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ARTICLE INFO ABSTRACT
Keywords: Workplace violence in the health care setting is a social problem of great interest both at the
Violence health care level and in research in recent decades. The most common type of violence is the one
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coming from the user towards the professional. Although the bibliography includes multiple
preventive actions focused on working with professionals, there are hardly any studies that
explore and collect actions aimed at the user. The aim of this study is to analyze the results of the
literature to provide an overview of the current evidence. Specifically, it aims to describe the
various user-directed strategies or interventions aimed at reducing workplace violence experi-
enced by professionals within the healthcare sector. A systematic review was performed following
the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA), methodology
of publications published up to December 2022 in the main databases. Studies that met the
previously established eligibility criteria were identified. A peer review of the risk of bias was
performed and the data were extracted from a previously elaborated template. The search yielded
5231 articles of which 11 were finally included in the review. Of these, 3 had a quantitative
design, 7 had a qualitative design and one had a combined design. Of these, 38 measures or
actions aimed at the user were compiled, grouped into four blocks according to the attitudinal
objective pursued: Improvement of communication and creation of links, involvement of the user
in joint decisions with the staff, informing and training the user, and other independent proposals.
This study makes it possible to explore actions aimed at users with the objective of reducing
violence towards health professionals. It collects and makes available to the scientific community
a set of measures aimed at making a change of attitude in the perpetrator themselves, with the
involvement of the perpetrator in the health system. This set of collected measures provides re-
searchers with a basis to be taken into account for the implementation of future prevention plans
according to the new multicomponent prevention models and with the involvement of the
perpetrator themselves.
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1. Introduction

Violence in the work environment is a social problem of growing interest in both research and professional practice. However, there
is still no scientific consensus on a definition of workplace violence [1]. Healthcare workers may be subjected to workplace violence
[2] although exposure in other contexts has also been observed in this occupational group [3]. The concern to solve this problem is
international and it is necessary to invest resources and carry out prevention campaigns and programs to improve occupational health
and safety [4].

The International Labour Organization (ILO) defines violence in the workplace as “any action, incident or behaviour that departs
from reasonable conduct in which a person is assaulted, threatened, harmed, injured in the course of, or as a direct result of, his or her
work” [5]. The Occupation Health and Safety Act [6] also defines it as “the exercise of physical force by a person against a worker, in a
workplace, that causes or could cause physical injury to the worker; a statement or behaviour that it is reasonable for a worker to
interpret as a threat to exercise physical force against the worker, in a workplace, that could cause physical injury to the worker”.

Whether there is a consensus to include in the official definitions of workplace violence behaviors that include physical aggression,
verbal abuse and harassment. Among the most common physical manifestations are hitting, kicking, slapping, biting and pushing and/
or pinching, among others. Psychological injuries range from threats, abuse of power, verbal abuse, mobbing and offensive behaviors
with retaliatory or repetitive intent [7,8].

Workplace violence has been increasing in recent decades on an international scale [7]. The healthcare setting is one of the fields in
which the greatest number of assaults occur, with almost a quarter of workplace violence occurring in this sector [5-8]. It has recently
been estimated that the overall prevalence of workplace violence in the healthcare sector is 58.7% [9], However, this percentage is
reported to range from 2.1 to 36.1% in Europe to 46.0-71.4% in North America [10]. Although these data could be even higher since
there are several factors that influence the prevalence data collected, both the health professionals who can come to take violence as a
link to their work [11]. Health professionals express fear of reprisals and high levels of bureaucracy, which leads to underreporting of
violent acts due to the lack of complaints and records [12-23]. One possible explanation for underreporting is based on the fact that
healthcare personnel may come to think that workplace violence is normal and therefore do not report it. Healthcare workers consider
workplace violence to be normal [2]. Of the existing records, healthcare personnel suffer a greater proportion of non-physical violence
(42.5%) than physical violence (20.8-24.4%). Among the most frequent manifestations of non-physical violence, verbal violence
(57.6% and 66.8%), threats (33%) and sexual harassment (10.5-12.4%) have been observed [9,10]. In Spain, the systematic review by
Serrano-Vicente et al. [14] on assaults on healthcare workers concludes that the prevalence ranges between 58% and 80%. A
distinction was also made between physical and verbal violence, with verbal violence being more common than physical violence.

Specifically, the prevalence of violence in the healthcare sector also varies depending on the service where the professional practice
is carried out, with Emergency, Primary Care or Mental Health services registering a higher rate of violent acts [10,15-18]. This rate
appears to have increased since the onset of the Coronavirus Disease 2019 (COVID-19) pandemic due to the high demand and burden
of care [19-21]. In a recent study of hospital emergency departments, 100% of those surveyed acknowledged having suffered at least
once from workplace violence in the last year [18]. Nurses and medical staff are among the most frequently assaulted health care
professionals, due to their close and frequent contact with patients and their families [1,22,23]. Some studies affirm that non-health
personnel are affected to the same or greater extent than health personnel, especially administrative personnel [18]. Violence in this
context can come from people outside the health service (patients and/or their companions) as well as from people in the service itself
(coworkers or supervisors), although it is more common to see violence exercised by patients and their companions [24,25]. The high
rates of violence suffered by healthcare personnel, coupled with the low to medium effectiveness of prevention plans, means that
workplace violence in healthcare continues to be of great interest to the public [4].

There are different factors that can lead the user and their family members to cause conflictive situations, and there may even be a
combination of several factors. Among the different reasons, the literature points out Gender, diagnosis, symptomatology, environ-
mental conditions, perception of poor communication, substance abuse, feelings of frustration, denial of services, overcrowded wards
or staff training [13,25]. Repeated exposure to workplace violence can have multiple negative consequences for the health profes-
sional. These consequences can involve psychological manifestations and even lead to physical manifestations. Professional burnout,
post-traumatic stress, anxiety, sleeping difficulties, decreased job satisfaction and stress, among others, are frequently found [23]. In
addition, the services themselves also suffer collateral consequences such as increased costs due to absenteeism and staff leave, the
number of occupational accidents or a decrease in the quality of care, which in turn can lead to an increase in the number of violent
behaviors towards health professionals [23].

Within this context, different studies have been designed with the aim of designing and implementing strategies to prevent user
violence [26-30]. Of the most recent systematic reviews, those by Somani et al. [1] and Geoffrion et al. [22] stand out, showing that
multicomponent interventions that include training and practical training are effective in preventing workplace violence. It has been
observed that, when users are part of the studies, they feel integrated when working together and a greater attachment to the health
system, obtaining very positive results. In addition, the effectiveness of studies whose prevention programs are focused entirely on the
personnel do not show positive data in terms of reducing violence. It is also necessary to focus prevention measures on the causal
factor, in this case, the user and their family members [1,22].

For all these reasons, a synthesis of the literature on prevention/intervention programs to reduce violence in the health care work
environment is considered necessary. A wide variability has been observed in this setting, i.e., the resources used for the different
professionals in the health sector (medicine, nursing, auxiliary personnel) are not similar, nor are those used in the different units
(emergency, primary care, psychiatry, etc.). This is why it is necessary to explore those points in common that allow professionals
interested in the subject to explore the different approaches made for the prevention of violence in the healthcare environment, in this
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case, those aspects that work directly with users [1,2].

However, we have not found studies that synthesize the strategies that can be applied with the users themselves to prevent violence
in health services. In order to provide evidence in this regard, the main objective of the present study was to carry out a systematic
review of intervention programs to reduce violence by users against health care personnel. Specifically, we propose a review focused
exclusively on those measures that involve the users themselves.

2. Methods

A systemic review of the scientific evidence was performed following the indications of the PRISMA guidelines [31]. The location
where each item in the guidelines is reported in this article is available at Supplementary File 1: https://osf.io/dt2v4. This study was
approved by the Research Ethics Committee of the University of the authors assigned the Code of the Office of Responsible Research
(COIR) with ref. 220,426,115,743.

2.1. Search strategy

A systematic search of the literature published up to December 2022 was performed in the following databases: EBSCOhost (Ac-
ademic Search Premier, Psychology and behavioral science collection, APA Psycharticles, APA PsychInfo, Medline, Education Source,
ERIC, Violence and Abuse Abstracts y PsicoDOC), The core collection of Web of Science, ProQuest Central (PubMed, Social Services
Abstracts y Sociological Abstracts) y Cochrane Library Plus (CENTRAL) (Embase, NIOSHTIC/NIOSHTIC-2, HSELINE, ISDOC, Scielo,
Dialnet, CUIDEN, CINAHL, Scopus y Science Direct). The search terms were terms related to the health profession, units, aggression,
and interventions. The complete search strategies followed in each of the databases are available at Supplementary File 2: https://osf.
io/3ydh2. In addition, the references of the included studies were consulted to obtain additional articles and include them as an
incidental bibliography. Similarly, the reference lists of all primary studies and articles were checked for additional references, and
experts in the field were asked to identify additional unpublished materials.

No previous systematic review focused exclusively on user-directed measures was found, so no restriction was established on the
years for the search, and no restriction was established by language. In order to reduce duplication and provide transparency to the
review process, as well as to minimize information bias [32], this study was registered in PROSPERO (Prospective International
Register of Ongoing Systematic Reviews, http://www.crd.york.ac.uk/prospero) from its beginning (Registration N°:
CRD42022290030).

2.2. Selection criteria

We included studies that: (a) included intervention and/or prevention programs and/or strategies aimed at reducing workplace
violence by users or their families towards health care professionals; (b) included programs or program proposals focused on the health
care user; (c¢) used randomized controlled trials (RCT), cluster randomized controlled trials (CRCT), controlled before and after studies
(CBA) and/or qualitative studies as research design; and (d) had the full text of the study available.

On the other hand, we excluded those studies (a) that evaluated frequency, latency, duration, or recurrence of violence, but did not
propose intervention or prevention plans; (b) articles that included intervention or prevention measures in workers and users of non-
health care settings.

The intervention strategies included in this study include strategies or interventions that are mandatory or voluntary, in a single
session or in several sessions, face-to-face, online or combined, as well as synchronous or asynchronous components, interventions or
strategies carried out in or outside healthcare centers, as well as intervention and/or prevention programs and/or strategies aimed at
reducing workplace violence among users with or without outcome measures, and taking into account independent programs or those
carried out together with other interventions aimed at healthcare personnel.

