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Abstract

and empathic communication skills.

Objective Studies on psychological violence in the workplace (PVW) in Latin America have focused on incidence
values. In contrast, studies on preventive interventions (Pls) in the health sector are very limited. Our objective

was to determine to what extent there is consensus on the most relevant characteristics of the psychosocial interven-
tions applied in the prevention of PVW in health institutions in Peru. To that end, health professionals with knowledge
and experience in PVW at the national level were recruited, and the Delphi consensus technique was applied.

Results The consensus study was developed in four stages that included three phases of Delphi consultation. In
the third consultation phase, 428 experts participated in 25 analysis groups from 66 health institutions in the coun-
try. A total of 70.3% of the participants were women, and 27.6% of the participants worked in nursing and emer-
gency services. After the Delphi consensus analysis, we obtained a list of 10 hierarchical psychosocial interventions
to prevent PVW in the country. Most notable were interventions based on the prior resolution of interprofessional
conflicts, on the visibility of incidents to generate an inverse effect and on experiential training to improve assertive

Keywords Psychological violence at work, Prevention, Consensus of interventions, Health professionals, Delphi, Peru

*Correspondence:

Luis Fidel Abregu-Tueros

labregut@usmp.pe

! Research Institute in Psychology, University of San Martin de Porres,
Lima, Peru

2 Faculty of Medicine, Universidad Peruana Cayetano Heredia, Lima, Peru

"

? Servicio de Laboratorio, Hospital Nacional EsSalud “Ramiro Prialé Prialé”,

Huancayo, Peru

4 Faculty of Medicine, Federal University of Rio Grande do Sul, Porto
Alegre, Brazil

> CAERD-Collective for Applied Educational Research and Development,
Guadalajara, Spain

Introduction

Psychological violence in the workplace (PVW) is defined
as aggressive behaviour towards workers during their
professional practice, either physically or psychologi-
cally (e.g., verbally, with threats and/or with some type of
humiliation) [1]. PVW among health care professionals
can be generated by superiors or colleagues but also by
patients and/or visitors [2]. PVW is related to interper-
sonal conflicts and motivational demands [3, 4]. These
two factors are exacerbated in the health sector because
psychosocial risk factors are common in health care ser-
vices, when patients experience long wait times and dif-
ferences between expectations and the services received
[3,5-7].
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In addition to emotional exhaustion [8], the negative
consequences of PVW among healthcare profession-
als include decreased quality of care and job satisfaction
and increased emotional stress. These factors negatively
influence organizational commitment [7, 9].

Workplace violence of healthcare professionals in the
USA reached 61.3% of the total [10], and in 22 Latin
American countries they identified 66.7% of cases [11,
12]. Psychological violence in healthcare professionals in
Chile was 39.1% [13], and in nurses in Colombia 38.7% of
cases [14]. In Peru, there are 186 076 health care profes-
sionals representing 46.1% of the total number of health
sector workers: 403 848 workers [15], and of this number
of health care professionals, it is estimated that internal
psychological violence affects about 36.2% of profession-
als [16].

From a gender perspective in the health sector, the fac-
tor that exacerbates PVW is the invisibilisation of wom-
en’s work and the occupational segregation of women,
despite the fact that the majority of nurses with over-
loaded roles are women [17], while medical positions
are mostly filled by male staff. In Peru there are more
than 80% women in nursing and about 45% in medi-
cine [17]. The gender approach in public health policies
requires preventive approaches and strategies on PVW to
strengthen equity and resilience in the health workforce
[18,19].

Since the promulgation of international guidelines to
address PVW in the health sector [20], researchers have
studied strategies to prevent or reduce such violence [21],
exploring alternative prevention methods [22], such as
psychosocial interventions (PIs) in interprofessional set-
tings [23] within specific contexts [24].

PIs in the health sector in developed countries have
been documented through systematic reviews [1, 4, 6,
7, 25-28], mainly aimed at preventing PVW between
nurses or nurses and doctors. There are few studies on
interprofessional care groups [8, 21, 22, 29]. In the field
of PVW prevention in the health sector, programs with
long-term effectiveness are scarce [1], and it is unknown
whether Pls prevent or reduce PVW in interprofessional
groups that include administrative personnel [21, 30].
The PIs to prevent PVW are very limited, both in Latin
America and Peru. Therefore, the present study is impor-
tant because: (a) it will contribute to reduce the incidence
of psychological violence reported for Peru [16]; (b) to
apply psychosocial interventions in the country’s health
institutions to promote interprofessional integration; and
(c) to propose policies for the prevention of psychosocial
health at work that will contribute to increase job satis-
faction and improve the organisational commitment of
healthcare professionals. For this reason, several authors
[24, 31-34] have pointed out the need to obtain expert
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opinions to identify the most effective interventions
through consensus.

