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Abstract: Background: The growing need for nursing care is offset by a shortage of nurses, who are
exposed to high physical and psychological demands in their daily work and have above-average
absences that vary between different care settings. Based on the data on sick days, the question arises:
What are the subjective work-related health burdens of nurses in acute care hospitals, inpatient care
facilities, and outpatient care services? Methods: Sixteen semi-structured interviews were conducted
in different care settings between May and September 2021. Questions about the professional
career, everyday working life and personal health, violence in the workplace, and organizational
framework conditions were asked. Results: The experiences of the nurses highlighted that health-
related burdens have varying manifestations in different care settings. This was reflected in three
main categories: health, everyday working life, and experiences of violence. In particular, the different
structural framework conditions that trigger stress and the occurrence of violence are important
from the perspective of the nurses. Conclusions: The results of this exploratory study can serve as a
baseline for obtaining further setting-specific quantitative data that can contribute to the development,
implementation, and evaluation of target group-specific health promotion programs.

Keywords: nurses; health burdens; work-related; workplace violence; setting-specific approach;
qualitative research

1. Introduction

The increase in the need for care with a concurrent shortage of skilled nursing staff
is currently the subject of heated discussions. In 2019, more than 19.4 million cases of
acute medical health care were provided to patients in German acute care hospitals [1].
It is assumed that the number of treatment cases in acute care hospitals will continue
to increase in the coming years [2] as the risk of disease and need for care increases in
the aging population [3,4]. Additionally, more than 4.1 million people in Germany are
currently in need of long-term care [5]. According to the social code XI §14, which defines
the term “need for care” for the purpose of receiving benefits from the statutory long-
term care insurance, persons are entitled if they have health-related impairments of their
autonomy or abilities and therefore require help from others [6]. Of these persons, nearly
one in five receive permanent (19.3%) or temporary (0.5%) care in inpatient care facilities,
and 23.8% use outpatient care services [5]. People in need of long-term care can live
permanently in inpatient care facilities that provide accommodation, catering, nursing care,
and social support [7]. In addition to household tasks, outpatient care services dispense
both long-term and treatment care, which is provided when acute health care is needed
regardless of the reason for long-term care, whereby these are booked individually and
partly reimbursed by the statutory insurances [8,9]. The possibility of receiving treatment
care through outpatient care services was used in 2.6 million cases in 2019 [10]. This
goes along with the fact that the tasks and demands on nurses vary in the different care
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settings [11]. In recent years, the demand for nurses has continued to be higher than the
number of available staff on the labor market [12–14]. Until 1 January 2020, there were
two types of nursing apprenticeships in Germany to enter the market as a professional
nurse: health care nursing, trained in acute care hospitals and outpatient care services,
and geriatric care nursing, trained in geriatric inpatient care facilities or outpatient care
services for the elderly [15,16]. Nursing care is currently provided by an increasing number
of around 1.7 million nurses in Germany with around 1.1 million health care nurses and
615,000 geriatric care nurses [12], in a given mix of professions between the care settings [5].
Of these, approximately 458,000 nurses work in acute care hospitals [1], around 796,000 in
inpatient care facilities, and 422,000 in outpatient care services [17].

In general, although the health burdens in nursing are well known, in-depth evidence
on subjective work-related differences between settings is lacking. Job demands can lead
to a health burden when they exceed employees’ capabilities [18], which in turn can be
a predictor of absenteeism when combined with work resources [19]. For years, nurses
have had higher sick leave rates (24.8–25.5 days/year) than employees in other professions
(18.8–19.5 days/year) [20]. The most frequent physician-diagnosed diseases of nurses
are respiratory diseases, musculoskeletal disorders, and psychological impairments, with
geriatric care nurses having more and longer sick leave than health care nurses [21–23].
Overall, one in four nurses rate their ability to work as moderate or poor [24], although
there appear to be differences in relation to the care setting. Workability is rated worse in
acute care hospitals than in inpatient care facilities and best in outpatient care services [25].
According to the available German data, while nurses across settings seem to be chronically
stressed, with the highest stress levels found in nurses working in acute care hospitals [26],
it seems as if there are hardly any differences regarding their physical health or well-
being [26–28]. However, outpatient care nurses appear to be more frequently affected
by stress symptoms and their consequences, such as burnout, than nurses in inpatient
care [21–23].

The current literature thus indicates that there might be differences in the work-related
health burdens of nurses according to the care setting. It is assumed that knowledge of
setting-specific differences may be central to health systems’ efforts to maintain a healthy
workforce. Therefore, the present study aimed to gain insights into the subjectively ex-
perienced work-related health burdens of nurses in different care settings. The research
question derived from this was: What are the subjective work-related health burdens of
nurses in acute care hospitals, inpatient care facilities, and outpatient care services?

2. Materials and Methods

This qualitative study was designed based on the criteria for reporting qualitative
research (COREQ) [29] and was conducted as part of a broader project: “Workplace offers
for health promotion and violence prevention” (BAGGer), funded by the German Federal
Ministry of Health (BMG) from 2020 to 2022. The project aims to implement and evaluate
workplace health promotion for employees in care settings who are exposed to particular
physical or psychological demands. This study belongs to the first project phase (A):
Identification of relevant health problems. This project is registered in the German Clinical
Trial Register (DRKS00024961).

2.1. Participants

Participants were included in the study if they fulfilled the following criteria: (1) they
are a professional nurse; (2) a minimum age of 18 years; (3) working in an acute care
hospital, inpatient care facility, or outpatient care service. The exclusion criteria were: (1)
professional nurses mainly assigned to administrative working tasks; (2) apprentices. The
recruitment of the participants was conducted through the persons in charge of employee
health at the participating employers of the BAGGer-project. In this process, nurses could
volunteer to participate by contacting the person in charge, and thus the selection was
random. The first contact to the participants was by e-mail, to generally inform them about
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the research project and to request an interview appointment. All selected persons agreed
to participate and written informed consent was provided by the participants.

The total sample consisted of four men and twelve women with an age range from 25
to 54 (mean 39 ± 11). In total, seven of the interviewed nurses had higher qualifications e.g.,
as a student instructor or in a special nursing field. The nurses had between 4 to 36 years
(mean 14 ± 9 years) of experience in the care sector and were working as professionals
in their given settings, where they were interviewed from 3 months to 15 years (mean
6 ± 4 years). Three nurses had a migration background. In every setting, one person was
working part-time. The interviews lasted between 36 to 171 min (mean 78 ± 33 min). A
more detailed list of the participants by setting can be found in Table 1.

Table 1. Sample description and interview duration by care setting.

Acute Care Hospital
(n = 5)

Inpatient Care Facility
(n = 6)

Outpatient Care
Service (n = 5)

Age [years]
mean (±SD); minimum-maximum 33 (±6); 27–42 34 (±11); 25–52 51 (±3); 47–54

Gender: female [n; %] 3 (60%) 4 (67%) 5 (100%)

Profession: geriatric care nurses [n; %]
higher qualification [n; %]

2 (40%)
1 (20%)

5 (83%)
1 (17%)

2 (40%)
5 (100%)

Experience in the care sector [years]
mean (±SD); minimum-maximum 12 (±3); 4–16 11 (±7); 5–20 20 (±12); 4–36

Working as a professional in the setting [years]
mean (±SD); minimum-maximum 7 (±4); 2–12 7 (±5); 0.25–15 4 (±3); 1–8

Migration background [n; %] 0 (0%) 1 (17%) 2 (40%)

Working part-time [n; %] 1 (20%) 1 (17%) 1 (20%)

Interview duration [minutes]
mean (±SD); minimum-maximum 69 (±7); 59–87 63 (±30); 36–119 104 (±42); 58–171

SD = standard deviation; n = number.

2.2. Interview Guide

A problem-centered interview guide was developed to structure the interviews [30].
The questions were collected and formulated collaboratively by the research team to identify
potential health burdens of nurses in different care settings. The interview guide contained
open-ended questions and was divided into five different topic blocks with key questions
or varying follow-up questions oriented to the problem to be examined in a flexible order.
Table 2 shows the main topics (professional career, everyday working life, health, workplace
violence, company) and key questions of the interview guide.

