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Abstract

Background/Objectives: The second victim phenomenon is increasingly recognized as a
significant issue affecting nurses involved in adverse events resulting from clinical decisions
or interventions. Although patients and families, considered the first victims, are directly
impacted, nurses often undergo challenges as second victims. With the growing awareness
of these effects, this study aimed to map recent evidence on the second victim phenomenon
among nurses in Western countries. Methodology: A Scoping Review was conducted
following the Joanna Briggs Institute methodology in September 2024 and updated in
November 2025. Eligibility criteria were defined using the PCC (Population, Concept,
Context) framework. Searches were performed in PubMed, CINAHL, SciELO, and Scopus.
Two independent reviewers carried out study selection, data extraction, and synthesis.
Rayyan® supported screening, performed in two phases: title/abstract review and full-
text analysis. Data extraction was conducted in Excel®, and data were analyzed using
descriptive statistics and categorized into thematic areas. The review followed PRISMA-ScR
guidelines and was registered in the Open Science Framework. Results: Of the 111 articles
retrieved, 39 met the inclusion criteria. Evidence shows that although several support
programs exist for nurses as second victims, they are often perceived as inadequate or
inconsistently implemented. Second victim experience is associated with physical (e.g.,
sleep disturbances), emotional (e.g., fear), and psychological (e.g., distress) symptoms,
with consequences such as absenteeism, professional dissatisfaction, loss of meaning in
life, and even suicide. Conclusion: Findings highlight the need for more comprehensive,
accessible, and consistently implemented support strategies to meet the complex needs of
nurses affected by the second victim phenomenon.

Keywords: nurse; medical errors; occupational stress; adverse effects; psychological trauma;
patient safety; second victim phenomenon; second victim syndrome
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1. Introduction

Medical errors represent a major public health concern in the United States and are
ranked as the third-leading cause of death after heart disease and cancer [1,2].

The Institute of Medicine report “To Err Is Human” emphasizes the critical impor-
tance of preventing such errors, especially in healthcare, where the consequences for first
victims (patients and their families) can be devastating and irreversible, including death
and permanent disability, and where errors can have a significant impact in healthcare
professionals [3,4]. When errors occur, a domino effect ensues, affecting four groups: the
patient and family (first victims), healthcare professionals (second victims), the institution’s
reputation (third victim), and patients who are subsequently harmed (fourth victims) [1].

In this context, the concept of the second victim phenomenon emerged, as originated
by Albert Wu [5], to characterize the emotional and psychological impact of medical errors
on healthcare professionals [5].

The second victim phenomenon describes the impact of errors causing preventable
patient harm on healthcare professionals [6,7]. It is also referred to as second victim
syndrome, which describes the significant emotional, psychosomatic, and psychological
distress experienced by healthcare professionals following adverse patient events [8,9]. In
this paper, we adopt the broader concept of the second victim phenomenon to frame our
analysis, clearly distinguishing it from the more clinical framing of second victim syndrome.

Given nurses’ central role in direct patient care, care coordination, medication admin-
istration, and clinical surveillance, nursing practice is closely linked to both the prevention
and occurrence of medical errors. Nurses are the health professionals most affected by the
second victim phenomenon [10]. Representing the largest professional group within the
healthcare workforce, they are exposed to continuous pressures and complex challenges,
such as heavy workloads, frequent rapid response interventions, and the management
of critically ill patients, which increase their susceptibility to errors [11]. According to
Strametz et al. [12], 59% of nurses experience the second victim phenomenon at least once
during their careers.

It is known that unmitigated recovery of a second victim can contribute to job insecu-
rity, absenteeism, turnover intentions, increase invasive rumination, and a loss of joy and
meaning in work [13-16]. Other researchers identify additional consequences from this
phenomenon in daily nursing life, such as loss of self-confidence and self-efficacy, shame,
self-blame, doubts, insomnia, stress, low self-esteem, guilt, helplessness, inability to think,
confusion, exhaustion, eating difficulties, sickness, and depression [7,17].

Recognizing the second victim phenomenon as an important occupational concern,
some institutions have developed employee assistance programs and implemented support
services, including chaplaincy, counseling, and stress management resources [18]. Despite
these efforts, many healthcare organizations continue to offer limited support for their
nursing professionals [19].

The literature also reports that the second victim phenomenon is still neglected in
medical and nursing curricula in European universities [20].