2.3. Selection of studies

The selection of studies was performed by two investigators working independently in duplicate following the eligibility criteria
(first and second author). First, titles and abstracts were reviewed, eliminating those that were clearly ineligible. These were coded as
“selected” (eligible, potentially eligible, or uncertain) or “not selected”, with only those showing potential for selection proceeding to
the second phase. In case of disagreement, these were discussed until agreement was reached. In the second phase, two researchers
(first and second authors) independently read and reviewed the full-text articles after the second round of screening to decide which
studies would be included. Duplicates were manually removed in both this and the previous phase. Again, they were coded as
“selected” (eligible, potentially eligible, or uncertain) or “not selected”. Disagreements were resolved by consensus or by consulting a
third person on the team (third author). The reason for the “not selected” papers was recorded. The authors in charge of this review
have extensive experience in the field of health violence. Each excluded study was reviewed by another subgroup of authors with
experience in the field to ensure its reliability (third and fourth authors).

2.4. Risk of bias assessment

Given that the included studies have some particularities that are not covered by any of the existing bias analysis guides, one of our
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own elaboration was carried out, taking as an example the Strengthening the Reporting of Observational Studies in Epidemiology
(STROBE) initiative statement for observational studies [34], available at Supplementary File 3: https://osf.io/myxrz. This ad-hoc tool
is composed of 12 items rated with a “meets the criteria” which will be assigned a positive sign (++), “does not meet the criteria” which
will be assigned a negative sign (—) or, in case of doubt, a NS was assigned.

The risk of bias results was between 7 and 10 (lowest score: 1, and highest score: 12). No article was excluded based on the score
obtained in this tool. The results of the bias analysis are available at Supplementary File 4: https://osf.io/596za. The inter-rater
agreement obtainer in this analysis was 0.81.

2.5. Data extraction and management

The final studies included in the systematic review were coded in an Excel database by the first author. The coding was reviewed by
the second and third authors, and any doubts were solved by discussion among all the authors. Information about study characteristics
(authors, publication date, title, journal name, volume, issue and pages), method characteristics (study design, location, sampling,
participants, number of participants, mean age and sex of participants), intervention details (intervention description, specific
knowledge, attitudes or skills, comparisons, duration, intensity, number started, number completed, and conditions), outcome data
(specific and collected, measurement instruments, validation status, duration of follow-up, and time of data collection), main con-
clusions, outcome-specific information (study limitations, possible publication bias, and imprecision of effect estimates), and finally,
funding and possible conflict of interest. The codebook with the information extracted from the studies is available in Supplementary
File 5: https://osf.io/s2xha.

3. Results

A PRISMA diagram detailing the study selection process is shown in Fig. 1. The electronic search yielded 5231 articles. 10 records
were added for incidental bibliography, making a total of 5241 articles. After analyzing the title and abstract, 5083 publications were
excluded because they did not meet the inclusion criteria. The full-text review of the remaining 148 articles resulted in the inclusion of
11 studies from which 38 strategies or proposals for user-directed interventions aimed at reducing workplace violence by users or their
families toward professionals in the health sector were obtained.
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Fig. 1. Flowchart of the study identification process.
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3.1. General characteristics of the studies

The study characteristics are described in Table 1. Of the 11 studies located, the majority of the articles selected were qualitative
studies [24-39], 3 were randomized controlled trials [40-42], another study combined different methodologies, both qualitative and
quantitative, throughout the implementation of the intervention [43], and one of them was a cross-sectional survey [44]. Most of the
studies were conducted in the European continent (81.8%): Italy, United Kingdom, Sweden, Norway and Spain [35-44]. The rest were
carried out in Brazil and Australia [34-36,40].

Seven of the 11 studies included as participants users belonging to psychiatric units (63,6%) [35-38,40-43]. Within that per-
centage, health care professionals were included [34,35,37,39,42-44]. Five of the studies included participants from both sectors, both
users and workers [35,37,42-44]. However, in two other studies, the participants were all nursing staff [39,44] and, in four others, the

participants were all users [36,38,40,41].
The mean age of the participants could not be collected in all the studies. Those in which it was collected (63.6%) ranged from 18 to
70 years of age. Almost all studies included both men and women, but female representation was slightly higher (63.6%). One of the

Table 1
Descriptive characteristics of the studies.
Study Design Country of n (number of Participants Mean Age Sex of the STROBE
study participants) participants
Henderson Single-blind London, United 80 Patients with Psychosisor ~ Not specified Not specified 9
et al. randomized Kingdom. bipolar disorder
[41] controlled trial.
Collects
quantitative data.
Batista et al. Qualitative. BELO Basic Health Nurses, doctors, Not specified Most of them 7
[34] Descriptive- HORIZONTE, Units. Total of managers, district are women
exploratory. MINAS GERAIS 12 groups: directors, social workers,
Collects (Brazil) average of 7 psychologists,
qualitative data. people per psychiatrists, dentists,
group. dental hygienists,
assistants, nursing
technicians,
administrative staff,
porters, general
assistants, and users.
Ramacciati Italian National Italy. 20 regions 1100 Emergency Nurses. Average age 42 + There were 144 9
et al. Survey 2016. It of Italy. 9 years women, 119
[44] collects men, 2
quantitative and undeclared
qualitative data.
Fletcher Cross-sectional Victoria, 72 Patients hospitalized in Public health 52% [31] 10
et al. survey study or Australia the psychiatric ward. service users. women 48%
[40] RCT. Collects [29] men
qualitative and
quantitative data.
O’Sullivan RCT. Collects London 8 districts or Hospitalized forensic Not specified Not specified 9
et al. qualitative and wards. psychiatric service users but men and
[42] quantitative data. and workers women.
Pelto-Piri Qualitative Sweden 33 Service users, staff Median 47 and 17 women and 8
and members and room mean 46.7 years 16 men
Kjellin managers
[351,
Pina et al. Qualitative Spain 80 Public health service Mean age 48.92 (63.7% female) 9
[36] users (SD = 14.95) (36.3% male)
Johnston Qualitative North England 30 Inpatients and forensic Users: 18-43years 18 women and
et al. mental health staff old. 12 men
[37]1 members Health
personnel:18-60
years old
O’Dowd Qualitative Scotland 7 Inpatients of a mental Between 20 and 100% men
et al. health hospital 70 years old
[38]
Faerden Various phases: Oslo, Norway 193 Users, family, 159 professionals: Professionals:
et al. qualitative, professionals, and room 32.7 years 50.75% Women
[43] collaborative, and designers (architects) 49.25% Men
quantitative work
Pina et al. Qualitative Spain 44 Primary Care Mean age: 50 68.14% women
[39] Professionals. years

Abbreviations: RCT: Randomized Controlled Trial; SD: Standard Deviation.
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studies did not specify the sex of the participants [39] and, in another study, the participation was exclusively male [38]. The total
sample size was 1714 people. The number of participants was a minimum of 7 and a maximum of 1100.

3.1.1. Duration of interventions and interviews

Of the results obtained, four of the studies were long-term interventions [40-43]. Three of them ranged from 9 to 15 months
[38-42] and the duration of the study of Faerden [43] was estimated at 5 years from the first phases of their qualitative study to the
final evaluations, the evaluations were conducted during a period of 4 weeks before the implementation process and 3 months after the
end of the implementation.

As for data collection in the qualitative studies, the duration of the interviews ranged from a minimum of 45 min to a maximum of
150 min [34,36-39]. The online survey results of Ramacciati’s work [44] were collected over a prolonged period of time (8 months).
For the qualitative study by Pelto-Piri and Kjellin [35], it was not possible to determine how long the social insertion measures had
been in place when the data collection took place.

3.1.2. Classroom studies with long-term final evaluation

For the Henderson study [41], a treatment preference plan was drawn up jointly by users of the mental health service and pro-
fessionals. With the permission of the users, after the review and approval of both parties, and an external staff as mediator, it was
distributed among the emergency services to which the user could go and thus the user’s preferences could be followed in situations in
which they had difficulty expressing them. This shared decision-making was followed up immediately and again 15 months after its
implementation by all those involved, both users and professionals.

The implementation of Safewards is both a model and a set of interventions designed to improve consumer and staff safety, and this
method was followed in the study of Fletcher [40]. A post-intervention survey was administered to patients who had been hospitalized
on the service for 1-4 weeks, although the Safewards measures had begun to be implemented 9-12 months earlier. Data were collected
over 3 months. Some of the measures implemented within the Safewards package were collected for this review and aimed to
strengthen a sense of shared community, a sense of common humanity, strengthen confidence and skills in the face of distress, and
generate hope.

The main objective of Faerden’s [43] work was to improve the dignity of patients, and thus the isolation and aggression, by
transforming the environment and structure of psychiatric wards. First, a qualitative study was conducted with users and family
members in order to gather proposals for improvement. In the next phase (design phase), collaborative work teams were formed
between users, professionals and designers. This was followed by the remodeling phase of the rooms aimed at creating more
welcoming environments with greater privacy and contact with nature. Evaluations of the results through a questionnaire were
collected at two key points of the process, during 4 weeks before the implementation and 3 months after the remodeling.

3.1.3. Long-term on-site studies with continuous assessment

One of the included articles had a long-term follow-up of the intervention on an ongoing basis. The intervention used by O’Sullivan
[42] consisted of a package of improvements that included identifying the problem, analyzing its causes and creating a theory of
change, Plan-Do-Study-Act, testing ideas and evaluating their impact on the system at regular intervals. Thus, if the measures applied
were successful, they were incorporated into the program, and if not, they were eliminated from the program. These were collected
through joint meetings by all involved and data collected over 15 months. It sought to foster a culture of openness within the orga-
nization around violence and to help service users and staff work together to understand and address it. This innovation sought to
empower service users to take ownership and become more actively involved in reducing violence and aggression in the wards.

3.1.4. Short-term qualitative studies

There were 6 studies that opted for a methodology using focus groups guided by experts. Batista et al. [34] sought to investigate and
understand the violence experienced in Basic Health Units (UBS) from the perspective of work processes. The interviews with both
professionals and users lasted between 90 and 150 min. Some intervention measures aimed at the user and links with the community
were analyzed.

The participants, users, and staff, in Pelto-Piri and Kjellin’s research [35], were also subjected to focus group analysis whose
objective was to analyze violence around social inclusion through the analysis of three values: participation, reciprocity and social
justice. The interviews with users lasted approximately 50 min. Interviews with staff and managers lasted between 60 and 90 min. The
main question for users was about perceptions of feeling safe or unsafe in the ward and the main questions for staff and managers were
about values at work in the interaction with the user, general safety questions and the handling of situations that were violent or
presented a risk of violence.

The duration of the focus groups for the studies by Pina et al. [36] and Pina et al. [39] was between 60 and 70 min, aimed to analyze
the existing sources of conflict in Primary Care centers and their possible solutions from the point of view of the user exclusively [36]
and the professionals respectively [39]. All participants were asked questions related to violent situations in primary care centers.
These questions were divided into three blocks: those related to the organization itself, those related to the professionals and those
generated by the users themselves. They were then also asked about the solutions they provided to these conflicts and the users’
perception of the changes following the emergence of COVID-19.

