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Second 
Victim 

A healthcare provider involved in an unanticipated adverse patient event, 
medical error, and/or a patient related–injury who becomes traumatized by the 
event.8  

First 
Victim 

Patients who are directly impacted or harmed by an adverse event or medical 
error.8  

Critical Incidents and Adverse Events 

Critical Incident Impact 
Severity of stress related to a critical incident is determined by personal interpretation of the 
event, perceived seriousness of the incident, length of exposure, pre-existing coping strategies, 
and available social support.9  The factors that determine whether an incident is traumatic are 
subjective and variable.  It is normal and acceptable for each person to interpret and cope with 
the same incident in a different manner. 

When a critical incident occurs, a cascade of emotions may overwhelm an otherwise healthy 
individual’s coping skills.10  For this reason, healthcare providers involved in critical incidents are 
often termed “second victims.”11  Second victims are affected by the impact of the incident on 
the first victims8 and may suffer from feelings of guilt, shame, distress, anger, and  isolation in 
the workplace.  They may also suffer adverse health effects.11  These symptoms can result in 
reduction in work performance, burnout, poor sleeping habits, inability to concentrate, excessive 
alcohol consumption, and contemplation of a career change.11,12 

Individual Effects 
Acute Traumatic Stress 
Acute traumatic stress occurs soon after the incident and negatively affects quality of life both at 
work and home.1  Symptoms of acute traumatic stress can include sleep disturbance, 
withdrawal, poor concentration, changes in interactions with others, depression, anxiety, and 
excessive use of illegal substances or alcohol.10,13,14 

Posttraumatic Stress Disorder (PTSD) 
When traumatic stress is not appropriately addressed directly following a critical incident, 
individuals become at risk of PTSD (Figure 1).13,15,16  PTSD is characterized by clinically 
significant distress symptoms that persist longer than one month and can result in permanent 
disability, further affecting the second victim’s ability to assume optimal patient care 
responsibilities.10 
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Figure 1. Relationship between acute stress and post-traumatic distress disorder 
following a critical incident. 
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Management of Traumatic Responses  
The CRNA and SRNA have provided the supportive environment necessary for the patient’s 
understanding and recovery, but as the second victim, the anesthesia professional may require 
the same support as they move through their personal coping process.12  Crisis interventions 
support all victims impacted by a critical incident, and help second victims understand and 
normalize their emotional reactions and prevent long-term consequences, such as PTSD.1,13,16,17  
These interventions may include debriefing, counseling, screening for the need for longer-term 
therapy, and referrals for further mental health treatment.  Several types of interventions may be 
implemented on a one-on-one basis or in small groups.  The most commonly utilized 
interventions are briefly described below. 

Intervention Strategies for Managing Critical Incident Stress 

Critical Incident Stress Management (CISM) Model 
The CISM model is a comprehensive, multicomponent program to maintain or restore the 
individual(s) involved to their usual state of health by alleviating the severe effects of traumatic 
stress.17-19  The interventions are conducted throughout three stages of the model: pre-crisis, 
acute crisis, and post-crisis to address preparing for an incident, the reactions that immediately 
follow an incident, and the possible long-term effects from experiencing a critical incident.  
Critical incident stress management model may be used by individuals, families, and 
organizations and should be facilitated by trained personnel.  The seven core components of 
CISM are briefly discussed below.10 

Pre-Crisis Stage Intervention 
Pre-crisis preparation 
This phase of the model occurs prior to a critical incident.  It includes stress management and 
stress resistance education, instruction in relaxation techniques, and developing and 
strengthening coping skills. 
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Acute Crisis Stage Interventions 
Demobilization and consultation 
This intervention occurs immediately after the incident to assess immediate reactions to the 
event and provide information on next steps.  This session typically lasts 10-15 minutes and is 
led by a person of authority.  After the short session, all parties are encouraged to relax for 
approximately 20 minutes prior to returning to work.  The goal of this brief session is to 
immediately assist individuals in understanding and managing their preliminary reactions to the 
event. 

