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ABSTRACT

The psychosocial hazards of healthcare are well-recognized and are now subject to new legislation in Australia. Missing from

this discussion has been the recognition of the second victim phenomenon—the distress experienced by healthcare workers

involved in an adverse event, medical error or unexpected patient outcome—which appears to meet criteria for a psychosocial

hazard. Organizations should ensure support for second victims by building a restorative and just culture, including ensuring

all staff are educated on the second victim phenomenon and can support their colleagues, implementing a staff peer-support

programme and ensuring that specialist mental health supports, such as an employee assistance programme, are geared towards

supporting the second victim.

JEL Classification: Health services administration, Occupational diseases, Ethics and law, Mental disorders

1 | Introduction to Psychosocial Hazards for
Healthcare Workers

There is a reasonably large body of international literature dis-
cussing psychosocial hazards in healthcare, including excessive
work demands (workloads, long hours, shift work and staffing
shortages); regular exposure to violence and aggression; orga-
nizational issues, including poorly managed change or culture;
poor leadership styles; bullying, harassment and interpersonal
issues within teams; emotional demands; and low autonomy or
control in work decisions [1-3].

While the discussion around the legal implications in Australia
is in its infancy, what is missing from even the broader interna-
tional literature is the concept of the second victim, defined as a
healthcare worker ‘involved in an unanticipated adverse patient
event, in a medical error and/or a patient related injury and...
[who] is traumatized by the event’ [4].

It is important to keep the concept of ‘unanticipated adverse pa-
tient event’ as something broad. Yes, some of these events will

inexcusably be from negligence and malpractice. But there will
also be near-misses, human error and many examples (includ-
ing unexpected deaths, suicides or patient aggression) where a
healthcare worker may have met all their obligations, yet still the
patient outcome is poor or an investigation process is triggered.

The problems with the term ‘second victim’ are obvious. Some
postulate that it can suggest a lack of responsibility or effort to
prevent adverse events, or that it takes away from the undoubt-
able experience of the patient and family as the primary victims
[5]. The intention of this article is not to do any of these things,
and to acknowledge the harm of patients and their families in
adverse events.

But it does not have to be an ‘either/or’ equation. Rather than
stoke controversy, this article hopes to contribute to the existing
discussion on psychosocial hazards with the urgency it deserves
[6]. The consequences of psychosocial hazards are significant,
with healthcare workers experiencing high rates of psycholog-
ical distress, burnout, substance use, depression, other mental
illness and suicide [1, 3, 7, 8]. Several data points in the past
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two decades indicate that healthcare workers in Australia have
some of the highest rates of stress risk factors, poor psycholog-
ical health and more workers compensation claims for mental
health compared to non-healthcare workers [3, 9]. These psy-
chological symptoms also have patient and organizational im-
pacts, with increased rates of medical errors, decreased patient
satisfaction, increased staff turnover, loss of productivity and
increased costs [1, 8]. Ultimately, mitigating psychosocial haz-
ards to healthcare workers reduces several harms in the broader
healthcare system.

2 | New Psychosocial Hazards Legislation

In July 2022, Safe Work Australia included psychosocial haz-
ards as part of their model work health and safety laws [10], after
multiple calls from experts, researchers and a commissioned
review to make these risks more explicit [11-13]. Psychosocial
hazards at work are defined as hazards arising from the design,
management of work, the work environment or workplace inter-
actions or behaviours which, through causing stress, may cause
psychological or physical harm. Psychological harm or injuries
can include anxiety, depression, post-traumatic stress disorder
and sleep disorders, among other conditions [14].

Under the model laws, which have been adopted by all jurisdic-
tions except Victoria, it is the responsibility of a person conduct-
ing a business or undertaking to eliminate, or where not able,
minimize all risks as far as reasonably practicable, or face pen-
alties [15]. Such legislation allows the regulator to investigate,
make recommendations and lay charges against employers if
psychological hazards are not adequately managed.

At the time of writing, the adapted legislation has a limited body
of publicly available decided case law, although early recommen-
dations and enforcement activity have occurred, and more cases
are underway. Convictions have been made for cases involving
the death of workers by suicide, where this has been linked to
psychosocial hazards in the workplace [16, 17]. This is an early
indication that the psychological harm experienced from ad-
verse events, which can in severe cases lead to suicide, is a risk
worth considering. Based on publicly available sources, we did
not identify notices or prosecutions explicitly concerning ‘sec-
ond victim’ phenomena within Australian healthcare settings,
and note that jurisprudence around clinical governance and in-
vestigative processes in the workplace continues to evolve.