Table 2. Topics and key questions of the interview guide (translated from German).

Topic Key Question

professional career “How did you come to your profession?”

everyday working life “What does a typical working day in nursing look like?”

health “How do you define health for yourself personally?”

workplace violence “What kind of conflicts or violence do you witness at work?”

company “What do you think makes your care organization different
from other employers?”

To ensure comprehensibility and to estimate the amount of time required for the
interviews, the guide was pre-tested with a nurse working in an acute care hospital.
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2.3. Data Collection

The interviews were conducted in the period between May to September 2021 by two
research team members, both of whom were Ph.D. candidates and trained in qualitative
research. Due to the rapidly changing visitation rules in care settings as a result of the
ongoing COVID-19 pandemic, telephone interviews were arranged with the interviewees.
The participants were either at home or had a generous amount of time at work for the
interview in a quiet room, so that only the researchers could hear their words and audio-
record them. The interviewees did not know the researchers and were simply informed
that they were interested in workplace topics. The demographic data and field notes were
completed after the interview as to not disturb the flow of the discussion. After the first
fifteen interviews, five per setting, the data saturation was discussed. Since new health-
related issues were brought up in the setting of inpatient care that promoted understanding,
the researchers requested contacts to a further interview partner.

2.4. Data Analysis

The transcription of the interview recordings was done by a professional typist ac-
cording to Dresing-Pehl [31]. The anonymized transcripts were analyzed according to
the method of structuring content analysis, which is popular in German-speaking coun-
tries [32,33]. The method is comparable with the framework method to analyze qualitative
data [34]. An initial coding system was developed deductively based on the main topics
and content issues of the interview guide as seen in Table 2. An initial sample of five
transcripts was coded and critically (re)read to confirm the main categories based on the
interview guide. This was followed by several analysis steps to inductively formulate
further categories and subcategories. The codes and text passages were discussed and com-
pared by the research team before the entire dataset was finally coded by three researchers
using MAXQDA Standard 2020 software, by VERBI GmbH Berlin. To analyze the data,
grid summaries were created to produce summary tables, linking the codes and cases to
compare the setting groups.

3. Results

Concerning the research question, the following main categories were deduced: (a)
health, (b) everyday working life, (c) experiences of violence. Each main category was
divided into subcategories showing different characteristics (see Table 3).

In the following, the results of the content analysis of the statements of nurses from
acute care hospitals (ACH), an inpatient care facility (ICF), and an outpatient care service
(OCS) are presented in relation to the respective main and subcategories.

Table 3. Coding system with defined main and subcategories and meaning units.

Main Category Subcategories Characteristics

Health

Health status
physical
mental
social

Private health behavior promote
neglect

Health behavior at work
stress management

ergonomics
nutrition
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Table 3. Cont.

Main Category Subcategories Characteristics

Everyday working life

Working hours

weekend
atypical times

night shifts
short rest periods

long duration

Quantitative demands

tasks distant from patients
frequent patient interaction
time-intensive patient care

nurse-to-patient-ratio

Work environment
spatial environment

work equipment
physical hazards

Qualitative demands
dealing with suffering

interaction work
responsibility

Job control
workflow

assignment of work
on-call duty

Working atmosphere
cooperative work

sense of community
reward

Experiences of violence

Understanding of violence
persecutor

victim
rescuer

Forms of violence
verbal

physical
sexual

Consequences organizational
personal

3.1. Health

The main category “health” comprised statements relating to health and health behav-
ior. Three subcategories were identified: health status, private health behavior, and health
behavior at work.

The health status subcategory was defined as the subjective assessment of physical,
mental, and social health. The statements indicated that most of the interviewed nurses
considered their state of health to be good despite some physical or social burden factors.
The physical burdens mentioned were back pain, head and neck pain, problems with
the knees, legs, and feet, or hypertension. It was noticeable that these burdens were
predominantly named by OCS and ICF nurses. In contrast, mental health problems were
mentioned equally in all three settings. The majority of the nurses reported feeling mentally
or emotionally exhausted, as shown by the difficulty they have had in switching off after
work, frequently feeling irritable, being listless, or already being treated for a mental health
disorder. Likewise, in all three settings, most nurses reported frequently being tired, which
for some meant that they hardly participated in social life. In ACH and OCS, some already
spoke of chronic sleep problems in the form of difficulty falling asleep and staying asleep.

The subcategory of private health behavior was defined as health-related behaviors in
private life. Across all settings, nurses reported promoting their health through relaxation,
especially sleeping. Additionally, social exchanges about work experiences was considered
particularly relaxing.
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“Sure, I talk as well. You always have to be careful how much you talk in a private setting.
But, with particular events you talk things over with friends, maybe go over things once
more.“ (ACH nurse)

Active relaxation, for example by doing sports, was generally described as beneficial.
However, most of the nurses interviewed reported that this was not possible for them due
to time constraints or exhaustion.

The third subcategory, health behavior at work, was defined as the individual’s ability
to behave in a healthy manner at work. The nurses in all three settings reported specific
challenges in dealing with stress. They could not always deal with it appropriately, which
manifested itself in neglecting some nursing tasks or making mistakes in performing them.
Across all settings, it was frequently reported that breaks, even when given, were not taken
due to time pressure. Several ACH and ICF nurses also mentioned smoking or eating an
excessive amount of sweets to experience a moment of peace amidst the many demands
they face at work. While all nurses were familiar with ergonomic working methods, mainly
nurses suffering from lower back pain reported working ergonomically. However, most of
them mentioned that they neglect ergonomic ways of working when they are under time
pressure and colleagues or equipment are not immediately available, or when they feel
pressure to perform in emergency situations. In OCS, the main nutrition issue addressed
was that they drink little to avoid having to go to the toilet, and often eat while driving
or on the side of the road. Particularly in ACH and ICF settings, the nurses interviewed
stated that their nutrition during work hours was poor. Especially when they are under
time pressure, they eat quickly or not at all, and they rarely take the opportunity to drink.

3.2. Everyday Working Life

The main category “everyday working life” comprised structural framework condi-
tions at the workplace and was divided into six subcategories: working hours, quantitative
demands, work environment, qualitative demands, job control, and working atmosphere.

The subcategory working hours described the period during which the nurses carry
out their professional tasks. Weekend work and atypical working hours, i.e., starting work
before seven in the morning, were reported in all settings. Both were perceived as stressors,
especially by interviewees with families. Another characteristic, mainly reported by ACH
and ICF nurses, was the night shift, which affected personal sleep and eating patterns.

“Because I work in care, I’ve been on night duty for years on a rotating shift system. My
biorhythm is completely messed up then. When you’re off, you wake up at five in the
morning anyway, you’re wide awake, you’re driven, your eating habits are completely
changed.” (ACH nurse)

All interviewed nurses referred to the fact that a regular change between shifts might
lead to shortened rest periods, which was perceived as physically demanding. Additionally,
overtime on a regular basis and working more than seven days in a row were named as
stress factors and were negatively associated with individual workability.

The subcategory quantitative demands was defined as the perceived amount of work
in performing the job. Tasks that are distant from the patients, such as documentation,
organization, service, and cleaning activities, were mentioned as forming part of a steadily
increasing workload over the years, and these have once again increased sharply due to the
pandemic. While OCS nurses perceive a reduction in workload due to digitization, ACHs,
on the other hand, reported that tasks on the computer have increased due to the rise in pa-
tient turnover, and that the time is then lacking for the patients. Another stressor primarily
mentioned in ICF and ACH was frequent patient interaction. In addition, the growth in
the number of multimorbid patients in need of care was described in all settings, making
the nursing and care duties increasingly complex and time consuming. Furthermore, the
patient volume has increased, while at the same time there are fewer colleagues available,
especially in ACH and OCS. In ICF, in contrast, a more differentiated picture emerged. On
the one hand, the number of nursing staff and assistants has increased, while the number of
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patients has remained constant; on the other hand, it was also emphasized that the staffing
ratio is still not sufficient to feel any real physical relief.

