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Patient safety professionals as the third
victims of adverse events

Julie Holden1 and Alan J Card2

Abstract

Harm from adverse events does not always stop with patients and their families. In recent years, attention has been

drawn to the plight of second victims, the healthcare workers involved in an incident, who can also experience significant

harm. But even that does not tell the whole story. This article describes how those with indirect exposure to an adverse

event can become the third victims of an adverse event, and focuses on the example of patient safety professionals

responsible for incident investigation and improvement activities.

We outline potential sources of harm, including critical incident stress, emotional labor, abusive supervision, and

competing loyalties/duties. These stressors may cause symptoms of acute stress disorder or post-traumatic stress

disorder, loss of confidence, and economic harm, and may even lead patient safety professionals to leave the profession.

We also propose a number of actions to prevent or reduce harm to third victims, which include extending second

victim support services to patient safety professionals, redesigning the patient safety role, providing board-level and

senior management leadership, creating a culture of psychological safety, and tracking metrics related to third victims.

Having drawn attention to this problem, we hope the research community will move forward with an agenda to more

robustly characterize the sources and types of harm third victims experience, and to test interventions aimed at

preventing and mitigating that harm.
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Introduction

Avoidable patient harm is a major public health prob-
lem1 and patients, themselves, are not always the only
victims. Each adverse event creates ripples of potential
harm that may also reach others,2 including family
members,3 and the healthcare workers involved in the
event (the “second victims”4). This paper will describe
how adverse events can also harm those who are indi-
rectly involved in an adverse event. Harm to these
“third victims” has been largely ignored in both the
literature and practice of patient safety.

The first victim

The first and most direct victims of adverse events are
patients and their loved ones.5 There is no strong epide-
miological evidence to indicate how many die each year
due to avoidable patient harm, and this has
led to vigorous debate within the patient safety commu-
nity.6–8 Based on the best available evidence, researchers
have made arguments for numbers as low as 25,000

deaths per year and as high as 200,000–400,000 deaths
per year in US hospitals alone.6–8 The disagreement for
the most part revolves around two questions: (1) How
much patient harm is actually preventable? And (2) Are
patients dying of these healthcare-acquired conditions,
or simply dying with them?6

The second question, however, is only relevant to
the number of deaths that can be attributed to patient
harm, not the overall rate of harm. And while mortality
is obviously an extremely important category of harm,
it is far from the only one. The rate of serious physical
harm, such as disability or extended hospitalization,
has been estimated as 10 to 20 times higher than the
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mortality rate.8 And none of these numbers account for

harm that occurs outside the hospital (which may be at

least as common1), for psychological harm (avoidable

patient suffering, or grief over the loss of a loved

one),9,10 or for economic harm due to disability or

the death of a family member.10

Regardless of the exact number of people who die as

a result of patient harm, there is no debate about the

broader question of acceptability: Patient harm repre-

sents a major public health concern and should be

treated as such.1,11

The second victim

The second victims of adverse events are the healthcare

workers or other staff members who were involved in

the event.4 These individuals may suffer significant

emotional harm regardless of whether their actions

actually contributed to the incident – or whether it

was preventable at all. In addition to harm from the

incident itself, second victims may also experience

harm related to stress from adversarial legal proceed-

ings, root cause analysis (RCA) investigations, or

action by licensing boards.12,13

The impact on second victims can be severe,14 and

may take the form of signs and symptoms associated

with acute stress syndrome15 or post-traumatic stress

disorder.16 Some second victims are driven to leave the

profession (which can cause significant economic losses

for them, their families, and for the health system as a

whole) or even to suicide.15

To address these problems, some organizations pro-

vide second victim support programs12,17–19 and resil-

ience training.20,21 There is a pressing need for broader

cultural change that acknowledges clinicians are

humans who will inevitably make mistakes, no matter

how competent or caring they are,4,13,19,22 and that

promotes a non-punitive response.4 But, when it

comes to preventable incidents, the most important

way organizations can reduce harm to second victims

is through primary prevention: Reducing the systems

failures and patient harm that cause trauma in the

first place.22

Recent advances in the field have included empirical

studies characterizing the harm experienced by second

victims14,16,23–27 and sources of support for second

victims12,14,17,19,25–31; the development of validated

measurement instruments24,27; the use of critical inci-

dent stress debriefing32 or psychological first aid33; and

new models for understanding the second victim

experience.17,34

The third victim

We now introduce the third victim of patient harm.