3 | The Second Victim Phenomenon as a
Psychosocial Hazard

Even before the legislation was introduced, leading authors in
workplace stress noted that it is the responsibility of manage-
ment to balance not just productivity concerns, but also the psy-
chological health of workers, through their philosophy, values
and actions [3]. Management who demonstrate commitment,
prioritization, communication and engagement in psychological
health and safety have better staff engagement, lower absentee-
ism and better outcomes for accidents, absences and patient inci-
dents [18]. Unsurprisingly, this is consistent with research on the
importance of frontline leadership on clinician well-being [19].

With such evidence and the new legislation, there are calls for
healthcare managers to address job stressors, such as bullying,
intimidation and harassment, excessive work demands and in-
adequate resourcing, as well as ensuring duty-hour limitations,
safer work conditions, engagement of healthcare workers in psy-
chosocial safety programmes and providing a supportive work
environment with autonomy [18].

Missing from these calls is consideration of the impact on staff
after adverse events. Given that 6.4% of the 7.1 million hospital
separations (when a patient leaves a hospital due to discharge,
transfer to another facility or death) in Australia in 2022-2023
were associated with an adverse event [20], this is almost half
a million adverse events each year. Almost half of workers in-
volved in these events, if not more, will experience distress and
the second victim phenomenon [21, 22], meaning there are po-
tentially tens or even hundreds of thousands of healthcare work-
ers in Australia impacted every year, largely unacknowledged.

Healthcare workers involved in adverse events may experience
shock, helplessness, guilt, inadequacy, self-criticism, embarrass-
ment, worry, depression, grief, anger, impaired concentration,
intrusive thoughts, nightmares, sleep disturbance, physical
symptoms, social withdrawal, fear and doubts about compe-
tence. Investigations may cause further harm, prompting worry
about repercussions to reputation, job security and registration.
A subset of second victims may experience severe and persistent
effects similar to post-traumatic stress disorder, depression,
anxiety, burnout, impaired relationships, reduced quality of life,
workforce exit or suicide [4, 21-26]. These psychological symp-
toms and their sequelae, often linked to feeling both personally
responsible for the patient outcome and that the healthcare
worker has failed the patient and their family [4], makes being a
‘second victim’ a psychosocial hazard.

Although management of healthcare worker well-being is a suf-
ficient impetus for change, there is evidence of increased rates
of additional adverse events after the initial event, as well as in-
creased absenteeism and staff turnover, with significant costs to
organizations [26-29]. It is in everyone's interest to address this
psychological hazard.

Under the WHS Act, organizations must ensure, as far as rea-
sonably practicable, the health and safety of workers. Given that
the rate of hospital admissions associated with adverse events
has not changed significantly over recent years [20], elimination
of such incidents may not be immediately feasible. Instead, se-
nior managers must recognize the second victim phenomenon
and act.

For an organizational approach, there is emerging evidence for
adopting a restorative and just culture (RJC), which aims to
avoid punitive impacts and instead foster restorative processes
[30]. An RJC considers the needs of all those harmed—includ-
ing healthcare workers, patients, families and communities—
and works to collaboratively address these harms to provide
healing. Accountability is maintained through dialogue and
learning, in contrast to retribution and blame [30]. An RJC
reduces second victim distress and mediates outcomes, such
as absenteeism and turnover via open communication, collab-
orative problem solving and a non-blaming climate [31, 32].
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An RJC begins with leadership and staff co-developing a cul-
ture imbued with psychological safety, care and support. All
meetings, including morbidity and mortality meetings, should
reflect this ethos, and leadership must be custodians of this cul-
ture. Serious incident reviews should ensure deep exploration
of contributing issues, allow staff to speak openly without fear
and foster learning and improvement [31, 32]. Support should be
provided to staff involved in incidents, including follow-up [30].
Scott and colleagues emphasize the role of education in their
three-tiered model, with the first tier being that supervisors and
colleagues should receive basic awareness training so all staff
can offer early support after an adverse event [33].

The second tier from Scott and colleagues work [33] is provision
of trained peer supporters. Increasingly, organizations have
peer-support programmes for staff impacted by adverse events
[33-38], reflecting evidence that this type of support is valued by
second victims [4, 21]. Peer-support programmes operationalize
the care of colleagues, with trusted and trained peers providing
immediate emotional first aid and facilitating access to profes-
sional services [35]. Evidence shows improved psychological out-
comes among users of these services [36, 37]. Such programmes
require ongoing resources to remain sustainable [34, 38].

The third tier is access to professional support when needed
[33], including employee assistance programmes, chaplains
and external mental health resources. Employee assistance pro-
grammes may be customized to support second victims through
education on expected reactions, guidance for supervisors and
integration with peer support.