Defusing 
A defusing session is an extension of the demobilization and consultation session and occurs 
after the work day, but before the involved parties depart for the day.  This session is conducted 
by a person of authority and typically lasts an hour. The purpose of this intervention is to recount 
the details of the event, provide information about potential emotional reactions, offer support, 
and allow individuals to express his or her concerns surrounding the incident. 

Critical Incident Stress Debriefing (CISD) 
Critical incident stress debriefing was originally used for emergency service workers, but has 
been found to be useful in the healthcare field.  It is highly recommended1,9,10,12,15,20-25  and the 
most frequently used component of CISM.17,25  CISD is designed to accompany the other 
components of this model and should not be used as a stand-alone intervention.  Rather, facility 
policies should include CISD in the comprehensive CISM that incorporates the other important 
elements. 

This intervention involves a structured group discussion that occurs one to three days after the 
critical incident.  The debriefing session should include all staff from the same discipline and 
department who were involved in the critical incident.12  The session is designed to provide 
closure, alleviate signs and symptoms of acute distress, and assess the need for individual 
follow-up.  Emotional support, better mental health of the group, increased job retention, 
reduced symptoms, and increased productivity are reported benefits of CISD.1,10,15,20,22,24  The 
seven phases of formal debriefing include introduction, fact phase, thought phase, reaction 
phase, symptom phase, teaching phase, and re-entry phase.25 

One-on-one crisis intervention 
Crisis intervention includes counseling or provision of psychological support throughout the full 
range of the crisis spectrum.  The goal is to guide each person back to the level of functioning 
prior to the incident.  

Family critical incident stress management 
Critical incidents have a significant and devastating impact on families.  Family crisis 
intervention supports the family, promotes patient-provider communication, and provides 
direction towards closure.  

Post-Crisis Stage Intervention 
Follow-up and referral for treatment 
Critical incidents have overwhelming effects on all parties involved.  There may be a need for 
long-term psychological treatment.  Therefore, it is important that a follow-up and referral 
mechanism is established for anesthesia providers and their families. 
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Resources 

• A Primer on Critical Incident Stress Management by the International Critical Incident
Stress Foundation 

• Critical Incident Stress Management Peer Support Training Seminars

Briefing-Debriefing Model 
The briefing-debriefing method is primarily used prior to and following surgical procedures, 
regardless of whether or not a critical incident occurred.26,27  The goal of this process is to 
establish a platform for reducing communication barriers and encouraging openness among the 
healthcare team members.26  Typically the lead surgeon acts as facilitator, employs a debriefing 
checklist, and opens the debriefing process by asking for introductions.  The facilitator then asks 
an ice breaker question to create a sense of cohesion amongst the group.  The team is 
encouraged to share any concerns that could impact patient care.  Once the briefing is complete, 
the surgery commences.   

Following surgery, the debriefing stage allows all healthcare staff to reflect and voice concerns 
regarding the procedure.  The debriefing stage has an educational tone and may include 
encouraging remarks regarding the procedure.  It may also be problem-solving focused, aimed 
at identifying and discussing near misses, equipment deficiencies, and/or patient safety issues. 
The entire process is brief, approximately three minutes for each session.  This method has 
been reported to improve interdisciplinary communication and teamwork in the operating 
room,27 which is essential in the event that a critical incident occurs.  

Resources 

• “Briefings, debriefings: Path to safer care” article
• “Implementing Standardized Operating Room Briefings and Debriefings at a Large

Regional Medical Center” article

Considerations for Critical Incident Stress Management Program Development 
Currently, few facilities have established CISM policies,28-30 and many CRNAs report feeling 
underprepared to cope with the after-effects of a critical incident.30  Professional interventions in 
the workplace are beneficial to both healthcare providers and patients and are essential to 
ensure quality healthcare.14,31,32  Critical incident stress management programs support 
development of healthy coping mechanisms and may improve work engagement with 
associated reduction in stress-related illness absences.31 

Key elements to consider in establishing a CISM program or policy: 

• Preparation Component: To provide education regarding critical incident stress and what
to expect when an incident occurs.