In contrast with second victims, they are not involved

in the adverse event, itself. Instead, third victims are

those who experience psychosocial harm as a result of

indirect exposure to an incident, such as their role in

leading incident investigation or improvement activities

after an adverse event. This may include patient safety

personnel, as well as others with similar titles and roles

(e.g., risk managers, and quality/process improvement

personnel). But it might also include previously unin-

volved clinicians who learn their current workflow is

dangerous, middle managers tasked with implementing

safety-critical improvements, communications officers

who are tasked with being the “face” of the organiza-

tion in the wake of a catastrophic patient safety failure,

or others.
Some authors,5,35–37 following the lead of Denham,38

have defined healthcare organizations as the third vic-

tims of patient harm. Organizations certainly can suffer

reputational, economic, and even cultural harm after

adverse events, and effective crisis management is

important.2 But we argue that “corporate victimhood”

is qualitatively different from psychosocial harm expe-

rienced by individual human beings (the hallmark of

second victims). Hospitals do not experience acute

stress syndrome, though their employees might.

Healthcare systems do not burn out and leave the pro-

fession, although their employees might. Thus, in

extending the logic of second victims beyond those

directly involved in an adverse event, we focus on the

human impact – fully recognizing that healthcare organ-

izations are comprised of those humans.
Waring has described a different definition of third

victims: Whistleblowers and others who speak up, or

speak out, about patient safety concerns.39 And Shama

has proposed healthcare risk managers as third vic-

tims.40 Both of these formulations fit readily within

the broader definition we propose.
In the remainder of this article, we consider a spe-

cific subset of third victims: Those responsible for

investigating patient safety incidents and devising inter-

ventions to improve safety. Although we use “patient

safety professionals” as a shorthand, these individuals

may hold diverse titles including patient safety officer,

risk manager, quality manager, etc. In some systems

(e.g., NHS England) they may be a clinical manager

from another area. In other cases, a middle manager

from one of the units involved in an incident might be

called upon to undertake these duties. Regardless of

their usual role, patient safety professionals become

third victims when they experience psychosocial harm

(with or without subsequent physical manifestations)
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that results from their involvement in investigation and
improvement activities.

Evidence base

While formal research on patient safety professionals
as third victims is in its infancy, preliminary evidence
suggests the problem is both widespread and impor-
tant. Two relevant studies have directly addressed the
issue. First, a recent international study of healthcare
risk and safety professionals found that workplace bul-
lying is common and – importantly – that it is corre-
lated with pressure to change risk and safety-based
decisions. Bullying of healthcare risk and safety profes-
sionals was also found to be associated with maladap-
tive coping behaviors in a sizable minority of cases.41

Second, Shama uses a small qualitative study to
describe some of the causes and consequences of psy-
chological harm among risk managers.40 Emotional
labor and empathy were a significant source of harm.
As one risk manager described:

“My stress in this job was more related to dealing with

families and staff following adverse outcomes that

resulted in serious harm or death. Depending on the

event, patients and/or their families would often be

angry so I would try and deal with their emotions and

provide for support for them as well. At times, I would

tear up with involved staff who ended up crying about the

event, and then during family meetings, would tear up

again with the families as they shared their feelings.”

Another noted that “the hardest cases are those involv-
ing children,” an issue that healthcare accident inves-
tigators have in common with those from other
industries.42,43 The chronic and negative nature of
these exposures was also highlighted by a respondent
who noted “there is a sad complicated story with every
file on my desk.”

Shama described an almost complete lack of emo-
tional support for risk managers, and a sense that the
harm they experience goes unacknowledged. But this
harm is clearly real. Respondents experienced anxiety,
lost sleep, emotional exhaustion, and a sense of being
blamed by everyone for events they weren’t involved in.
This led some to consider leaving the profession (e.g.,
“Life for risk managers is very stressful. . .I love risk
management but I am not sure all the stress is
worth it.”).