RJIC paradigms are emerging in Australian and international
contexts. Early evidence shows improvements in organizational
trust and support [39], the quality of investigations and recom-
mendations [39], other workforce outcomes [26] and meeting
justice needs of patients, families and involved staff [26]. Further
evaluation is needed to determine whether greater learning and
behavioural change occur as predicted [26].

For too long healthcare workers have silently suffered as sec-
ond victims of adverse events, and through investigations rooted
in blame rather than learning and humanity. Legislation will
hopefully provide impetus to change, and RJC offers a frame-
work to support healthcare workers while also addressing jus-
tice needs of patients and families, who remain the primary
victims. Ultimately, caring for healthcare workers is inseparable
from caring for the patients they serve.

Author Contributions

I am the sole author, contributing to conceptualisation and writing of
this article.

Acknowledgements

Alwas used to format references and support searches for relevant legal
sources. All analysis and interpretation were undertaken by the author.
Open access publishing facilitated by University of New South Wales,
as part of the Wiley - University of New South Wales agreement via the
Council of Australasian University Librarians

Funding

The author has nothing to report.

Disclosure

Not commissioned; externally peer reviewed.

Conflicts of Interest

The author declares no conflicts of interest.

Data Availability Statement

The author has nothing to report.

References

1. G. Sandeva and P. Gidikova, “Current Psychosocial Risk Factors in
the Healthcare Sector,” Trakia Journal of Sciences 18 (2020): 63-71.

2. H. Coutinho, C. Queir6s, A. Henriques, P. Norton, and E. Alves,
“Work-Related Determinants of Psychosocial Risk Factors Among Em-
ployees in the Hospital Setting,” Work 61 (2018): 551-560.

3.M. F. Dollard and W. McTernan, “Psychosocial Safety Climate: A
Multilevel Theory of Work Stress in the Health and Community Service
Sector,” Epidemiology and Psychiatric Sciences 20 (2011): 287-293.

4.8S.D. Scott, L. E. Hirschinger, K. R. Cox, M. McCoig, J. Brandt, and L.
W. Hall, “The Natural History of Recovery for the Healthcare Provider
“Second Victim” After Adverse Patient Events,” BMJ Quality and Safety
18 (2009): 325-330.

5. M. D. Clarkson, H. Haskell, C. Hemmelgarn, and P. J. Skolnik, “Aban-
don the Term “Second Victim”,” BMJ 364 (2019): 11233.

6. L. Rowe, “An Open Letter to the Boards of Our Public Hospitals and
Medical Organisations on Government Legislated WHS Standards,”
MJA Insight, October 13, 2025.

7.S. Sullivan and M. L. Germain, “Psychosocial Risks of Healthcare
Professionals and Occupational Suicide,” Industrial and Commercial
Training 52 (2019): 1-14.

8. L. N. Dyrbye, T. D. Shanafelt, C. A. Sinsky, et al., “Burnout Among Health
Care Professionals: A Call to Explore and Address This Underrecognized
Threat to Safe, High-Quality Care,” NAM Perspectives 7 (2017): 1-11.

9. A.Y. Gelaw, L. Sheehan, S. E. Gray, and A. Collie, “Incidence, Trends
and Factors Associated With Psychological Injury Among Health and
Social Care Workers in New South Wales, Australia: A Retrospective
Cohort Study of Workers' Compensation Claims,” Occupational and En-
vironmental Medicine 81 (2024): 407-416.

10. Safe Work Australia, “New Model Work Health and Safety Reg-
ulations and Code of Practice to Help Prevent Psychological Harm at
Work,” 2022, https://www.safeworkaustralia.gov.au/media-centre/
news/new-model-whs-regulations-and-code-practice-help-prevent-
psychological-harm-work.

11. R. Potter, V. O'Keeffe, S. Leka, M. Webber, and M. Dollard, “Analytical
Review of the Australian Policy Context for Work-Related Psychological
Health and Psychosocial Risks,” Safety Science 111 (2019): 37-48.

12. R. E. Potter, V. O'Keeffe, S. Leka, and M. Dollard, “Australian Work
Health and Safety Policy for the Regulation of Psychosocial Risks: Per-
spectives From Key Informants,” Policy and Practice in Health and
Safety 17 (2019): 112-132.