The third subcategory, work environment, was defined as the physical conditions of
everyday work. The spatial environment was characterized by long walking distances in
all settings, which in OCS was even more physically demanding because of needing to
constantly climb stairs. While ACH and ICF spoke of a lack of private spaces on the wards,
OCS nurses, in contrast, sometimes worked in cramped private residences, which was a
recurring physical burden, and those needing care do not always have clean homes, which
sometimes causes disgust, making toilets unusable. In addition, OCS nurses spent a great
deal of time in their cars, which were only partially adapted to their own physiological
needs, and are exposed to weather, road, and traffic conditions, and which can cause time
delays. Work equipment that facilitates ergonomic work was described by some in the
ACH and ICF as being distantly located, outdated, or not sufficiently available. In OCS,
patients are responsible for providing both equipment (such as lifts) and work materials
for treatment care, which regularly results in work equipment not being fully available.

“Especially in care jobs today, you simply have to improvise [ . . . ]. If you have to place a
catheter, you are happy when you have dressings, disinfectant or even a urine bag and
sterile gloves in the package.” (OCS nurse)

The nurses reported that they were also exposed to physical hazards such as bacterial
or viral sources of infection in the course of their daily duties, which means that they then
have increased contact with disinfectants and constantly work with personal protective
equipment, which is perceived as a physical burden, especially on warm days.

“That I have trouble breathing, I often have headaches, well, headaches, dizziness, circula-
tion problems; this happens regularly since we have had to mask up.” (ACH nurse)

The subcategory of qualitative demands was defined as the emotional and cognitive
work demands that are experienced. Dealing with suffering, e.g., due to illness or death of
patients, was described as emotionally stressful, especially in the first years of the job and
when exposed to the situation alone without colleagues on site, such as during night shifts
or in OCS. Especially ICF and OCS nurses mentioned that observing the suffering of care
receivers due to a lack of financial means also triggers compassion in them, and they worry
about their own financial status in old age.

“Or when I hear that they have to go to the food bank. Seriously ill people, dependent
on oxygen, and have so little money that they have to go to the food bank. Well, these
are the things which break our spirit more than the work; How the elderly have to live.”
(OCS nurse)

Most nurses indicated that time-intensive interaction work with patients goes a long
way toward providing care professionally and in line with their own moral values, which,
especially for ACH and ICF nurses, also contributes to patients seeking contact less fre-
quently. In OCS, on the other hand, it was referred to as burdensome that interaction work
is a service for which nurses are rarely booked, and therefore does not show up in their
planned schedule. Furthermore, the responsibility for the correctly performed nursing care
was described as stressful, especially when they are the only trained nurses on-site and, in
addition, as in ICF and OCS, there is often no physician on-site.

“So yes, when there is something wrong with a patient, I have to decide within seconds:
“What must I do? Do I need a doctor, or should I just call the relatives so that they can
deal with this? Or do I have to call an ambulance?” [ . . . ], creates stress somehow, the
stress levels rise. You really notice it.” (OCS nurse)

The job control subcategory was defined as the ability to shape or plan one’s workday.
The workflow, especially in ACH and ICF, is characterized by frequent work and break
interruptions by other patients or relatives, which means that multiple tasks have to be
completed in parallel.
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“I have sometimes experienced that I start several things, but then I have to abandon
them. Because between those things that you already have to deal with, something else
comes between. It is very draining to have to keep an overview of things. And, of course,
you go home with a heavy head, and with the feeling that you have forgotten something,
or needed to do something or needed to do it better.” (ICF nurse)

The assignment of work in ACH and ICF settings is mostly done collaboratively within
the care team, with some tasks being added during the course of the shift. In contrast,
OCS nurses report that the work plan and any changes are meticulously provided by their
superiors. Many nurses stated that they constantly have the feeling that they are on unpaid
on-call duty to take over a colleague’s shift at short notice, e.g., if the colleague is absent
due to illness. There were also contrary statements concerning regular calls where, in the
case of absences, no one is asked to step in, and the workload is then distributed among
those present.

The sixth subcategory, working atmosphere, was defined as the experienced work cli-
mate in terms of cooperative work, sense of community, and rewards. In ACH, cooperation
with physicians is sometimes conflictual due to a strong hierarchical gradient, while ICF
and OCS experience it as exhausting to get in touch with them at all. In OCS, prescribed
medications and nursing equipment are often delivered by pharmacies or medical supply
stores. In this context, many of the interviewees reported that there are always long delivery
times, which means that they often have to do without the equipment that they need. In
addition, especially ACH and ICF nurses reported that language barriers result in missing
information and conflicts with service or assistance staff. It was noted in all settings that
information is often lost, especially during external patient transfers, and that this leads
to extra work and incorrect treatment approaches. While a high level of cooperation is
often observed in the nursing teams, the sense of community in the overall organization is
experienced as low, especially in ACH and ICF, when cost pressure or pressure to perform
is passed on by top management.

“Even so, you have to work more effectively. Then there is a discussion about consumption
of materials, and I think: Please, if somewhere material costs should not be discussed
about, then it is in the medical field.“ (ICF nurse)

The awareness of doing something useful for society and experiencing gratitude was
frequently mentioned as rewards for daily work. In contrast, there is a low experienced ap-
preciation from society, also in financial terms, which in turn limits the financial possibilities
for health care expenditures.

3.3. Experiences of Violence

The main category “experiences of violence” includes statements about experiencing
violence in the workplace. Three subcategories were identified: understanding of violence,
forms of violence, and consequences.

The subcategory understanding of violence was defined by what nurses understand
under the term “violence” and their individual role in this context. Most nurses often
experienced themselves in the role of the persecutor of violence. In this context, they
defined it as violence if they cannot take care of the patient in a needs-oriented way due
to the framework conditions of their daily work, or if they were tired and stressed and
therefore reacted irritably to the patients.

“Violence in care work for me is, of course, when it comes to scuffles, to physical assaults.
But also, if you are markedly distanced towards patients and ignore them, that for me
also is violence, in particular if it means ignoring the wishes or needs of the patients.”
(ICF nurse)

In terms of the nurses themselves being victims of violence, this was mostly down-
played and excused by patients’ illnesses or cognitive limitations. It was mentioned that it
might be part of the nursing job to fulfill the expectations of patients and relatives regarding
performance or time. In addition, nurses perceived themselves in the role of a witnessing
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rescuer when patients attack each other, as seen in ACH and even more so in ICF. Also, the
sense of having to rescue a patient occurs in ACH e.g., when relatives with a health care
proxy request physical intervention against the patient’s will, which is difficult for nurses
to reconcile with their own morality, and in OCS, when relatives are overwhelmed with
care and use violence.

“There is much more propensity for violence; I don’t know why. But the inhibition
threshold of patients or their relatives is so lowered that sometimes I really, I find it scary.”
(ACH nurse)

The second subcategory, forms of violence, was defined as verbal, physical, and sexual
experiences of violence and their subjectively perceived frequency.

Verbal violence in the form of insults, verbal abuse, or bossing around by patients and
relatives was experienced daily. Physical violence, for example, hitting, pinching, kicking,
or holding was also mentioned. It was striking that, on the one hand, this was often
described in questions about everyday work but, on the other hand, most nurses stated that
they rarely experienced physical violence. Sexual violence in the form of intimate touching
was mentioned but mostly dismissed as being unintentional, especially in ICF and OCS.
In contrast, in ACH, physical and sexual violence in the form of (non)verbal or physical
harassment was sometimes experienced as intentional, which was perceived as threatening,
especially when this occurred when the nurse is alone, e.g., during the night shift.

The subcategory consequence was defined as how the organization and persons han-
dle incidents of violence. Especially in ICF and OCS, management and physicians are
involved in discussing how such situations can be avoided through nursing measures or
medication, whereas in ACH, discussions with psychologists were offered or no support
was experienced from colleagues or the organization at all. Although most nurses reported
that they personally cope well with violence, some indicated that they reflect on these inci-
dents and feel guilty because of their own (re)actions, and in some cases, an uncomfortable
feeling remains, and they try to avoid the patients and/or situations. Some nurses also
indicated that they had nightmares and—to some extent—anxiety, especially when the
incident was perceived as threatening and intentional, regardless of whether they received
or were offered support.