Other literature also supports the existence, and
adverse impact, of psychological stressors that affect
patient safety professionals –particularly risk managers.
They are often misunderstood by their coworkers,44–46

and face hostility, defensiveness, and isolation that
impair their ability to be successful.45 Simms et al.,

found risk managers struggle to deliver safety improve-

ments, given a lack of engagement from clinical staff,

and face demoralizing external pressure from reporting

and compliance requirements that are often ill-

conceived, unsuited to local practice, and a distraction

from actually improving safety.44

Capp describes widespread negative perceptions of

risk managers on the part of physicians, finding that

many avoid risk managers whenever possible and see

the risk management function as punitive.46 And

Levett et al.47 describes risk managers being caught in

the middle between stakeholders committed to learning

from adverse events and those who would prefer to

“whitewash” them, along with a tension between risk

managers’ competing missions (i.e., “. . .the fact-finding
investigative mission, the legal defense considerations,

and the physician support teams”).
The patent safety infrastructure has also been weap-

onized by some frontline workers who threaten each

other with the phrase, “I’ll Datix you” (report you in

the incident reporting system).48

Psychological harm is common among accident

investigators,42,43,49 and patient safety professionals

are likely no exception. In fact, some important sources

of distress may be more common in healthcare.

Anecdotally, healthcare incident investigators often

identify critical solutions in response to an adverse

event, but then find themselves unable to secure

senior management support for those solutions. They

are then forced to move forward with interventions

they judge insufficient to protect patients. And, as

employees of the organizations they are investigating,

they are expected to do so without making their dis-

agreement public.
In contrast, air safety investigations (e.g., by the

U.S. National Transportation Safety Board (NTSB))

sometimes ground whole fleets of airplanes until

needed repairs are made; all recommendations are

made public; progress toward meeting those recom-

mendations is made public; and on those relatively

rare occasions when airlines or regulatory agencies

fail to act on important recommendations, they are

called out in the agency’s annual Most Wanted List

(https://www.ntsb.gov/safety/mwl/). A similar

approach has recently been introduced in the UK,50

but is not yet at the scale of the NTSB.
The stronger solutions used by the airline industry

also mean that crashes are extremely rare. Some health-

care incident investigators, on the other hand, see an

ongoing stream of incidents, illustrating all the differ-

ent ways things can go wrong. Not only is this stressful

in its own right, but it can also add to the stress of

receiving care when patient safety professionals

become patients.
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There is a pressing need for more targeted, high-
quality research to characterize the third victim

phenomenon. In large part, this paper is a call to
action for just that. But drawing on the evidence

above, we can begin to sketch out likely avenues for
exploring the sources of harm and forms of harm expe-
rienced by third victims.

Potential sources of harm to third victims

Although the process of patient safety improvement is

often described in analytical terms, it is actually a very
human enterprise that is fundamentally social and
political in nature.51–61 As Table 1 illustrates, patient

safety professionals face a number of different stressors
across the lifecycle of an incident investigation. While

there are some areas of overlap (e.g., disclosure), many
of these hazards are different from those experienced
by second victims, and require different strategies for

harm prevention and mitigation.
Some of these sources of harm, such as abusive

supervision and bullying, are entirely avoidable.
Others, such as critical incident stress, are an inherent
part of the role. The goal for healthcare organizations

should be to prevent avoidable occupational suffering,
and to mitigate the harm caused by unavoidable occu-

pational suffering.22

Potential forms of harm to third victims

Ultimately, third victims likely suffer the same forms of

psychological harm and burnout as second victims and
accident investigators in other industries, including

acute stress disorder15,43 or post-traumatic stress disor-
der.15,16,43,49 Like second victims, they may come to
doubt their own professional competence, and even

leave the profession. This is costly both to them and
to the healthcare system as a whole, because there is a
limited pool of highly experienced patient safety pro-

fessionals to draw from. Loss of confidence may be
especially acute when third victims are exposed to mal-

adaptive social and organizational responses such as
blame, ostracization, or abusive supervision.

Leaving a position can impose a significant –
sometimes impossible – economic burden on patient
safety professionals and their families. When financial

concerns prevent a third victim from exiting a toxic or
unsupportive workplace, the feeling of being “trapped”
adds yet another layer of emotional stress.