This phenomenon has generated, in the last years, a special interest among re-
searchers [10]. However, concerns remain regarding the institutional support desired
by nurses, consequences for their personal and professional life, and the profile of the
nurses who suffer more with this phenomenon in Western countries. The term “Western
countries” refers to nations primarily situated in Europe, North America, and Oceania,
which share broadly comparable healthcare systems, professional nursing structures, and
patient safety cultures [21,22]. In this study, we also included countries such as Brazil
and Israel based on these criteria, considering similarities in healthcare organization and
nursing practice, even if they are not intuitively classified as “Western” by all readers. This
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explicit definition clarifies our inclusion criteria and ensures transparency regarding the
selected countries.

Consequently, this study was designed to map recent evidence on the second victim
phenomenon among nurses in Western countries, with the goal of informing nurse man-
agers and raising their awareness of the consequences and challenges that nurses, as second
victims, are required to navigate.

2. Materials and Methods

A literature review was conducted in September 2024 and updated in November 2025,
following the methodological guidelines of the Joanna Briggs Institute (JBI) for Scoping
Reviews (SRs) [23].

The pre-established five steps were (i) formulation of the research question; (ii) iden-
tification of the relevant sources of evidence; (iii) the selection of sources of evidence for
inclusion; (iv) data collection/extraction; and (v) grouping, summarizing, and reporting
results [18].

The authors developed a search strategy and protocol. The research team comprised
nursing academy members (C.C.,, A.P,LB.,EM., HD.) and clinical nurses (H.J]., PQ., N.P).
Three of the authors have training and experience in JBI methodology to conduct SRs.

During the literature search, a systematic review by Naya et al. [9] on intensive care,
as well as reviews by Sahay et al. [7] and Catalan et al. [10], were identified as addressing
the concept. However, no review specifically focused on the research questions identified
in the present study, justifying the development of this review.

The review is reported in accordance with the PRISMA extension for SR (PRISMA-
ScR) [24] (Supplementary File S1). The protocol was registered a priori in the Open Science
Framework (https://doi.org/10.17605/OSEIO/ AGMZ2).

The PCC mnemonic (Population, Concept, and Context) was used to structure the
research question and establish eligibility criteria [23,25].

In accordance with the JBI methodology for scoping reviews, a critical appraisal of the
included studies was not conducted, as the primary aim of this review was to map and
describe the available evidence rather than assess study quality.

2.1. Research Question
This study addresses the following research questions:

1. What are the specific characteristics of the healthcare services or institutions where
nurses are most frequently reported as second victims?

2. What types of support do nurses receive or have access to as second victims?

3. What are the most reported symptoms experienced by nurses identified as second
victims?

4. What types of incidents or errors are most frequently reported as leading nurses to
become second victims?

5. What forms of support are preferred and desired by nurses who experience the second
victim phenomenon?

6.  What are the most frequently reported consequences for nurses affected by the second
victim phenomenon?

2.2. Eligibility Criteria
No linguistic filters were applied as exclusion criteria for this review. The year 2000

was established as the starting point, as the concept first appeared in the literature at that
time [4]. All types of documents referring to nurses and the second victim phenomenon
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or second victim syndrome in Western contexts were included. Table 1 presents the PCC
framework used to define the eligibility criteria.

Table 1. Eligibility criteria.

PCC Framework Inclusion Criteria Exclusion Criteria
. Clinical nurses of both genders and all ages from Nursing students; other health
Population Ny . . .
all specialties professionals; veterinary nurses

e

Studies addressing the “second victim,” “second
victim phenomenon,” or “second victim syndrome,”
Concept focusing on the nurses who were involved in
medical errors and the impact of that experience
had on their professional and personal life

4

All papers focus on healthcare institutions or
Context services involving nurses as second victims in All papers reporting Eastern countries
Western countries

Primary studies (quantitative, qualitative, and
mixed methods) and literature reviews were
considered, as were reports and guidelines or other
technical documents issued by professional
regulatory bodies, professional associations,
scientific societies, or other organizations with
recognized authority and standing in the field of
human resources or people management

Format

2.3. Search Strategy

The search strategy, carried out in three stages, as established by the JBI framework
for scoping literature reviews [24], sought to locate primary studies, literature reviews,
and technical documents published until September 2024 and updated on 15 November
2025, to obtain current and relevant scientific evidence and technical documents directly
related to the topic under study. At the first stage, on 5 September 2024, a limited search
was conducted on Medline via PubMed, using truncation and operators (Boolean OR and
AND). Table 2 shows the search strategy in the MEDLINE database. At this stage, subject
headings and keywords in titles and abstracts were analyzed to inform the planning of a
subsequent search.