• Prevention Component: Training in relaxation techniques that may provide comfort to
prevent the coping system from being overwhelmed.31,32

• Debriefing Sessions: These are strongly encouraged for healthcare providers involved in
a critical incident, but not be mandatory.31  They should also be available on request by
any member of the healthcare team.29

• Interventions: Led by mental health professionals who are experienced in the debriefing
process and not directly involved in the critical incident.22,28,31
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• Confidential and Non-judgmental: All intervention participants should be assured that all
discussions are confidential and non-judgmental.31

• Evaluation Process: Evaluation of the CISM program following the event provides staff
with the opportunity to reflect, assess the effectiveness of the program and contribute to
the ongoing improvement and engagement with the program.9,17,22,31

Strategies for implementing a CISM program or policy: 

• Management support of a CISM program is vital for the program’s success.29

Management and supervisory staff should be trained prior to implementing the CISM
program facility-wide.

• When educating staff, emphasize that management fully supports the policy.
• Develop a robust policy communication plan that includes how to access support

resources for those who are experiencing traumatic stress or have been involved in a
critical incident.

• Extensively communicate through vehicles such as staff meetings and notices posted
throughout the facility.

• Seek employee feedback so questions and concerns may be addressed.
• Provide continuous educational opportunities after the policy has been implemented to

support employees and encourage use of services.

Disclosure 
Communication is a key factor in both preventing and coping with critical incidents.  It is 
imperative to establish open and effective communication with patients and their families.  A 
growing number of institutions and providers have embraced the concept of disclosure.  
However, challenges regarding disclosure still exist as organizations struggle with issues of 
when, what, how, and why to disclose.  There are three types of disclosure:33 clinical, 
institutional, and large-scale disclosure.  This document discusses clinical disclosure, which 
addresses the provider-patient relationship.  

History of Disclosure 
Historically, disclosure of critical incidents to patients was rare due to concerns about 
professional preservation and fear of litigation.33,34  In recent years, national and international 
governments, accrediting bodies, and healthcare institutions have taken measures to address 
acts of disclosure.  Federal and state governments have increasingly enacted legislation to 
address the use of disclosure in litigation.  More legislation is necessary in order for providers to 
feel comfortable with disclosure.35   

Why disclose a critical incident or adverse event? 
There are several reasons why a healthcare provider may disclose an unanticipated event or 
adverse outcome to the patient.  Patients have reported a desire and expectation to be informed 
of the outcomes of their care.6,33,34,36,37  Patients are unable to make informed decisions and 
consent to subsequent treatment if they are not completely aware of the adverse event.33,36  In 
addition to serving the patient, disclosure creates an opportunity for the provider to validate the 
patient’s concerns and to offer empathy which may emotionally benefit the healthcare provider 
as well.36 
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Some accrediting organizations, such as The Joint Commission, have added language to their 
standards requiring licensed practitioners to disclose unanticipated outcomes to patient and 
families.38  In addition, ethical and professional codes of conduct encourage the disclosure of 
unanticipated outcomes to patients.6,33,36,37,39  The AANA Code of Ethics for the Certified 
Registered Nurse Anesthetist provides language that supports protecting patients and attending 
to their needs, “The CRNA protects the patient from harm and is an advocate for the patient’s 
welfare.”30  

Is disclosure always appropriate? 
Research suggests that disclosure may not always be in the patient’s best interest.  Situations 
in which a provider may wish to refrain from disclosing an unanticipated outcome include: if the 
patient’s safety will be at risk, if there is potential for abuse or neglect by the patient’s family 
member, or if there is a police investigation of the incident.40  In addition, both patients and 
healthcare providers agree minor medical errors that pose no harm do not warrant disclosure.34 

Disclosure and systems improvement 
Disclosure may benefit systems improvement because issues that contributed to the critical 
incident may be revealed.33  Incident or root cause analysis led by the facility performance 
improvement or risk management team is vital for systems improvement and prevention of 
future occurrences.6  Without incident analysis, incident reporting is ineffective.  When 
disclosure is integrated with patient safety and risk management activities, it supports a culture 
of patient safety and quality improvement.41,42 