Solutions

Healthcare systems pursuing the “triple aim” of
improving patient experience, population health, and

the cost of care have found that their efforts often

backfire if they don’t also prioritize the well-being

and job satisfaction of healthcare employees. As a

result, the goal of promoting joy and meaning in

work has been widely adopted as the fourth component

of the “quadruple aim.”84,85 And, while the literature

on the quadruple aim has focused first on frontline

clinicians, this goal applies equally to all who are

involved in the complex task of delivering on the

triple aim84 – including patient safety professionals.
This insight speaks directly to the problem of third

victims. As Sikkaet al.84 wrote

The precondition for restoring joy and meaning is to

ensure that the workforce has physical and psycholog-

ical freedom from harm, neglect and disrespect. For a

health system aspiring to the Triple Aim, fulfilling this

precondition must be a non-negotiable, enduring prop-

erty of the system. It alone does not guarantee the

achievement of joy and meaning, however the absence

of a safe environment guarantees robbing people of joy

and meaning in their work.(p.609)

To address the problem of third victims, healthcare

organizations should start by building on strategies

that reduce psychological harm for second victims,

redesigning the role of patient safety professionals,

and providing an environment that is more supportive

of patient safety improvement.

Expanding second victim support services and

resilience training to third victims

Recently, some healthcare organizations have designed

and implemented second victim support services. While

these services differ in their details, the overall aim is to

confidentially provide emotional (and sometimes prac-

tical) help to the second victims of a patient safety inci-

dent.12,17–19 These programs could easily be extended

to third victims, as well. However, they are sometimes

short-term and initiated in response to specific inci-

dents. Because patient safety professionals are at par-

ticular risk of cumulative critical incident stress,49

longer-term support may be required, and it is impor-

tant that no time limits apply to their use of

such services.
Similarly, resilience training is a cornerstone of

recent efforts to reduce physician burnout.20,22,81,86–88

And, while it is not the panacea that some have hoped,

resilience training can help mitigate the harm caused by

unavoidable occupational suffering.22 Because patient

safety work involves a number of unpreventable haz-

ards that are in inherent part of the job (e.g., exposure

to critical incident stress), proactive resilience training

probably has a role to play.
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Table 1. Some sources of harm to third victims.

Source of harm Details

Critical incident

stress

Like accident investigators in other industries, patient safety professionals can experience trauma and

stress as a result of conducting an incident investigation, especially if they empathize with the victims, or

if the victims are children.42,43,49

Cumulative critical

incident stress

Because patient safety professionals experience repeated and ongoing exposure to adverse events (per-

haps more so than incident investigators in many other areas), the long-term effects of cumulative

critical incident stress49 may be a significant source of harm.

Emotional labor:

Disclosure and

victim support

Patient safety professionals may play an important role in disclosing errors to patients and families,62–65

and serving as a liaison for ongoing communication with them about the results of the incident inves-

tigation. Managing these conversations can be emotionally difficult and a potent source of stress.

Emotional labor:

Investigating

incidents

The impacts of incident investigation and systems improvement efforts have potentially significant ram-

ifications for all involved. Therefore, even when patient safety professionals focus on fixing the system

rather than affixing blame, interactions with clinicians, administrators, and other staff can easily become

difficult.51,66

Those involved in an adverse event often experience significant emotional distress. When patient safety

professionals are charged with incident investigation, they are aware that their work risks causing

further harm by causing first and second victims to relive the events. Blame and infighting among the

care team involved in an incident can also occur.66 The emotional labor involved in conducting a

thorough, systems-focused investigation while minimizing “collateral damage” to other staff can be

challenging.

Emotional labor:

Implementing

action plans

Defensiveness is common in the wake of an incident – both on the part of the clinicians involved4 and on

the part of managers.67 Action plans may therefore be perceived as a suggestion of blame. This can lead

to emotionally maladaptive responses, which the patient safety professional must manage. And, in the

context of ongoing change fatigue68 on the part of clinicians, even less fraught action plans can face

significant resistance. Nor is this resistance always unreasonable; the tools of current practice provide

patient safety professionals with little support for mitigating the negative side-effects of patient safety

interventions.69–73

Patient safety professionals can easily become embroiled in a professional tug-of-war between the par-

tisans of different groups, either as a result of political hijacking,55 or insufficient support from admin-

istrators for ensuring that appropriate changes are made.61,74,75 And they often have limited leverage to

resolve such disputes. Patient safety professionals rarely have a level of formal authority that is com-

mensurate with their scope of responsibility.76 And they also lack the informal status that comes with a

revenue-producing clinical role.

