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Abstract: Studies show that workplace health promotion (WHP) can reduce sickness-related absen-
teeism among employees and secure long-term workability. Embedding WHP in workplace health
management (WHM) can contribute to sustainability and holism. This study aimed to investigate
organizational framework conditions for WHM in different settings of nursing in Germany (acute care
hospital, long-term care (LTC) facilities and home-based LTC). In a project on WHM implementation,
managers with personnel responsibility for nurses (n = 16) were surveyed. In total, 46 close-ended
questions on organizational framework conditions of WHM in their care facility were answered at
the beginning of the project. No significant differences were found for the indexes of health promoting
willingness, health promoting management, social capital and workplace health activity. Descriptive analysis
showed that home-based LTC performed slightly better on average. Home-based LTC and LTC
facilities had higher ratings in health promoting willingness than in actually managing the process
(health promoting management), while the results for acute care hospitals were reversed. Acute care
hospitals showed the lowest values for the topics of health as a leadership topic and evaluation of
incidents of violence, which were generally rated lower among all settings. Need for action can be
identified in improving personal, financial and time resources, evaluation and information on WHM.

Keywords: workplace health management; workplace health promotion; nurses; care facilities;
organizational framework conditions; cross-sectional analysis; Germany

1. Introduction

At the latest from the time of the coronavirus pandemic, the working conditions in
nursing have become the focus of public attention. As nursing has come to be regarded as
systemically important, the health burden on nursing staff has also become the focus of
political and public attention, especially since the number of sick days in this occupational
group has been above average for years [1,2].

In addition to the current pandemic, the system relevance of this occupational group
results from the constantly growing number of old and multi-morbid people due to the
demographic development. At the same time, there are signs of a lack in nurses in Ger-
many [2]. Given the demographic trend of people in need of care currently, in 2030 there
will have to be one new nurse for every 4.5 nurses to meet the demand [2]. If the course is
not set soon for more personnel in nursing, Germany will have to deal with considerable
supply shortages within a few years [2]. In addition to the projected shortage of nurses,
the health care industry also faces several burdens in the day-to-day workplace. There is
an increased risk of long-term absence due to illness and early retirement [3]. The most
common diseases diagnosed by doctors are musculoskeletal disorders and mental health
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problems. Compared with other professions (19.3 sick days), nurses had an average of six
more sick days (25.2) in 2020. Indeed, this tendency has been quite stable since 2015 [4].
Besides the actual number of sick days, nurses also show significantly lower working ca-
pacity compared with other occupational groups in Germany [5]. An impact on health and
well-being might also be due to violence emanating from patients. In a cross-sectional study
among German care facilities, 94.1% mentioned having experienced verbal abuse and 69.8%
had experienced physical aggression in the previous 12 months [6]. As a result of violent
incidents, nurses reported becoming more careful, vigilant, and tense, as well as having
less enjoyment in their work and in interactions with patients, clients and residents [6].

Adding to the sick days, the problem of fluctuation and the high workload to which
nurses are exposed, the need for action becomes clear [7].

Studies show that workplace health promotion can reduce employee absenteeism due
to illness and secure employees’ ability to work in the long term [8]. A look at the German
history of work-related health promotion shows that the topic was already associated
with corporate success in the 19th century. In occupational health and safety, the first
working time regulations were issued in 1829 and the first accident prevention regulations
in 1984 [9]. From this more health-protective view, workplace health promotion then began
to be anchored in management processes in the 1980s. This went beyond the original health
protection [9]. Today WHM in Germany comprises all health-related activities focusing on
maintaining and promoting health and it can be seen as the roof of three columns: legally
required occupational safety, legally required operational integration management (OIM) and
the voluntary workplace health promotion (WHP) [9,10].

Behavioral-related and environmental-related workplace health promotion programs
are an acknowledged approach to counteract health-related challenges. For example, for
increasing physical activity, quitting smoking and promoting healthy diets, there are small
to moderate positive impacts for health across all sectors [10]. Embedded in workplace
health management (WHM), they have been proven to lead to an increase in quality and a
sustainable anchoring of the topic of health in companies [11]. This way, both employers
and employees can benefit from this [12].