13. M. Boland, Review of the Model Work Health and Safety Laws: Final
Report (Safe Work Australia, 2018).

14. Safe Work Australia, “Managing Psychosocial Hazards at Work:
Code of Practice,” 2022.

Medical Journal of Australia, 2026

30f 4

85UB017 SUOWIWOD 3AITesID a|gedl|dde sy Ag peusenof ae sejoiie O ‘8sn Jo S8 Jo} ARig 1 8UluQ /8|1 UO (SUONIPUOD-PUR-SW.BI0D A3 | IM Alelq 1puljuoy/:Sdny) SuonipuoD pue swis | 8Y) 8eS *[9202/50/.2] Uo Arlqiauljuo AB|IM * 10UnoD yosesssy 21PN PUY YleeH [eUOIeN - uABIS a1y Aq /6T0. Zel/y69S 0T/10p/wod 8|1 ARig Ut |uo//sdny wo.j papeo|umoq ‘G ‘9202 ‘2/ES9ZET


https://www.safeworkaustralia.gov.au/media-centre/news/new-model-whs-regulations-and-code-practice-help-prevent-psychological-harm-work
https://www.safeworkaustralia.gov.au/media-centre/news/new-model-whs-regulations-and-code-practice-help-prevent-psychological-harm-work
https://www.safeworkaustralia.gov.au/media-centre/news/new-model-whs-regulations-and-code-practice-help-prevent-psychological-harm-work

15. Safe Work Australia, Model Work Health and Safety Act [Internet]
(Safe Work Australia, 2023), accessed February 12, 2026, https://www.
safeworkaustralia.gov.au.

16. Comcare, Australian Government, “Charges Over Psychosocial
Risks to ADF Member,” 2024, https://www.comcare.gov.au/about/
news-events/news/charges-over-psychosocial-risks.

17. Comcare, Australian Government, Defence Convicted After RAAF
Worker's Death [Internet] (Comcare, 2025), accessed February 12,
https://www.comcare.gov.au/about/news-events/news/defence-convi
cted-after-raaf-workers-death.

18.J. C. Looi, P. A. Maguire, S. Kisely, S. Allison, and T. Bastiampillai,
“Psychosocial Workplace Safety in Mental Health Services—Commen-
tary and Considerations to Improve Safety,” Australasian Psychiatry 32
(2024): 558-562.

19. T. D. Shanafelt, G. Gorringe, R. Menaker, et al., “Impact of Organiza-
tional Leadership on Physician Burnout and Satisfaction,” Mayo Clinic
Proceedings 90, no. 4 (2015): 432-440.

20. Steering Committee for the Review of Government Service Provi-
sion, Report on Government Services 2025 (Productivity Commission,
2025),  https://assets.pc.gov.au/ongoing/report-on-government-servi
ces/2025/health/rogs-2025-parte-overview-and-sections.pdf.

21. H. H. Edrees, L. A. Paine, E. R. Feroli, and A. W. Wu, “Health Care
Workers as Second Victims of Medical Errors,” Polish Archives of Inter-
nal Medicine 121 (2011): 101-108.

22.D. Seys, A. W. Wu, E. Van Gerven, et al., “Health Care Professionals
as Second Victims After Adverse Events: A Systematic Review,” Evalu-
ation & the Health Professions 36 (2013): 135-162.

23. A. D. Waterman, J. Garbutt, E. Hazel, et al., “The Emotional Im-
pact of Medical Errors on Practicing Physicians in the United States
and Canada,” Joint Commission Journal on Quality and Patient Safety
33 (2007): 467-476.

24. M. Stone, “Second Victim Support Programs for Healthcare Organi-
zations,” Nursing Management 51 (2020): 38—45.

25.A. W. Wu and R. C. Steckelberg, “Medical Error, Incident Investi-
gation and the Second Victim: Doing Better but Feeling Worse?,” BMJ
Quality and Safety 21 (2012): 267-270.

26.J. Wailling, A. Kooijman, J. Hughes, and J. K. O'Hara, “Humanizing
Harm: Using a Restorative Approach to Heal and Learn From Adverse
Events,” Health Expectations 25 (2022): 1192-1199.

27.Y.Y. Hu, M. L. Fix, N. D. Hevelone, et al., “Physicians’ Needs in Cop-
ing With Emotional Stressors: The Case for Peer Support,” Archives of
Surgery 147 (2012): 212-217.

28.J.D. Burlison, R. R. Quillivan, S. D. Scott, S. Johnson, and J. M. Hoff-
man, “The Effects of the Second Victim Phenomenon on Work-Related
Outcomes: Connecting Self-Reported Caregiver Distress to Turnover In-
tentions and Absenteeism,” Journal of Patient Safety 17 (2021): 195-199.