Five focus groups and one individual interview were conducted with an average duration of 67 min and 38 min for the interview in
Johnston’s study [37]. Both professionals and users participated in them with the aim of identifying and describing those barriers and
facilitating elements for the improvement of de-escalation techniques.
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Users in the O’Dowd study [38] participated in semi-structured interviews about the users’ experience and knowledge of managing
and assessing the risk of violence in a low-risk psychiatric ward. None of the interviews lasted more than 45 min.

3.1.5. Online studies

Ramacciati et al. [44] distributed online a unique validated 39-item questionnaire on workplace violence among accident and
emergency department workers. Within that survey, an open-ended qualitative survey was conducted on perceptions of verbal and
physical violence in the workplace, where professionals proposed some measures taken into account in this research. The question-
naire was kept online for 8 months.

3.2. Outcome measures

The outcome measures for the different studies vary depending on whether they were quantitative or qualitative data, or even a
combination of both.

In Henderson’s study [41], an immediate follow-up was made and another one 15 months after the intervention plan was
implemented. The same questions were asked to both users and workers in both cases. In the immediate follow-up, quantitative data
were collected using a 5-point Likert scale and free text, while in the long-term follow-up, an 8-question Likert scale questionnaire was
used.

Several studies analyzed both quantitative and qualitative data simultaneously [42,44] although they did not follow the same
methods of analysis.

O’Sullivan et al. [42] analyze their quantitative data collected taking into account as an outcome measure the incidence rate of
inpatient violence and aggression per 1000 occupied bed-days. The qualitative data were collected in routine meetings and an
established “Improvement Model” methodology was used [45].

For three other studies, data were collected by quantitative analysis through a survey and qualitative analysis through open-ended
questions [40,44]. For the work of Ramacciati [44], a 38-item online survey was conducted using a QuIN16VIPs questionnaire [46],
the qualitative data were analyzed by inductive analysis [45], which have been of interest for this research. For the study by Faerden
et al. [43] it was not possible to determine the method of qualitative analysis during the discovery phase with users and their families.
However, for the evaluation phase, they asked 2 questions using a Likert scale at two key points in the process, before and after the
remodeling of the room. A descriptive analysis was performed in Fletcher et al. [40] and the qualitative data were analyzed with an
inductive and constructionist approach using six-step thematic analysis outlined by Braun and Clarke [47]. The latter data analysis was
also shared by the work of Pina [36] and Pina [39] for their qualitative study. In the study by Peltro-Priri and Kjellin [35] and Johnston
[37] the Framework method was used [48].

In the work of Batista et al. [34], results were collected after 12 months of implementation of some preventive measures. The results
were also analyzed by qualitative analysis according to the method proposed by Bardin [49]. The answers to the open-ended question
were analyzed using Van Kaam’s method [50]. This in turn served to collect future proposals that have also been taken into account as
results in this review.

Finally, for the semi-structured interviews in O’'Dowd's [38] qualitative study, the steps suggested by Smith et al. [51] for IPA
analysis were loosely followed [51].

3.3. Interventions or proposals collected

Given that the objectives of this review were to collect both interventions and proposals aimed at the user, the results show that, of
the 11 articles included in this review, 8 analyzed measures or interventions aimed at reducing violence that were either newly
implemented or intended to improve measures already in place [34-38,40-43] and 3 proposed future measures for the same purpose
[38,39,44].

For the works of Henderson et al. [41], Johnston [37], Faerden [43] and O’Dowd [38], all the proposals put forward in the studies
were collected. For the study by Batista et al. [34], a total of four categories were identified: individual strategies in the face of violence,
institutional responses and support mechanisms, consequences and impacts of violence, and preventive actions. Of these, and
consistent with the objectives of this review, four measures were recorded in our study. Ramacciti’s research [44] suggested 27 topics
that were grouped into four main blocks: perception of aggression, triggering factors, consequences, and solutions. From this last block,
2 measures of interest for the present review were selected.

The package of measures implemented in the Saferwards program consisted of 10 different interventions, 4 of which were iden-
tified as eligible [40]. The initial intervention by O’Sullivan et al. [42] consisted of a package of changes with three interventions:
safety groups, weekly discussions, and safety crossovers. In the course of collaborative learning, user-led meetings were added. Only
one was discarded because it was not user-driven, making a total of 3 measures coinciding with our objectives. Pelto-Piri and Kjellin
[35] in their qualitative study compiled 5 main themes: patient participation in treatment and care, sense of community, us and them,
access to good care, and quality of care. Six of the proposed measures were of interest. The qualitative user research by Pina et al. [36]
managed to record a total of 4 thematic blocks for the identification of conflicts and 5 thematic blocks for the proposal of solutions to
them. Of all the proposals, 10 were considered user directed. Likewise, in the qualitative study of professionals, five measures eligible
for this study were extracted from the two thematic blocks of proposals for improvement of the identified sources of conflict [39].

All the studies included in this review adopted different approaches to combat workplace violence. However, the different ap-
proaches can be grouped into different categories according to the objectives pursued: improving communication and the creation of
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links between users and professionals, improving user information and training, involving the user in joint decisions with staff, support
groups for users, and other types of individual objectives.

Therefore, a total of 38 interventions and/or proposals for user-directed interventions aimed at reducing violence and/or
improving the relationship between the user and health professionals were collected. Table 2 and Table 3 show the list of more detailed
results according to objectives. In general, 14 of the measures were aimed at improving communication and the creation of links
between users and professionals [34-36,40,41,43], thirteen of the proposals were aimed at improving information and training of
users [34,35,39,46], on the other hand, six of the 38 proposals decided to involve the user in joint decisions with the staff [35,37,38,
40-42]. Likewise, three proposals from two different studies advocated the creation of user support groups [36,39]. Finally, we found
that one of the measures focused on strengthening communication among the users themselves [40] and another on making changes in
the physical environment and environmental changes in order to improve the users’ well-being [43].

3.4. Effectiveness of the proposals or interventions

Regarding the measures of effectiveness, three of the studies show quantitative data on the effectiveness of the intervention plans
[40-43], three others show qualitative data after the implementation of some preventive measure [34,35,38] and the rest were studies
proposing measures or improvements collected as a result of their qualitative study [36,37,39] or as a result of surveys [44], without
measuring effectiveness.

Of the 30 intervention proposals or measures collected, 20 of them are proposals and do not present measures of efficacy [34-44].
For four of the remaining measures, efficacy was assessed when users had been in the program for a short time (between 1 and 4 weeks)
[40]. Four other measures were analyzed in the long term, at the end of the intervention plan [34,41], and the effectiveness of the last

Table 2
List of interventions/proposals according to objectives.

Intervention proposal References

Improve communication and the creation of links between users and professionals.

Ticket exchange between workers and users Batista et al. [34]
Improve communication strategies Batista et al. [34]
Community representatives at health centers Batista et al. [34]

Create a greater sense of community Pelto-Piri and Kjellin [35]
Patient participation in care and treatment Pelto-Piri and Kjellin [35]
Improve the sense of community Pelto-Piri and Kjellin [35]
Us and them Pelto-Piri and Kjellin [35]
Improved quality of care Pelto-Piri and Kjellin [35]
“Safe rooms” program: meetings and patient assistance. Fletcher et al. [40]
Program: “Safe Rooms™: Get to Know Each Other Fletcher et al. [40]

Safety crossings O’Sullivan et al. [42]
Weekly community meetings O’Sullivan et al. [42]
Humanization of Primary Care Pina et al. [39]

Work teams Pina et al. [39]
Improved user information and training

Inform and educate the population Batista et al. [34]
Information and educational campaigns for users Ramacciati et al. [44]
Improving the image of nursing staff through the press Ramacciati et al. [44]
Promoting health education. Pina et al. [36]

Training in the use of new technologies Pina et al. [36]

Medical care/information provided to the user Pina et al. [36]
Information on waiting time/delay in your appointment schedule Pina et al. [36]

User awareness campaigns Pina et al. [36]

Mental health user campaigns Pina et al. [36]
Preventive measures Pina et al. [36]

Setting boundaries Pina et al. [36]

User education Pina et al. [39]

Welcome plan Pina et al. [39]

Involve the user in joint decisions with the staff.

Joint Crisis Plan Henderson et al. [41]
“Safe rooms” program: Mutual clarification of expectations Fletcher et al. [40]
Enhancing patient participation in care and treatment Pelto-Piri and Kjellin [35]
Safety meetings led by service users O’Sullivan et al. [42]
Improved de-escalation technique Johnston et al. [37]
Violence risk assessment and management plan O’Dowd et al. [38]

User support groups

Health care by support groups Pina et al. [36]
Psychosocial Support Pina et al. [36]

Group therapy Pina et al. [39]

Isolated proposals

“Safe rooms” program: downloading of messages Fletcher et al. [40]
Physical and environmental changes of the room Faerden et al. [43]
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Table 3
Characteristics of the intervention plans.
Intervention proposal Study What the intervention consists of Effectiveness
Joint Crisis Plan Henderson Shared decision making, involving the patient in Quantitative data. Changes in the improvement of the
etal. [41] treatment decision making and in a crisis situation. relationship (46% in the immediate and 24% at 15

Exchange of tickets between
workers and users

Improve communication
strategies

Community representatives
at health centers

Inform and educate the
population

Improving the image of
nursing staff through
the press

Information and educational
campaigns for users

“Safe rooms” program:
meetings and patient
assistance

Program: “Safe Rooms”: Get
to Know Each Other

“Safe rooms” program: Clear
mutual expectations

“Safe rooms” program:
downloading of
messages.

Safety crossings

Weekly community
meetings

Safety meetings led by
service users

Batista et al.
[34]

Batista et al.
[34]

Batista et al.
(343)
Batista et al.
[34]

Ramacciati
et al. [44]

Ramacciati
et al. [44]

Fletcher et al.

[40]

Fletcher et al.

[40]

Fletcher et al.

[40]

Fletcher et al.

[40]

O’Sullivan
et al. [42]

O’Sullivan
et al. [42]

O’Sullivan
et al. [42]

Immediate and 15-month follow-up.

Create a space for people to register their opinions,
demands and complaints. Such an initiative is only
effective if the criticisms are discussed as a team and,
when necessary, with the community.

Local meetings with the community. A qualitative
study was conducted after 1 year.

Community representatives at the health center, to
enable the formation of links.

Informing the population about the operation of the
Unified Health System and the Family Health
Program Strategy.

Image of Accident and Emergency Nurses in the press
to improve their image.

We must educate citizens on how to properly use the
Accident and Emergency Department.