A review of nursing-specific intervention studies reveals a range of effectiveness
evidence. Studies examining holistic approaches to health promotion show good results in
terms of health, stress and workability. In an RCT study, nurses were able to select stress
management measures at the organizational and personal levels [13]. In the intervention
group, a reduction in presenteeism as well as absenteeism and higher productivity were
evident [14]. A program developed for ambulatory caregivers (COMPASS) that focused
on improving community spirit, education about health promotion, occupational safety,
and healthy eating and fitness opportunities, showed significant improvements in health
status and reductions in participants’ experience of stress in a pre/post comparison after
six months [15]. The design of a break room and its close location led to an improvement
in the quality of meal breaks and a significant reduction in the stress levels of nurses [16].
Improved working conditions and increased staffing in inpatient care were found to reduce
stress [17]. Practical insights show a wide range of health promoting company activities in
care facilities [7]. Nevertheless, in German care institutions often only superficial or solely
behavioral-related activities for health are implemented, while a holistic and systematic
approach is missing [7]. Consequently, there is potential regarding environmental-related
health promotion [7].

Organizational framework conditions supporting this holistic approach are considered
to have unused potential in WHM [18]. For the further development of WHM, existing
structures should be used or appropriate new structures should be established to systemat-
ically manage WHM [19]. The importance of structures and processes as organizational
framework conditions to continuously ensure holistic WHM is also underpinned by the Fed-
eral Institute for Occupational Safety and Health in Germany, which has defined promotion
factors for occupational safety and workplace health. Thereby, a structured WHM plan, pro-
cess monitoring and evaluation are recommended for building up a WHM process [20,21].
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In addition to the formation of structures, the provision of adequate resources in terms of
personnel and finances is considered important [22,23]. Employee participation [11] and
the formation of steering groups or similar recurring meetings is also described as a success
factor [23,24]. Furthermore, the networking of internal and external actors is proven to be
an important criterion for success in the implementation of a holistic approach to WHP in
hospitals [14]. Implementing a holistic WHM needs inter-agency cooperation [25] and the
systematic integration of WHP activities, OIM and occupational safety [19].

Against this background, WHM structures and procedures hold strong importance
in maintaining job attraction, workforce and health of the nurses. Up to now, however,
there has been no setting comparison of organizational framework conditions in the field of
nursing. Based on this, the present study addresses the following research question: Which
differences in WHM structures and processes can be seen in different settings of nursing
(acute care hospital, long-term care (LTC) facilities and home-based LTC)?

To answer this question, it was decided to measure the structures and processes of five
main topics, which can provide a picture of the organizational framework conditions:

− health promoting capacity;
− social capital;
− workplace health promotion (as the first pillar of WHM);
− operational integration management (as the second pillar of the WHM);
− occupational safety (as the third pillar of WHM);
− dealing with violence and aggression (as a special burden in nursing).

2. Materials and Methods

The present study is part of the “BAGGer” project (Workplace offers for health pro-
motion and violence prevention in WHM: impact model-based conception and evaluation
of a WHP programme) funded by the Federal Ministry of Health (BMG) and registered
in the German Clinical Trials Register (DRKS-ID: DRKS00024961). The project started in
November 2020, ends October 2022, and is approved by the ethics committee of the German
Sport University Cologne (reference numbers No. 050/2021). Briefly summarized, a target
group-specific WHP program for the participating care facilities (acute care hospital, LTC
facilities and home-based LTC) is participatively developed and implemented as one col-
umn of WHM within the BAGGer project. The implemented WHP programs are evaluated
based on an impact model.

2.1. Study Design

A cross-sectional data analysis of the organizational structures of 16 care facilities was
conducted, among which five facilities were home-based LTC, seven LTC facilities and four
acute care hospitals (see Table 1). For the underlying project mentioned in the previous
paragraph, the participating institutions were recruited through convenient sampling.

Table 1. Overview of the sample composition.

