
It was with immeasurable sadness that we
learned a veteran pediatric nurse had taken
her own life in the aftermath of a fatal
medication error (http://seattletimes.nw
source.com/html/localnews/2014830569_
nurse21m.html). KKiimmbbeerrllyy  HHiiaatttt, 50,
committed suicide on April 3, 2011, just 7
months after making a mathematical error
that led to an overdose of calcium chloride
and the subsequent death of a critically ill
infant. According to media reports, after
the infant’s death, hospital leaders termi-
nated Kimberly’s employment for undis-
closed reasons after 27 years of service by a
nurse who truly loved her profession and
job. To satisfy state licensing disciplinary
actions, Kimberly agreed to pay a fine and
accepted a 4-year probation that included
medication administration supervision at
any future nursing job. Just before her
death, she had aced an advanced cardiac
life support certification exam to qualify for
a flight nurse position. But according to
media reports, this and countless other
efforts produced no job offers, increasing
her isolation, despair, regret, hopelessness,
low self-esteem, shame, and guilt regarding
her role in the fatal error. As a testament to
her longstanding compassionate and
competent nursing care, many patients and

families who received care from
Kimberly attended her mem-
orial service to honor her. 

We don’t need to know all the
details of Kimberly’s heart-
breaking decision to take her
own life to recognize that the
healthcare industry in its
entirety utterly failed her in the
most fundamental way during
her deeply personal, social,

spiritual, and professional crisis as a
“second victim”1 of the fatal medication
error. Although the first victims of medical
errors are the patients who are harmed and
their families, the second victims are the
caregivers and staff who sustain complex
psychological harm when they have been
involved in errors that harm patients while

caring for them.1-4 We are all implicated in
Kimberly’s death by our tacit acceptance of
the way we currently treat—or fail to
treat—these second victims of errors. By
our very way of life in the healthcare
industry, we still tend to respond to harmful
and fatal medical errors in a manner that
punishes and/or isolates involved individ-
uals. Not too long ago, we kept secrets
about medical errors, trying in vain to
maintain an image of perfection in health-
care. Today, we may be making headway
with improved reporting and transparency
of medical errors. But, too often, we remain
silent and abandon the second victims of
errors—our wounded healers4—in their
time of greatest need.  

Suffering of second victims
In the very best of times, healthcare practi-
tioners are repeatedly exposed to emotional
turmoil caused by patient tragedies such as
loss of life, even when it is clinically antici-
pated.5 The deaths of patients illustrate the
complex sorrow3 intrinsic to the work of
healthcare practitioners. Thus, it is not
difficult to see how patient tragedies
caused by medical errors can shake the
involved practitioners to their very core. In
many cases, their lives fall apart. Second
victims suffer a medical emergency equiva-
lent to post-traumatic stress disorder
(PTSD).5,6 The instant patient harm
occurs, the involved practitioner also
becomes a patient of the organization—a
patient who will often be neglected.2

Fatal errors and those that cause harm are
known to haunt healthcare practitioners
throughout their life.3 The impact of the
errors is felt in their private lives, in interac-
tions with professional colleagues, and in
the context of their social life. Immediately
after the error is recognized, the practitioner
typically experiences stress-related psycho-
logical and physical reactions related to
sadness, fear, anger, and shame.1-6 They are
immediately panicked, horrified, and appre-
hensive, which is manifested by disbelief,

Use vials as intended. We recently
received a report about vials of SENSOR-

CAINE-MPF, a preservative-free, single-use local
anesthetic containing bupivacaine. The reporter
complained about difficulty in gaining access to the
vial’s rubber stopper for needle insertion, saying
that when staff try to open the vial, the rubber
stopper falls out, exposing the contents to the envi-
ronment. Because of this, nurses attempt to pierce

the vial through the
metal disc that covers
the rubber (Figure 1),
which could lead to
injecting a piece of
metal or rubber that
was cored out when
inserting the needle
(not to mention being
painful for patients
who receive an injec-
tion with a dulled nee-
dle). However, it turns
out that neither the