Table 2. Search strategy used in Medline via PubMed (5 September 2024).

Search Strategy

(“Second Victim”[tiab] OR “Second Victim Phenomenon”[tiab] OR “Second Victim Syndrome”[tiab] OR “second
victims”[tiab]) AND (“Nurses”[MeSH] OR “nurse”[tiab] OR “nurses”[tiab]) AND (“Western countries”[tiab] OR
“Western context”[tiab] OR “Europe”[tiab] OR “North America”[tiab] OR “United States”[tiab] OR “Canada”[tiab] OR
“Australia”[tiab] OR “New Zealand”[tiab]) (“Second Victim”[Title/ Abstract] OR “Second Victim
Phenomenon”[Title/ Abstract] OR “Second Victim Syndrome”[Title/ Abstract] OR “second victims”[Title/ Abstract])
AND (“Nurs*’[MeSH Terms] OR “nurse”[Title/ Abstract] OR “Nurses”[Title/ Abstract]) AND (“Western
countries”[Title/ Abstract] OR “Western context”[Title/ Abstract] OR “Europe”[Title/ Abstract] OR “North
America”[Title/ Abstract] OR “United States”[Title / Abstract] OR “Canada”[Title/ Abstract] OR
“Australia”[Title/ Abstract] OR “New Zealand”[Title/ Abstract] OR “Israel’[Title/ Abstract])).

MH—MeSH terms; * truncation.

In the second phase (20 September 2024 and an update on 15 November 2025), a
search was conducted in four databases [MEDLINE via EBSCO; Scopus; CINAHL via
EBSCO; Scientific Electronic Library Online (SciELO)]. The search strategies were adapted

https:/ /doi.org/10.3390/healthcare14040467


https://doi.org/10.3390/healthcare14040467

Healthcare 2026, 14, 467

50f 14

Identification of studies via databases and registers

to each database. Finally, in the third phase, the reference lists of the included studies were
transferred to the Rayann software® (Qatar Computing Research Institute, Doha, Qatar).

2.4. Study Selection

The selection of documents followed a rigorous methodology structured in two main
stages: screening of titles and abstracts and full-text reading, always carried out by two
independent researchers (using a blind-on process). Initially, n = 111 were identified and
were exported and uploaded to Rayyan® software (Qatar Computing Research Institute,
Doha, Qatar) for the initial elimination of duplicates. At the second stage, the studies
eligible for review were passed on for full-text reading (n = 61) and again checked against
the established eligibility criteria, which was also done using two independent, blinded
reviewers. Reasons for exclusion were standardized and reported in the two stages of
screening. Conflicts between reviewers (C.C. and H.]J.) were resolved with the intervention
of a third reviewer (P.Q.). It was previously established that, if any information was missing,
the corresponding author would be contacted whenever the data available in the paper
were insufficient or unclear. If the corresponding author did not respond within four weeks,
after two different email attempts (every two weeks), and the missing information was
essential to ensure the reliability of the extracted data, the study was excluded.

One article had missing information; the necessary clarifications were requested and
successfully obtained. The PRISMA flowchart (Figure 1) presents the total number of
records identified, as well as the reports included and excluded, indicating the reasons for
exclusion and the documents added after manually checking the reference lists.

Identification of studies via other methods

)

Reports not retrieved

(n=0)

Reports excluded:

Records identified from: N -
S PUBMED (n=33) Records identified from:
= SCOPUS (1=55) Records removed before Theses/dissertations (n=1)
é CINAHL (n=20 screening: Guidelines/consensus (n =3)
= . (n_- ) Duplicate records removed Citation searching (n=5)
3 SciELO (n=3) (n =50) Hand searching (n=3)
3 Total=111 Total=12
A
_ .
Records screened Records excluded
(n=61) (n=0)
l v
Reports sought for retrieval Repoits not retrieved Reports sought for retrieval
= (n=61) (n =0) (n=12)
e
o
; I
"] v Full-test Documents excluded:
Full-text documents assessed for -Population (n =10) o
eligibility [—» | -Context/Language (19) Reports assessed for eligibility
(n =61) - Concept (n=5) (n=12)
Total=34
SR
pd
B Documents included and identified via databases (n = 27)
= Documents included and identified via citation searching (n =12)
::: Total included studies = 39. <+