Care Facilities Home-Based LTC
(5; 31%)

LTC Facility
(7; 44%)

Acute Care
Hospital
(4; 25%)

Number of all employees
(nurses and others)(mean, (± SD),

[min–max], (Med))

146 (±153)
[16–326], (49)

91 (±27)
[56–131], (93)

532 (±415)
[158–1125] (422)

Company size
(number of all employees; nurses

and others)
<10 0 0 0

10–49 3 0 0
50–249 0 7 1
>250 2 0 3
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For the present study, the following inclusion criteria were defined at the person
level: (a) knowledge about structures of WHM and (b) to have far-reaching personnel
responsibility for nursing employees in the surveyed care facility. The final sample therefore
comprised directors of nursing in acute care hospitals or care managers in LTC facilities
and home-based LTC. The sample was obtained by sending an information sheet about the
survey to participating care institutions within the BAGGer project. The information sheet
included brief information about the purpose of the study, the duration of the questionnaire
(30 min) and the guarantee of anonymity. All participants provided informed consent. The
data collection period was from March to June 2021. The questions on WHM structures
and processes (see below in the instruments section) and the related response options were
read out to the participants and the respective responses were documented in an editable
PDF file by the researchers (J.L. and H.B.). The data collection was conducted by telephone.

2.2. Instrument for the Operationalization of WHM Structures and WHM Processes
(WHM Check)

To measure structures and processes of the organizational framework conditions for
WHM, a compiled instrument, the WHM-Check, was used. The WHM check comprised
different questionnaires. Overall, the WHM check contained 46 closed-ended questions
divided into six main topics about WHM structures and processes. The main topics were
health promotion capacity [26,27] comprising health promoting willingness (mapping the
will of a company to implement WHM on a permanent basis) [26,28] and health promoting
management (the extent to which WHM is being put into practice systematically in the
form of a management process) [26,28]. Social capital [28] was measured (the scope of a
network and the capital that exists in social relationships among the employees in the
different settings [29]), as well as workplace health promotion [28], handling of incidents of
violence and aggression [30], operational integration management [31] and occupational safety.
The questionnaires used to assess the six main topics are listed in Table 2. Detailed overview
of the questionnaires and items used for the WHM-check can be found in the supplementary
material (Table S1).

Table 2. Overview of the questionnaires used for workplace health promoting structures and pro-
cesses (WHM-check).

Main Topic Questionnaire Response Option

Health promoting
capacity [26,27]

Health promoting willingness
index over three items [28]

Eleven-point Likert scale (from 0 = “do not agree at all”,
10 = “fully agree”)

Health promoting management
index over nine items [28]

Eleven-point Likert scale (from 0 = “do not agree at all”,
10 = “fully agree”)

Social capital Social capital
index over nine items [28]

Four-point Likert scale
(1 = “do not agree at all”, 4 = “fully agree”)

Workplace health
promotion

Workplace health activities
index over six items [28]

Eleven-point Likert scale (0 = “do not agree at all”,
10 = “fully agree”)

Workplace health structures and supporting
cooperation partner

five items [28]

Four nominal scaled response options (“yes” and “no”)
One non-standardized question (“work with

cooperation partner”)

Handling of incidents of
violence and aggression

Handling of incidents of violence and
aggression (against employees)

eight items [30]
Nominal scaled response options (“yes” and “no”)

Operational integration
management

Operational integration management
four items [31] Nominal scaled response options (“yes” and “no”)

Occupational safety
Occupational safety

two items
non-standardized question

Nominal scaled response options (“yes” and “no”)
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2.3. Statistical Analysis

For describing health promoting willingness in every setting, we decided to build an
index (0 = “do not agree at all”, 10 = “fully agree”) over three items by averaging. In
the same way, there was an index formed for every setting by averaging nine items to
describe health promotion management [28]. In the next step, we used these index results and
compared them with established cut-off values from the same dimensions in the Worksite
Health Promotion Capacity Instrument (WHPCI) to classify the facilities in their degree of
health promoting capacity. Hereby, the cut-off for health promoting willingness was >5.9 and for
health promoting management >2.6 [26,27]. According to this, we checked which of our care
facilities showed results above both cut-off-marks to attest them a “high” health promoting
capacity [26,27].

Averaging the 9 items of social capital enabled calculating a social capital index for every
setting (0 = “do not agree at all”, 10 = “fully agree”) [28]. For workplace health activities, there
was an index calculated (0 = “do not agree at all”, 10 = “fully agree”) in the same way by
taking the average of six items on behavior-related and environmental-related activities
aiming to promote health and displaying them per setting [28].