“And then the patient, well, he was undressed, he just tried to push me against the wall.
What exactly he intended—I don’t know. Yes, that was such an event, it really stayed
in my mind, because in that moment I was actually completely overwhelmed and I just
didn’t know how I should somehow deal with that. And because even in hindsight, I
somehow,—which is actually completely unnecessary—that’s also what my boss told me,
because actually I felt guilty because I knocked the patient down.” (ACH nurse)

4. Discussion

This qualitative study aimed to determine the subjective work-related health burdens
of nurses in ACH, ICF, and OCS. The results show a variety of burdens experienced by
nursing staff in all three types of care settings.

4.1. Summary of Findings

Above all, time and performance pressures were experienced as stress factors. In all
settings, time pressure was experienced most notably when quantitative demands increase.
ACH and ICF nurses named frequent patient contact as one of the causes. Furthermore,
ACH nurses in particular stated that tasks away from patients are becoming more intense.
Especially nurses in ACH and OCS mentioned that they were responsible for too many
patients—a quantitative demand that triggered time pressure. The OCS nurses added that
they have no influence on the road and traffic conditions, which can cause delays, and that
they have hardly any influence on their work plan. Pressure to perform was also always
associated with quantitative demands by the nurses interviewed, and it was indicated
that time-intensive interaction work plays a major role. ACH and ICF nurses justified the
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lack of time for interaction work due to the quantitative demands of their work, while
the OCS nurses highlighted the fact that these tasks do not appear in the work plan due
to the remuneration system. In the settings of ACH and ICF, performance pressure also
resulted from work interruptions. In this context, the interruptions resulted in many tasks
being worked on in parallel and the nurses were not always sure whether they could, or
had, fulfilled all of them as a result. Furthermore, ICF and OCS nurses in particular feel
pressured because they often have the sole responsibility for patients, without support
from other trained nurses or physicians.

Our qualitative results on the subjective work-related health burdens are in line with
the available quantitative results in the literature. According to these results, around
two-thirds of nurses in Germany have been reporting for years that they are often un-
der high time or performance pressure (59–67%) [35,36]. In addition, employees in the
health and social care sector in particular have experienced increased demands due to
pandemic-related extra workloads [37]. Further, nurses in Germany frequently suffer from
musculoskeletal disorders and psychological impairments, with geriatric care nurses more
commonly affected [21–23]. However, our qualitative results go beyond the current re-
search state, as they provide a deeper insight into the subjective health burdens related to
the nursing setting. Physical complaints were mainly mentioned by ICF and OCS nurses in
our study. The main reason given for this was the lack of colleagues or work equipment
to support the physical work on the patient such as lifting and carrying. In ICF, this was
attributed to the nurse-to-patient ratio and long distances to equipment or insufficient
equipment purchases by the employer. In OCS, on the other hand, it was common to work
alone, and work equipment was unavailable if patients did not purchase it or if it was
delivered late. In addition, OCS nurses often stated that they work in awkward positions
because patients’ homes did not allow them to do otherwise, and their car could not be
adapted to their own physical needs. The current quantitative data mainly focuses on
profession-specific differences, rather than the setting-specific differences, in work-related
health burdens. Against the background of different setting-specific working tasks, it must
be assumed that geriatric care nurses experience frequent standing, lifting, and carrying of
heavy loads, and working in awkward postures [36], which can lead to spinal disorders
and lower back pain [38,39]. However, our results suggest that lifting and carrying heavy
loads, and working in awkward postures was more an ICF and OCS nurses’ issue than
a professional group one. This is consistent with findings from occupational safety and
health research that more tasks are performed on patients in ICF and OCS than in ACH,
where more coordinative tasks are involved [11]. Our results also indicate that in ACH and
ICF, demarcation conflicts between nursing tasks on the one hand and service tasks, on the
other hand, are mainly caused by the coordination of workflows with service or assistance
staff, which in turn affects performance. An improvement of the cooperative collaboration
between professionals and institutions is desirable to reduce the quantitative demands
caused by a lack of information. Common research suggests that back and neck pain are
more likely to be associated with psychosocial factors, such as quantitative demands [40].
The results also indicate that performance suffers under stress. In line with this, with
the increasing workload, around one-third of nursing tasks on a shift are commonly not
performed in Germany, with nurses first neglecting interaction work [41]. A lower level of
interaction work, on the other hand, was reported as a predictor of increased quantitative
demands in this study, especially in ACH and ICF.

Emotional exhaustion was also a central theme for nurses in all settings. In ACH,
about 70% are affected at least once a month, in ICF about 58%, and in OCS approximately
every second nurse [27,28]. As mentioned, qualitative demands occur to varying extents
in all settings and are described as particularly exhausting when nurses are exposed to
them alone, as occurs during night shifts in ACH and ICF or predominantly in OCS.
Emotional exhaustion is associated with qualitative demands and, moreover, with poorer
psychological and physical well-being [42]. The in-depth results of this study provide
insights into how this association could come about. Being too exhausted was also one of
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the central themes mentioned, which led to neglecting healthy behavior. This involved not
engaging in social and sports activities in private, as well as neglecting ergonomic ways
of working and taking breaks at work. In addition, nurses in ACH and ICF, in particular,
reported that they frequently skip breaks due to the quantitative demands of their work.
Considering the detailed qualitative statements, it is not surprising that quantitative studies
also found a relationship between frequently skipped breaks and psychosomatic, as well as
musculoskeletal, complaints [43]. Additionally, ACH and OCS nurses in particular reported
sleep problems, which they often attributed to their work hours. This is hardly surprising
since the majority of German nurses work weekends (85–87%) and more than half work
nights or at atypical times whereby they have little control over their own working hours,
which results in shortened rest periods (under 12 h) for one in two health care nurses
and one in four geriatric care nurses [44]. Working atypical times and having a low level
of decision latitude or job control is associated with outcomes such as cardiovascular
diseases [45,46], depressive symptoms [47], and musculoskeletal complaints [48]. In this
context, OCS nurses in particular stated that they had hardly any influence on their own
workflow.

When compared to other professions, the nursing profession differs not only in terms
of increased sick leave but also in terms of regular experiences of violence, which were
described by the nurses as a typical work demand. Astonishingly, an everyday work
demand such as the experience of violence has hardly been investigated in Germany [49]. In
one year, 84–97% of nurses in Germany experience verbal attacks, most frequently in ACH,
and 61–77% have experienced physical violence, especially in ACH and ICF [50,51], while in
other jobs, violence, including collegial violence, is experienced by 16% of employees [52].
According to the results, nurses in ICF seem to be more affected by violence than in
OCS [22,25]. In contrast, ICF and OCS nurses in particular denied having experienced
physical violence, and sexual violence was mentioned more in passing. Consequently, it can
be assumed that further sensitization to the topic of violence could be beneficial. From the
data, it was shown that 69–75.9% of nurses in Germany, especially in ACH, are exposed to
verbal sexual violence at least once in 12 months, whereas physical sexual violence is more
likely to occur in ICF but is also experienced by at least every second nurse in other care
settings [53]. The nurses interviewed indicated that the personal consequences of physical
and sexual violence are experienced independently of the organizational support received.
The meta-analyzed data from 41 studies found that the organizational handling of violence
influences its prevalence, and it is known that frequent occurrences, especially of sexual
violence, have a negative impact on mental health [54]. A personal consequence resulting
from this that was mentioned is that situations or patients are avoided after an incident
and it was often followed by feelings of guilt, particularly if the affected nurse felt that they
had not acted according to their moral values. This is consistent with nurses’ experience
of moral injury, which occurs when witnessing human suffering, boundary violations,
or violence on multiple occasions [55]. In this study, ICF and OCS nurses in particular
indicated that they were deeply affected by patient suffering. Boundary violations of their
own moral ideals was especially highlighted by ACH and OCS nurses when relatives
have a different idea of the necessary patient care than the nurses. Nurses in all settings
also indicated that they act against their morals when they cannot provide care according
to the patient’s needs, which can result from increasing quantitative demands, and is an
act of violence from the perspective of the nurses. Another relationship exists between
frequent moral injury and destructive behaviors and aggression toward others [56]. Since
nurses indicate that their experiences of violence are becoming more frequent and that
need-based care decreases in stressful situations, it is not unexpected that quantitative data
would establish a correlation. Studies have shown that approximately one-third of nurses
in Germany feel strongly stressed by incidents of violence [50,51]. Our qualitative data go a
step further and show that not only do nurses feel stressed when they experience violence,
but also that stress in the workday promotes the occurrence of violence.
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4.2. Strength and Limitations

