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Purpose: The objective of this study is to evaluate whether the nationwide establishment and institutionalization of a peer-support 
program, is economically justified given the potential positive effects on the Second Victim Phenomenon (SVP) among healthcare 
professionals in Germany.
Methods: A comprehensive methodological approach was employed, using data from the SeViD studies to assess the prevalence and 
duration of SVP among physicians and nurses in Germany. Economic impact assessments were conducted to estimate the potential 
cost savings associated with implementing a peer-support program.
Results: The economic analysis reveals significant annual costs associated with SVP-induced absenteeism: approximately 1.56 billion 
euros for physicians and 1.87 billion euros for nurses. Implementing comprehensive peer-support programs could reduce these costs to 
approximately 0.85 billion (physicians) and 1.02 billion euros (nurses), respectively, demonstrating substantial potential economic 
benefits.
Conclusion: Investing in a structured peer-support program could yield annual savings exceeding 1.55 billion euros while enhancing 
workforce resilience and improving patient care. This underscores the economic rationale for scaling up peer support initiatives in 
healthcare settings.
Keywords: peer support program, economic impact, second victim phenomenon, healthcare professionals

Introduction
The physical and psychological burdens faced by healthcare personnel have become increasingly evident, especially 
since the COVID-19 pandemic.1 Healthcare workers often encounter severe situations, including patient harm, fatal 
incidents, suicides among patients and colleagues, and personal assaults. Violence against healthcare workers, especially 
in emergency departments, remains a significant issue.2,3

In 2000, Albert W. Wu introduced the term “Second Victim” to describe healthcare providers traumatized by 
medical errors.4 In 2022, the European Researchers’ Network Working on Second Victims (ERNST) defined Second 
Victims as “any healthcare worker, directly or indirectly involved in an unanticipated adverse patient event, 
unintentional healthcare error, or patient injury and who becomes victimized in the sense that they are also 
negatively impacted”.5

International studies highlight the widespread prevalence of severe events and resultant traumas among health-
care providers. Reported prevalence rates vary from 10% to 72.6% among respondents.6–8 In Germany, the SeViD 
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project assessed the incidence and impact of Second Victim trauma among healthcare professionals,9 finding an 
overall prevalence of nearly 60% among physicians and nurses,10,11 consistent with other recent international 
studies.12

Symptoms of Second Victims may vary and include distressing memories, anxiety, self-directed anger, regret, 
remorse and turnover intention.13–15 Acute psychological reactions, such as acute stress reaction or post-traumatic stress 
disorder (PTSD), can occur depending on the severity of the event.16 A 2019 health insurance report in Germany 
evaluating reasons for incapacity to work found that mental disorders are among the leading causes of sick leave for 
nursing staff.17 A 2023 report by another German health insurance fund found that the healthcare sector had 434 sick 
days per 100 employees due to mental disorders in 2022, exceeding the average of 301 sick days per 100 employees 
across all sectors.18

The economic impact of severe events on healthcare personnel is significant. Absenteeism and presenteeism result in 
productivity losses.19 In 2019, it was estimated that permanent incapacity can result in replacement costs of up to 30% of 
the annual salary, with vacancies lasting an average of 100 days and costing approximately 120,000 euros for senior 
doctor positions.20,21

Other countries have developed various support programs to reduce emotional stress reactions following Second 
Victim incidents. Examples include Resilience in Stressful Events (RISE),22 forYOU,23 and the Medically Induced 
Trauma Support Service (MITSS)24 in the US; the open access online Second Victim support program MISE 
(Mitigating the Impact on Second Victims)25 in Spain; Kollegiale Hilfe (KoHi) in an Austrian hospital;26 and 
a support program in Switzerland.27 Initial studies using validated tools like the Second Victim Experience and 
Support Tool (SVEST)13,28 suggest these programs,29,30 combined with a Just Culture approach, to reduce Second 
Victim Phenomenon (SVP).

In Germany psychosocial peer support has nationwide been successfully implemented for firefighters,31 police 
and non-police emergency services,32 in healthcare mainly for certain professional groups, special regions, indivi-
dual hospitals33,34 or as a model project.35 Even though the economic value of peer support programs has been 
assessed in Germany for single hospitals, showing expected results of an average cost saving of €6,672 per 
healthcare worker participating in a peer support program,36 these support programs primarily rely on voluntary 
commitments.37,38

Considering these insights, the economic impact of implementing a nationwide psychosocial support model in the 
German healthcare system needs to be evaluated.