For the indexes of health promoting willingness, health promoting management, workplace
health activities and social capital, the mean (mean), median (med), standard deviation (±SD),
frequency (n) and percentage (%) were calculated per setting as descriptive analyses. To ex-
amine the setting-specific differences, a univariate analysis of variance was calculated. For
workplace health structures [28], handling of incidents of violence and aggression [30], operational
integration management [31] and occupational safety, frequencies (n) and percentages (%) for
every item were reported. To ensure a conservative approach to the interpretation of the
results (avoidance of an alpha error) and due to the rather small sample, we decided to set
the significance level at p < 0.01. All statistical analyses were run with IBM SPSS 26 (IBM
Corp., Armonk, NY, USA).

3. Results

Regarding the willingness of a company to implement WHM on a permanent basis
(health promoting willingness index), home-based LTC (7.4 ± 1.2) showed the highest score,
while the acute care hospital setting (5.9 ± 1.2) showed the lowest score. The extent to
which WHM is being put into practice systematically in the form of a management process
(health promoting management index) was the highest for the setting of acute care hospitals
(6.3 ± 2.0) and lowest for LTC facilities (5.5 ± 2.9). Comparing the two dimensions, home-
based LTC and LTC facilities have higher ratings in health promoting willingness than in
actually working on a WHM management process (health promoting management index). For
hospitals, the results were the opposite, as the health promoting willingness was lower than
the actual WHM process (health promoting management index).

The degree of health promoting capacity depending on health promoting management and
health promoting willingness, showed that 100% of the home-based LTC, 86% of the LTC
facilities and 75% of the acute care hospitals achieved a “high” health promoting capacity. The
social capital—an index displaying the quality of social relationships—was best rated for
home-based LTC (3.3 ± 0.2) and lowest rated for acute care hospital (2.6 ± 0.3).

Although acute care hospitals showed the best health promoting management index
(WHM being put into practice systematically in the form of a management process), the
index for workplace health activities examining behavioral-related and environmental-related
activities was the lowest over all settings (5.1 ± 1.0). The highest results for the workplace
health activities index were achieved in the setting of home-based LTC (6.3 ± 2.6), which also
had the best results for the health promoting willingness.

Table 3 shows the median, minimum, maximum, variance and mean of the health
promoting willingness index, health promoting management index, social capital index and work-
place health activity index. Univariate analysis of variance showed no statistically significant
difference in the indexes according to the different settings.
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Table 3. Indexes per setting.

Home-
Based LTC

(n = 5)

LTC Facilities
(n = 7)

Acute Care
Hospital (n = 4) p *

Health promoting
willingness index

(mean(±SD),
[min:1–max:10]; (Med))

7.4 (±1.2)
[6–9]; (7.0)

6.8 (±1.8)
[4–9]; (7.0)

5.9 (±1.2)
[4–7]; (6.0) p = 0.368

Health promoting
management index

(mean(±SD),
[min:1–max:10]; (Med))

6.2 (±2.1)
[4–9]; (5.8)

5.5 (±2.9)
[0–9]; (5.3)

6.3 (±2.0)
[5–9]; (5.6) p = 0.831

Social capital index
(mean(±SD),

[min:1–max:4]; (Med))

3.3 (±0.2)
[3.0–3.8];

(3.4)

3.1 (±0.4)
[2.6–3.7]; (3.2)

2.6 (±0.3)
[2.3–3.9]; (2.7) p = 0.015

Workplace health
activities index
(mean(±SD),

[min:1–max:10]; (Med))

6.3 (±2.6)
[3–9]; (6.0)

5.5 (±2.1)
[2–9]; (6.0)

5.1 (±1.0)
[4–7]; (4.8) p = 0.712

* univariate analysis of variance.

Examining the workplace health structures that provide the basis for the implementation
of holistic and appropriate WHM, it appears that the care facilities of all settings worked
together with external cooperation partners concerning WHP (Figure 1). Regarding the
“employee participation in WHP”, home-based LTC achieved 100%, whereas LTC facilities
only achieved 71%. Lower results were also visible for 71% of LTC facilities having installed
a “steering group for WHP”, whereas 100% of the acute care hospitals confirmed this. The
lowest results for overall items and settings for WHP were achieved for acute care hospitals
seeing “WHP as a part of leadership-training” (25%).
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Figure 1. Existence of workplace health structures (per setting).

