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Abstract
Introduction Adverse events (AE) are an inevitable reality in healthcare, with an incidence of 7.5–14.1% worldwide. AEs are 
recognised to cause psychological and emotional distress in healthcare workers, with surgeons being particularly susceptible. 
We report the first data on the emotional impact in relation to adverse events in surgeons in the Republic of Ireland (ROI).
Methods We distributed a web-based survey to all urology trainees in the ROI. The questionnaire focused on trainees’ 
personal account of AEs, their emotional response, perceived contributing factors and perceived benefit of support systems. 
The primary care PTSD screen (PC-PTSD-V) assessed for PTSD.
Results A total of 16 responses were received from 12 (75%) registrars and 4 (25%) SHOs. Of the AEs reported, 12 (75%) 
were ≥ Clavien-Dindo 3b. Contributing factors identified included lapse of judgement (n = 6, 37.5%), risk of procedure (n = 7, 
43%), lack of experience (n = 4, 25%). Anxiety (n = 8, 50%), guilt (n = 7, 44%) and sleep problems (n = 4, 25%) were the most 
reported emotional responses. Physical symptoms were reported in 2 (12%) trainees. A PC-PTSD-V score ≥ 3 was reported 
in 2 (12%) trainees. Most trainees (n = 13, 81%) reported talking to someone following the event with most (n = 12, 93%) 
talking to a consultant or NCHD colleague. Most respondents (n = 14, 87%) agreed that their training could better prepare 
them for the personal impact of AEs.
Conclusion Surgical trainees report negative psychological and emotional responses that are consistent with second victim 
symptoms. Those surveyed felt that their training could better prepare them for the personal impact of such events.
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Introduction

It is extremely important that the public, patients, media, 
hospital management systems and relevant regulatory bodies 
recognise that access to healthcare and hospital admission 
carries an inevitable risk of adverse events (AEs) or compli-
cations. The Irish National Adverse Events Survey (INAES) 
reports an incidence of AEs of 12.2% in Irish hospital admis-
sions [1]. International figures range from 7.5–14.1% [2–4].

When an AE does occur, the primary burden is with the 
patient and by extension their family. The consequences of 
an AE can be further reaching such as the economic impact 
on the healthcare system, a breakdown in relationship 
between doctor and patient and a negative psychological 
impact on healthcare workers caring for that patient. Fur-
ther research, and increasing recognition and analysis of the 

depth of the psychological impact that an AE can have upon 
the relevant healthcare professionals led Wu to describe that 
response as ‘second victim syndrome’ in 2000 [5].

More than two decades later the ‘second victim syn-
drome’ has been described by healthcare workers across a 
wide breadth of specialties and levels, with the 2021 SeViD-
I survey recording that 59% of doctors surveyed had expe-
rienced ‘second victim impacts’ [6]. Looking at surgery in 
particular, The BISA study reported 84% of surgeons suf-
fered an emotional toll subsequent to an AE they had been 
involved with [7]. While no specific clinical criteria define 
the ‘second victim’ symptoms, they include emotional ele-
ments such as guilt, anger, irritability and fear, and may be 
accompanied by physical symptoms such as tachycardia, 
fatigue or concentration difficulties. The extent and duration 
of symptoms can be variable, with reported cases of suicide, 
and long-term mental health impacts. The emotional impact 
on the physician has been shown to have a knock-on effect 
on other patients and the wider health system with absentee-
ism, repeated errors, loss of empathy or alterations in how 
the worker goes about their practice [8–11].
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Surgeons are at a particular risk of second victim symp-
toms due to the invasive nature of their work combined 
with a frequent requirement for emergency procedures. 
They may take personal responsibility for events as they 
can observe a direct correlation between adverse outcomes 
and specific interventions [7, 12, 13]. Several studies have 
assessed surgeon’s emotional responses to AEs; however, 
until recently, studies of urologists were lacking [7, 14]. A 
recent publication by Turner et al. had responses from 80 
urologists (20% of respondents) and represents the largest 
study of emotional responses to AEs and complications in 
surgeons in the United Kingdom (UK), with nearly half of 
respondents reporting increased anxiety in the aftermath 
[15]. This study was the first to differentiate between AEs 
and complications, with errors appearing to affect sur-
geons more than complications with higher rates of PTSD 
symptomatology.