Objective
This paper aims to quantify the potential direct cost savings for the German healthcare system from a nationwide 
implementation of a psychosocial first aid model consisting of peer support in larger facilities and anonymous telephone- 
based hotlines by projecting key figures from previous studies and assumptions to the number of healthcare professionals 
in Germany.

Materials and Methods
The analysis focuses on two primary aspects: estimating the economic damages associated with severe events that 
impair work capacity and result in long-term professional departure, and calculating the economic potential of peer- 
support programs by assuming these programs reduce the likelihood of such adverse outcomes. The scope is limited 
to the inpatient healthcare sector in Germany. The ethical permissibility of the study was confirmed by the Chair of 
the Ethics Committee of the State Medical Association of Hesse (Landesärztekammer Hessen), who reviewed the 
case and granted a waiver in lieu of ethical approval, as no sensitive personal data or vulnerable subjects were 
involved.

Data Sources
The primary data sources for this study include the SeViD-I10 and SeViD-II11 studies. Both studies are cross- 
sectional investigations, which provide prevalence rates of the SVP and estimates of impairment duration among 
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medical and nursing staff in Germany. The first study, conducted in 2019, focuses on young internal medicine 
physicians, reporting a 59% prevalence of SVP.10 The second study, carried out in 2020, examines nurses, 
identifying a 60% prevalence.11 Both studies utilized the “Second Victim im deutschsprachigen Raum” (SeViD) 
questionnaire, which includes sections on general SVP experiences, symptoms, and preferred support strategies.9 

A comprehensive literature review informs the assumptions and parameters used in the analysis. Two expert 
estimates by leaders in healthcare management concerning the recent cost for replacement of staff supplement the 
data. Both experts gave informed consent that their estimations were used anonymously for scientific purposes 
including further publication.

Methodology
The methodology is structured as follows: First, we estimate the annual nationwide incidence of SVP among doctors and 
nurses in German inpatient care as well as the burden of disease expressed by self-reported duration of symptoms. 
Annual incidence rates and impairment duration are based on surveyed data from the SeViD studies.10,11 The figures for 
doctors and nurses were obtained from the Federal Statistical Office of Germany.39

Next, the economic damage associated with these severe events is estimated. This includes calculating costs related to 
absenteeism due to lost productivity from Second Victim trauma, and assessing replacement costs associated with long- 
term departures, which encompass recruitment, training, and temporary staffing expenses. Expert estimation is used to 
calculate costs associated with absenteeism due to lost productivity (estimated at 411 euros per day of absence for doctors 
and 137 euros per day for nurses) and estimate replacement costs (150,000 euros for doctors and 50,000 euros for 
nurses).

The study then calculates the economic potential of peer-support programs by assuming these programs reduce the 
probabilities of adverse outcomes. The potential cost savings are calculated by considering reductions in absenteeism, 
and replacement needs. The reduction for adverse outcomes due to peer-support programs is estimated based on data 
from international studies.22,23,25 We estimate a reduction of duration of symptoms by assuming that the distribution of 
durations is shifted towards shorter values. The distribution of absence durations before implementation of peer-support 
programs is taken from the SeViD studies.10,11 As durations in these studies were recorded as grouped data (up to 
one day, up to one week, up to one year, more than a year) we chose the lower bound of the class intervals in our model. 
The model estimates annual savings. Hence, the class corresponding to “more than a year” is considered to account for 
both individuals, who return only after a break of more than a year, and individuals leaving the profession altogether. 
Taking the midpoint of the class intervals instead of the lower bound would lead to substantially higher positive 
predictions.

To ensure robustness, a sensitivity analysis is conducted to evaluate how variations in key assumptions—specifically 
shifting 50% of the probability weight of each duration to the next shorter level—impact the overall economic impact 
estimates, with additional calculations performed using shifts of 75% and 25% to assess the sensitivity of this assumption 
and understand the range of potential economic benefits from the peer-support programs.

In the final step, two scenarios were compared: 1. The baseline scenario corresponding to the situation without 
implementation of a nationwide peer-support program; 2. The intervention scenario estimating the total economic 
damages with the peer-support program in place, by assuming a reduction in absenteeism and turnover.

Results
Based on the methodological approach outlined, we present the following estimates focusing on the inpatient sector.