Since violence is also a burden on health, the survey asked about structures for
preventing and dealing with violence. Across all settings, the highest proportion (100%)
of handling of incidents of violence and aggression was found in the items “openly dealing with
the issue of violence” and “concept for violence/aggression”. The results for “deriving actions
from documented assaults” and “evaluation of the documented assaults” were the lowest in all
settings, especially for acute care hospitals. Additionally low, but slightly higher rated for
acute care hospitals was “support concept for employees” (Figure 2).
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OIM—as one of the three columns of WHM—was nearly always fully established. In
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employees” about this offer. In total, 40% of the outpatient care services did not have clear
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service facilities (Figure 3).
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4. Discussion
4.1. Summary of Findings

The objective of this study was to examine differences in WHM structures and pro-
cesses in three distinct settings of nursing. Even though the small number of cases in
this explorative study did not reveal statistically significant differences, home-based LTC
showed the best results on organizational framework conditions for WHM for nearly all
indexes assessed.
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Overall, all structures measured here can be rated as quite well developed across all
settings. This also could fit in with the majority’s good assessment of the result of social
capital (descriptive characteristic of the atmosphere in the care facility). Nevertheless, the
need for action to close the gap to a holistic and sustainable WHM has become clear in
certain points. This is especially the case for the implementation of WHM as a systematic
management process, a support concept for violence assaults and its evaluation. Further-
more, progress in terms of WHP being part of leadership training and balanced WPH
activities targeting the behavioral-related and environmental-related level would make
sense. The two remaining columns to fulfill WHM—operational integration management and
occupationally safety—were nearly fully established across all settings (which is mandatory
in Germany).

4.2. Study Aims in Context

Our study revealed that all three nursing settings showed better results in health promot-
ing willingness compared to studies with small- and medium-sized enterprises (SMEs) [26]
and information and communication technology (ICT) companies in Germany [27]. Indeed,
the same applies to health promotion management [26]. This could be due to a fundamentally
stronger interest of the care facilities in WHP, which also motivated the care facilities in our
study to participate in a WHM project. Care facilities with a lower interest in WHM might
have not been interested in participating in a WHM project.

The health promoting willingness of a company to implement WHM on a permanent
basis [26] was the best rated index for the settings of home-based LTC and LTC facilities in
our study. However, there was a decline in the health promoting willingness for WHP to the
concrete existing health promotion management structures in these two settings. For acute
care hospitals, the gap was displayed vice versa, which may result from the lowest results
for health promoting willingness but the best results for health promotion management. Acute
care hospitals seem to have installed more structures but show a weaker will than LTC
facilities and home-based LTC.

As the health promotion management index represents many criteria that are considered
important for WHM, a lack of recommended structures for WHM—e.g., a structured
plan [20], process monitoring and evaluation [20,21] and the provision of personnel and
financial resources—in the overall settings could be possible [22,23]. Especially for LTC
facilities, there is at least one facility without any health promoting management structures at
all, whereas most facilities show a medium existence of recommended structures.