(n=0)

Figure 1. PRISMA-ScR flowchart for identifying, screening, and selecting the articles included in the

Scoping Review.
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2.5. Data Extraction

Data were extracted and synthesized by two authors independently in pairs (C.C.,
H.J., PQ.,N.P). Any disagreements between authors were discussed /analyzed with a third
reviewer (P.Q. or C.C. depending on the pair of researchers).

The extracted data were based on an instrument developed for this purpose by the
authors in Microsoft Excel®.

For each study included, the following data were extracted: title; authors; year of
publication; country; setting (service, unit, or institution); objectives; study type; sample
and data collection instrument characteristics; main findings; and specific information:
types of support provided; prevalent symptoms among nurses as second victims; most
frequent incidents reported and affecting first victims; preferred support for second victims;
and consequences that nurses experience after a clinical error.

2.6. Data Synthesis and Reporting

The main findings were aggregated, summarized, and presented in a single document
and were organized according to the key themes, including workplace characteristics where
nurses developed them actively during the event; types of support provided; prevalent
symptoms among nurses as second victims; the most frequent incidents reported affecting
first victims; preferred type of support for second victims; and consequences to second
victim nurses. The characteristics of the studies were summarized in tables using descrip-
tive statistics via Microsoft Excel® and narrative description from thematic categorization.
Concept-related data were organized and categorized into key themes by content analysis.

3. Results

The search, conducted between 5 September 2024 and 15 November 2025, identified
111 documents in the databases, including those added during the update, which con-
tributed six additional documents [11,26-30]. Duplicates (n = 50) and documents that did
not address the research questions or did not meet the inclusion criteria were excluded
(n = 34). Among these, an additional 12 documents were included through searches of
the bibliographies of the retrieved articles and relevant technical documents related to
the topic.

In the end, a total of 39 articles were included in the SR (Supplementary File S2). The
results of the search are shown in a flow diagram in Figure 1.

All retrieved documents were published between 2015 and 2025. It is important to
highlight that the majority of the retrieved documents were published after 2019, in the
post-COVID period (84.6% of the documents included in the review).

Most were primary studies (n = 19) [ i.e., qualitative studies; cross-sectional studies],
with eight secondary studies [i.e., scoping reviews; systematic reviews; literature reviews]
and twelve categorized as other designs [policy briefs (n = 1); master thesis (n = 1); guide-
lines (n = 3); technical recommendations (n = 3); methodological studies (n = 1); quality
improvement projects (n = 2); legal documents (n = 1)].

The publication language was English in 34 documents and Portuguese in five.

The country that contributed the largest number of documents was the United States
(33%) (n = 13), followed by Portugal (n = 3), Israel (n = 3), Brazil (n = 3) and Australia (n = 3)
(Figure 2).
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13

Figure 2. Geographic distribution of studies included in the scoping review.

In response to the question, “1—What are the specific characteristics of the healthcare
services or institutions where nurses are most frequently reported as second victims?”, the ex-
tracted data indicate a wide variety of care settings and nursing backgrounds. Reports
include nurses working in inpatient units [31,32], pediatric services [26,33], intensive care
units [34-36], emergency departments [11], obstetrics and gynecology services [37], and
operating rooms [4,14,38], as well as newly graduated nurses [17]. However, most docu-
ments referred broadly to nurses, either direct care providers or nurse managers, without
specifying the clinical area or focused on nurses identified as second victims or participating
in support programs [12,19,29,39-57].

The documents analyzed in response to the second question, “2—What types of support
do nurses receive or have access to as second victims?”, allowed the categorization of support
into two main categories, institutional support and personal support, each of which can
be further divided into formal and informal strategies.

The documents reviewed indicate the existence of formal programs, protocols, and
resources for emotional support as offered by institutions [4,11,12,34,43,47]. However, not
all nurses identified as second victims were aware of these institutional initiatives [17], and
many classified the institutional response as insufficient or lacking [19,27,32,40].

