Medical errors (MEs) are often defined as “an act of omission or commission in planning or execution that contributes or could contribute to an unintended result. Ill effects of MEs are not limited to patients, families, and health care providers. Rather, they extend beyond and affect supporting staff, the institution, and the community. Customarily, the aftermath of a ME is focused on the first victim (i.e., patient and their family) and the second victim, that is, HCPs (i.e., doctors, nurses).However, the other stakeholders of the health care system are often neglected, thus increasing the chances of future MEs. This practice indicates an urgent need for a comprehensive approach that extends beyond the first and second victims to manage and reduce MEs. The entire health care system works as a single entity; hence, if one component falls, all the others fall, creating a domino effect. Identifying the vulnerable component of the health care framework and providing adequate support to it can possibly break this cycle and protect other members from the possible collapse. Hence, after a ME, it is important that support and help be extended to all vulnerable members of the team and not be limited to just the first and second victims. A holistic approach to reduce medical errors is needed with Focus on all the possible victims of MEs and extend support to all.
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