metal disc nor the rubber stopper is supposed to be
punctured. Instead, a tab is pulled to completely
remove the ferrule (the metal band that holds a
rubber stopper onto the vial prior to use). But
sometimes the metal tab tears before the ferrule
can be completely removed (Figure 1), and nurses
have been cut by the metal when trying to remove
the ferrule with their fingers instead
of using a hemostat. Once the ferrule
is pulled off entirely, the metal disc
that covers the rubber stopper should
be removed along with the rubber
stopper itself. Although this results in
exposing the medication to air, the
product is intended to be withdrawn
into a syringe, just as you would from
a glass ampul once opened. Any
remaining solution should be discard-
ed. Similar types of vials are used in
the operating room to pour a local anesthetic into a
bowl or basin, but the Sensorcaine-MPF vial is not
intended as a pour bottle. We spoke to APP
Pharma, the manufacturer of Sensorcaine, about
improving the closure system to reduce difficulties
when removing the ferrule. If you use this type of
product in your facility, education and ongoing
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Figure 1. Needle
puncture into metal
disc of single-use vial
of Sensorcaine-MPF. 
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shock, an increased blood pressure and
heart rate, muscle tension, rapid breathing,
extreme sadness, appetite disturbances, and
difficulty concentrating.1-4 They are often
puzzled when procedures they expected to
keep patients safe fail and an error occurs.3
While awaiting investigation of the error,
the second victim is often plagued with
fears of losing their job and the financial
consequences of unemployment and levied
fines; being labeled as incompetent or
careless by colleagues, their family, and the
patient’s family; loss of coworkers’ respect;
involvement in a civil or criminal lawsuit;
and loss of their professional license.3-5

Further fueled by negative treatment from
colleagues and their organization, within
the first weeks after the error, second
victims often experience a fear of returning
to work, isolation, loss of confidence, self-
doubt, remorse, depression, intrusive
memories, excitability, nervousness, guilt,
worry, embarrassment, anguish, humilia-
tion, a wish to make amends, frustration,
and hyper-vigilance.2-6 The months that
follow are characteristic of PTSD, which is
expressed as an inability to successfully
process the feelings of fear, sadness, guilt,
and shame.6 The traumatic event leads to
insomnia, other sleep disturbances, flash-
backs, thoughts of suicide, and a damaged
self-perception and inner security.3,4,6

Every day feels like an eternity. Serious
errors also result in competent practi-
tioners losing their licenses or leaving the
profession.3 

Supporting second victims
The second victims of errors have often
suffered in silence. It is our moral impera-
tive to change this culture of abandonment,
isolation, and punishment of second victims
to a culture that provides accessible and
effective support for these wounded
healers.4 This support must begin the
moment an event with the potential for
causing emotional distress is discovered,
and must extend for as long as deemed
necessary.6 

The second victims of errors have the right
to be treated with respect, to participate in
the process of learning from the error, to be
held accountable in a fair and just culture,

not to be abandoned by the healthcare
organization, and to be supported by their
peers and organizational leaders.2 We need
to take care of the patients and families that
are harmed by medical errors; but we also
need to take care of the practitioners
involved in the errors, especially when they
meant to do good and now find themselves
in a situation where a patient has been
harmed by their unintended actions.2 This
is not a new issue in healthcare, but one
that has taken a back seat to others. We can
no longer ignore the issue or fail to provide
the resources necessary to support the
second victims of errors.1-6

Support initiatives for second victims need
to be established and widely communi-
cated so that staff are aware of available
resources, are receptive to accepting help,
and know how to access assistance. There
are a number of resources available to
organizations to help in this regard.1-7

FFiivvee  rriigghhttss  ooff  sseeccoonndd  vviiccttiimmss..  Charles
Denham, chairman of TMIT, proposes five
human rights for second victims,2which can
be remembered by the acronym TRUST:

Treatment that is just: second victims deserve
the right of a presumption that their inten-
tions were good, and they should be able to
depend on organizational leaders for
integrity, fairness, just treatment, and
shared accountability for outcomes    
Respect: second victims deserve respect
and common decency and should not be
blamed and shamed for human fallibility 
Understanding and compassion: second
victims need compassionate help to grieve
and heal, and leaders must understand the
psychological emergency that occurs when
a patient is unintentionally harmed
Supportive care: second victims are entitled
to psychological and support services that
are delivered in a professional and organ-
ized way
Transparency and opportunity to contribute:
second victims have a right to participate in
the learning gathered from the error to share
important causal information with the
organization and to provide the victims with
an opportunity to heal by contributing to
the prevention of future events. 
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monitoring should be done to assure staff familiari-
ty and proper use. 

Tall man letters in RxNorm. We
are happy to report that, as of July 5, 2011,

the ISMP list of drug names using tall man letters
(www.ismp.org/Tools/tallmanletters.pdf) is now
incorporated in RxNorm. Accordingly, the system of
normalized names for clinical drugs links the names
to many of the drug vocabularies commonly used
in pharmacy management and drug interaction
software, including those of First DataBank,
Micromedex, Medi-Span, Gold Standard Alchemy,
and Multum. This should help in standardizing the
tall man letter formatting to those established by
ISMP, which also includes those approved by FDA.
RxNorm is operated by the US National Library of
Medicine at the National Institutes of Health. ISMP
appreciates the assistance of John Poikonen,
PharmD, in facilitating this effort.
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Tamiflu concentration
change. Earlier this week, FDA

and Genentech announced a change in the
concentration of TAMIFLU suspension
(oseltamivir phosphate) from 12 mg/mL to 6
mg/mL. The 12 mg/mL concentration will no
longer be marketed after current supplies run
out. The oral dosing device supplied with the
product is now scaled in mL instead of mg, and
the label contains revised compounding instruc-
tions for pharmacists to prepare a 6 mg/mL
oral suspension from Tamiflu capsules if a
shortage of the commercially available suspen-
sion occurs. This change aligns the pharmacy-
compounded final concentration with the new
commercially marketed concentration of 6 mg/
mL, which will reduce the risk of prescribing
and dosing errors. After numerous reports from
practitioners regarding high and low dosing
errors, ISMP alerted providers nationwide to
this risk in October 2009 and January 2011.
The commercially marketed Tamiflu product
was provided in a 12 mg/mL suspension, but
pharmacy compounding directions resulted in a
15 mg/mL concentration. Unless prescribers
specified the patient’s dose in mg, a dosing
error was possible. Pharmacists will need to
change any compounding recipe so it matches
the new labeling. The manufacturer has insti-
tuted a voluntary Take Back Program for
wholesale buyers, distributors, and pharmacies
to remove the 12 mg/mL product from the
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Denham also suggests that a “third victim”
of medical error is the healthcare organiza-
tion itself, which also sustains a wound that
can either be worsened or lessened by the
behavior of its leaders.2 Organizational
leaders often agonize over conflicting loyal-
ties to the patient, the organization, and the
staff—they, too, can be victims of a serious
error. But when second victims are aban-
doned by the leaders, the wound can infect
the culture of the organization.2 By ensuring
that second victims are supported, Denham
suggests that the organization and its leaders
can shoulder the outcome and heal.  

TMIT recently presented a free webinar on
the topic of second victims of medical
error—AA  HHoossppiittaall  AAcccciiddeenntt::  LLeessssoonnss
LLeeaarrnneedd——AA  DDeeaatthh,,  AA  CCoonnvviiccttiioonn,,  aanndd  AA
HHeeaalliinngg.. Webinar materials can be
downloaded at: www.safetyleaders.org/web
inars/indexWebinar_June2011.jsp. 