From an Irish perspective, data on the emotional impact 
of AEs on doctors has not been well documented. A quali-
tative study of ten Irish obstetricians recognised the emo-
tional toll of a perinatal death on the doctor, with respond-
ents describing guilt, shock, sadness and a sense of failure 
[16]. More recent studies have focused on the psychological 
impact of the COVID-19 pandemic on healthcare workers 
with both reporting psychological distress in 44–45% of 
workers [17, 18]. All have recognised the need to provide 
support for healthcare workers in the aftermath of an adverse 
or traumatic event.

The aim of our study was to gather data on the emotional 
impact and potential second victim syndrome in relation to 
AEs with working surgeons in the Republic of Ireland. To 
determine what structures were in place to deal with the 
consequences of an AE on a surgeon, and evaluate whether 
there was a need to put in place some further measures.

Methods

We used a web-based questionnaire that was distributed to 
all urology trainees in the Republic of Ireland and asked 
them to participate anonymously. Respondents were asked 
to reflect on an AE or complication that had been part of 
their clinical workload within the preceding 6 months. They 
were requested to briefly describe it and give a Clavien-
Dindo grade if applicable. The Clavien-Dindo grading sys-
tem is used internationally to classify surgical complica-
tions [19].

The survey focused on physical and emotional responses 
to the event, potential contributing or alleviating factors and 
the perceived level of preparedness for the personal impact 
of such events (Supplementary Material).

The physical and emotional symptoms assessed were 
ones that are regularly described in second victim syndrome, 

or as those experienced in the aftermath of an AE [3, 6, 7, 
11–15, 17, 18, 20–24].

The validated primary care PTSD screen (PC-PTSD-
V) assessed for symptoms of post-traumatic stress disor-
der (PTSD). This was first described in 2016 and has been 
shown to be a sensitive and accurate tool to screen for symp-
toms of PTSD in the general population [25–27]. We used 
a cut-off score of 4 based on recent studies showing greater 
sensitivity with this cut-off [26, 27].

Data was collated and analysed using Microsoft excel.

Results

Respondent and event characteristics

A total of 16 responses were received with all levels of train-
ees represented (Table 1). The most representative group 
were specialist surgical trainees (ST) grade 5–6 (n = 7, 
43.8%), the least represented were ST 3–4 (n = 1, 6%).

Most respondents reported a Clavien-Dindo score of 3b 
or higher (n = 12, 75%) when reflecting on a particular AE 
(Fig. 1).

Table 1  Breakdown of respondents and grades

Grade Number % of total

ST1-2 4 25.0%
ST3-4 1 6.3%
ST5-6 7 43.8%
ST7-8 2 12.5%
Stand-alone registrar 2 12.5%
Total 16 100.0%

12.5%
0.0%

12.5%

25.0%25.0%

25.0%

Clavien Dindo Grade

CD1 CD2 CD3a CD3b CD4 CD5

Fig. 1  Breakdown of Responses by Clavien Dindo Grade
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Physical and emotional responses

A high proportion of respondents (n = 11, 68.8%) described 
physical or emotional effects following the event or when 
reflecting on the event (Table 2). Of those who reported 
physical or emotional responses to the event, 7 (63%) had 
more than one symptom. The median PC-PTSD-V score was 
0, with a range of 0–5. (Table 3). A single respondent had a 
PC-PTSD-V score of 4 or greater.

Influencing factors

Contributing factors to the AE were reported by 14 (87.5%) 
of respondents. (Table 4) Two or more contributing factors 
were identified by 7 (50%) NCHDs.

Coping strategies

Most respondents discussed the event with someone else 
as shown in Table 5 (n = 13, 81.3%). Of these, 12 (92.3%) 
respondents spoke to another work colleague with 1 (7.7%) 
speaking to friends or family. No respondents reported 

contacting local or national support services. When asked to 
rate the impact of discussing the event on a Likert scale from 
1 (not at all helpful) to 5 (extremely helpful), 12 (92.3%) 
respondents scored > 3, implying it was beneficial. The 
median response was 4 with a range of 2–5. No respondents 
reported an increase in alcohol consumption associated with 
the event.

Preparedness for personal impact of adverse events

The respondents were asked to rate the influence of their 
training in preparing them for the personal impact of adverse 
patient outcomes with mixed results (Table 6). On a Lik-
ert scale of 1 (not at all prepared) to 5 (well prepared), the 
median score was 3 (range 1–5). Most respondents agreed 
with the statement that training should better prepare them 
for the management of AEs with all (n = 16, 100%) giving 
a score of > 3 on a Likert scale (1 = completely disagree, 
5 = strongly agree). The median answer was 5 with a range 
of 3–5.