Abusive supervision

and bullying

Maladaptive organizational politics may also extend to abusive supervision, which is “subordinates’ per-

ceptions of the extent to which supervisors engage in the sustained display of hostile verbal and

nonverbal behaviors, excluding physical contact.”( Tepper,77 p.178) This can lead to significant psycho-

logical distress for the victim77,78 and may impair the effectiveness of the patient safety professional’s

work, both directly and by reducing organization support.78,79

Abusive supervision can take many forms ranging from private meetings where intimidation is used,

devaluing input in a public forum, or arranging for others in the organization to undertake disciplinary

action or ostracize the victim. A recent international study found that healthcare risk and safety

professionals experience high levels of bullying in the workplace.41

Competing loyalties

and duties

Patient safety professionals may face competing loyalties and ethical duties. The scope of work for many

patient safety professionals includes not only a duty to protect patients, but also a duty to protect the

organization from liability. If the organization is at fault and could have reasonably prevented the adverse

event, these two obligations can come into conflict. While the literature,10,58,80,81 and best practice

guidance,63,82,83 suggest proactive disclosure and apology in such cases, many organizations have yet to

adopt this approach, which can leave patient safety professionals in a difficult ethical position.

More broadly, patient safety efforts compete with the bottom line. Unlike fee-for-service clinical care,

patient safety is a cost center. With rare exceptions, doing more or better at patient safety often drains,

rather than adds to, the organizational coffers. Therefore, patient safety professionals often find

themselves unsuccessful in advocating for what they see as the best and strongest solutions to patient

safety problems. This can lead to a sense of futility and ethical failure.
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Redesign of the patient safety role

A more complex, but potentially more far-reaching

intervention would be to redesign the role of patient

safety professionals. Key goals for such an effort

should be to promote professionalization, better

match the scope of the patient safety professional’s

authority to their scope of responsibility, and to

ensure direct access to senior management.51,76

Role redesign should also focus on ensuring the day-

to-day activities of patient safety professionals make

the best possible use of their expertise. Of particular

interest is whether the patient safety role should involve

less focus on investigating incidents after someone has

already been harmed, and more focus on proactive risk

assessment and the design of effective risk control

interventions.
Incident investigation/RCA is one of the most

common duties of patient safety professionals, but

there is no evidence that this is the most effective

approach to improving patient safety.89,90 In fact,

healthcare’s approach to incident reporting is very

poorly aligned with evidence from other safety-critical

industries,91 and some commonly-used RCA tools are

so ineffective they may do more harm than good.92

One important problem associated with RCA is that

those involved in the incident (and their partisans) may

feel that the investigation and any solutions proposed

represent an overt or tacit communication of blame.

This can lead to defensiveness and hostility, even

when the patient safety professional is focused strictly

on systems improvement. Other problems that have

been identified include the common – and incorrect –

pursuit of a single root cause, as well as “the question-

able quality of many RCAs, their susceptibility to

political hijack, their tendency to produce poor risk

controls, poorly functioning feedback loops, failure to

aggregate learning across incidents and confusion

about blame and responsibility.”55

Relying on incidents of harm as the primary prompt

for improvement makes perfect sense in systems that

are simple, stable, and safe. But none of these are true

of healthcare. This calls for a proactive approach, in

which patient safety professionals focus on identifying

and addressing risks before they cause harm.93–100 In

addition to providing a more complete picture of

patient safety risks,98 there is a key advantage to this

approach from a third victim perspective: The complete

lack of an emotionally-charged adverse event. In the

absence of victims and even the potential for blame,

participants may have a much easier time objectively

assessing and improving the systems they work in, and

there is far less scope for harm to the patient safety

professional.