Prevalence, Burden of Disease and Economic Yield in Physicians
According to the SeViD-I study, the 12-month prevalence of SVP among young doctors is reported at 36%.10 

Extrapolating this prevalence across other age groups and considering the total number of hospital-employed physicians 
in Germany (207,388 by the end of 2022), approximately 74,660 doctors are expected to experience SVP-related impacts 
annually.
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The SeViD-I study also provides self-reported estimates on the duration until full recovery from SVP. Table 1 shows 
the duration of recovery in both scenarios. Applying these durations, the economic impact of physician absenteeism due 
to SVP is estimated to be 1.56 billion euros in scenario 1 and 857.3 million (506.6 million/1.21 billion) euros (lower 
limit – upper limit) in scenario 2 resulting in a total reduction of 701.4 million (1.05 billion/350.7 million) euros 
(difference lower limit – upper limit) for physician absenteeism.

Prevalence, Burden of Disease and Economic Yield in Nurses
SeViD-II reports an annual SVP incidence of 29%11 among nurses. Considering there are 509,104 nurses in Germany, 
approximately 147,640 nurses will be affected by SVP annually.

Table 2 shows the duration of recovery in both scenarios for nurses. Estimated annual cost of nurse absenteeism totals to 
1.87 billion euros in scenario 1 and 1.02 billion (1.45 billion/597.8 million) euros (lower limit-upper limit) in scenario 2. 
Therefore, introducing widespread peer support programs for nurses in German hospitals could reduce this cost to 
approximately 847.9 million (423.9 million/1.27 billion) billion euros (lower limit-upper limit) annually.

Table 1 Comparison of Scenarios for Physicians: Scenario 1 is 
the Baseline Scenario Corresponding to the Situation Without 
Implementation of a Nationwide Peer-Support Program; 
Scenario 2 is the Intervention Scenario Corresponding to 
the Situation with Implementation of a Nationwide Peer- 
Support Program; Upper and Lower Limits According to 
Sensitivity Analysis

Scenario 1 Scenario 2 Upper and  
Lower Limits

< 1 day 0.045 0.209 0.127 / 0.291

< 7 days 0.328 0.337 0.332 / 0.341

< 1 month 0.345 0.255 0.300 / 0.209

< 1 year 0.164 0.141 0.153 / 0.130

> 1 year 0.118 0.059 0.089 / 0.030

Table 2 Comparison of Scenarios for Nurses: Scenario 1 is 
the Baseline Scenario Corresponding to the Situation Without 
Implementation of a Nationwide Peer-Support Program; 
Scenario 2 is the Intervention Scenario Corresponding to 
the Situation with Implementation of a Nationwide Peer- 
Support Program; Upper and Lower Limits According to 
Sensitivity Analysis

Scenario 1 Scenario 2 Upper and  
Lower Limits

< 1 day 0.045 0.161 0.103 / 0.219

< 7 days 0.232 0.274 0.253 / 0.295

< 1 month 0.316 0.246 0.281 / 0.210

< 1 year 0.175 0.204 0.189 / 0.218

> 1 year 0.232 0.116 0.174 / 0.058
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Overall Economic Impact
The combined economic impact of reduced absenteeism and turnover among both physicians and nurses, facilitated by 
effective peer support programs, is estimated to exceed 1.55 billion (774.6 million / 2.32 billion) euros annually within 
the inpatient healthcare setting in Germany.

Discussion
Our study underscores the substantial economic benefits of establishing and institutionalizing peer support structures 
across Germany with a total economic yield of 1.55 billion euros annually for German hospital sector.

It is important to note that these estimates represent a conservative approach, focusing solely on the direct effects of 
absenteeism and turnover of nurses and physicians. Indirect effects of presenteeism such as delayed access to treatments 
or increased error rates among staff working despite impairments were not included, highlighting further potential 
benefits that are not quantified here.

The economic impact of SVP-induced absenteeism is striking. Even if a complete elimination of the problem through 
peer support programs is not to be expected and a run-in phase for the acceptance of this aid is to be assumed, 
implementing peer support programs has the potential to mitigate SVP-related costs significantly, whereby the freed-up 
funds could be invested in the sustainable stabilization of the healthcare system.