In the daily meetings of professionals, shared daily
meetings, the user attends and is given the option to
request or demand help. Pick up between 1 week and
3 months in the ward.

Builds rapport, connection, and sense of common
humanity: Patients and staff share some personal
interests and ideas with each other. Data were
collected when patients had been on the ward for
between 1 week and 3 months.

Patients and staff work together to create mutually
agreed-upon aspirations that apply to both groups
equally. Data were collected when patients had been
on the ward for between 1 week and 3 months.

Before discharge, patients leave messages of hope for
other patients on a screen in the unit. Data were
collected when patients had been on the ward for
between 1 week and 3 months.

Staff applied colored sticky dots (according to
violence-free days or type of incident) on a kind of
calendar visible to all (users and staff) to represent
whether an hour or shift was incident-free (green).
Duration 15 months.

Service users were encouraged to discuss with
reference to cross security data. Staff ensured that
discussions were non-judgmental. Service users were
asked to reflect on the emotional impact of such
events. Duration 15 months.

User-led meetings aimed at empowering service users
to take ownership and become more actively

months), feeling of a better knowledge about his
pathology (71% in the immediate and 56% at 15
months), improvement of the patient’s feelings about
himself (67% in the immediate and 48% at 15
months); He did not always resolve disagreements.
Likelihood of continuing treatment was statistically
significant from 36% to 3%. But users recommend it
to other users (90%-82%).

Proposed outcome of the focus group.

A closer relationship with the community was
achieved, strengthening the bond and the joint
construction of alternatives to violence.

The qualitative study was done after 1 year with a
representative: “when you listen to the community,
things come to us that were not coming to us, in an
objective way”.

Proposed outcome of the focus group.

Suggestions from the qualitative question to nurses:
“They never talk about our success stories, only
medical malpractice and our mistakes”.

Proposals for qualitative questioning of nurses.

It had a recall and acceptance of 81%. Acceptance of
applicability 61%. 48 comments: 37 positive, 6
negative and 5 neutral. Reduction of almost 15% of
conflictive events after the implementation of the
“safe rooms” program. Greater recognition and
respect. Greater sense of community.

It had a recall and acceptability of 67%. Acceptability
of applicability of 59%. 37 comments: 27 positive, 6
negative and 4 neutral. Reduction of almost 15% of
conflictive events after the implementation of the
“safe rooms” program.

It had a recall and acceptance rate of 33%. 36
comments: 24 positive, 6 negative and 8 neutral.
Acceptance of applicability of 49%. Reduction of
almost 15% of conflictive events after “safe rooms”.
Variability among different staff members. Fairer
expectations and greater respect.

It had a recall and acceptability of 68%. Acceptability
of applicability of 55%. 45 comments: 30 positive, 1
negative and 14 neutral. Reduction of almost 15% of
conflictive events after the implementation of the
“safe rooms” program. Feelings of hope. Difficulty in
expressing themselves.

Both quantitative and qualitative data. achieved and
maintained an 8% reduction in incidents of physical
violence and a 16.6% reduction in non-physical
violence per 1000 occupied bed-days Helped to
jointly celebrate achievements and maintain
enthusiasm and momentum.

Both quantitative and qualitative data. an 8%
reduction in incidents of physical violence and a
16.6% reduction in non-physical violence per 1000
occupied bed-days was achieved and maintained.
They helped to identify frustrations and conflicts,
analyze the causes and antecedents of violence,
understand environmental factors and adapt them to
the context.

Both quantitative and qualitative data. an 8%
reduction in incidents of physical violence and a

(continued on next page)
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Intervention proposal

Study

What the intervention consists of

Effectiveness

Enhancing patient
participation in care
and treatment

Create a greater sense of
community

Patient participation in care
and treatment

Improve the sense of
community

Us and them

Improved quality of care

Promotion of health
education

Information on waiting
time/delay in your
appointment schedule

Health care by support
groups

Training in the use of new
technologies

Medical care/information
provided to the user

Psychosocial support

Preventive measures

Setting boundaries

User awareness campaigns

Mental health user
campaigns

Improved de-escalation
technique

Management and evaluation
plan

Physical and environmental
changes in the room

Pelto-Piri and
Kjellin [35]

Pelto-Piri and
Kjellin [35]

Pelto-Piri and
Kjellin [35]

Pelto-Piri and

Kjellin [35]

Pelto-Piri and
Kjellin [35]

Pelto-Piri and
Kjellin [35]

Pina et al. [36]

Pina et al. [36]

Pina et al. [36]
Pina et al. [36]
Pina et al. [36]

Pina et al. [36]

Pina et al. [36]
Pina et al. [36]
Pina et al. [36]
Pina et al. [36]

Johnston et al.
[37]1

O’Dowd et al.
[38]

Faerden et al.
[43]

involved in reducing violence and aggression in the
wards. Duration 15 months.
Involve patients in care and treatment.

Promote the room as a meeting place.

Encourage sensible communication between patients
and staff.

The patient community as a resource: encouraging
users to help each other.

The sanitary hierarchy, the hard jargon. Improve the
way of relating, closer, improve the language.

Minimize coercion, violence and injury and improve
communication.

Promoting health education with the aim of reducing
appointment seeking through self-care

Inform the patient of the actual consultation time,
either through an application, a message or in the
waiting room.

Health care through support groups for users with the
same pathology in order to improve care times.

To train the user in the use of new technologies
available in the service.

Improvement of the medical care/information
provided to the user by the professionals.

Creation of support groups to solve psychosocial
problems: relaxation and emotional management
techniques.

Increase preventive measures focused on more
integrative medicine.

Set boundaries to the conflictive user without
punishment, with consequences.

Targeted user awareness campaigns on violence
using social networks and others

Post-pandemic user-directed mental health
campaigns.

Set of actions to improve the de-escalation technique
with greater user involvement: collaborative
planning of de-escalation between professionals and
patients, joint medication decisions and use of
sensory rooms and voluntary seclusion.
Collaboration of users together with professionals in
their management plan and assessment of the risk of
violence.

Changes in the physical environment: warm colors,
decoration reminiscent of nature, single rooms with
bathroom and closet, location promoting silence and
smoking space.

10

16.6% reduction in non-physical violence per 1000
occupied bed-days was achieved and maintained.
Results of the qualitative study express they had
difficulties in involving patients, especially if they
had been in the service for a long time. Establishing
joint plans and listening to the user seems to be
motivating.

Results of the qualitative study state: forming
relationships between staff and service user allows
staff to recognize the relationships of service users
better and the user protects staff if they see that they
cannot control them. Other times service users did
not perceive the approach by staff.

Results of the qualitative study state: Both staff and
users noticed improvement after trying to listen to the
user and taking into account their preferences.
Results of the qualitative study express: Encouraging
users to help each other seems to be well received
although they also comment that sometimes certain
users can cause anxiety to others.

Results of the qualitative study state: There was a
perceived high tolerance for verbal threats, it was
important to all that both staff and users did not use
language that was not tolerated by society. All parties
involved felt that psychiatry was evolving in the right
direction: more towards humane attitudes and less
towards hierarchization.

Results of the qualitative study express: They
reported that as a result of communication they
minimized coercive measures. They noted
improvements in handling difficult incidents which
reduced both staff and user injuries.

There are no measures of effectiveness. This is a
proposal for a qualitative user study.

There are no measures of effectiveness. This is a
proposal for a qualitative user study.

There are no measures of effectiveness. This is a
proposal for a qualitative user study.
There are no measures of effectiveness. This is a
proposal for a qualitative user study.
There are no measures of effectiveness. This is a
proposal for a qualitative user study.
There are no measures of effectiveness. This is a
proposal for a qualitative user study.

There are no measures of effectiveness. This is a
proposal for a qualitative user study.

There are no measures of effectiveness. This is a
proposal for a qualitative user study.

There are no measures of effectiveness. This is a
proposal for a qualitative user study.

There are no measures of effectiveness. This is a
proposal for a qualitative user study

There are no measures of effectiveness. It is a
proposal for a qualitative study of users and
professionals.

Risk assessment was often perceived by the user as a
tool at the service of professionals and not for the
benefit of the user. Lack of perception of
collaboration. Distant treatment. Users perceived a
greater sense of responsibility on the part of the user
and commitment on the part of the professional.
Linear mixed model analysis showed a significant
increase over the control group after changes in the
physical environment for both professionals and users
of 1.38 and 1.2 respectively.

(continued on next page)
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Table 3 (continued)

Intervention proposal Study What the intervention consists of Effectiveness

User-directed education Pina et al. [39] Promote the correct communication of the user’s There are no measures of effectiveness. This is a
rights and duties, public health information and the proposal for a qualitative user study
use of emergency services.

Group therapies Pina et al. [39]  Group therapies with users to promote emotional and ~ There are no measures of effectiveness. This is a
psychosocial education in PC. proposal for a qualitative user study

Welcome plan Pina et al. [39] Elaborate a welcome plan for people who are There are no measures of effectiveness. This is a
unfamiliar with the functioning of PC aimed at users. ~ proposal for a qualitative user study

Work teams Pina et al. [39] To create collaborative work teams with There are no measures of effectiveness. This is a
representatives from all groups to improve proposal for a qualitative user study

communication with the community and strengthen
ties.
Humanization of PC Pina et al. [39]  Measures aimed at improving humanization with the ~ There are no measures of effectiveness. This is a
user, such as elimination of physical barriers, proposal for a qualitative user study
treatment in waiting rooms and care.

three was analyzed in the long term on an ongoing basis, during the program intervention [42]. For seven of the interventions, it could
not be determined how long they had been in place at the time of data collection, but they measured the effectiveness of an imple-
mented study using qualitative data [35,38]. Specific form characteristics of the above measures are shown in Table 3.

3.5. Positive effects of interventions

Table 3 shows the positive effects of the different measures. Of all the data collected after the implementation of the intervention
plan, those aimed at improving communication and the creation of bonds between users and professionals concluded that there was a
notable improvement in the user-professional relationship and that better bonds were created between the two [34]. They also state
that protective bonds were established on both sides, that professionals respect users more if they know their preferences, that violent
acts decreased as communication between users was enhanced, that less coercive measures were used, and that there was a feeling that
psychiatry was evolving towards more humane attitudes and less hierarchization [35].

The qualitative data show that collaborative learning through weekly meetings was a strength of the project, helping to identify
frustrations and sources of conflict, identifying the causes and antecedents to violence and adapting them to the context [42]. This
influenced the reduction of injuries to both staff and users, improving their ability to handle violent incidents. Likewise, the quan-
titative data collected from the different studies show that a reduction of almost 15% in violent acts was achieved after the imple-
mentation of the set of measures [40] and a reduction of 8% in incidents of physical violence and 16.6% in non-physical violence [42].
Individually, the data collected within this communication improvement block had 37 positive comments and an acceptance of
applicability of 61%. In addition, a recall and acceptance of 81% was observed for the measure “meetings and patient assistance” and
in the case of “get to know the other”, 27 positive comments were obtained, with an acceptability and recall of 67% and applicability of
59%.