Barriers to disclosure 
The most commonly identified barrier to disclosure is fear.33,36,37  Healthcare providers often 
equate disclosure with liability, and have eschewed disclosure due to an inherent fear of 
professional sanctions36 and litigation.37  An additional perceived barrier to disclosure has been 
uncertainty regarding the quantity of information that should be shared with patients.41  Due to 
the lack of transparency in prior decades, healthcare providers are also often not aware of what 
information is appropriate for inclusion in disclosure.41  The culture within an institution can be a 
barrier to adopting new policies and practices.  Therefore, organizations must assess and alter 
the facility culture among healthcare providers and afford them the support needed to embrace 
disclosure practices.33 

Considerations for disclosure policy development 
The 2013 AANA Critical Incidents and Adverse Events Open Forum Evaluation Results30 
revealed that 70.6 percent of respondents were unaware of a disclosure process or policy within 
their organization.  Although healthcare professionals are concerned about addressing patients’ 
requests for transparency, limited information exists on effective disclosure strategies.41  An 
institutional disclosure and apology policy should include staff training on adverse events, 
disclosure, apology, and a protocol for reporting critical incidents.  The policy should also 
include a provision for an analysis of the investigation findings after a critical incident occurs and 
is reported.  These components will contribute to the learning process and potentially decrease 
the frequency of adverse events. 

The AANA encourages healthcare organizations to develop a policy for anesthesia providers 
and all healthcare professionals to use as a guide to navigate through the disclosure process. 
The CRNA, the facility, and their respective liability carriers should align their strategy and 
process for the disclosure of adverse events.  This policy will foster public confidence in the 
healthcare system by emphasizing transparency and future prevention strategies. 

7 of 10 

American Association of Nurse Anesthesiology | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com 
Professional Practice Division l 847-655-8870 l practice@aana.com 

mailto:practice@aana.com


8 of 10 

American Association of Nurse Anesthesiology | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | 
AANA.com Professional Practice Division l 847-655-8870 l practice@aana.com 

The disclosure process should be promoted and outlined in an institution’s critical incident 
stress management policy or program and encompass the following:34,36,40 

• Establish an internal system for reporting adverse events, including the method for
analyzing the reports, which serves to improve systems processes.

• Identify the situations in which disclosure and reporting are appropriate within the facility
and externally to particular regulatory agencies.

• Provide a process for investigating the unanticipated event, which may include a
disclosure team of key healthcare professionals (i.e., a high-level administrator, a patient
care liaison assigned to address patient concerns, and a clinically-trained individual
possessing skill in adverse events management).

• Encourage disclosure practices with an emphasis on prevention and patient safety
rather than punitive sanctions.

• Provide an outline of possible information and timeline that may be considered when
developing the patient and family disclosure meeting(s).

• Indicate the information to be documented in the provider’s record of disclosure (e.g.,
objective details of the incident, all parties involved in the disclosure meeting).

• Emphasize the importance of communication between the patient care liaison and the
patient.  The patient care liaison may support the patient to access additional services
and be the main point of contact for future concerns.42

Conclusion 
In order for critical incident stress management and the disclosure process to become an 
organizational norm, organizational leadership and administrative support are essential.  
Educational training programs for staff should aim to promote and enhance the disclosure 
process by offering guidance on managing crucial conversations with patients and their families 
while allowing the provider to exhibit empathy regarding the incident.  Coping skills and empathy 
to enhance patient communication skills should be addressed in the training program.  
Transparent and caring healthcare organizations that provide the healthcare team, patients, and 
their families with the resources and emotional support after an adverse event are more likely to 
be trusted in the future.  Anesthesia professionals will be most successful in managing adverse 
events if they are supported through the disclosure and coping process by organizational 
leadership, colleagues, and facility policy.  Anesthesia professionals are encouraged to 
investigate alternative resources and counseling opportunities if they do not exist at their 
institution. 