Free text comments from respondents described training 
as ‘minimal or non-existent’ (respondent 4) with a focus on 
managing ‘patients who have complications…not how we 
deal with complications personally’ (respondent 6). Three 
NCHDs described the benefit of observing or discuss-
ing with senior colleagues: ‘The best surgeons…are able 
to reflect and critique own performance…especially when 
complications happen.’ (respondent 11).

Table 2  Reported physical and emotional responses because of the 
event or when thinking about the event

Symptom N % of total

Anxiety 8 50.0%
Guilt 7 43.8%
Anger or Irritability 2 12.5%
Low mood 2 12.5%
Sleep problems 4 25.0%
Impact on personal relationships 1 6.3%
Impact on professional relationships 1 6.3%
Alcohol consumption 0 0.0%
Cardiovascular symptoms 1 6.3%
Gastrointestinal problems 1 6.3%
Headaches 0 0.0%
Other 1 6.3%

Table 3  PC-PSTD-5 score 
breakdown

PC-
PTSD-5 
score

Number %

0 9 56.3%
1 3 18.8%
2 2 12.5%
3 1 6.3%
4 0 0.0%
5 1 6.3%
Total 16 100.0%

Table 4  Identified contributing factors

Factor identified Number % of total

System outside control 4 25.0%
Stress/burnout 1 6.3%
Lack of knowledge/experience 4 25.0%
Lack of resource 1 6.3%
Lapse in judgement by you 5 31.3%
Lapse in judgement by someone else 6 37.5%
Poor communication 2 12.5%
Recognised risk of procedure 7 43.8%
Fatigue 2 12.5%

Table 5  Respondents who discussed case with another person

Who discussed with N %

Consultant colleague 8 61.5%
NCHD colleague/other trainee 4 30.8%
Friend family 1 7.7%
Partner/spouse 0 0.0%
Local/national support service 0 0.0%
Total 13 100.0%
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Discussion

This study was designed to investigate the personal impact 
of patient AEs or complications on Urology trainees in the 
Republic of Ireland.

Respondent and event characteristics

Although we did not differentiate on gender or age, all 
respondents in our survey were trainees or Non Consultant 
Hospital Doctors, therefore relatively early in their career. 
A previous German study of internal medicine physicians 
under the age of 35 years showed a prevalence of ‘second 
victim traumatic episodes’ with 59% of the respondents 
citing involvement in an episode [6]. Other studies have 
shown that experienced consultant surgeons are less likely 
to report emotional impacts of AEs; however, this may be 
attributed to a historical attitude of suffering in silence [7]. 
It has also been identified that female gender is an independ-
ent risk factor for second victim symptoms; however, female 
respondents were noted to display more constructive coping 
strategies [6].

Comparing our study to previous studies, 75% of respond-
ents reflected on an incident with a Clavien-Dindo score of 
3 or higher. This is broadly similar to British surgical data, 
where 67.9% events were grade 3a or above [15]. It was 
noted that a higher severity of harm has been described as a 
risk factor for greater emotional impact [15]. Other risk fac-
tors for second victim syndrome include first patient death, 
death occurring in healthy individual, self-blame for event, 
paediatric cases and a ‘connection”’ to the patient [12].

Physical and emotional responses

A majority of our respondents (n = 11, 68.8%) describe 
physical or emotional symptoms, with anxiety, guilt and 
sleep problems being the most reported (Table 2). This 
reflects international data [7, 14, 15, 28]. Other reported 
symptoms include impact on personal or professional rela-
tionships, anger or irritation. These have been well described 
in international literature with varying duration.

One respondent had a score > 4 in the PC-PTSD-V; how-
ever, seven (43.8%) reported one or more PTSD symptom 
(Table 3). The prevalence of PTSD symptomatology shows 
these are not fleeting symptoms or worries but significant 
emotional responses. The reports of PTSD symptoms in 
other literature varies from 0.3 to 35.7%; however, a variety 
of screening tools have been reported [15, 22].

Influencing factors

Despite not feeling responsible for the event itself, and 
describing external influences that contributed to the event, 
respondents still describe symptoms of second victim syn-
drome (Table 4). The AEs were recognised risks of proce-
dures in 7 (43.8%) cases; however, trainees are still report-
ing significant emotional symptoms associated with them. 
Turner demonstrates that in comparing surgeon responses to 
errors versus complications that both groups display signifi-
cant adverse emotional impacts [15]. Although a recognised 
complication is more predictable than an error, the impact is 
perceived in a similar fashion.