Interventions aimed at involving the user in joint decisions with the staff were not always successful. The development of a “joint
crisis plan” was better received by professionals than by users. The clinicians and group holders state that they were not able to resolve
disagreements, but, on the other hand, they consider that it was well received. In other words, users were willing to recommend the use
of the service to other service users; this opinion hardly changed from the immediate follow-up (90%) to the delayed follow-up at 15
months (82%) [41]. However, they did perform better on other measures. For example, the “Clear mutual expectations” measure
belonging to Fletcher’s “safe rooms” program [40] was very well received, with 24 positive comments. Users emphasized that the
measures were based on fairer expectations and with a higher level of respect for the user, had an acceptance among users of
applicability of 49% and was a measure remembered by 33%. The comments of the study by Pelto-Piri and Kjellin [35], whose results
show that the measure of “enhancing patient participation in care and treatment” seems to be a motivating element for the user, just as
listening to the user is for the staff, are also positive. Some of the users in the O’Dowd study considered the “Violence Risk Assessment
and Management Plan” as a key point for their recovery and education. They positively remarked that the joint collaboration with staff
helped them to increase their sense of responsibility and they perceived a greater commitment to their recovery and expectations for
the future.

In general, the quantitative results of Fletcher et al. [40], on users’ recall and perceived acceptability, show that interventions that
directly involved the user were better remembered. After the implementation of “safe rooms”, quantitative data show that 95% re-
ported feeling safer, 85% felt more connected with staff and 70% reported improved “balanced position” between staff and users. The
qualitative data obtained show that most of the interventions achieved a positive experience, with changes in the user-professional
relationship, among the users themselves, and improvements in the expectations about the reality of the facility, as well as in the
quality of the services provided.

Positive ratings were also obtained for the group of isolated measures. After the “Physical and environmental changes in the room”
in Faerden’s work [43], the workers interviewed felt that the changes in the environment took care of the patient’s needs and met the
needs of the staff. Linear mixed model analyses showed a large and significant increase of 1.38 and 1.2 respectively. There being no
significant change for the score in the control group. No user opinions were collected after the “Physical and environmental changes in
the ward”, so it is not possible to know the degree of effectiveness of these changes after the remodeling [43].
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It was not possible to determine the positive effects for two of the objectives, improvement of information and user training [34,36,
39,44], and the creation of user support groups [36,39], since they do not mediate effectiveness and were only proposals.

3.6. Negative effects of interventions

Disagreements or difficulties in the implementation of the different measures or interventions were also reported. The measure
“Enhance patient participation in care and treatment” [34] expressed certain difficulties in involving those patients who had been in
the service for a long time. There was also disagreement with the implementation of “Creating a greater sense of community” [35],
certain users stated that they did not perceive a change in the approach of the staff. Likewise, in “Improving the sense of community”,
users’ help to each other may cause some anxiety on certain occasions [35].

In the elaboration of a “Joint Crisis Plan”, many users did not have the opportunity to implement it for the duration of the
intervention because they were not in a crisis. As an alternative, it is proposed to elaborate it for daily situations. Some of those who did
have the opportunity to do so stated that disagreements were not always resolved and that on some occasions their preferences were
not taken into account due to medical indications. Ratings were higher at immediate follow-up than at 15 months. The users’ prob-
ability of continuing treatment was statistically significant, from 36% to 3% in 15 months [41].

Batista et al. [34] reported that it is sometimes difficult to resolve conflicts due to the high burden of care. For the work of Fletcher
et al. [40], some users felt that not all interventions are appropriate and respectful of consumers. Along these lines, in 6 of the 37
comments received on “mutual aid meetings”, users expressed that they did not see results and found them childish, and therefore
doubted their usefulness. Likewise, for the “Clear mutual expectations” measure, some of the users expressed variability according to
staff members, with full-time professionals having greater success. Staffing was also influential for the “getting to know each other”
measure, as not all were willing to participate, and some users expressed discomfort with losing their privacy.

In one of the centers, after the implementation of the measures proposed by O’Sullivan [42], an initial reduction in violence was
observed, but followed by an increase. The authors state that several factors influenced this increase: the admission of particularly
defiant and aggressive patients, and because of staff changes and their unfamiliarity with the change package, the latter questioned its
effectiveness and could influence the efforts and commitment of the rest.

There was a general feeling among interviewees of little participation in the “Violence Risk Assessment and Management Plan”.
They commented that it was a measure that was done “to them” but not “with them” and, therefore, reinforced feelings of being
judged. They highlighted the lack of close language that implied that they did not feel “active” part of the process, but rather a
“receiver”. They did not feel involved in decision making, leaving them out of the process and feeling insecure and distrustful. They felt
that their voices were not important, and even some users were unaware of this measure, and that there was collaboration with
professionals for their management plan and assessment of the risk of violence [38].

4. Discussion

The results of the systematic review of 11 studies provide 38 different measures aimed at reducing workplace violence by users or
accompanying persons towards healthcare professionals. All these measures are based on direct or indirect work with the users
themselves. Although these studies presented different approaches, our results revealed that, for the most part, the measures were
aimed at improving communication and creating links between professionals and users, improving information and training for users,
involving users in decisions on their treatment or treatment of their pathology as a preventive measure, and creating user support
groups. Finally, several isolated measures are included, such as encouraging the creation of links between the users themselves and
physical and structural changes in the rooms to respect the user’s dignity and thus reduce health violence.

Reinforcement of communication between professionals and users, aimed at favoring greater links that benefit the relationship, is
the main theme of the measures included. These range from creating spaces to favor communication between both, such as partici-
patory meetings, bulletin boards, focused efforts to increase communication techniques in both treatment communication and per-
sonal treatment, and other measures aimed at creating a greater sense of community. In 11 of the 14 interventions described in the
results with proposed improvements in communication and bonding, it was possible to collect both quantitative and qualitative data
on effectiveness. These measures helped, on the one hand, to reduce the rates of both physical and verbal violence and managed to
strengthen the links between professionals and users thanks to the closer relationship. On the other hand, they reinforce listening to the
community, so that the user felt more respected. The factors causing the aggression were better understood and the user felt more
listened. These results coincide with the findings of Gudde et al. [52], where they investigated through a systematic review the
experience and views of users on aggressive situations in mental health care, expressing the importance of good communication and
the existence of a direct relationship between aggressive situations and the way in which the staff addresses patients. The problem is
not the rules themselves, but the way they are applied and communicated to patients [52], language being a reinforcement tool with
powerful potential [53]. The communication deficit has been picked up and expressed by users in numerous previous studies. In this
regard, the user manifests the inadequate attitude of some professionals as a focus of conflict, highlighting the lack of initial greeting,
scarce eye contact, lack of collaboration to resolve conflicts, depersonalized treatment, use of excessively technical language, feeling
ignored, absence of detailed information on the therapeutic process and the feeling of lack of listening. These aspects are highlighted in
the literature and focusing preventive measures on improving empathy, friendly language, improving assertiveness and courtesy
prevent and reduce conflicts [54-57].

One of the strong points of the proposed measures focuses on enhancing the information and training received by the user. The
different proposals included in this review are focused on the need to improve information and training for the population on how the
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system works on its correct use, on its pathological processes, awareness campaigns on violence and more training for personal growth.
Along these lines, previous studies point to the usefulness of raising awareness of the roles of healthcare workers and the need to
provide workers with training courses to promote public health, burnout, and emotional stress [2]. Working on the initial reactions
provoked by the lack of information and training may have greater effects on the reduction of workplace violence [54,58]. Somani
et al. [1] conclude in their systematic review that the situations and circumstances that provoke these initial reactions must be
impacted, as violence prevention training interventions directed toward staff bring about positive changes by increasing confidence
and communication skills, yet are ineffective in decreasing rates of workplace violence [22,28,59-61]. This may be because changing
staff behaviors has no effect on the behaviour of patients and their families.

In contrast, none of the measures included in our study measured effectiveness with respect to these objectives. However, many of
the proposals in Pina’s study [36] are related to information and training, a qualitative study whose opinions were exclusively those of
the user, who also demand this need. Training of all parties involved seems to be the right way to prevent workplace violence in health
care [56]. The lack of information is associated with the users’ perception of a paternalistic attitude of certain professionals. Allowing
the user to be an active manager of their own recovery and allowing them to take an active part in their health is well received by users
[29,62,63]. This review includes several measures that share this objective. The participants remembered better those interventions in
which they felt involved than those in which they did not, they made it possible to establish measures to deal with violence in a shared
and joint manner between professionals and users, respecting and taking into account both parties, and improving knowledge of their
pathology. Some previous studies highlight as a right the access to participate in decisions related to their health and the right to clear
information [54]. The systematic review by Raveel and Schoenmakers [64] identifies as a risk factor for aggression the discrepancy
between the user’s expectations and their treatments. Involving the user could improve these discrepancies. Another factor associated
with the good perception of patients regarding the health care received is waiting times and/or system saturation [36]. Although not
included in our results, it would be interesting to explore the capacity of both professionals and the system itself to avoid overcrowding
and/or possible conflicts, as is done in other areas of research [65].

The evidence shows that some of the measures proposed by the different qualitative studies with the aim of prevention, health
promotion and psychosocial support, could have equally good results in their implementation, reducing the number of hospital ad-
missions and improving the quality of care [66-68]. Another proposal focused on increasing the limits for the user; the bibliography
proposes a culture of “zero tolerance”, creating rules and protocols of strict compliance by both professionals and users [69-71].
Likewise, the importance of respecting patients’ rights and the relevance of including this in specific actions in prevention programs
has also been pointed out [2].

Although the overall results of those interventions in which effectiveness could be measured are positive, to a lesser extent, the
implementation of the measures also has drawbacks. Such as certain difficulties in following the measures implemented, either due to
lack of participation of both the user and the professional, lack of motivation or discrepancy with the established norms.

4.1. Limitations

This study has limitations. Despite the effort by the research team to identify all potentially eligible studies through an extensive
search of multiple databases and a variety of similar and related terms, it is possible that, especially in intervention programs (or
proposals), there are studies that have not been published or that this research team has not been able to access. In addition, some of
the studies collected did not report the effectiveness of their interventions, so we cannot determine their effect in reducing user
violence in the health care setting. Among those that did measure effectiveness, we found that not all of them offered a long-term
follow-up period, which hinders the effect of the proposals. Another limitation is the lack of clarity in the results of the studies,
which do not specify in detail the length of stay of the patients.