The results of our study provide a setting-specific insight into the work-related health
burdens of nurses in Germany. Key aspects and differences are highlighted that need to be
known to improve setting-specific working conditions for nurses. Despite these findings,
there are also limitations in the study. For example, the participants were selected through
contacts in care organizations participating in the health-promoting BAGGer project. There-
fore, it might be assumed that the participants tended to work for care organizations that
are interested in the health and wellbeing of their employees, and therefore also experience
fewer work-related health burdens. Accordingly, the influence of the organizational level
should also be examined more closely in the future. A complementary or subsequent step
could be, for example, to interview directors and managing professionals and to contrast
the results with the nurses’ statements. In addition, the inclusion criterion “professional
nurse” was chosen, which only partially reflects the profession and skill mix of the sector. In
acute health care, more than four out of five are trained nurses or have higher qualifications
(12%), while in geriatric care, around half are trained nurses (52%) and the rest are nursing
assistants [12]. Moreover, nurses with higher qualification levels are associated with better
health outcomes [23]. Also, through this convenient selection, mainly full-time nurses were
interviewed. In comparison, about half of the trained nurses work part-time [10] with
part-time employees having the highest sickness-related absenteeism [21]. Furthermore,
the interviews were conducted by telephone, which had the advantage that the participants
were in a confidential environment, but a pure soundtrack contains less information about
the interviewee than a face-to-face conversation. Although data saturation was discussed
and no more new thematic issues (code saturation) were mentioned, it is questionable
whether complete meaning saturation was achieved [57]. A major strength of the study
presented is that, given the sensitive nature of the topic of violence, the interviewers had a
psychological hotline available in case the topic might trigger the participants, which was
not necessary in this case.

5. Conclusions

Maintaining nurses’ ability to work plays a central role in health care. This exploratory
study shows that, from the subjective perspective of nurses, stress arising from varying
demands in different settings takes on a prominent role in their everyday work. In this
context, the experience of stress influences nurses’ own health behaviors as well as their
interactions with patients, which has been linked to the occurrence of violence. To positively
influence this with target group-specific health promotion programs, behavioral training
for nurses, including raising awareness of violence, on the one hand, and reducing work
demands in combination with employee-oriented changes in organizational culture, on
the other, could be beneficial. Nevertheless, more setting-specific data are needed to
quantify the work-related health burdens of nurses occurring in different settings. On
this basis, setting-specific health promotion programs for nurses could be developed and
implemented, or existing ones evaluated. We hope that this study helps to shape discourse
on the relationships among setting-specific care work, incidents of violence in nursing, and
nurses’ health.

Author Contributions: Conceptualization, A.S. and J.L.; methodology, J.L. and A.S.; formal analysis,
J.L.; investigation, J.L. and H.B.; resources, A.S.; data curation, J.L. and H.B.; writing—original draft
preparation, J.L.; writing—review and editing, A.S. and J.L.; visualization, J.L.; supervision, A.S.;
project administration, A.S. and H.B.; funding acquisition, A.S. All authors have read and agreed to
the published version of the manuscript.

Funding: This research was funded by the German Federal Ministry of Health, grant number
2520ZPK744.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Ethics Committee of German Sport University Cologne
(No. 050/2021; 31 March 2021).



Healthcare 2022, 10, 375 13 of 15

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: The authors thank all interview partners for taking part in this study. Further-
more, the authors would thank Gerrit Stassen for coaching and discussions during the development
of the manuscript and Madeleine Gernert for supporting in data analysis. Also, thanks go to the
project partner for providing a psychological hotline.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Statistisches Bundesamt. Gesundheit 2019: Grunddaten der Krankenhäuser. Available online: https://www.destatis.de/DE/The

men/Gesellschaft-Umwelt/Gesundheit/Krankenhaeuser/Publikationen/Downloads-Krankenhaeuser/grunddaten-kranke
nhaeuser-2120611197004.pdf?__blob=publicationFile (accessed on 16 December 2021).

2. Statistisches Bundesamt. Demografischer Wandel in Deutschland: Auswirkungen auf Krankenhausbehandlungen und
Pflegebedürftige im Bund und in den Ländern. Available online: https://www.destatis.de/DE/Themen/Querschnitt/Demograf
ischer-Wandel/Publikationen/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf;jsessionid=9BA99
A3AE3436361F3C68EACD97D1335.live742?__blob=publicationFile/Downloads/krankenhausbehandlung-pflegebeduerftige-
5871102109004.pdf?__blob=publicationFile (accessed on 16 December 2021).

3. Nowossadeck, E. Demografische Alterung und Folgen für das Gesundheitswesen. Available online: https://www.rki.de/DE/Co
ntent/Gesundheitsmonitoring/Gesundheitsberichterstattung/GBEDownloadsK/2012_2_Demografischer_Wandel_Alterung
.pdf?__blob=publicationFile (accessed on 16 December 2021).

4. Böhm, K. Gesundheitszustand der Bevölkerung und Ressourcen der Gesundheitsversorgung. Available online: https://www.dest
atis.de/DE/Service/Statistik-Campus/Datenreport/Downloads/datenreport-2021-kap-9.pdf?__blob=publicationFile (accessed
on 16 December 2021).

5. Statistisches Bundesamt. Pflegestatistik 2019: Pflege im Rahmen der Pflegeversicherung Ländervergleich—Pflegebedürftige.
Available online: https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Pflege/Publikationen/Downloa
ds-Pflege/laender-pflegebeduerftige-5224002199004.pdf?__blob=publicationFile (accessed on 16 December 2021).

6. Sozialgesetzbuch Elftes Buch—Soziale Pflegeversicherung, § 14 Begriff der Pflegebedürftigkeit: §14 SGB XI; Deutscher Bundestag: Berlin,
Germany, 1994.

7. Heimgesetz, § 1 Anwendungsbereich: §1 HeimG. Available online: https://www.gesetze-im-internet.de/heimg/__1.html#:~{}:
text=%C2%A7%201%20Anwendungsbereich,Dieses%20Gesetz%20gilt%20f%C3%BCr%20Heime.&text=Dieses%20Gesetz%20
ist%20anzuwenden%2C%20wenn,Betreuungsleistungen%20von%20bestimmten%20Anbietern%20anzunehmen (accessed on 27
December 2021).

8. Sozialgesetzbuch Elftes Buch—Soziale Pflegeversicherung, § 36 Pflegesachleistung: §36 SBG XI; Deutscher Bundestag: Berlin, Germany,
2021.

9. Sozialgesetzbuch Fünftes Buch—Gesetzliche Krankenversicherung, § 37 Häusliche Krankenpflege: §37 SGB V; Deutscher Bundestag:
Berlin, Germany, 1988.

10. Gesundheitsberichterstattung des Bundes. Tabelle (gestaltbar): Häusliche Krankenpflege/Behandlungspflege, GKV-Versicherte.
Available online: https://www.gbe-bund.de/gbe/!pkg_olap_tables.prc_set_orientation?p_uid=gast&p_aid=46644298&p_sprac
he=D&p_help=2&p_indnr=300&p_ansnr=75026676&p_version=2&D.000=1&D.003=3&D.737=3&D.008=3&D.009=3&D.100=2
(accessed on 16 December 2021).

11. Glaser, J.; Höge, T. Probleme und Lösungen in der Pflege aus Sicht der Arbeits-und Gesundheitswissenschaften; Bundesanstalt für
Arbeitsschutz und Arbeitsmedizin: Dortmund/Berlin/Dresden, Germany, 2005; Available online: https://www.baua.de/DE/A
ngebote/Publikationen/Berichte/Gd18.pdf?__blob=publicationFile&v=2 (accessed on 16 December 2021).