The formal strategies identified include access to counselling and psychologi-
cal/psychiatric services; opportunities to discuss emotional and ethical issues with struc-
tured peer groups and managers; clear information regarding institutional processes (e.g.,
root-cause analysis, incident reporting); prompt debriefing or crisis intervention; support-
ive guidance for continuing clinical duties; assistance with communicating with patients;
clarification of roles and expectations after the incident; support in actively participating in
post-incident review processes; safe opportunities to contribute insights to prevent similar
events; legal guidance after the incident; and the possibility of taking immediate time off
to recover [12,44]. Nonetheless, the literature shows that the support nurses rely on is
predominantly informal and often provided outside the institution [17,32-34].

https:/ /doi.org/10.3390/healthcare14040467
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Some nurses reported that institutions provide educational and training programs
aimed at improving clinical practices, promoting patient-centered care, and addressing
adverse events. However, specific policies or structured programs dedicated to supporting
second victims remain limited [7,35,38].

The most frequently identified informal strategy across the documents is peer support,
followed closely by support from family and friends, which represent the primary forms
of personal support for nurses who become second victims [12]. Finney et al. [37] further
reports that peer support is provided in 95.5% of cases, while support from family members
occurs in 63.6% of cases, highlighting its significance as a key source of assistance.

In the third question of this review, “3—What are the most reported symptoms experienced
by nurses identified as second victims?”, a wide diversity of symptoms is described. These
symptoms can be categorized into physical, emotional, and psychological symptoms.

Physical symptoms reported by nurses include lethargy [12], sleeping difficul-
ties [33,34,48], insomnia [4,29,34], nausea [4], headaches [19], sweating [19,34], racing
heart [19,34], hot flashes [19], dizziness [19], palpitations [34], tiredness [29] and exhaus-
tion [7].

Emotional symptoms identified include guilt [12,38], shame [38], self-blame [12,35,38],
and anger toward oneself and others [12].

The most frequently reported emotional reaction is fear, which may take several forms:
fear of losing one’s job [12], fear of judgment, institutional disrespect, reprimands, contempt,
retaliation, punishment, colleagues’ reactions, potential consequences, disciplinary actions,
lawsuits, fear for the patient’s well-being and of the patient’s reactions [30,46], and fear of
not being competent or capable of providing care again [38].

In the psychological dimension, the most frequently reported symptoms include
intrusive memories [28,38], distress [7,14,28,33,35,43] and anxiety [4,7,12,19,29,33,35,38,46].

Other psychological symptoms include self-stigmatization [34], depression [4,7,12,19,
28,33-35,38,46], denial [46], distortion of reality [46], post-traumatic stress disorder [11,46],
mental anguish [19], aggressive behaviors [34], low self-esteem [7], inability to think
clearly [7], confusion [7], and a sense of burden [27].

Only a few documents identify the “4—(. ..) types of incidents or errors most frequently
reported as leading nurses to become second victims.” Those incidents or errors can be catego-
rized by their consequences for the victims (minor or severe errors) and by the phase of
care in which they occur (diagnostic, treatment, or prevention).

The most severe incidents reported were death or suicide of a patient or col-
league [4,12,38], fetal or neonatal loss, maternal death, intrapartum or neonatal death, and
patient death resulting from lack of continuity of care, across all phases of treatment [37].

Other clinical errors identified include medication errors, whether in prescribing,
preparing, or administering medications [17,38]. Missed diagnoses [37] and errors related
to medical procedures [12,46] were also identified as frequent incidents or errors, though
they were often considered minor when they did not result in patient death. It is widely
agreed that implementing multiple preventive interventions is essential to ensure the safety
and quality of healthcare delivery, thereby minimizing incidents/errors and preventing
negative consequences for all stakeholders [51-53,55,57].

Nurses reported the “5—(...) preferred and desired forms of support for those experiencing
the second victim phenomenon” as falling into two main categories: institutional support and
support outside the institution.

Within the institution, nurses emphasized the importance of being able to take a
day off after the adverse event [35]. Many highlighted the value of receiving support
from colleagues and supervisors [4,7,19,35,36], as well as having opportunities to share
their experiences with peers [4,19,35]. Nurses also expressed a desire for structured sup-
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port programs [28,33,37,53,54] and access to psychological counselling and emotional
support [7,28,30]. They further underscored the importance of discussing events openly
and without judgment [32], as well as being involved in the review process to offer insights
on how similar incidents could be prevented in the future [46].