MMIITTSSSS  ttoooollkkiitt..  Medically Induced Trauma
Support Services (MITSS) is a nonprofit
organization whose mission is to support
healing and restore hope to patients,
families, and clinicians impacted by adverse
events. Their website (www.mitsstools.org/
tool-kit-for-staff-support-for-healthcare-
organizations1.html) provides an extensive
set of TToooollss  ffoorr  BBuuiillddiinngg  aa  CClliinniicciiaann  aanndd
SSttaaffff  SSuuppppoorrtt  PPrrooggrraamm. Included in the
toolkit are a quick 1-page assessment
designed to give organizations a snapshot of
where they stand regarding staff support in
the wake of an error, and a comprehensive
work plan for building a support system.  

IISSMMPP  rreeffeerrrraall.. Since its origin, ISMP has
provided free, professional and emotional
support to the second victims (as well as the
third victims) of serious errors. Ongoing
discussions at any time of the day, support
and follow-up as needed, assistance with
meeting requirements for presenting or
attending educational programs and
providing community service, and onsite
support and/or testimony during licensing
board hearings and criminal proceedings
are just a few of the services we offer to
second victims of errors. We can also
provide these victims with a sense of
community, rather than isolation, by putting
them in contact with other second (and

third) victims who have been through
similar experiences.

IIHHII  wwhhiitteeppaappeerr..  The Institute for Health-
care Improvement (IHI) offers a white
paper7 on RReessppeeccttffuull  MMaannaaggeemmeenntt  ooff
SSeerriioouuss  CClliinniiccaall  AAddvveerrssee  EEvveennttss, which can
be found at: http://www.ihi.org/knowledge/
Pages/IHIWhitePapers/RespectfulManage
mentSeriousClinicalAEsWhitePaper.aspx.
This is a comprehensive resource for
responding to harmful patient events,
which includes supportive actions for the
second victims of errors. 

SSeeccoonndd  vviiccttiimm  rraappiidd--rreessppoonnssee  tteeaamm.. Susan
Scott et al.5 provides details about deploy-
ing a second victim rapid-response team in
the immediate wake of a harmful error.
Similar to medical rapid response teams
used to manage acute patient deterioration,
the authors show how a dedicated team
with knowledge and experience in
supporting practitioners during the acute
stages of emotional trauma can significantly
aid the recovery of second victims.   

Conclusion
ISMP urges organizations to develop a crisis
management plan that includes a formal
infrastructure for second victim support
before it is needed. Make no mistake,
harmful events happen in all organizations,
and you need to be prepared before the
emotions of a harmful event lead organiza-
tional leaders down a reactive and punitive
pathway that could later lead to regret. 

We can’t help but wonder whether
Kimberly would still be a valuable and
competent nurse working within a profes-
sion she loved today if she had been
provided with formal psychological,
emotional, and professional support from
the healthcare industry where she had
devoted most of her life. In no way do we
minimize the tragedy of the infant’s death in
this event. However, the death of Kimberly
Hiatt is no less tragic. It’s too late for
Kimberly, but her story can serve as a
catalyst for one of the most needed changes
in healthcare—support of the second
victims of errors, our wounded healers.   

References appear in the left column.
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ISMP webinar. On August 17, ISMP will
present The Joint Commission (TJC)
Medication Management Update 2011.
Learn about the 2011 medication-related stan-
dards and national patient safety goals. Darryl
S. Rich, PharmD, a Joint Commission surveyor,
will discuss compliance issues found during sur-
veys and how to avoid them. For details, visit:
www.ismp.org/educational/webinars.asp.
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prohibited without permission. Report medica-
tion errors to the ISMP National Medication
Errors Reporting Program (MERP) at 11--880000--
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were received through the MERP. ISMP guaran-
tees confidentiality of information received and
respects reporters' wishes as to the level of detail
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marketplace. Be sure to participate in the Take
Back Program before the next flu season. If the
old formulation remains in stock, a patient may
receive either concentration (6 mg/mL or 12
mg/mL) from their pharmacy. For additional
information and a new dosing table, go to:
www.fda.gov/Drugs/DrugSafety/ucm
261686.htm#Oral_Dispensing_Device.
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