4.2. Research and clinical implications

The following factors should be taken into account in planning future preventive measures: Following the recommendations of the
systematic review conducted by Somani [1], which conclusively states that studies involving multicomponent interventions, policy
changes, environmental changes and training were shown to have higher success rates in reducing violence rates than those that
addressed only stand-alone training. However, they are the least well conducted, with only 5 of 26 studies including this package of
changes in that review. Assuming this idea, it seems inevitable to think of new multi-action prevention models that include: staff
training, user training, safety measures, structured prevention policies, workplace violence management and a package of
user-directed measures [1,16,37].

Most of the systematic reviews conducted to date focus primarily on healthcare personnel, often neglecting direct work with users.
These reviews usually deal descriptively with the consequences of aggression in personnel, or present intervention and training
measures to prevent and minimize aggression in the workplace, but they are directed exclusively at health care workers [1,23,72-76].

We consider that what is proposed here serves as a basis for future studies. In the first place, we point out the need to carry out
studies with adequate designs to evaluate the effectiveness of the programs, whether those described here, or others derived from
them. In this line, our results allow the creation of programs with those aspects that are best suited to the context of each country,
health system, unit (emergency, psychiatry, etc.) or professional group. Secondly, the aspects indicated show a wide range of variables
related to violence in the work environment. Along these lines and following the proposal of the authors [77], the factors identified in
the present study could serve as a basis for exploring explanatory models of workplace violence in the health care setting.
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5. Conclusion

After reviewing the literature on intervention plans or strategies and proposals involving the user to minimize or prevent workplace
violence in health care by users or their relatives against staff, we found that most of the measures are aimed at improving commu-
nication and creating links between users and professionals, followed by a package of measures aimed at improving information and
training for the user. To a lesser extent, there are also strategies that involve the user in joint decisions with the staff on their treat-
ments, pathological processes or treatment received, measures with the creation of support groups with users, and lastly there is a
group of measures with characteristics that cannot be grouped together, such as greater communication between users themselves and
a change in the structure and aesthetics of the rooms.

New prevention plans must go beyond the individual level and include a package of successful interventions that involve all
stakeholders, users, professionals, and management. The implementation of measures at the user level is often neglected, and one of
the purposes of this review is to raise awareness and work to reduce violence with actions that also involve the user. We believe it is
necessary to introduce changes that promote communication, safety, trust, training, information, and user involvement if we want
healthcare in safer environments. This set of measures provides researchers with a basis to consider for the implementation of future
prevention plans. Further work is needed to improve them and to learn more about their effectiveness, and more studies are needed to
measure the effectiveness of the joint programs.

Declaration
Ethics statement

This study was approved by the Research Ethics Committee of the University of the authors, University Miguel Hernandez (UMH)
assigned the Code of the Office of Responsible Research (COIR) with ref. 220,426,115,743.

Author contribution statement

1 - Conceived and designed the experiments;

2 - Performed the experiments;

3 - Analyzed and interpreted the data;

4 - Contributed reagents, materials, analysis tools or data;
5 - Wrote the paper.

Declaration of competing interest

The authors declare that they have no known competing financial interests or personal relationships that could have appeared to
influence the work reported in this paper.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://doi.org/10.1016/j.heliyon.2023.e19495.

References

[1] R. Somani, C. Muntanerm, E. Hillan, A.J. Velonis, P. Smith, A systematic review: effectiveness of interventions to de-escalate workplace violence against nurses

in healthcare settings, Safety and Health at Work 12 (2021) 289-295, https://doi.org/10.1016/j.shaw.2021.04.004.

H. Sheikhbardsiri, Z. Esamaeili Abdar, H. Sheikhasadi, S. Ayoubi Mahani, A. Sarani, Observance of patients’ rights in emergency department of educational

hospitals in south-east Iran, Int. J. Hum. Rights Healthc 13 (2020) 435-444, https://doi.org/10.1108/1JHRH-09-2019-0072.

H. Sheikhbardsiri, A. Raeisi, G. Khademipour, Domestic violence against women working in four educational hospitals in Iran, J. Interpers Violence 35 (2020)

21-22, https://doi.org/10.1177/088626051771953.

European Commission, Comunicacion de la comisién al parlamento europeo, al consejo, al comité econémico y social europeo y al comité de las regiones, in:

Marco estratégico de la UE en materia de salud y seguridad en el trabajo 2021- 2027. La seguridad y la salud en el trabajo en un mundo laboral en constante

transformacion [Communication from the commission to the european parliament, the council, the european economic and social committee and the committee

of the regions, European Commission, Belgium, 2021. EU strategic framework on health and safety at work 2021- 2027. Safety and health at work in a changing world

of work.].

International Labour Organization (ILO), International Labour organization - ILO, in: Estrés en el trabajo: un reto colectivo [Stress at Work: A Collective

Challenge], International Labour Organization, Switzerland, 2016.

Occupational Health and Safety Act (OHSA), The Occupation Health and Safety Act Workplace Violence in School Boards: a Guide to the Law: Workplace

Violence under the Occupational Health and Safety Act, Government of Ontario, 2019. Available from: https://www.ontario.ca/document/workplace-violence-

school-boards-guide-law/workplace-violence-under-occupational-health-and-safety-act.

[7]1 P. Norton, V. Costa, J. Teixeira, A. Azevedo, A. Roma-Torres, J. Amaro, L. Cunha, Prevalence and determinants of bullying among health care workers in
Portugal, Workplace Health & Saf. 65 (2017) 188-196, https://doi.org/10.1177/2165079916666545.

[2

—

[3

—

[4

=

[5

=

[6

=

14


https://doi.org/10.1016/j.heliyon.2023.e19495
https://doi.org/10.1016/j.shaw.2021.04.004
https://doi.org/10.1108/IJHRH-09-2019-0072
https://doi.org/10.1177/088626051771953
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref4
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref4
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref4
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref4
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref4
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref5
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref5
https://www.ontario.ca/document/workplace-violence-school-boards-guide-law/workplace-violence-under-occupational-health-and-safety-act
https://www.ontario.ca/document/workplace-violence-school-boards-guide-law/workplace-violence-under-occupational-health-and-safety-act
https://doi.org/10.1177/2165079916666545

P. Lopez-Ros et al.

[8]

[91
[10]
[11]
[12]
[13]
[14]
[15]
[16]

[17]

[18]
[19]

[20]
[21]

[22]
[23]
[24]
[25]
[26]
[27]
[28]
[29]
[30]
[31]
[32]
[33]
[34]
[35]

[36]

[37]

[38]

[39]

[40]
[41]
[42]
[43]

[44]

Heliyon 9 (2023) e19495

International Labour Organization/International Council of Nurses/World Health Organization/Public Services International (ILO/ICN/WHO/PSI). Framework
Guidelines for Addressing Workplace Violence in the Health Sector, International Labour Organization, 2002. (Accessed 20 August 2021). Available online at:
http://www.ilo.org/wemsp5/groups/public/-ed_protect/-protrav/-safework/documents/instructionalmaterial /wems_108542.pdf.

A. Sahebi, M. Golitaleb, S. Moayedi, M. Torres, H. Sheikhbardsiri, Prevalence of workplace violence against health care workers in hospital and pre-hospital
settings: an umbrella review of meta-analyses, Front. Public Health 10 (2022), 895818, https://doi.org/10.3389/fpubh.2022.895818.

J. Liu, Y. Gan, H. Jiang, L. Li, R. Dwyer, K. Lu, et al., Prevalence of workplace violence against healthcare worker: a systematic review and meta-analysis, Occup.
Environ. Med. 76 (2019), https://doi.org/10.1136/0emed-2019-105849, 927-371.

H.A. Dafny, G.I. Beccaria, I don’t even tell my partner: nurses perceptions of verbal and physical violence against nurses working in a regional hospital, J. Clin.
Nurs. 29 (2020) 3336-3348, https://doi.org/10.1111/jocn.15362.

M.B. Fisekovic Kremic, Z.J. Terzic-Supic, M.M. Santric-Milicevic, G.Z. Trajkovic, Encouraging employees to report verbal violence in primary health care in
Serbia: a cross-sectional study, Slovenian J. Public Health 56 (2017) 11-17, https://doi.org/10.1515/sjph-2017-0002.

M.D. Garcia-Pérez, A. Rivera-Sequeiros, T.M. Sanchez-Elias, M. Lima-Serrano, Agresiones laborales a profesionales sanitarios e infradeclaracion: caracterizacion
y brechas en el conocimiento para su prevencion, Enferm Clin 31 (2021) 390-395, https://doi.org/10.1016/j.enfcli.2021.05.001.

M.L Serrano Vicente, M.T. Fernandez Rodrigo, P.J. Satistegui Dordd, F. Urcola Pardo, Agresiones a profesionales del sector sanitario en Espana, revision
sistematica, Rev. Esp. Salud Publica 93 (2020), e201910097.

C. Lopez-Garcia, J.A. Ruiz-Hernandez, L. Llor-Zaragoza, P. Llor-Zaragoza, J.A. Jiménez-Barbero, User violence and psychological well-being in primary health,
Eur. J of Psychol. Appl. to Leg. Context 10 (2018) 57-63, https://doi.org/10.5093/ejpalc2018a6.

F. Rafeea, A. Al Ansari, A. Ehab, K. Elmusharad, M. Abu Zeid, Violence toward health workers in Bahrain defense force royal medical services’ emergency
department, Open Access Emerg. Med. 9 (2017) 113-121, https://doi.org/10.2147/OAEM.S147982.

J.A. Ruiz-Hernandez, M. Sanchez-Munoz, J.A. Jiménez-Barbero, D. Pina, I. Galian- Munoz, B. Llor-Esteban, et al., User violence in mental health services:
adaptation of an instrument. Healthcare-Workers’ aggressive behavior scale- users-mental health version (HABS-U-mh), PLoS One 14 (2019) 1-14, https://doi.
org/10.1371/journal.pone.0212742.

J.M. Cénovas Pallarés, D. Pina, J.A. Ruiz-Hernandez, 1. Galian-Munoz, M. Pardo Rios, B. Llor-Esteban, E. Puente-Lopez, Violence of users towards health and
non-health professionals in hospital emergency services: descriptive-comparative cross-sectional study, Rev. Esp. Salud Publica 95 (2021), e202107096.

L. Aliaga, V.J. Baixauli, M.D. Murillo, F.J. Sdez, COVID-19: problemas y soluciones en atencién primaria y farmacia comunitaria, SEFAC-SEMERGEN-SEMG,
Madrid, 2020.