12. Statistik der Bundesagentur für Arbeit. Blickpunkt Arbeitsmarkt–Arbeitsmarktsituation im Pflegebereich. Available on-
line: https://statistik.arbeitsagentur.de/DE/Statischer-Content/Statistiken/Themen-im-Fokus/Berufe/Generische-Publikat
ionen/Altenpflege.pdf?__blob=publicationFile&v=7 (accessed on 16 December 2021).

13. Isfort, M.; Rottländer, R.; Weidner, F.; Gehlen, D.; Tucman, D.; Hylla, J. Pflege-Thermometer 2018: Eine Bundesweite Befragung
von Leitungskräften zur Situation der Pflege und Patientenversorgung in der Stationären Langzeitpflege in Deutschland. 2018.
Available online: https://www.dip.de/fileadmin/data/pdf/projekte_DIP-Institut/Pflege_Thermometer_2018.pdf (accessed on
16 December 2021).

14. Bonin, H. Fachkräftemangel in der Gesamtperspektive. In Pflege-Report 2019; Jacobs, K., Kuhlmey, A., Greß, S., Klauber, J.,
Schwinger, A., Eds.; Springer: Berlin/Heidelberg, Germany, 2020; pp. 61–69, ISBN 978-3-662-58934-2.

15. Gesetz zur Reform der Pflegeberufe: (Pflegeberufereformgesetz-PflBRefG); Springer: Berlin/Heidelberg, Germany, 2017.
16. Bundesministerium für Familie, Senioren, Frauen und Jugend. Pflegeausbildung in Bewegung: Ein Modellvorhaben zur

Weiterentwicklung der Pflegeberufe Schlussbericht der wissenschaftlichen Begleitung. Available online: http://doku.iab.de/exte
rne/2009/k090116f03.pdf (accessed on 16 December 2021).

https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Krankenhaeuser/Publikationen/Downloads-Krankenhaeuser/grunddaten-krankenhaeuser-2120611197004.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Krankenhaeuser/Publikationen/Downloads-Krankenhaeuser/grunddaten-krankenhaeuser-2120611197004.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Krankenhaeuser/Publikationen/Downloads-Krankenhaeuser/grunddaten-krankenhaeuser-2120611197004.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Querschnitt/Demografischer-Wandel/Publikationen/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf;jsessionid=9BA99A3AE3436361F3C68EACD97D1335.live742?__blob=publicationFile/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Querschnitt/Demografischer-Wandel/Publikationen/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf;jsessionid=9BA99A3AE3436361F3C68EACD97D1335.live742?__blob=publicationFile/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Querschnitt/Demografischer-Wandel/Publikationen/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf;jsessionid=9BA99A3AE3436361F3C68EACD97D1335.live742?__blob=publicationFile/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Querschnitt/Demografischer-Wandel/Publikationen/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf;jsessionid=9BA99A3AE3436361F3C68EACD97D1335.live742?__blob=publicationFile/Downloads/krankenhausbehandlung-pflegebeduerftige-5871102109004.pdf?__blob=publicationFile
https://www.rki.de/DE/Content/Gesundheitsmonitoring/Gesundheitsberichterstattung/GBEDownloadsK/2012_2_Demografischer_Wandel_Alterung.pdf?__blob=publicationFile
https://www.rki.de/DE/Content/Gesundheitsmonitoring/Gesundheitsberichterstattung/GBEDownloadsK/2012_2_Demografischer_Wandel_Alterung.pdf?__blob=publicationFile
https://www.rki.de/DE/Content/Gesundheitsmonitoring/Gesundheitsberichterstattung/GBEDownloadsK/2012_2_Demografischer_Wandel_Alterung.pdf?__blob=publicationFile
https://www.destatis.de/DE/Service/Statistik-Campus/Datenreport/Downloads/datenreport-2021-kap-9.pdf?__blob=publicationFile
https://www.destatis.de/DE/Service/Statistik-Campus/Datenreport/Downloads/datenreport-2021-kap-9.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Pflege/Publikationen/Downloads-Pflege/laender-pflegebeduerftige-5224002199004.pdf?__blob=publicationFile
https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Pflege/Publikationen/Downloads-Pflege/laender-pflegebeduerftige-5224002199004.pdf?__blob=publicationFile
https://www.gesetze-im-internet.de/heimg/__1.html#:~{}:text=%C2%A7%201%20Anwendungsbereich,Dieses%20Gesetz%20gilt%20f%C3%BCr%20Heime.&text=Dieses%20Gesetz%20ist%20anzuwenden%2C%20wenn,Betreuungsleistungen%20von%20bestimmten%20Anbietern%20anzunehmen
https://www.gesetze-im-internet.de/heimg/__1.html#:~{}:text=%C2%A7%201%20Anwendungsbereich,Dieses%20Gesetz%20gilt%20f%C3%BCr%20Heime.&text=Dieses%20Gesetz%20ist%20anzuwenden%2C%20wenn,Betreuungsleistungen%20von%20bestimmten%20Anbietern%20anzunehmen
https://www.gesetze-im-internet.de/heimg/__1.html#:~{}:text=%C2%A7%201%20Anwendungsbereich,Dieses%20Gesetz%20gilt%20f%C3%BCr%20Heime.&text=Dieses%20Gesetz%20ist%20anzuwenden%2C%20wenn,Betreuungsleistungen%20von%20bestimmten%20Anbietern%20anzunehmen
https://www.gbe-bund.de/gbe/!pkg_olap_tables.prc_set_orientation?p_uid=gast&p_aid=46644298&p_sprache=D&p_help=2&p_indnr=300&p_ansnr=75026676&p_version=2&D.000=1&D.003=3&D.737=3&D.008=3&D.009=3&D.100=2
https://www.gbe-bund.de/gbe/!pkg_olap_tables.prc_set_orientation?p_uid=gast&p_aid=46644298&p_sprache=D&p_help=2&p_indnr=300&p_ansnr=75026676&p_version=2&D.000=1&D.003=3&D.737=3&D.008=3&D.009=3&D.100=2
https://www.baua.de/DE/Angebote/Publikationen/Berichte/Gd18.pdf?__blob=publicationFile&v=2
https://www.baua.de/DE/Angebote/Publikationen/Berichte/Gd18.pdf?__blob=publicationFile&v=2
https://statistik.arbeitsagentur.de/DE/Statischer-Content/Statistiken/Themen-im-Fokus/Berufe/Generische-Publikationen/Altenpflege.pdf?__blob=publicationFile&v=7
https://statistik.arbeitsagentur.de/DE/Statischer-Content/Statistiken/Themen-im-Fokus/Berufe/Generische-Publikationen/Altenpflege.pdf?__blob=publicationFile&v=7
https://www.dip.de/fileadmin/data/pdf/projekte_DIP-Institut/Pflege_Thermometer_2018.pdf
http://doku.iab.de/externe/2009/k090116f03.pdf
http://doku.iab.de/externe/2009/k090116f03.pdf


Healthcare 2022, 10, 375 14 of 15

17. Statistisches Bundesamt. Personal in Pflegeheimen und ambulanten Pflegediensten. Available online: https://www.destatis.de/
DE/Themen/Gesellschaft-Umwelt/Gesundheit/Pflege/Tabellen/personal-pflegeeinrichtungen.html (accessed on 16 December
2021).

18. Bakker, A.B.; Demerouti, E. Job Demands-Resources Theory. In Wellbeing; Cooper, C.L., Ed.; John Wiley & Sons, Ltd.: Chichester,
UK, 2014; pp. 1–28, ISBN 9781118539415.

19. Bakker, A.B.; Demerouti, E.; de Boer, E.; Schaufeli, W.B. Job demands and job resources as predictors of absence duration and
frequency. J. Vocat. Behav. 2003, 62, 341–356. [CrossRef]

20. Drupp, M.; Meyer, M.; Winter, W. Betriebliches Gesundheitsmanagement (BGM) für Pflegeeinrichtungen und Krankenhäuser
unter Pandemiebedingungen. In Pflege-Report 2021; Jacobs, K., Kuhlmey, A., Greß, S., Klauber, J., Schwinger, A., Eds.; Springer:
Berlin/Heidelberg, Germany, 2021; pp. 71–89, ISBN 978-3-662-63106-5.