In terms of social capital, our acute care hospitals showed lower results (0.7 point)
in European comparison (mean = 2.6). A survey of hospital managers on social capital
conducted across Europe in 2013 showed better results, with an average rating of 3.3 (range
1–4) [32]. This European study displayed that higher levels of social capital are associated
with higher implementation of measures to improve quality, which is an interesting topic
in terms of operational framework conditions for employee health [32]. A reason for lower
results in our study could be the ongoing COVID-19 pandemic situation being a burden
for acute care hospitals. Existing structural deficits in the area of nursing became more
clearly visible as a result [33]. Comparing our findings in the same sector, study results
on home-based LTC (n = 176) in northern Germany are in line with our findings on the
implementation of a workplace health activity index [34]. As our results for the workplace
health activity index in acute care hospitals were below the LTC care facilities, we cannot
confirm other findings, suggesting that WHP offers are predominantly available in large
facilities such as hospitals and not often in medium-sized LTC facilities [35,36]. This could
be related to the fact that most of our participating LTC facilities are comparably large
and have 50–249 employees. This might enable similarly good organizational conditions
or networking with cooperation partners to offer a wide range of WHP activities, as it
is usual in larger companies such as hospitals. However, it could also be possible that
the health promoting willingness—which is rated quite highly in our results—promotes the
implementation of more activities in our care facilities.
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Due to the high prevalence of violence, it also holds strong importance to create
structures for this purpose. This appears to be quite good at our facilities, but it could
also be a distortion of the overall situation, as another study shows. Two-thirds of the
employees in healthcare facilities (63.8%, n = 1984) who have experienced violence did
not feel well prepared by the institution for such attacks [6]. Our results showed a better
situation for having a concept of violence/aggression and training staff accordingly. Never-
theless, there is still a need for evaluation and deriving actions from documented assaults
across all settings. Whereas our results for the structure of regularly meeting occupational
health and safety committee was rated at 100% for home-based LTC, a German study
from 2016 to 2019 displayed that only 22% of the companies had a management system
with integrated occupational health and safety. Overall occupational health and safety
organization, was rated suitable in 49%. In our study 60% of the home-based LTC carried
out an appropriate risk assessment, whereas in the nationwide study it was only 38%.
For LTC facilities in the nationwide survey, one-third have a management system with
integrated occupational health and safety while our results showed this was the case for
100%. Overall, occupational health and safety organization was rated suitable in 70% of the
nationwide LTC facilities. In our study 86% of the LTC facilities carried out an appropriate
risk assessment, whereas in the nationwide study it was only 56%. Whereas our results
for the structure of regularly meeting occupational health and safety committee met by
100% for acute care hospitals, a German study from 2016 to 2019 displayed that only 40% of
the companies had a management system with integrated occupational health and safety.
Overall occupational health and safety organization was rated suitable in 88%. In our study,
100% of the home-based LTC carried out an appropriate risk assessment, whereas in the
nationwide study it was only 73% [37]. Again the reason for this overall better result may
be found in a general higher interest in WHM, as the companies decided to participate in a
workplace health related topic. Since there is a lack of setting-specific comparisons for OIM
in the literature, the results presented here are compared with a nationwide, cross-sector
survey. In 2007, 28% of small companies, 38% of medium-sized companies and 68% of
large companies had already implemented or carried out OIM. Our items on the existence
of a company agreement on OIM, a clear OIM-manager, documentation of OIM usage and
information on OIM were all at least 60%, with the emphasis on 100% compliance. In the
future, it would make sense to conduct more setting-specific and company size-specific
surveys on OIM [38].

Given the high level of incapacity to work and the demographic development, it
is clear that solutions must be found to keep nurses healthy and on the job. WHM can
contribute to improved workability and its necessary is underlined by the fact that 75% of
nurses are actually interested in WHM [5]. The fact that challenges still exist in this regard
is shown by our results, among other things, by the gap between the will and the actually
implemented systematic WHM process. A similar picture emerges in other care facilities
where often only superficial or exclusively behavioral preventive measures for health are
implemented [7]. Challenges in the holistic implementation of WHM are also shown by
American analyses naming difficulties such as a lack of management support, a lack of
qualified providers, a lack of qualified staff and emerging costs. Other challenges included
a lack of space and a lack of interest among employees [39]. However, good workplace
health management always requires work at the behavioral-related level as well as the
environmental-related level embedded in suitable WHM structures [11]. For example, the
strong influence of digitalization tends to shift responsibility for (workplace) health to the
individual through digital personal offerings [40].

In summary, it can be said that there is both a need and a necessity to promote holistic
WHM. Therefore, as examined in this study, a structured plan for WHM [20], process
monitoring, evaluation [21], the provision of adequate resources in terms of personnel and
finances [23,24], steering groups/similar recurring meetings [24,25], networking of internal
and external actors [19], systematic integration of WHP activities, occupational integration
management and occupational safety [26] are necessary for WHM.
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4.3. Limitations

Although there were several noteworthy aspects to this study, our study also has
several limitations. First, the small sample size should be mentioned in this regard, which
means that it is not possible to generalize the results for the German care sector. Results
can only be seen in relation to the subpopulation from which the sample is drawn [41].
However, our development of a WHM check as part of the BAGGer project is valuable
preliminary work for a representative survey in further studies. We would like the WHM-
check to be carried out in the future with a larger sample of nursing settings as well as other
company branches in order to obtain generalizable and comparative results and a higher
external validity. Second, when discussing the questionnaire, it was communicated that
many WHM activities had recently been suspended due to the COVID-19 pandemic, so it
can be assumed that WHM was better positioned in parts before the pandemic. The still
relatively high values achieved by the project care facilities just at the beginning of a project
in the parameters presented here could be due to the fact that the project companies have a
fundamentally stronger interest in WHM and therefore participated in a WHM project.