S. Bagcchi, Stigma during the COVID-19 pandemic, Lancet 20 (2020) 782, https://doi.org/10.1016/51473-3099(20)30498-9.

D. McKay, M. Heisler, R. Mishori, H. Catton, O. Kloiber, Attacks against health-care personnel must stop, especially as the world fights COVID-19, Lancet 395
(2020) 1743-1745, 10.1016/50140-6736(20)31191-0.

S. Geoffrion, D.J. Hills, H.M. Ross, J. Pich, A.T. Hill, T.K. Dalsbg, S. Riahi, B. Martinez-Jarreta, S. Guay, Education and training for preventing and minimizing
workplace aggression directed toward healthcare workers, Cochrane Database Syst. Rev. (2020), https://doi.org/10.1002/14651858.CD011860.pub2.
Pérez-Fuentes MC, Gazquez JJ, Molero MM, Oropesa NF, Martos A. Violence and job satisfaction of nurses: importance of a support network in healthcare. Eur. J
of Psychol. Appl. to Leg. Context. (202) 13:21-28. doi: 10.5093/ejpalc2021a3.

M.J. Vidal-Alves, D. Pina, E. Puente-Lopez, A. Luna-Maldonado, A. Luna Ruiz-Cabello, T. Magalhaes, Y. Pina-Lépez, J.A. Ruiz-Herndandez, B.M. Jarreta, Tough
love lessons: lateral violence among hospital nurses. Int, J. Environ. Res. Public Health 18 (2021) 9183, https://doi.org/10.3390/ijerph18179183.

V. Di Martino, H. Hoel, C. Cooper, Preventing Violence and Harassment in the Workplace, Luxemburgo: European Foundation for the Improvement of Living
and Working Conditions, 2003.

Aimi Kinoshita, Seiji Shimosato, Effectiveness of an aggression management training program in Japan: a quasi-experimental study, Issues Ment. Health Nurs.
45 (2021) 543-551, https://doi.org/10.1080/01612840.2021.1999542.

L. Barranco, K. Freire, G.H. Payne, Moving evidence to action: a strategy to support the implementation of comprehensive violence prevention efforts, Health
Promot. Pract. 23 (2021) 824-833, https://doi.org/10.1177/15248399211028156.

Y. Jeong, K. Lee, The development and effectiveness of a clinical training violence prevention program for nursing students, Int. J. Environ. Res. Publ. Health 17
(2020) 4004, https://doi.org/10.3390/ijerph17114004.

E.R. Maagerg-Bangstad, K.T. Salg, O. Ness, Managers’ perceptions of competence and practice development following education in the prevention and
management of staff-directed aggression: promoting person-centred practice, Int Pract Dev J 10 (2020) 1-9, https://doi.org/10.19043/ipdj.102.008.

M. Valimaki, K. Anttila, M. Anttila, M. Lahti, Web-based interventions supporting adolescents and young people with depressive symptoms: systematic review
and meta-analysis, JMIR mHealth and uHealth 5 (2017), €180, https://doi.org/10.2196/mhealth.8624.

M.J. Page, D. Moher, P.M. Bossuyt, I. Boutron, T.C. Hoffmann, C.D. Mulrow, et al., PRISMA 2020 explanation and elabora-ion: updated guidance and exemplars
for reporting systematic reviews, BMJ 372 (2021) 1-36, https://doi.org/10.1136/bmj.n160.

A. Booth, M. Clarke, G. Dooley, D. Ghersi, D. Moher, M. Petticrew, L. Stewart, PROSPERO at one year: an evaluation of its utility, Syst. Rev. 2 (2013) 1-7,
https://doi.org/10.1186/2046-4053-2-4.

E. Von Elm, M. Altman, S.J. Egger, P.C. Pocock, J.P. Ggtzsche, The strengthening the reporting of observational studies in Epidemiology (STROBE) statement:
guidelines for reporting observational studies, PLoS Med. 4 (2007) 1623-1627, https://doi.org/10.1371/journal.pmed.0040296.

C.B. Batista, A. Souza, J. Carmo, V. Torres, Violence in health work: analysis of basic health units in Belo Horizonte Minas Gerais, Trabalho Educacao e Satde. 9
(2011) 295-317, https://doi.org/10.1590/51981-77462011000200008.

V. Pelto-Piri, L. Kjellin, Social inclusion and violence prevention in psychiatric inpatient care. A qualitative interview study with service users, staff members
and ward managers, BMC Health Serv. Res. 21 (2021) 1255, https://doi.org/10.1186/512913-021-07178-6.

D. Pina, P. Lopez-Ros, A. Luna-Maldonado, A. Luna Ruiz-Caballero, B. Llor-Esteban, J.A. Ruiz-Hernandez, J.J. Garcia-Jiménez, E. Puente-Lopez, B. Martinez-
Jarreta, Users’ perception of violence and conflicts with professionals in primary care centers before and during COVID-19. A qualitative study, Front. Public
Health 9 (2021), 810014, https://doi.org/10.3389/fpubh.2021.810014.

1. Johnston, O. Price, P. McPherson, C.J. Armitage, H. Brooks, P. Bee, et al., De-escalation of conflict in forensic mental health inpatient settings: a Theoretical
Domains Framework-informed qualitative investigation of staff and patient perspectives, BMC Psychol 10 (2022) 30, https://doi.org/10.1186/540359-022-
00735-6.

R. O’Dowd, H. Laithwaite, E. Quayle, A qualitative exploration of service users’ experiences of violence risk assessment and management in forensic mental
health settings: an interpretative phenomenological analysis, J Forensic Psychol Res Pract 22 (2022) 357-388, https://doi.org/10.1080/
24732850.2021.2001195.

D. Pina, C.M. Penalver-Monteagudo, J.A. Ruiz-Hernandez, J.A. Rabadan-Garcia, P. Lopez-Ros, B. Martinez-Jarreta, Sources of conflict and prevention proposals
in user violence toward primary care staff: a qualitative study of the perception of professionals, Front. Public Health 10 (2022), 862896, https://doi.org/
10.3389/fpubh.2022.862896.

J. Fletcher, S. Buchanan-Hagen, L. Brophy, S.A. Kinner, B. Hamilton, Consumer perspectives of Safewards impact in acute inpatient mental health wards in
victoria, Australia, Front. Psychiatr. 10 (2019) 461, https://doi.org/10.3389/fpsyt.2019.00461.

C. Henderson, C. Flood, M. Leese, G. Thornicroft, K. Sutherby, G. Szmukler, Views of service users and providers on joint crisis plans, Soc. Psychiatr. Psychiatr.
Epidemiol. 44 (2009) 369-376.

O.P. O’Sullivan, N.H. Chang, D. Njovana, P. Baker, A. Shah, Quality improvement in forensic mental health: the East London forensic violence reduction
collaborative, BMJ Open Quality 9 (2020), e000803, https://doi.org/10.1136/bmjoq-2019-000803.

A. Faerden, C. Rosenqvist, M. Hakansson, E. Strgm-Gundersen, A. Stav, J. Svartsund, et al., Environmental Transformations Enhancing Dignity in an Acute
Psychiatric Ward: Outcome of a User-Driven Service Design Project, HERD, 2022, 19375867221136560, https://doi.org/10.1177/19375867221136558.

N. Ramacciati, A. Ceccagnoli, B. Addey, L. Rasero, Violence towards emergency nurses. The Italian National Survey 2016: a qualitative study, Int. J. Nurs. Stud.
81 (2018) 21-29, https://doi.org/10.1016/j.ijnurstu.2018.01.017.

15


http://www.ilo.org/wcmsp5/groups/public/-ed_protect/-protrav/-safework/documents/instructionalmaterial/wcms_108542.pdf
https://doi.org/10.3389/fpubh.2022.895818
https://doi.org/10.1136/oemed-2019-105849
https://doi.org/10.1111/jocn.15362
https://doi.org/10.1515/sjph-2017-0002
https://doi.org/10.1016/j.enfcli.2021.05.001
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref14
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref14
https://doi.org/10.5093/ejpalc2018a6
https://doi.org/10.2147/OAEM.S147982
https://doi.org/10.1371/journal.pone.0212742
https://doi.org/10.1371/journal.pone.0212742
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref18
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref18
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref19
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref19
https://doi.org/10.1016/S1473-3099(20)30498-9
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref21
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref21
https://doi.org/10.1002/14651858.CD011860.pub2
https://doi.org/10.3390/ijerph18179183
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref25
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref25
https://doi.org/10.1080/01612840.2021.1999542
https://doi.org/10.1177/15248399211028156
https://doi.org/10.3390/ijerph17114004
https://doi.org/10.19043/ipdj.102.008
https://doi.org/10.2196/mhealth.8624
https://doi.org/10.1136/bmj.n160
https://doi.org/10.1186/2046-4053-2-4
https://doi.org/10.1371/journal.pmed.0040296
https://doi.org/10.1590/S1981-77462011000200008
https://doi.org/10.1186/s12913-021-07178-6
https://doi.org/10.3389/fpubh.2021.810014
https://doi.org/10.1186/s40359-022-00735-6
https://doi.org/10.1186/s40359-022-00735-6
https://doi.org/10.1080/24732850.2021.2001195
https://doi.org/10.1080/24732850.2021.2001195
https://doi.org/10.3389/fpubh.2022.862896
https://doi.org/10.3389/fpubh.2022.862896
https://doi.org/10.3389/fpsyt.2019.00461
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref41
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref41
https://doi.org/10.1136/bmjoq-2019-000803
https://doi.org/10.1177/19375867221136558
https://doi.org/10.1016/j.ijnurstu.2018.01.017

P. Lopez-Ros et al. Heliyon 9 (2023) e19495

[45] G.J.Langley, R.D. Moen, K.M. Nolan, et al., The Improvement Guide: a Practical Approach to Enhancing Organizational Performance, John Wiley & Sons, USA,
2009.

[46] N. Ramacciati, S. Bambi, A. Mezzetti, E. Lumini, A. Gili, L. Rasero, Questionario per I'Indagine Nazionale 2016 sulla Violenza verso gli infermieri di Pronto
Soccorso: studio di validazione. [Questionnaire for the 2016 National Survey on Violence toward Emergency Room Nurses: validation study], Scenario 33
(2016) 22-26.

[47] V. Braun, V. Clarke, Using thematic analysis in psychology, Qual. Res. Psychol. 3 (2) (2006) 77-101, https://doi.org/10.1191/1478088706qp0630a.

[48] N.K. Gale, G. Heath, E. Cameron, S. Rashid, S. Redwood, Using the framework method for the analysis of qualitative data in multi-disciplinary health research,
BMC Med. Res. Methodol. 13 (2013) 117, https://doi.org/10.1186/1471-2288-13-117.