21. Drupp, M.; Meyer, M. Belastungen und Arbeitsbedingungen bei Pflegeberufen—Arbeitsunfähigkeitsdaten und ihre Nutzung
im Rahmen eines Betrieblichen Gesundheitsmanagements. In Pflege-Report 2019; Jacobs, K., Kuhlmey, A., Greß, S., Klauber, J.,
Schwinger, A., Eds.; Springer: Berlin/Heidelberg, Germany, 2020; pp. 23–47, ISBN 978-3-662-58934-2.

22. Grobe, T.; Steinmann, S. Gesundheitsreport 2019—Pflegefall Pflegebranche? So Geht’s Deutschlands Pflegekräften. Avail-
able online: https://www.tk.de/resource/blob/2066542/2690efe8e801ae831e65fd251cc77223/gesundheitsreport-2019-data.pdf
(accessed on 16 December 2021).

23. Rothgang, H.; Müller, R.; Preuß, B. BARMER Pflegereport 2020—Belastungen der Pflegekräfte und ihre Folge; BARMER: Berlin,
Germany, 2020; ISBN 978-3-946199-56-4.

24. Gesundheit und Arbeit—Blickpunkt Gesundheitswesen: BKK Gesundheitsatlas 2017; Kliner, K.; Rennert, D.; Richter, M.; Bogai, D. (Eds.)
MWV Medizinisch Wissenschaftliche Verlagsgesellschaft: Berlin, Germany, 2017; ISBN 3954663414.

25. Ehegartner, V.; Kirschneck, M.; Frisch, D.; Schuh, A.; Kus, S. Arbeitsfähigkeit von Pflegekräften in Deutschland—Welchen
Präventionsbedarf hat das Pflegepersonal: Ergebnisse einer Expertenbefragung. Das Gesundh. 2019, 82, 422–430. [CrossRef]
[PubMed]

26. Otto, A.-K.; Bischoff, L.L.; Wollesen, B. Work-Related Burdens and Requirements for Health Promotion Programs for Nursing
Staff. Int. J. Environ. Res. Public Health 2019, 16, 3586. [CrossRef] [PubMed]

27. Vaupel, C.; Vincent-Höper, S.; Helms, L.; Adler, M.; Schablon, A. Sexuelle Belästigung und Gewalt in Pflege- und
Betreuungsberufen- Ergebnisbericht für die Branche Krankenhäuser—Bereiche Psychiatrie, Allgemeinkrankenhäuser und
Rehabilitationskliniken, Hamburg. 2020. Available online: https://www.bgw-online.de/DE/Arbeitssicherheit-Gesundheitsschu
tz/Grundlagen-Forschung/GPR-Medientypen/Downloads/Bericht-Gewalt-Krhs.pdf?__blob=publicationFile (accessed on 16
December 2021).

28. Vaupel, C.; Vincent-Höper, S.; Helms, L.; Adler, M.; Schablon, A. Sexuelle Belästing und Gewalt in Pflege- und Betreuungsberufen—
Ergebnisbericht für die Pflegebranche—Bereiche stationäre Pflegeeinrichtungen und ambulante, Hamburg. 2021. Available
online: https://www.bgw-online.de/DE/Arbeitssicherheit-Gesundheitsschutz/Grundlagen-Forschung/GPR-Medientypen/
Downloads/Bericht-Gewalt-Pflege.pdf?__blob=publicationFile (accessed on 16 December 2021).

29. Tong, A.; Sainsbury, P.; Craig, J. Consolidated criteria for reporting qualitative research (COREQ): A 32-item checklist for
interviews and focus groups. Int. J. Qual. Health Care 2007, 19, 349–357. [CrossRef]

30. Witzel, A. Das problemzentrierte Interview. Forum Qual. Soz. /Forum Qual. Soc. Res. 2000, 1, 22. [CrossRef]
31. Dresing, T.; Pehl, T. Praxisbuch Interview, Transkription & Analyse: Anleitungen und Regelsysteme für Qualitativ Forschende; Dr Dresing

& Pehl GmbH: Marburg, Germany, 2018; ISBN 978-3-8185-0489-2.
32. Kuckartz, U. Qualitative Inhaltsanalyse: Methoden Praxis Computerunterstützung; Beltz Juventa: Basel, Switzerland, 2018; ISBN

978-3-7799-4683-0.
33. Kuckartz, U. Qualitative Content Analysis: From Kracauer’s Beginnings to Today’s Challenges. Forum Qual. Soz./Forum Qual. Soc.

Res. 2019, 20, 20. [CrossRef]
34. Gale, N.K.; Heath, G.; Cameron, E.; Rashid, S.; Redwood, S. Using the framework method for the analysis of qualitative data in

multi-disciplinary health research. BMC Med. Res. Methodol. 2013, 13, 117. [CrossRef]
35. Federal Institute for OccupationalSafety and Health. Care Work—Working at the Limit?: Working Conditions in the Care Sector.

2014. Available online: www.baua.de/dok/6506812 (accessed on 16 December 2021).
36. Lück, M.; Melzer, M. Working conditions in medical and geriatric care: Higher demands, more health complaints. BAUA Facts

2021. [CrossRef]
37. Hoffmann, L.; Jankowiak, S.; Beck, D.; Tisch, A.; Sommer, S.; Robelski, S.; Lück, M.; Pohlan, L.; Stegmaier, J. Betrieblicher Umgang

mit Psychischer Belastung durch die Corona-Pandemie—Eine Repräsentative Betriebsbefragung von IAB und BauA; Bundesanstalt für
Arbeitsschutz und Arbeitsmedizin (BAuA): Dortmund, Germany, 2021.

38. Seidler, A.; Euler, U.; Bolm-Audorff, U.; Ellegast, R.; Grifka, J.; Haerting, J.; Jäger, M.; Michaelis, M.; Kuss, O. Physical workload
and accelerated occurrence of lumbar spine diseases: Risk and rate advancement periods in a German multicenter case–control
study. Scand. J. Work Environ. Health 2011, 37, 30–36. [CrossRef]

39. Eriksen, W. Work factors as predictors of intense or disabling low back pain; a prospective study of nurses’ aides. Occup. Environ.
Med. 2004, 61, 398–404. [CrossRef]

https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Pflege/Tabellen/personal-pflegeeinrichtungen.html
https://www.destatis.de/DE/Themen/Gesellschaft-Umwelt/Gesundheit/Pflege/Tabellen/personal-pflegeeinrichtungen.html
http://doi.org/10.1016/S0001-8791(02)00030-1
https://www.tk.de/resource/blob/2066542/2690efe8e801ae831e65fd251cc77223/gesundheitsreport-2019-data.pdf
http://doi.org/10.1055/a-0905-3007
http://www.ncbi.nlm.nih.gov/pubmed/31185499
http://doi.org/10.3390/ijerph16193586
http://www.ncbi.nlm.nih.gov/pubmed/31557855
https://www.bgw-online.de/DE/Arbeitssicherheit-Gesundheitsschutz/Grundlagen-Forschung/GPR-Medientypen/Downloads/Bericht-Gewalt-Krhs.pdf?__blob=publicationFile
https://www.bgw-online.de/DE/Arbeitssicherheit-Gesundheitsschutz/Grundlagen-Forschung/GPR-Medientypen/Downloads/Bericht-Gewalt-Krhs.pdf?__blob=publicationFile
https://www.bgw-online.de/DE/Arbeitssicherheit-Gesundheitsschutz/Grundlagen-Forschung/GPR-Medientypen/Downloads/Bericht-Gewalt-Pflege.pdf?__blob=publicationFile
https://www.bgw-online.de/DE/Arbeitssicherheit-Gesundheitsschutz/Grundlagen-Forschung/GPR-Medientypen/Downloads/Bericht-Gewalt-Pflege.pdf?__blob=publicationFile
http://doi.org/10.1093/intqhc/mzm042
http://doi.org/10.17169/FQS-1.1.1132
http://doi.org/10.17169/FQS-20.3.3370
http://doi.org/10.1186/1471-2288-13-117
www.baua.de/dok/6506812
http://doi.org/10.21934/baua:facts20210421
http://doi.org/10.5271/sjweh.3121
http://doi.org/10.1136/oem.2003.008482


Healthcare 2022, 10, 375 15 of 15

40. Simon, M.; Tackenberg, P.; Nienhaus, A.; Estryn-Behar, M.; Maurice Conway, P.; Hasselhorn, H.-M. Back or neck-pain-related
disability of nursing staff in hospitals, nursing homes and home care in seven countries—results from the European NEXT-Study.
Int. J. Nurs. Stud. 2008, 45, 24–34. [CrossRef] [PubMed]

41. Zander, B.; Dobler, L.; Bäumler, M.; Busse, R. Implizite Rationierung von Pflegeleistungen in deutschen Akutkrankenhäusern—
Ergebnisse der internationalen Pflegestudie RN4Cast. Gesundheitswesen 2014, 76, 727–734. [CrossRef]

42. Schöllgen, I.; Schulz, A. Psychische Gesundheit in der Arbeitswelt Emotionsarbeit; Auflage; Bundesanstalt für Arbeitsschutz und
Arbeitsmedizin: Dortmund, Germany, 2016; ISBN 978-3-88261-183-0.