The question that arises is whether WHM structures and processes that are assessed
as “good” by the care facility manager are also perceived as “good” WHM by the nurses.

The results presented here have revealed insights into the state of workplace health
management structures from a management perspective. The decision to interview these
managers with personnel responsibility for nurses was based on the idea that they have
the most knowledge about structures and processes of the care institution. The assessed
items may not be directly visible to the employees, for example topics such as financial
resources or workplace health being part of leadership-training. They rather address topics
that are relevant for the management of WHM. However, distortions could have arisen
due to social desirability in the answers by the care facility manager. There is a risk that the
extent to which WHM activities are actually perceived by employees will be overlooked.
A survey that assesses to what extent WHM structures and activities are recognized by
employees would be useful to obtain an actual and multi-perspective status of how WHM
is perceived.

Third, there is a fundamental lack of scientifically tested instruments that measure
German WHM structures across the three columns of WHP, occupational safety and OIM.
Particularly in the area of violence prevention, OIM and occupational safety, there is a
need for further research to provide quantitative measurement instruments that can be
used in Germany. The categorization of health promotion capacity was only possible here
with reservations [26,27]. The latent constructs were the same, but Jung et al. used partly
different items after having adjusted them with factor loading [27]. The use of closed
questions due to the questionnaire sources allows a numerical comparison of the results.
However, with the target group of managers, a format with open questions would be
interesting, which would address the complexity of the subject matter.

This survey has made it possible to establish a status quo of factors as well as dif-
ferences in the areas of WHP, OIM and occupational safety in Germany and thus also
identified areas where action is needed.

5. Conclusions

There is an evidence-based need for action for holistic WHM in the nursing sector due
to the high workload, high sickness rates and strong fluctuation in leaving the nursing
profession [7]. The results for WHM in the care facilities represented here seem to be
better than average, although there is still work to be done to improve those management
structures and processes in the dimensions that achieved weaker results. This would close
the gaps between only being willing to promote workplace health and actually building
up the organizational framework conditions for sustainable WHM. In practice, the focus
should be on improving the management process for WHM, particularly the allocation of
human, financial and time resources, as well as the analysis, goal setting and evaluation
and provision of information on WHM. Moreover, workplace health activities should be
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implemented which target the environmental- and individual-related level. Furthermore,
it is recommended to make WHM a leadership topic, while a need for action also lies in
implementing a support concept for violence assaults, evaluating documented assaults and
deriving suitable actions.

There is still further research needed in ascertaining what is significant for promoting
WHM in care facilities. For the practical implementation, it would be helpful to explore
which promotion factors and barriers in the WHM in care facilities can be expected and
worked on. Further, it would be interesting to compare the results presented here with an
employee survey examining workability, health status, violence experiences and subjective
social capital to examine correlations between organizational framework conditions and
health-related outcomes. Seeing results from a baseline as well as a follow-up study would
be an enrichment. The comparison even with a third data resource displaying company
key figures such as absenteeism, fluctuation, OIM quotas, applicant quotas could enrich
such a calculation and provide indications of interrelationships.

As the literature draws out a lack of important considered environmental-related
health promotion issues, more studies on this topic would be helpful. An interesting
question would be to explore the distribution of environmental- and individual-related
WHM in a larger sample of companies and the connection to the health status of the
employees. Furthermore, investigations into the effect of environmental-related WHM
would be purposeful.

Overall, it can be said that through this survey it was possible to measure the status
quo of selected organizational frameworks for WHM in different settings of nursing that
are considered recommendable in the literature. Such a survey can provide interesting
results both as a baseline and follow-up measurement and can function as a comparison of
several companies or settings.
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