[49] L. Bardin, Analise de contetido, Edicoes, Lisboa, 1977.

[50] A. van Kaam, Application of the phenomenological method, in: A. van Kaam (Ed.), Essential Foundations in Psychology, University press of America, Lanham,
USA, 1984.

[51] J.A. Smith, P. Flowers, M. Larkin, Interpretative Phenomenological Analysis: Theory, Method and Research, Sage Publications, California, USA, 2009.

[52] C.B. Gudde, T.M. Olsg, R. Whittington, S. Vatne, Service users’ experiences and views of aggressive situations in mental health care: a systematic review and
thematic synthesis of qualitative studies, J. Multidiscip. Healthc. 8 (2015) 449-462, https://doi.org/10.2147/JMDH.S89486.

[53] C. Vojak, Choosing Language: social service framing and social justice, Br. J. Soc. Work 39 (2009) 936-949, https://doi.org/10.1093/bjsw/bcm144.

[54] A.M. Dois-Castellon, P.F. Bravo-Valenzuela, Buen trato en Centros de Atencién Primaria chilena ;privilegio o derecho humano? [Kind treatment at Chilean
primary health care centers: a privilege or a human right? Rev. Cubana Med. Gen. Integr. 35 (2019) e813.

[55] L.A. Paredes, T. Paravic-Klijn, Percepcién de violencia y factores asociados segtin usuarios de un consultorio y postas de salud. Concepcién, Chile, Cienc. Enferm.
12 (2006) 39-51, https://doi.org/10.4067/50717-95532006000100005.

[56] R.Kontio, M. Anttila, T. Lantta, K. Kauppi, G. Joffe, M. Vélimaki, Toward a Safer Working environment on psychiatric wards: service users’ delayed perspectives
of aggression and violence-related situations and development ideas, Psychiatr. Care 50 (2014) 271-279, https://doi.org/10.1111/ppc.12054.

[57] T.L. Husum, E.Y. Legernes, R. Pedersen, A plea for recognition: users’ experiences of humiliation during mental health care, Int. J. Law Psychiatr. 62 (2019)
148-153, https://doi.org/10.1016/j.ijlp.2018.11.004.

[58] S.Lamont, S. Brunero, The effect of a workplace violence training program for generalist nurses in the acute hospital setting: a quasi-experimental study, Nurse
Educ. Today 68 (2018) 45-52, https://doi.org/10.1016/j.nedt.2018.05.008.

[59] S. Arbury, M. Hodgson, D. Zankowski, J. Lipscomb, Workplace violence training programs for health care workers: an analysis of program elements, Workplace
Health & Saf. 65 (2017) 266-272, https://doi.org/10.1177/2165079916671534.

[60] L. Baig, S. Tanzil, S. Shaikh, I. Hashmi, M.A. Khan, M. Polkowski, Effectiveness of training on de-escalation of violence and management of aggressive behavior
faced by health care providers in a public sector hospital of Karachi, Pakistan J. Med. Sci. 34 (2018) 294-299, https://doi.org/10.12669/pjms.342.14432.

[61] N.E. Armstrong, A quality improvement project measuring the effect of an evidence-based civility training program on nursing workplace incivility in a rural
hospital using quantitative methods, Online J. Rural Nurs. Health Care 17 (2017) 100-137, https://doi.org/10.14574/0jrnhc.v17i1.438.

[62] H. Gilburt, D. Rose, M. Slade, The importance of relationships in mental health care: a qualitative study of service users’ experiences of psychiatric hospital
admission in the UK, BMC Health Serv. Res. 8 (2008) 92, https://doi.org/10.1186/1472-6963-8-92.

[63] C.B. Gudde, T.M. Olsg, R. Whittington, S. Vatne, Service users’ experiences and views of aggressive situations in mental health care: a systematic review and
thematic synthesis of qualitative studies, J. Multidiscip. Healthc. 8 (2015) 449-462, https://doi.org/10.2147/JMDH.S89486.

[64] A. Raveel, B. Schoenmakers, Interventions to prevent aggression against doctors: a systematic review, BMJ Open 9 (2019), 0228465, https://doi.org/10.1136/
bmjopen-2018-028465.

[65] G. Khademipour, N. Nakhaee, S.M.S. Anari, M. Sadeghi, H. Ebrahimnejad, H. Sheikhbardsiri, Crowd simulations and determining the critical density point of
emergency situations, Disaster Med. Public Health Prep. 11 (2017) 674-680, https://doi.org/10.1017/dmp.2017.7.

[66] P. Kasteridis, A.R. Mason, M.K. Goddard, R. Jacobs, R. Santos, G. Mcgonigal, The Influence of primary care quality on hospital admissions for people with
dementia in England: a regression analysis, PLoS One 10 (2015), e0121506, https://doi.org/10.1371/journal.pone.0121506.

[67] C. Strassner, J. Steinhauser, T. Freund, J. Szecsenyi, M. Wensing, German healthcare professionals’ perspective on implementing recommendations about
polypharmacy in general practice: a qualitative study, Fam. Pract. 35 (2018) 503-510, https://doi.org/10.1093/fampra/cmx127.

[68] R.R.Landoll, L.A. Maggio, R.M. Cervero, J.D. Quinlan, Training the doctors: a scoping review of interprofessional education in Primary Care Behavioral Health
(PCBH), J. Clin. Psychol. Med. Settings 26 (2019) 243-258, https://doi.org/10.1007/s10880-018-9582-7.

[69] H. Hassankhani, A. Soheili, Zero-tolerance policy the last way to curb workplace violence against nurses in Iranian Healthcare System, J. Caring Sci. 6 (2017)
1-3, https://doi.org/10.15171/jcs.2017.001.

[70] L. Anderson, M. FitzGerald, L. Luck, An integrative literature review of interventions to reduce violence against emergency department nurses, J. Clin. Nurs. 19
(2010) 2520-2530, https://doi.org/10.1111/j.1365-2702.2009.03144.x.

[71] C.Y. Wei, S.T. Chiou, L.Y. Chien, N. Huang, Workplace violence against nurses— prevalence and association with hospital organizational characteristics and
health promotion efforts: cross-sectional study, Int. J. Nurs. Stud. 56 (2016) 63-70, https://doi.org/10.1016/j.ijnurstu.2015.12.012.

[72] K.L. Edward, K. Ousey, P. Warelow, S. Lui, Nursing and aggression in the workplace: a systematic review, Br J Nurs Mark Allen Publ 23 (2014) 653e9, https://
doi.org/10.12968/bjon.2014.23.12.653.

[73] S. Vargas-Prada, E. Demou, D. Lalloo, I. Palencia, K.A. Sanati, M. Sampere, et al., Effectiveness of very early workplace interventions to reduce sickness absence:
a systematic review of the literature and meta-analysis, Scand. J. Work. Environ. Health 42 (2016) 261-267, https://doi.org/10.5271/sjweh.3576.

[74] E. Spelten, B. Thomas, P.F. O’Meara, B.J. Maguire, D. FitzGerald, S.J. Begg, Organisational interventions for preventing and minimising aggression directed
towards healthcare workers by patients and patient advocates, Cochrane Database Syst. Rev. 4 (2020), CD012662, https://doi.org/10.1002/14651858.
CD012662.pub2.

[75] P. Pariona-Cabrera, J. Cavanagh, T. Bartram, Workplace violence against nurses in health care and the role of human resource management: a systematic review
of the literature, J. Adv. Nurs. 76 (2020) 1581-1593, https://doi.org/10.1111/jan.14352.

[76] Y.L.Li, R.Q. Li, D. Qiu, S.Y. Xiao, Prevalence of workplace physical violence against health care professionals by patients and visitors: a systematic review and
meta-analysis, Int. J. Environ. Res. Publ. Health 17 (2020) 299, https://doi.org/10.3390/ijerph17010299.

[77] D. Chappell, V. Di Martino, Violence at Work, International Labour Organization, Switzerland, 2006.

16


http://refhub.elsevier.com/S2405-8440(23)06703-8/sref45
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref45
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref46
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref46
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref46
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1186/1471-2288-13-117
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref49
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref50
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref50
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref51
https://doi.org/10.2147/JMDH.S89486
https://doi.org/10.1093/bjsw/bcm144
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref54
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref54
https://doi.org/10.4067/S0717-95532006000100005
https://doi.org/10.1111/ppc.12054
https://doi.org/10.1016/j.ijlp.2018.11.004
https://doi.org/10.1016/j.nedt.2018.05.008
https://doi.org/10.1177/2165079916671534
https://doi.org/10.12669/pjms.342.14432
https://doi.org/10.14574/ojrnhc.v17i1.438
https://doi.org/10.1186/1472-6963-8-92
https://doi.org/10.2147/JMDH.S89486
https://doi.org/10.1136/bmjopen-2018-028465
https://doi.org/10.1136/bmjopen-2018-028465
https://doi.org/10.1017/dmp.2017.7
https://doi.org/10.1371/journal.pone.0121506
https://doi.org/10.1093/fampra/cmx127
https://doi.org/10.1007/s10880-018-9582-7
https://doi.org/10.15171/jcs.2017.001
https://doi.org/10.1111/j.1365-2702.2009.03144.x
https://doi.org/10.1016/j.ijnurstu.2015.12.012
https://doi.org/10.12968/bjon.2014.23.12.653
https://doi.org/10.12968/bjon.2014.23.12.653
https://doi.org/10.5271/sjweh.3576
https://doi.org/10.1002/14651858.CD012662.pub2
https://doi.org/10.1002/14651858.CD012662.pub2
https://doi.org/10.1111/jan.14352
https://doi.org/10.3390/ijerph17010299
http://refhub.elsevier.com/S2405-8440(23)06703-8/sref77

	User violence prevention and intervention measures to minimize and prevent aggression towards health care workers: A system ...
	1 Introduction
	2 Methods
	2.1 Search strategy
	2.2 Selection criteria
	2.3 Selection of studies
	2.4 Risk of bias assessment
	2.5 Data extraction and management

	3 Results
	3.1 General characteristics of the studies
	3.1.1 Duration of interventions and interviews
	3.1.2 Classroom studies with long-term final evaluation
	3.1.3 Long-term on-site studies with continuous assessment
	3.1.4 Short-term qualitative studies
	3.1.5 Online studies

	3.2 Outcome measures
	3.3 Interventions or proposals collected
	3.4 Effectiveness of the proposals or interventions
	3.5 Positive effects of interventions
	3.6 Negative effects of interventions

	4 Discussion
	4.1 Limitations
	4.2 Research and clinical implications

	5 Conclusion
	Declaration
	Ethics statement

	Author contribution statement
	Declaration of competing interest
	Appendix A Supplementary data
	References


