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It has long been recognized that clinical work carries an emo-

tional burden. Healthcare workers are regularly exposed to loss, 

injury, traumatic stimuli, and undesirable patient outcomes. 

Adverse events (AEs) are common in medicine, with estimates 

that as many as 1 in 9 hospitalized patients are harmed by the 

healthcare they receive.1,2 Although preventable harm can be min-

imized, it is important to appropriately manage AEs when they 

occur.3 AEs can be traumatic not only for patients, their friends, 

and relatives, but also for the clinicians involved—referred to as 

second victims.4-8 Critical incident stress debriefing (CISD) has 

long been provided for professionals, such as disaster workers, 

who are exposed to traumatic and high-stress events; it is consid-

ered an effective strategy to promote resilience and recovery.9,10 

This paper explores the potential value of providing CISD for 

health professionals involved in patient safety–related AEs and 

the instances in which this could be routinely implemented.

Clinicians who witness or contribute to the occurrence of an AE 

can experience psychological effects that disrupt their professional 

and personal lives and their ability to deliver high-quality, safe 

care.4,8 Anxiety, depression, and sleep disturbances are consistently 

reported, in addition to shame, guilt, loss of self-confidence, and 

feelings of incompetence and worthlessness.5,6 The severity of 

these effects is related to the degree of harm to the patient and the 

clinician’s experience of the investigation process.5,6 

These symptoms have ripple effects, with adverse consequenc-

es for patients, clinicians, and the wider healthcare system. Patient 

safety can be threatened in the immediate aftermath of an inci-

dent, when a clinician’s ability to manage other patients may be 

impaired.5,6,8 In extreme cases, clinicians may change careers or 

leave the profession.5 In the longer term, the ability for individ-

uals and organizations to learn from AEs can be diminished if 

clinicians are reluctant to report incidents.5,7

A survey of UK physicians reported that most (83%) had been 

involved in an AE and that 76% had experienced personal or pro-

fessional distress that required support.8 Despite this, progress in 

providing effective support for these professionals has been slow. 

At present, health professionals report difficulty in identifying 

appropriate sources of support after their involvement in an AE. 

CISD has been utilized in other healthcare contexts, but rarely in 

the context of patient safety–related AEs.10

Critical Incident Stress Debriefing

CISD is a structured, small-group, supportive crisis intervention 

process that proceeds in 7 phases (Figure) and is followed by 

individual sessions and follow-up engagement with other sup-

port services. It is one of many crisis intervention techniques 

that are included under the umbrella of a Critical Incident Stress 

Management (CISM) program.11-13 There is evidence to suggest that 

CISM approaches are effective in reducing the negative psychologi-

cal aftermath of a wide variety of critical incidents.9,10

CISD is embedded within a web of crisis support services, such 

as pre-event education, follow-up services, and referral to pro-

fessional care and postincident education programs.14 Utilizing 

CISD in the context of AEs offers the benefit of an established 

method in which many counselors are trained. Debriefings are 

designed for small, homogeneous groups who are unified by their 

encounter of a traumatic event, such as those involved in a patient 

safety–related AE. They are a form of psychological first-aid in the 

immediate aftermath of the event that aims to reduce feelings of 

distress and to restore group cohesion and performance.15 

Selecting AEs for CISD

Each health professional has a unique set of needs in relation 

to his or her experience of an AE. Health professionals involved 

in some AEs, such as those that did not involve an error or did 

not lead to adverse consequences for the patients, may not feel 

that they warrant CISD. By offering CISD at an organizational level, 

health professionals can choose to access this when they con-

sider it necessary or helpful to provide immediate support after an 

event, and access to resources and individualized support in the 

following days, weeks, and months. CISD may then be routinely 

implemented at a local level for specific types of AEs associated 
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with greater psychological distress (eg, the 

unexpected death of a child). Selecting the 

AEs for which CISD is routinely provided is 

challenging, given that the level of distress 

experienced following an event is subjective. 

Evidence of those events that lead to the great-

est distress is limited, but studies indicate that 

those in which there is patient harm or harm 

that is severe are more damaging to the health 

professionals involved.5,6 Routinely providing 

CISD for these events may be an appropriate first step, and it may 

be possible to achieve consensus on a list of “must support” events.

Lessons From Current Support Programs for  
Clinicians Involved in AEs 

Evidence of the need for psychological first-aid in the days and 

weeks that follow the event, in addition to a broader infrastructure 

of support and guidance, has provided the foundation for in-house 

interventions, such as the forYOU program at the University of 

Missouri Health System, the peer-support program at Brigham and 

Women’s Hospital, and the Resilience in Stressful Events (RISE) 

program at Johns Hopkins Hospital.16-18 Psychological first-aid used 

in these programs presents an adapted form of CISD, although 

evaluation is currently limited and a full CISD process has not yet 

been attempted. The ethical challenges associated with evaluating 

the effectiveness of such programs has been a key barrier. 