Outside the institution, nurses stated that they would appreciate support from family
and friends [18]. They also expressed the wish for policymakers to prioritize the implemen-
tation of standardized peer-support frameworks and resilience-training programs within
healthcare organizations [28].

In response to the question regarding the “6—Most frequently reported consequences for
nurses affected by the second victim phenomenon,” participants” answers could be categorized
as intrapersonal and interpersonal consequences.

In terms of intrapersonal consequences, nurses identified loss of confidence, vulnera-
bility, tendencies toward substance abuse, disrupted sleep patterns, need for recovery time,
reduced job satisfaction, weakened professional reputation, permanent emotional scars,
increased burnout trajectory, and feelings of insecurity [19,33,34,38,46]. Hypervigilance is
also described, with nurses reporting obsessive or over-controlled behaviors [18,36]. In
more extreme cases, suicidal ideation was reported as a direct consequence of the second
victim experience [12,35,38,46]. Nurses also describe feelings of being alone [31] and a
diminished sense of self-efficacy [34].

Regarding interpersonal consequences, nurses reported professional isolation, which
leads to professional paralysis and an inability to cope within the required occupational
framework [38]. Nurses expressed feeling compelled to leave their career or quit the
profession altogether [35], as well as experiencing turnover intentions [19,35] and absen-
teeism [19,35].

4. Discussion

The results of this SR confirm the growing attention paid to this phenomenon of second
victims in Western nurses over the last decade, especially in the post-pandemic period,
as reinforced by the substantial increase in publications after 2019 [4,6,7,9-17,19,20,22,26—
32,34,35,37,41,42,44,45,47,49,50].

This trend has already been identified in the literature, reflecting a growing interest in
understanding the impact of adverse events on health professionals, particularly nurses [12].
Across the included studies, findings consistently describe emotional, psychological, and
behavioral responses following adverse events, with a recurring progression of distress
and recovery phases. However, despite the reported presence of institutional support
structures, nurses frequently perceive these resources as insufficient, difficult to access, or
poorly aligned with their needs. This discrepancy suggests that organizational culture,
managerial support, and systemic barriers may play a critical role in shaping nurses’
experiences and help-seeking behaviors after adverse events.

The predominance of primary studies, most of which are qualitative and cross-
sectional, shows that the knowledge that exists is mainly descriptive and exploratory,
and thus there are constraints in establishing causal relationships and developing interven-
tions based on more robust evidence [12,14,17,29,33,35,37,41-43].

The diversity of practice settings identified, ranging from adult and pediatric in-
patient units to intensive care units, emergency services, obstetrics and gynecology ser-
vices, and operating theatres, confirms the cross-cutting nature of the second victim phe-
nomenon [4,11,26,31-38]. However, the fact that many of the included documents fail to
specify nurses’ practice contexts represents a significant barrier to identifying particularly
vulnerable groups, limiting the ability to tailor prevention and support strategies to the spe-
cific demands of each setting [12,17,29,39,41-46]. This lack of contextual and organizational
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detail may also partially explain the persistent gap between the formal existence of institu-
tional support structures and nurses’ reported perceptions of their limited accessibility or
effectiveness. Consequently, insufficient contextual characterization can directly undermine
institutions’ capacity to design, implement, and evaluate responsive and context-sensitive
support mechanisms [40].

A clear discrepancy persists between the existence of institutional support structures
and nurses’ perceptions of their accessibility and usefulness, suggesting systemic fail-
ures in implementation, communication, and organizational culture. Although several
documents describe formal emotional support programs, protocols and structured re-
sources [4,11,12,17,19,27,32,34,40,43,47], they are often unknown, perceived as insufficient
or not used [32,41,42]. This contradiction demonstrates the persistence of a gap between
institutional policies and actual practices in these contexts, demonstrating organizational
communication failures as well as barriers, including the stigma associated with error and
reprisals [33].

On the other hand, the review results show the importance of informal support, par-
ticularly peer support and support between family members and friends, as the main
source of support reported by nurses [12,37]. These findings indicate that organizations
must transition from reactive approaches to structured, proactive, and integrated support
systems that do not depend on individual initiative. This predominance reinforces the ab-
sence of formal structures but also the importance these professionals attach to established
relationships of trust, which promote emotional sharing and validation of the experience.
However, the fact that professionals rely exclusively on informal support may limit their
access to structured interventions recognized as facilitating recovery, namely peer support
programs and institutional resources that reduce stress, promote coping and are central to
recovery [7,26-28,34,51].