These findings align with previous literature highlighting the detrimental effects of SVP on healthcare professionals’ 
well-being and organizational outcomes.36,40 For instance, studies have documented higher rates of burnout, decreased 
job satisfaction, and increased turnover intentions among healthcare workers affected by SVP.7,41 By contrast, results of 
first peer support programs have been shown to enhance psychological resilience, improve coping mechanisms, and 
foster a supportive work environment.42–45

Understanding the economic implications of the SVP and the potential mitigating effects of peer support programs is 
inherently complex due to several methodological and contextual challenges. The multifaceted nature of healthcare 
professionals’ responses to severe incidents complicates the direct attribution of outcomes solely to these events. 
Decisions to leave the medical or nursing profession are influenced by a multitude of factors beyond individual traumatic 
experiences, including organizational culture, workload, and personal circumstances.46–50 Thus, isolating the causal 
relationship between Second Victim incidents and subsequent economic outcomes presents a considerable challenge.

The identified cost savings do not fully capture the broader context, such as the well-being of healthcare professionals 
or the potential impact on team members whose performance may be affected, which could, in turn, influence patient 
outcomes. Additionally, while defensive measures highlight the importance of addressing the issue, their associated costs 
have not been factored into the analysis.

Psychosocial peer support programs offer crucial benefits for healthcare workers, enhancing their mental well-being 
and resilience. These programs help reduce social isolation, provide emotional support, and complement traditional 
professional services, creating a sense of community among participants.44,51 Interventions that address the psychosocial 
needs of health workers provide both qualitative improvements in care and substantial economic benefits, highlighting 
their importance in healthcare settings. It is essential that healthcare authorities and decision-makers gain a deeper 
understanding of this issue and that planning and management teams integrate the SVP into the development of personnel 
policies. The investment in peer support programs is likely to be offset by the significant benefits these initiatives bring, 
including improved staff well-being and enhanced patient safety.

Limitations
While our findings highlight promising economic benefits, it is crucial to acknowledge the study’s limitations. Given the 
constraints of the available data and the current state of research, this study adopts a simplified approach. Our simplified 
approach, relying on available data and expert assessments, inherently involves uncertainties with need for cautious 
interpretation and further research. On the one side, the assumption of recovery time as a direct surrogate for absenteeism 
may not accurately reflect the true nature of the condition, as it likely represents a mix of absenteeism and presenteeism. 
Considering the potential impact of presenteeism, which could lead to medical errors and substantially higher costs than 
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absenteeism, we still consider this a conservative approach for cost estimation.52–54 Additionally, the calculation using 
self-reported one-year prevalence may be scrutinized, as high prevalence should affect the whole population over time. 
On the first view, this conflicts with the self-reported lifetime prevalence of about 60%. Explanations comprise the under- 
investigated roles of self-reporting bias, social desirability, self-concepts, resistance and resilience to the effect, accu-
mulation of the effect in vulnerable persons and the temporal course of Second Victim experience. However, we 
preferred the use of the one-year prevalence as most of the impact of SVP also appeared in this period, and experiences 
may change over time.

The identification and quantification of severe incidents among healthcare professionals rely predominantly on self- 
reported surveys rather than standardized, objective criteria. This methodological limitation introduces uncertainties in 
accurately assessing the prevalence and severity of Second Victim incidents, potentially underestimating their true 
impact.

Future research should address these gaps to provide a more comprehensive understanding of the broader economic 
implications and the full spectrum of benefits associated with peer support in healthcare.

Conclusion
The economic benefits of psychosocial peer support programs for healthcare professionals to mitigate the effects of SVP 
among physicians and nurses in Germany are substantial and underscore the need for strategic investments in supportive 
interventions. Our study provides a conservative estimate of annual cost reductions of 1.55 billion (774.6 million/ 
2.32 billion) euros (lower limit-upper limit) through reduced absenteeism and turnover alone, emphasizing the potential 
return on investment for healthcare institutions. To strengthen the case for implementing such programs, future research 
should explore additional dimensions of economic impact, such as improved patient safety, enhanced job satisfaction, 
and the long-term effects on workforce sustainability. Furthermore, the integration of psychosocial peer support programs 
into existing healthcare infrastructures should be examined to identify best practices and optimize their effectiveness. 
Policymakers and healthcare administrators are encouraged to consider these findings when allocating resources to 
mental health and well-being initiatives, as the potential benefits extend beyond cost savings to include improved care 
quality and staff retention.

Ethical Statement
This study does not involve any individual, animal or patient data, as it is an economic analysis based solely on publicly 
available data sources.

Disclosure
The authors report no conflicts of interest in this work.
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