References 
1. Antai-Otong D. Critical incident stress debriefing: a health promotion model for

workplace violence. Perspect Psychiatr Care. Oct-Dec 2001;37(4):125-132, 139.
2. Kohn LT. To err is human: building a safer health care system Institute of Medicine.

http://books.nap.edu/openbook.php?isbn=0309068371 (Accessed 10 Oct 2013). 1999.
3. Thomas EJ, Studdert DM, Burstin HR, et al. Incidence and types of adverse events and

negligent care in Utah and Colorado. Med Care. Mar 2000;38(3):261-271.
4. Kohn LT. The Institute of Medicine report on medical error: overview and implications for

pharmacy. Am J Health Syst Pharm. Jan 1 2001;58(1):63-66.
5. Engel KG, Rosenthal M, Sutcliffe KM. Residents' responses to medical error: coping,

learning, and change. Acad Med. Jan 2006;81(1):86-93.
6. Manser T. Managing the aftermath of critical incidents: meeting the needs of health-care

providers and patients. Best Pract Res Clin Anaesthesiol. Jun 2011;25(2):169-179.

mailto:practice@aana.com
http://books.nap.edu/openbook.php?isbn=0309068371


9 of 10 

American Association of Nurse Anesthesiology | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | 
AANA.com Professional Practice Division l 847-655-8870 l practice@aana.com 

7. Devencenzi T, O'Keefe J. To err is human: supporting the patient care provider in the
aftermath of an unanticipated adverse clinical outcome. Int J Emerg Ment Health. Spring
2006;8(2):131-135.

8. Scott SD, Hirschinger LE, Cox KR, McCoig M, Brandt J, Hall LW. The natural history of
recovery for the healthcare provider "second victim" after adverse patient events. Qual
Saf Health Care. Oct 2009;18(5):325-330.

9. Mitchell AM, Sakraida TJ, Kameg K. Critical incident stress debriefing: implications for
best practice. Disaster Manag Response. Apr-Jun 2003;1(2):46-51.

10. Caine RM, Ter-Bagdasarian L. Early identification and management of critical incident
stress. Crit Care Nurse. Feb 2003;23(1):59-65.

11. Seys D, Wu AW, Van Gerven E, et al. Health care professionals as second victims after
adverse events: a systematic review. Eval Health Prof. Jun 2013;36(2):135-162.

12. Bacon AK, Morris RW, Runciman WB, Currie M. Crisis management during anaesthesia:
recovering from a crisis. Qual Saf Health Care. Jun 2005;14(3):e25.

13. Bell JL. Traumatic event debriefing: service delivery designs and the role of social work.
Soc Work. Jan 1995;40(1):36-43.

14. Vaithilingam N, Jain, S, and Davies D. . Clinical governance. Helping the helpers:
debriefing following an adverse incident. TOG. October 2008;10(4):251-256.

15. Campfield KM, Hills AM. Effect of timing of critical incident stress debriefing (CISD) on
posttraumatic symptoms. J Trauma Stress. Apr 2001;14(2):327-340.

16. Laposa JM, Alden LE, Fullerton LM. Work stress and posttraumatic stress disorder in ED
nurses/personnel. J Emerg Nurs. Feb 2003;29(1):23-28.

17. Everly GS, Jr., Flannery RB, Jr., Eyler VA. Critical Incident Stress Management (CISM):
a statistical review of the literature. Psychiatr Q. Fall 2002;73(3):171-182.

18. Flannery RB, Jr. Critical incident stress management and the assaulted staff action
program. Int J Emerg Ment Health. Spring 1999;1(2):103-108.

19. Mitchell JT. Stress. Development and functions of a critical incident stress debriefing
team. JEMS. Dec 1988;13(12):42-46.

20. Irving P, Long A. Critical incident stress debriefing following traumatic life experiences. J
Psychiatr Ment Health Nurs. Aug 2001;8(4):307-314.

21. Ireland S, Gilchrist J, Maconochie I. Debriefing after failed paediatric resuscitation: a
survey of current UK practice. Emerg Med J. Jun 2008;25(6):328-330.