29. S. Mahat, H. Lehmusto, A. M. Rafferty, K. Vehvildinen-Julkunen,
S. Mikkonen, and M. Hérkédnen, “Impact of Second Victim Distress on
Healthcare Professionals’ Intent to Leave, Absenteeism and Resilience:
A Mediation Model of Organizational Support,” Journal of Advanced
Nursing 81, no. 9 (2025): 5376-5388.

30.S. W. Dekker and H. Breakey, “Just Culture: Improving Safety by
Achieving Substantive, Procedural and Restorative Justice,” Safety Sci-
ence 85 (2016): 187-193.

31.S.Jeong, S. Kim, H. E. Chang, and S. H. Jeong, “How Does Just Cul-
ture Reduce Negative Work Outcomes Through Second Victim Distress
and Demand for Support in Clinical Nurses? A Path Analysis,” BMC
Nursing 24, no. 1 (2025): 192.

32.H. Lee and N. J. Lee, “An Exploration of Safety Culture, Second
Victim Phenomenon and Negative Work Outcomes in Health Care Set-
tings,” Journal of Nursing Scholarship 57, no. 3 (2025): 472-485.

33.S.D. Scott, L. E. Hirschinger, K. R. Cox, et al., “Caring for Our Own:
Deploying a Systemwide Second Victim Rapid Response Team,” Joint
Commission Journal on Quality and Patient Safety 36 (2010): 233-240.

34. M. A. Lane, B. M. Newman, M. Z. Taylor, et al., “Supporting Clini-
cians After Adverse Events: Developing a Clinician Peer Support Pro-
gram,” Journal of Patient Safety 14 (2018): e56-e60.

35.F. Van Pelt, “Peer Support: Healthcare Professionals Supporting
Each Other After Adverse Medical Events,” BMJ Quality and Safety 17
(2008): 249-252.

36.J. Merandi, N. Liao, D. Lewe, et al., “Deployment of a Second Victim
Peer Support Program: A Replication Study,” Pediatric Quality & Safety
2(2017): e031.

37.C. A. Connors, V. Dukhanin, A. L. March, J. A. Parks, M. Norvell,
and A. W. Wu, “Peer Support for Nurses as Second Victims: Resilience,
Burnout, and Job Satisfaction,” Journal of Patient Safety and Risk Man-
agement 25, no. 1 (2019): 22-28.

38. S. Michael, L. P. Vrklevski, L. Innes, et al., “Colleague Care - Imple-
menting a Staff Peer Support Program,” Australasian Psychiatry 33, no.
2(2025): 259-264.

39. K. Turner, J. Sveticic, D. Grice, et al., “Restorative Just Culture Sig-
nificantly Improves Stakeholder Inclusion, Second Victim Experiences
and Quality of Recommendations in Incident Responses,” Journal of
Hospital Administration 11, no. 2 (2022): 8-17.

40f 4

Medical Journal of Australia, 2026

85UB017 SUOWIWOD 3AITesID a|gedl|dde sy Ag peusenof ae sejoiie O ‘8sn Jo S8 Jo} ARig 1 8UluQ /8|1 UO (SUONIPUOD-PUR-SW.BI0D A3 | IM Alelq 1puljuoy/:Sdny) SuonipuoD pue swis | 8Y) 8eS *[9202/50/.2] Uo Arlqiauljuo AB|IM * 10UnoD yosesssy 21PN PUY YleeH [eUOIeN - uABIS a1y Aq /6T0. Zel/y69S 0T/10p/wod 8|1 ARig Ut |uo//sdny wo.j papeo|umoq ‘G ‘9202 ‘2/ES9ZET


https://www.safeworkaustralia.gov.au
https://www.safeworkaustralia.gov.au
https://www.comcare.gov.au/about/news-events/news/charges-over-psychosocial-risks
https://www.comcare.gov.au/about/news-events/news/charges-over-psychosocial-risks
https://www.comcare.gov.au/about/news-events/news/defence-convicted-after-raaf-workers-death
https://www.comcare.gov.au/about/news-events/news/defence-convicted-after-raaf-workers-death
https://assets.pc.gov.au/ongoing/report-on-government-services/2025/health/rogs-2025-parte-overview-and-sections.pdf
https://assets.pc.gov.au/ongoing/report-on-government-services/2025/health/rogs-2025-parte-overview-and-sections.pdf

	Psychosocial Hazards for Healthcare Workers: Supporting the Second Victim Also Helps the Primary Victims
	ABSTRACT
	1   |   Introduction to Psychosocial Hazards for Healthcare Workers
	2   |   New Psychosocial Hazards Legislation
	3   |   The Second Victim Phenomenon as a Psychosocial Hazard
	Author Contributions
	Acknowledgements
	Funding
	Disclosure
	Conflicts of Interest
	Data Availability Statement
	References