43. Lohmann-Haislah, A.; Wendsche, J.; Schulz, A.; Schöllgen, I.; Pinzon, L.C.E. Einflussfaktoren und Folgen des Ausfalls gesetzlicher
Ruhepausen bei Pflegekräften in Deutschland. Z. Arb. Wiss. 2019, 73, 418–438. [CrossRef]

44. Strauß, R.; Tisch, A.; Vieten, L.; Wehrmann, J. Hohe Anforderungen, wenig Ressourcen: Arbeitszeiten in der Alten-und
Krankenpflege. BAUA Fakten 2021. [CrossRef]

45. Theorell, T.; Jood, K.; Järvholm, L.S.; Vingård, E.; Perk, J.; Östergren, P.O.; Hall, C. A systematic review of studies in the
contributions of the work environment to ischaemic heart disease development. Eur. J. Public Health 2016, 26, 470–477. [CrossRef]
[PubMed]

46. Kivimäki, M.; Virtanen, M.; Elovainio, M.; Kouvonen, A.; Väänänen, A.; Vahtera, J. Work stress in the etiology of coronary heart
disease—A meta-analysis. Scand. J. Work Environ. Health 2006, 32, 431–442. [CrossRef] [PubMed]

47. Theorell, T.; Hammarström, A.; Aronsson, G.; Träskman Bendz, L.; Grape, T.; Hogstedt, C.; Marteinsdottir, I.; Skoog, I.; Hall,
C. A systematic review including meta-analysis of work environment and depressive symptoms. BMC Public Health 2015, 15.
[CrossRef]

48. Trinkoff, A.M.; Le, R.; Geiger-Brown, J.; Lipscomb, J.; Lang, G. Longitudinal relationship of work hours, mandatory overtime, and
on-call to musculoskeletal problems in nurses. Am. J. Ind. Med. 2006, 49, 964–971. [CrossRef] [PubMed]

49. Schaller, A.; Klas, T.; Gernert, M.; Steinbeißer, K. Health problems and violence experiences of nurses working in acute care
hospitals, long-term care facilities, and home-based long-term care in Germany: A systematic review. PLoS ONE 2021, 16,
e0260050. [CrossRef] [PubMed]

50. Schablon, A.; Zeh, A.; Wendeler, D.; Peters, C.; Wohlert, C.; Harling, M.; Nienhaus, A. Frequency and consequences of violence
and aggression towards employees in the German healthcare and welfare system: A cross-sectional study. BMJ Open 2012, 2,
e001420. [CrossRef]

51. Schablon, A.; Wendeler, D.; Kozak, A.; Nienhaus, A.; Steinke, S. Prevalence and Consequences of Aggression and Violence
towards Nursing and Care Staff in Germany—A Survey. Int. J. Environ. Res. Public Health 2018, 15, 1274. [CrossRef] [PubMed]

52. Statistisches Bundesamt. Qualität der Arbeit: Belästigung am Arbeitsplatz. Available online: https://www.destatis.de/DE/The
men/Arbeit/Arbeitsmarkt/Qualitaet-Arbeit/Dimension-7/belaestigung-arbeitsplatzl.html;jsessionid=9B9D31379C9C697C46
F2EF2653D2104D.live731#fussnote-1-265368 (accessed on 16 December 2021).

53. Adler, M.; Vincent-Höper, S.; Vaupel, C.; Gregersen, S.; Schablon, A.; Nienhaus, A. Sexual Harassment by Patients, Clients, and
Residents: Investigating Its Prevalence, Frequency and Associations with Impaired Well-Being among Social and Healthcare
Workers in Germany. Int. J. Environ. Res. Public Health 2021, 18, 5198. [CrossRef] [PubMed]

54. Willness Chelsea, R.; Steel, P.; Lee, K. A meta-analysis of the antecendents and consequences of workplace sexual harassment.
Pers. Psychol. 2007, 60, 127–162. [CrossRef]

55. Gibbons, S.W.; Shafer, M.; Hickling, E.J.; Ramsey, G. How do deployed health care providers experience moral injury? Narrat. Inq.
Bioeth. 2013, 3, 247–259. [CrossRef]

56. Griffin, B.J.; Purcell, N.; Burkman, K.; Litz, B.T.; Bryan, C.J.; Schmitz, M.; Villierme, C.; Walsh, J.; Maguen, S. Moral Injury: An
Integrative Review. J. Trauma Stress 2019, 32, 350–362. [CrossRef]

57. Hennink, M.M.; Kaiser, B.N.; Marconi, V.C. Code Saturation Versus Meaning Saturation: How Many Interviews Are Enough?
Qual. Health Res. 2017, 27, 591–608. [CrossRef]

http://doi.org/10.1016/j.ijnurstu.2006.11.003
http://www.ncbi.nlm.nih.gov/pubmed/17217951
http://doi.org/10.1055/s-0033-1364016
http://doi.org/10.1007/s41449-019-00173-y
http://doi.org/10.934/baua:fakten20210119
http://doi.org/10.1093/eurpub/ckw025
http://www.ncbi.nlm.nih.gov/pubmed/27032996
http://doi.org/10.5271/sjweh.1049
http://www.ncbi.nlm.nih.gov/pubmed/17173200
http://doi.org/10.1186/s12889-015-1954-4
http://doi.org/10.1002/ajim.20330
http://www.ncbi.nlm.nih.gov/pubmed/16691609
http://doi.org/10.1371/journal.pone.0260050
http://www.ncbi.nlm.nih.gov/pubmed/34793537
http://doi.org/10.1136/bmjopen-2012-001420
http://doi.org/10.3390/ijerph15061274
http://www.ncbi.nlm.nih.gov/pubmed/29914142
https://www.destatis.de/DE/Themen/Arbeit/Arbeitsmarkt/Qualitaet-Arbeit/Dimension-7/belaestigung-arbeitsplatzl.html;jsessionid=9B9D31379C9C697C46F2EF2653D2104D.live731#fussnote-1-265368
https://www.destatis.de/DE/Themen/Arbeit/Arbeitsmarkt/Qualitaet-Arbeit/Dimension-7/belaestigung-arbeitsplatzl.html;jsessionid=9B9D31379C9C697C46F2EF2653D2104D.live731#fussnote-1-265368
https://www.destatis.de/DE/Themen/Arbeit/Arbeitsmarkt/Qualitaet-Arbeit/Dimension-7/belaestigung-arbeitsplatzl.html;jsessionid=9B9D31379C9C697C46F2EF2653D2104D.live731#fussnote-1-265368
http://doi.org/10.3390/ijerph18105198
http://www.ncbi.nlm.nih.gov/pubmed/34068346
http://doi.org/10.1111/j.1744-6570.2007.00067.x
http://doi.org/10.1353/nib.2013.0055
http://doi.org/10.1002/jts.22362
http://doi.org/10.1177/1049732316665344

	Introduction 
	Materials and Methods 
	Participants 
	Interview Guide 
	Data Collection 
	Data Analysis 

	Results 
	Health 
	Everyday Working Life 
	Experiences of Violence 

	Discussion 
	Summary of Findings 
	Strength and Limitations 

	Conclusions 
	References