22. Hollister R. Critical incident stress debriefing and the community health nurse. J
Community Health Nurs. 1996;13(1):43-49.

23. Iacono M. Critical incident stress debriefing: application for perianesthesia nurses. J
Perianesth Nurs. Dec 2002;17(6):423-426.

24. Maloney C. Critical incident stress debriefing and pediatric nurses: an approach to
support the work environment and mitigate negative consequences. Pediatr Nurs. Mar-
Apr 2012;38(2):110-113.

25. Regel S. Post-trauma support in the workplace: the current status and practice of critical
incident stress management (CISM) and psychological debriefing (PD) within
organizations in the UK. Occup Med (Lond). Sep 2007;57(6):411-416.

26. Papaspyros SC, Javangula KC, Adluri RK, O'Regan DJ. Briefing and debriefing in the
cardiac operating room. Analysis of impact on theatre team attitude and patient safety.
Interact Cardiovasc Thorac Surg. Jan 2010;10(1):43-47.

27. Berenholtz SM, Schumacher K, Hayanga AJ, et al. Implementing standardized operating
room briefings and debriefings at a large regional medical center. Jt Comm J Qual
Patient Saf. Aug 2009;35(8):391-397.

mailto:practice@aana.com


10 of 10 

American Association of Nurse Anesthesiology | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | 
AANA.com Professional Practice Division l 847-655-8870 l practice@aana.com 

28. Healy S, Tyrrell M. Importance of debriefing following critical incidents. Emerg Nurse. 
Mar 2013;20(10):32-37.

29. Garmany JD, Gonzalez F, Ketron M, et al. Implementation of critical incident stress 
debriefing at the Johnson City Medical Center Emergency Department. Tenn Nurse. Aug 
1998;61(4):20-22.

30. AANA Critical Incidents and Adverse Events Open Forum Evaluation Results. Park 
Ridge, IL: American Association of Nurse Anesthesiology; 2013.

31. Spitzer WJ, Burke L. A critical-incident stress debriefing program for hospital-based 
health care personnel. Health Soc Work. May 1993;18(2):149-156.

32. Dietz D. Debriefing to help perinatal nurses cope with a maternal loss. MCN Am J Matern 
Child Nurs. Jul-Aug 2009;34(4):243-248.

33. Eaves-Leanos A, Dunn EJ. Open disclosure of adverse events: transparency and safety 
in health care. Surg Clin North Am. Feb 2012;92(1):163-177.

34. Powell SK. When things go wrong: responding to adverse events: a consensus 
statement of the Harvard hospitals. Lippincotts Case Manag. Jul-Aug 
2006;11(4):193-194.

35. Health Care at the Crossroads: Strategies for Improving the Medical Liability System and 
Preventing Patient Injury. 2005.

36. Hebert PC. Disclosure of adverse events and errors in healthcare: an ethical perspective. 
Drug Saf. 2001;24(15):1095-1104.

37. Mazor KM, Simon SR, Gurwitz JH. Communicating with patients about medical errors: a 
review of the literature. Arch Intern Med. Aug 9-23 2004;164(15):1690-1697.

38. Doucette E, Fazio S, LaSalle V, et al. Full disclosure of adverse events to patients and 
families in the ICU: wouldn't you want to know? Dynamics. Fall 2010;21(3):16-19.

39. Crigger NJ. Always having to say you're sorry: an ethical response to making mistakes in 
professional practice. Nurs Ethics. Nov 2004;11(6):568-576.

40. Liang BA. A system of medical error disclosure. Qual Saf Health Care. Mar
2002;11(1):64-68.

41. Gallagher TH, Studdert D, Levinson W. Disclosing harmful medical errors to patients. N 
Engl J Med. Jun 28 2007;356(26):2713-2719.

42. McDonald TB, Helmchen LA, Smith KM, et al. Responding to patient safety incidents: the 
"seven pillars". Qual Saf Health Care. Dec 2010;19(6):e11.

Adopted by AANA Board of Directors April 2014. 

© Copyright 2014 

mailto:practice@aana.com