Organizations are responsible for safeguarding the protection of healthcare profes-
sionals by implementing measures that enhance working conditions and by fostering the
integration of personal and professional support systems [4,11,12,17,19,27,32,34,40,43,47].

The wide range of symptoms reported [4,7,12,19,29,33,34,48], including emo-
tional [12,35,38] and psychological [4,7,19,28,29,33,35,43,51] symptoms, reinforces the
profound and multidimensional impact of this phenomenon on nurses. These findings
suggest that the second victim phenomenon can take on characteristics similar to acute
and post-traumatic stress disorders [28]. The reference to suicidal ideation and suicide
situations related to adverse events [12,37,38,46] highlights the potential seriousness of the
phenomenon and the urgent need for structured responses [47,49-52].

The results also reinforce the persistence of gaps in health training on this topic,
described as the absence or insufficiency of content related to error, its management and
support for professionals [26,28,37,52]. This training gap may be associated with the limited
knowledge and use of response strategies following adverse events, reflected in reduced
use of available institutional support mechanisms [12,28,29,32,37,38,42].

Finally, the personal consequences identified, namely loss of trust, professional isola-
tion, intentions to leave, and absenteeism [19,34,35,38], have direct implications for nurse
retention and patient safety, reinforcing the need to consider the phenomenon of second
victims among nurses as an organizational and systemic problem and not just an individual
one [11,45]. In the discussion, we emphasized organizational responsibility and patient
safety culture, providing a clearer point of reference while maintaining the descriptive
and mapping nature of the review. Overall, this scoping review shows that although the
second victim phenomenon is increasingly recognized, organizational responses remain
fragmented, inconsistently implemented, and often insufficient. Institutions still rely heav-
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ily on informal support networks rather than structured programs, despite clear evidence
of the impact on professionals and patient safety.

Future research should prioritize longitudinal and interventional studies to evaluate
the effectiveness of support programs, as descriptive research alone is insufficient to guide
evidence-based organizational change. In parallel, institutions must implement policies that
ensure adequate dissemination and equitable access to support mechanisms for all nurses,
reducing barriers such as communication failures, a punitive organizational culture, unclear
pathways for accessing support, concerns about confidentiality, and gaps in managerial
training [26,28,29,37,38,52].

Strengths and Limitations

This SR has several methodological strengths, particularly in terms of compliance
with the JBI and PRISMA-ScR guidelines, the use of a comprehensive search strategy
across multiple databases as supported by manual verification of references, and the
recent update of the initial search. The inclusion of different types of documents, as
well as a double-blind, independent review with conflict resolution by a third reviewer,
reinforces credibility and reduces the risk of selection bias. However, there are some
limitations that should be considered. The heterogeneity of the included studies (in terms
of methodological design and clinical contexts) is an obstacle to direct comparisons. The
lack of information on the professional background of participants in several studies limited
the identification of groups at higher risk of vulnerability. Finally, the predominance of
descriptive studies may have limited the ability to infer causal relationships or assess the
relevance of support interventions.

5. Conclusions

This SR confirms that the second victim phenomenon represents a systemic organiza-
tional challenge rather than an individual failure. The findings suggest that the experience
of nurses as second victims is a relevant and growing issue, with a significant increase
in publications following the COVID-19 pandemic. These results help summarize evi-
dence that can inform nurse managers and raise their awareness of the consequences and
challenges faced by nurses in Western contexts when they become second victims.

It is therefore essential to regard nurses in this situation not merely as facing an
individual difficulty but as part of a broader organizational problem that requires structured,
accessible, and integrated responses. A notable discrepancy persists between the resources
provided by institutions and nurses’ perceptions of their accessibility and usefulness, with
considerable reliance on informal support, especially from peers, family, and friends.

The findings also underscore the urgent need for formalized and mandatory institu-
tional policies that ensure consistent dissemination, implementation, and monitoring of
available support mechanisms, thereby preventing critical consequences for professional
well-being. The range of physical, emotional, and psychological symptoms reported high-
lights the multidimensional impact of the phenomenon and its implications for patient
safety and professional retention.
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