silence). Horrible; horrible.” (P6)

Support outside of work • “Perhaps, I felt that my friend, sharing the same profession, could empathize with me at that moment and understand
everything. And I think I was seeking fundamental emotional support. A comforting gesture, a soothing balm, a caress, a
kiss (. . .) And with my husband, you see, he was first an instrument technician and now he’s a dentist. And he tells me,
‘Don’t worry because I was a wreck during my first week.’ (. . .) It was a torment, morning, noon, and night. I did not eat, I
did not sleep, nothing. Until he says to me (. . .) you have to turn the page and be convinced. I know how you work, you did
everything you had to do. Without being there inside, I know you did. Enough, he says to me. Enough. I think he gave me a
wake-up call. Enough because we cannot go on like this as a family.” (P7)

TABLE 4 | Turing Point quotes (Argentina, 2019).

Turning Point • "(. . .) At one point [a colleague] was as dismayed as I was, and I remember a dialogue the next day, over the phone, where
he spontaneously said to me, ‘It’s like the end of your career,’ and he started to cry. Yes, generally when I mention my
institutional proscription, it reflects that. It’s very strong. But yes, this makes you rethink whether you are useful or not. For
me, it was a before and after.” (P2)

• “I was devastated (. . .) a train ran over me. It was in my career (. . .) the worst thing I had, but by far. The worst thing I had. As
far as, you know, when you feel like everything you have done is not enough? And then something happened that had
never happened to me before.“ (P7)
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Turning Point
Ultimately, the study results showed that the AE marked a before
and after moment in the professional lives of the participants; it
was a turning point. On the one hand, terms such as ‘institutional
proscription’ (P2), ‘it’s the end of my career’ (P2), and ‘it was the
worst thing that happened to me in my career’ (P7) indicate that
the SVs feel it is the end of their professional development. On the
other hand, they use metaphors for natural disasters (such as
earthquake, tsunami, upheaval). (Table 4).

DISCUSSION

The professionals involved in an AE experience a pivotal moment
in their personal and professional lives. They are going through a
dynamic process influenced by their environment. PS is
fundamental to the recovery of SVs.

The process consists of different stages that professionals go
through. This journey is clear and distinct, yet at the same time
unique and personal, as each participant may experience diverse
ways of living through each stage in terms of intensity and the order
in which different states occur. In a different cultural, social, and
work context, Scott et al. identified stages in the recovery of SVs [38].
Although the stages found in this study are not identical to those
presented by Scott, common characteristics can be identified. The
environment plays a fundamental role in the recovery of SVs. When
colleagues or supervisors do not provide support to professionals,
coping becomes more difficult. As a result, communication and
teamwork break down and PS is weakened [8].

As they experience the impact, they manifest an emotional storm
that reflects not only an awareness of the gravity of the event but also
a strong vocational sense. Precisely because the experience of the
phenomenon and its impact are so profound, they cannot identify a
single emotion but rather a mixture of them, and these emotions are
sometimes contradictory. Similarly, Scott proposes emotional chaos
[38] as the first stage, wherein professionals attempt to reflect on
what occurred. Additionally, consistent with other studies [13, 17,
31], professionals exhibited profound guilt for the patient, expressing
the professional commitment and responsibility they hold as a
healthcare professional.

Negative feelings such as guilt and fear lead to the
stigmatization experienced by professionals. It is important to
consider that this stigma originates from the work environment
(colleagues, supervisors, etc.) but also likely from the SVs
themselves. That is, they feel the weight of their mistake, and
it is highly possible that they will continue to reproach themselves
for it, regardless of the reaction from their environment. In these
cases, the attitudes of colleagues become even more important in
mitigating stigmatization and fostering a psychologically safe
environment for SVs [8, 47].

The loneliness experienced by professionals is closely linked to
a lack of understanding or support in the work environment.
Consistently, various studies have revealed a lack of empathy and
understanding toward SVs [13, 19, 47]. Bass et al., in a
quantitative study, argued that the majority of professionals
reported not having received training in emotional strategies
to support colleagues. However, these same participants had

sought support from their colleagues when they were involved
in an AE [19]. In this context, the experience of loneliness may be
intensified by the expectation of increased empathy and support
from individuals who have experienced similar adversity.
Therefore, it is necessary to train professionals to provide
emotional first aid. Undoubtedly, the implementation of these
training programs contributes to psychologically safe work
environments [4, 47, 48].