A related problem is that too much time spent on

incident investigation means too little time is left for

designing effective solutions that make work easier

instead of harder. Current practice in risk control

action planning is not supported by the same kinds of

tools, techniques, and time investment that are dedicated

to RCA,89,101 and the result is often weak or poorly-

targeted risk controls. Failed “solutions” leave first,

second, and third victims vulnerable to repeated inci-

dents, and may erode support for patient safety efforts.

Emerging evidence suggests that structured, participato-

ry approaches to risk control action planning may result

in stronger and more acceptable solutions.69–71,73,102,103

Board-level and senior management leadership

Those at the top of the org chart set the tone for the

entire organization. If board members and senior man-

agers prioritize patient safety, and ensure that patient

safety professionals have the practical and political

support they need to be successful, this is likely to

reduce many sources of preventable suffering and

burnout. It is important, however, that senior leaders

prioritize patient safety not only in word, but also in

deed.104 A key way to operationalize this support is for

senior managers to be directly engaged in key patient

safety interventions.75,105

Raising the profile of patient safety within the orga-

nization also raises the profile of patient safety profes-

sionals. This may prevent them from being seen as a

“soft target” for abusive supervision. It may also give

line managers greater incentive to support the efforts of

patient safety professionals, because they know they

will be answerable for the outcomes of those initiatives.

And, if a stronger organizational commitment to safety

leads to fewer patient safety incidents, it will also

reduce exposure to critical incident stress.

Creating a culture of psychological safety

Psychological safety is “. . . a shared belief that the team

is safe for interpersonal risk taking,” and “. . . a sense of
confidence that the team will not embarrass, reject, or

punish someone for speaking up. This confidence stems

from mutual respect and trust among team members

(Edmondson,106 p 354)”. Psychological safety provides

a host of benefits across domains that are key to patient

safety improvement, such as communication and

knowledge sharing; learning behavior; performance

and innovation; staff attitudes; and workarounds107;

and a psychologically safe environment has been

widely described as important for effective patient

safety efforts.79,104,108,109

As with the other solutions we propose, creating a

culture of psychological safety works at multiple levels
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to reduce harm to patient safety professionals. It allows
patient safety professionals to investigate incidents,
evaluate findings, and propose solutions without fear
of retribution. But, more broadly, it reduces the bar-
riers to productive participation in patient safety
improvement for other managers and staff, and
addresses the root cause of maladaptive behaviors
like abusive supervision. It may also reduce some of
the burden of psychosocial management and conflict-
ing loyalties faced by patient safety professionals by
allowing all the staff involved in an incident and its
aftermath to focus on learning and improvement,
rather than avoiding blame.

Implementing approaches based on the idea of a
non-punitive4 or “just culture”110–114 may help to
build psychological safety. However, just culture is
easier said than done, and “. . .the culture of blame
remains a tenacious foe to improving patient safety.”115

Healthcare organizations should plan for a systematic
and ongoing process to fully implement just culture
and sustain it over time.

Developing and tracking metrics

for third victims

Finally, healthcare organizations should develop and
track metrics related to third victims and risk reduction
strategies. As additional research on third victims
uncovers specific metrics, those should be adopted,
but some existing measures can be leveraged to help
address this problem. Measures of culture (e.g., psy-
chological safety106 or safety culture116) may provide
important data about underlying causes of harm.
Other, more targeted but lagging metrics, such as turn-
over among patient safety professionals, time to fill
vacant positions, and exit interview data, may assist
organizations in identifying specific sources of harm.

Conclusion

Adverse events in healthcare have the potential to
cause harm not only to patients and families (the first
victims) and the healthcare workers involved in the
event (second victims), but also to those – like patient
safety professionals – who are indirectly exposed to the
incident (third victims).

Focusing on patient safety professionals, we have
described a number of potential sources and types of
harm experienced by third victims, as well as strategies
to reduce risk. We know enough that there can be no
excuse for inaction on the part of healthcare organiza-
tions. But truly evidence-based practice to reduce harm
and promote joy and meaning in work for patient
safety professionals will require research that specifi-
cally addresses the needs of this population.

Having drawn attention to this problem, we hope the

research community will move forward with an agenda

to more robustly characterize the sources and types of

harm third victims experience, and to test interventions

aimed at preventing and mitigating that harm.
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