Data on the development of such programs provide some guid-

ance around the level of demand, as well as the organizational 

infrastructure and training needed to operate support programs. 

Data collected in the first year of the forYOU program at the 

University of Missouri Health System reported 30% of health 

professionals surveyed as being adversely affected by involve-

ment in an AE over a 12-month period, with 15% experiencing 

serious professional implications (eg, considering leaving their 

profession).16 At Johns Hopkins, nearly 50% reported experiencing 

such an event at some point during their career.18 

The forYOU team consists of 51 members to support the 5300 

faculty, staff, students, and volunteer employees, whereas the 

RISE program has 29 on-call responders for approximately 10,000 

employees. In Missouri, most staff (60%) can gain the necessary 

support from those in their local environment if staff have an 

understanding of the issues facing “second victims.” An additional 

30% of health professionals benefit from self-referral to organi-

zational peer support, and a further 10% require follow-up with 

external support services. In the first 10 months of operation, an 

average of 5 peer support sessions were requested per month, from 

which 13 employees were referred to external support services. One 

team debriefing was required every other month.16

Data from the development of the peer-support program at 

Brigham and Women’s Hospital and a cross-country study of UK 

and US health professionals suggest that those seeking peer sup-

port locally or from trained peer supporters indicate a preference 

for support from members of their own profession who are at the 

same or slightly senior level, but that there are instances in which 

people receive support from those in other professions.17,19 

Practical Considerations

The application of CISD beyond AEs to a range of stressful events 

experienced by health professionals means that it is advantageous 

for health service providers to offer CISD for staff experiencing 

any type of traumatic event. Less resource-intensive mechanisms 

for providing support are particularly important in public health 

systems, such as the United Kingdom’s National Health Service. 

A further advantage of CISD is that there is a large reservoir of 

relief workers already trained and experienced in providing this 

kind of support. This is particularly useful for smaller organiza-

tions that do not already have institutional support services in 

place, such as employee assistance programs or formal support 

for “second victims.”20,21 

Current models of support for those affected by AEs reveal a 

number of practical considerations that must be considered in 

the utilization of CISD programs for this group. Although there is 

demand for support services, CISD will not be required every day 

TAKEAWAY POINTS

›› Health professionals can suffer negative professional and personal effects after involvement 
in patient safety–related adverse events (AEs). 

›› The quality and safety of patient care can be compromised when health professionals  
experience these negative effects. 

›› Most organizations do not provide any support for staff in relation to involvement in adverse events. 

›› Critical incident stress debriefing has long been provided for professionals exposed to trau-
matic and high-stress events and may be a useful strategy for those who experience AEs.

FIGURE.  Phases of Critical Incident Stress Debriefing

1.	 Introduction: CISD team members introduce themselves and 
describe the process, guidelines, and ground rules.

2.	 Facts: extremely brief overviews of the facts are requested to 
facilitate discussion.

3.	Thoughts: participants are asked to recount their initial cognitive 
reaction to the event.

4.	 Reactions: participants discuss their feelings and the worst aspect 
of the experience for them.

5.	Symptoms: participants discuss the day-to-day impact of the event 
and their cognitive, physical, emotional, and behavioral symptoms.

6.	Teaching: explanations of the participants’ reactions are discussed, 
along with topics pertinent to their concerns. Other stress 
management information is also provided.

7.	 Re-entry: participants ask questions, discussions are summarized, 
and final explanations, information, actions, and guidance are 
offered.

CISD indicates critical incident stress debriefing.



312    MAY 2017  www.ajmc.com

COMMENTARY

or every week in relation to AEs, and the program structure must 

provide the necessary flexibility for this. Debriefings work best 

with small, homogeneous groups. If implemented at a local level, 

a team may be united by their involvement in the AE and their 

feelings of distress, but preference for peer support from the same 

profession must be taken into consideration.17 

There may also be tension between individuals and professional 

groups around attribution of responsibility for the AE.22 Support 

services require organizational resources and, therefore, buy-in. 

Organizations also have to invest in making frontline providers 

and service directors aware of the support available and mecha-

nisms for accessing the CISD program, if implemented, in addition 

to developing human resource policies and guidance for those 

affected and for those providing counseling. 

Conclusions

Work is still needed to test the effectiveness of a full CISD program 

for "second victims" and to identify any modifications needed 

for healthcare workers experiencing this type of traumatic event. 

However, if successfully deployed, there are advantages for health-

care organizations. Routinely implementing a support process for 

staff following harmful AEs would demonstrate that organizations 

recognize patient safety–related AEs as a potentially distressing 

aspect of clinical work. Greater acknowledgement of the profound 

impact of AEs for those involved may facilitate the open discussion 

of AEs that are critical to constant learning and improvement. In 

these ways, CISD may be a useful strategy to support clinicians to 

promote resilience, recovery, and the continuous provision of safe 

patient care. Trial and evaluation of the applicability and effective-

ness of CISD in the context of AEs is now needed.  n
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