Professional pauses and rumination mark a transition stage in
which professionals seem to need space for reflection to
understand and analyze what happened and reflecting a
significant impact of the AE on the SV. In these transitions
appears that after the initial shock wears off, as SVs consciously or
unconsciously seek strategies to navigate the event. In these sense,
in many situations, work demands and brief times of attention to
respond to economic imperatives, among others, clash with this
need of SVs and consequently with patient safety. Conversely,
when organizations promote PS interventions, such as debriefing
spaces [11, 48], they have a significant impact on SVs [16].

Additionally, the learning process and the desire to offer
recommendations (in clinical practice to prevent future AEs or
for colleagues going through the same situation) indicate that SVs
are taking action. Now, they can serve as a reference by making
recommendations on how to handle SVs. This finding is similar
to that of Scott et al. who, in their final stage [38], found that SVs
had three possible final outcomes. One of them was able to give
new meaning to the experience [38]. Also learning is an
intervention that contributes to creating a psychologically safe
environment [48] and facilitates the recovery of SVs [38].

Research into the environment is a constant concern in the
recovery process of healthcare professionals encompassing both
the workplace (institutional culture and support from colleagues,
supervisors, and the institution) and extralaboral factors.

From the environment, the SVs expect to receive support from
colleagues and supervisors. Peer support fosters teamwork, which
is critical for patient safety and psychological safety [5]. They also
expect their immediate superiors to demonstrate humanity,
understanding, and support. If healthcare professionals are not
supported by their colleagues and supervisors, they rarely
perceive that they are in a psychologically safe environment.
Consequently, they lack confidence, avoid dialogue, and refrain
from expressing their opinions. This breakdown in
communication and teamwork leads to a loss of PS [5, 6, 8].

Finally, the inclination to seek assistance from family or social
circles underscores the SV’s aspiration to avoid judgment and
find solace in environments characterized by stronger
interpersonal bonds. This tendency may stem from the
profound uncertainty engendered by the experience,
prompting professionals to seek refuge in environments
reminiscent of prevent normalcy. Additionally, this
underscores the paramount importance of emotional support,
as evidenced by the spontaneous expression of this theme by the
majority of the participants, without direct questions about
this aspect.

This study has several limitations. First, generalizing the
findings may be limited due to the specific context in which
the study was conducted. Additionally, while efforts were made to
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conduct comprehensive interviews, participants may have
withheld or forgotten some of their experiences.

Despite these limitations, this study provides a comprehensive
understanding of the experiences of SVs in a Latin American
culture. These findings enables the implementation of actions
aimed at strengthening the PS of the workplace. Specifically,
educational interventions focused on improving teamwork
through simulation and debriefing; promoting interproffessional
communication, trust, and support for SVs; and designing
institutional-level SV response programs involving colleagues,
supervisors, patient safety committees, and legal entities are
important actions for strengthening workplace PS. Furthermore,
it highlights the need for further research to determine how
psychologically safe environments contribute to SVs recovery.

In conclusion, SVs undergo a process following an AE that is
influenced by the workplace environment. This experience
represents a turning point not only in their professional lives
but also in their personal lives.
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APPENDIX: SECOND VICTIM
QUESTION GUIDE

What was your experience as an SV?
What was your participation in the event/How did you feel about
your participation?

What was the outcome of the event for the patient?
Do you remember how you felt immediately after the event?
Did you have any needs (emotional, physical, professional)?
Did you express or tell anyone about these needs, and did you

receive a response?
If you had a response: What response did you get, from whom,

and did the response meet your need?
Did you express a need that was not met at the time? What

happened to it?
Do you think the incident had an impact on your professional

life? Did anything change in you? What? How?
If you perceive a change: Do you think this change is good,

bad, or neutral?
On a professional level, when you returned to see patients after

the incident, did you feel different (sometimes people feel fear,
insecurity, embarrassment, inability to continue seeing patients,
desire not to return to work)? Did this happen to you? Have you
experienced any other feelings related to your professional
performance that we have not discussed?

Can you identify three feelings or emotions you experienced at
the time? How long did they last?

What context or situation influenced your
experience?
How did you perceive your colleagues’ reactions? How did this
reaction affect you (did it create positive or negative feelings?)
Were you able to express it to them?

If you discussed the incident with a supervisor/
coordinator or boss: How did you perceive your
supervisor’s reaction to you? How did this reaction affect
you (did it create positive or negative feelings?) Were you able
to express it to them?

If you could go back in time, how would you have liked to have
been treated by your colleagues? And by your supervisor/boss/
coordinator?

Do you think the work environment would be different for you
today? If so, how? Why do you think this change has occurred?
How do you perceive it?

Do you highlight any behavior that was useful to you at the time?
If you are worried or stressed about a work-related problem,

how do you usually handle this type of situation?
Whom do you usually turn to for advice or support in work-

related situations?
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