Coping strategies

Previous meta-analysis showed that healthcare workers dis-
play a complex and multifactorial variety of coping mech-
anisms, the most frequently reported strategies were pro-
active, or task orientated such as taking steps to manage the 
event and taking steps to improve one’s own practice [29]. 
The least reported strategies were avoidant with healthcare 
professionals instead choosing to discuss the event with col-
leagues, provide apologies and disclose the event [28, 29].

Medical professionals frequently opt to discuss AEs or 
errors with colleagues over family or friend [7, 11, 29, 30]. 
This is echoed in our responses, with most respondents 
discussing the case with a colleague, rather than a family 
member (Table 5). Of note, 66.6% (n = 8) of these discussed 
the case with a senior consultant colleague, suggesting open 
working relationships up the channel of command. Reflect-
ing on such events with colleagues can be helpful as they 
might have been through a similar event, or experienced 
similar emotions in the past. Perceived support from col-
leagues has been shown to have a protective impact and 
reduce emotional impact on healthcare workers [24]. This 
indicates there is a role for formal peer support programmes.

It is notable that none of our respondents used local or 
national support systems in the period following the AE. A 
recent UK paper reported that similarly only 2.7% reported 
having access to a formal support service [15]. A formal 
peer support initiative, the RISE programme, in John Hop-
kins proved to be an effective support tool as well as a pre-
dicted annual cost savings of 1.81 million US dollars [28, 
31]. Only 16% of users were physicians, and the authors 

Table 6  Responses to impact of training in preparation for emotional 
impact of adverse events

Likert -scale repsonse N % of total

1 (not all prepared) 3 19%
2 4 25%
3 4 25%
4 3 19%
5 (well prepared) 2 13%



1823Irish Journal of Medical Science (1971 -) (2023) 192:1819–1824 

1 3

report initial challenges in getting healthcare workers to seek 
out and use the service [28]. A surgeon developed and sur-
geon led peer support programme developed by El Hechi 
et al. has shown promising results at 1 year, users reported 
satisfaction with the programme and were likely to recom-
mend it to a colleague [30].

Preparedness for event

This study suggests that surgical trainees in Ireland do not 
feel ready to manage the emotional impact of AEs or com-
plications and that their training could prepare them more 
effectively. This has been mirrored in international surveys 
with recommendations that healthcare organisations and 
training bodies take steps to introduce support systems and 
training for healthcare workers [6, 11, 12, 29, 32].

There has been a push to broaden surgical training with 
the successful introduction of human factors training in 
Ireland, the commencement of Schwartz rounds in some 
centres suggests a shift in culture [33]. Despite this, our 
respondents still have symptoms suggestive of emotional 
distress and felt unprepared to manage it. Potential solutions 
include confidential peer support programmes as described 
above, emotional first aid, prompt debriefing and the oppor-
tunity for a break from professional activities [6, 11, 12, 21, 
28, 29, 32]. There will also be a requirement for a larger 
cultural shift to a ‘no blame’ open culture, and normalisation 
of engagement with support services [15, 28].

Study limitations

Limitations to our pilot study include the small numbers lim-
iting in depth statistical analysis and the lack of a validated 
tool to assess for ‘second victim’ symptoms. Such a tool is 
undergoing development and validation; however, the symp-
toms we assessed for our well-reported across international 
literature in this setting [24]. Larger studies in the Irish and 
urology setting are needed to allow for statistical analysis 
and to provide data that would assist in the formation of 
support programmes and structures.

Conclusion

We have presented the results of the first survey In Irish 
healthcare workers and the first in Irish urologists about the 
emotional response to AEs in a patient. Doctors are human, 
and error is an inevitable risk even within modern healthcare 
systems. As a result of this ‘humanity’, we experience emo-
tional as well as mental responses to these mistakes or out-
comes. We have demonstrated that these responses occur in 
Irish urology trainees. Healthcare organisations have taken 
steps to develop standardised procedures to investigate and 

report these AEs and develop mandatory open disclosure 
policies to protect patients. However, there would seem to be 
a lack of support structures available to doctors and perhaps 
a lack of willingness to seek these supports. More research is 
needed in the Irish context, and in the wider urology sphere, 
and steps need to be taken by healthcare management and 
supervising bodies to ensure these supports are developed 
in conjunction with the relevant stakeholders. As Wu first 
said in 2000, ‘Physicians will always make mistakes. The 
decisive factor will be how we handle them’ [5].
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