With this initial report, we want to guide the preven-
tion of PVW in health institutions in the country. The
objective of this study was to come to a consensus on the
PIs that have been applied effectively to prevent PVW in
the country’s health institutions. To this end, health pro-
fessionals with knowledge and experience in PVW at the
national level were recruited, and the Delphi consensus
technique was applied.

Main text

Methods

We used the mixed Delphi technique, whose advantages
include anonymity and controlled feedback. This tech-
nique allows the gathering of participants from different
geographical areas, in our case, professionals with com-
mon work experience and knowledge about PVW in the
Peruvian health sector, to facilitate consensus [31].

The Delphi consensus process was developed in four
stages between August 2021 and February 2023. The first
three stages were online and the last was in person. The
three rounds of Delphi consultation correspond to the
third stage of analysis. The third round of consultation
was face to face (October 2022 to February 2023) (Fig. 1).

In the first stage, 30 experts from the emergency and
admission services of five public hospitals in the city of
Lima were invited to participate and informed about
the scope of the study, the hierarchical process and the
consensus. They were then asked to integrate a list with
PIs to prevent PVW based on evidence [1, 4, 7, 25, 26]
and international regulations [20]. At this stage (August
2021), a list of 21 interventions was drawn up to serve as
a frame of reference for the subsequent Delphi consulta-
tion phases (Fig. 1).

In the second stage (September and December 2021),
35 analysis groups with an equal number of coordina-
tors were organized, and national health professionals
and administrative personnel knowledgeable about PVW
and strategies for prevention and mediation were iden-
tified. Inclusion criteria for participants were: (a) health
professional or administrative staff in the health sec-
tor of both sexes; (b) with experience and knowledge of
PVW; (c) with more than three months of work experi-
ence; (d) from any of the three regions of the country; (e)
voluntary participation until the 3rd Delphi consultation
round. Exclusion criteria were: (a) staff with no experi-
ence or knowledge of PVW, (b) probationary period (up
to three months). The selection criteria for health centres
were: (a) located in any of the three regions of the coun-
try; (b) having six or more experts (Table 1; Additional
file 2).
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Stage 1

Formulation of consultation

Integration of interventions

(based on evidence and
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objectives international standards)
Stage 2 Stage 3

Organization of analysis
groups
N = 35/539 participants

Organizing Delphi Analysis
Groups
N = 33/498 participants

Included: 476
*Huanuco (n=166)
sLima (n=148)
«San Martin (n=73)
«Junin (n=35)
*Ucayali (n=23)
*Apurimac (n=17)
«Callao (n=14)

Withdrawal
N = 2/41 participants

l

Excluded: 22
*Ancash (n=4)

elca (n=4)

*Cuzco (n=4)
*Huancavelica (n=3)
Loreto (n=3)
*Arequipa (n=2)
*Cajamarca (n=1)
La Libertad (n=1)

Consultation round -1
Hierarchy of interventions
(maximum 3)

N = 30 Delphi analysis groups

Convergence of
interventions
(based on evidence and
international standards)
N= 21 interventions

(Withdrawal: 3/61 participants)

v

Consultation round —2
(Hierarchy of interventions)
N = 27 Delphi analysis groups/
437 participants

Consultation round —3
Feedback
(Rehierarchization of
interventions)

N = 25/428 participants

Included:
*Huanuco (n=156)
sLima (n=136)
*San Martin (n=70)
«Junin (n=28)
*Ucayali (n=13)
*Apurimac (n=9)

¢ Callao (n=7)
Withdrawal N = 2/9
participants Stage 4
. . National
Consensus integration by
consensus

Delphi analysis group
(minimum 25%)

(minimum 25%)

Fig. 1 Delphi consensus process

In the third stage, the Delphi analysis groups were
reduced to 33 groups to maintain the required mini-
mum of six experts in each group [35, 36]. A total of
eight analysis groups were excluded. In the first round

of Delphi consultation, each expert was asked to pro-
pose up to three interventions to prevent PVW. A list of
convergent interventions was then organized using the
21 of the suggested interventions. The second round of
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Table 1 Socio-labour characteristics of the studied population
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Characteristics Total (%) n=148 p* Sex
Male (%) Female (%)
Provenance
Coastal Region 142 (33.2) 0.001 43(30.3) 99 (69.7)
Sierra Region 65 (15.2) 13 (20.0) 52 (80.0)
Jungle Region 221 (51.6) 71(32.1) 150 (67.9)
Service
Nurcing 61(14.3) 0.001 13(21.3) 48 (78.7)
Emergencies 57(133) 19(333 38(66.7)
Obstetrics 33(7.7) 4(12.) 29(87.9)
Medicine 31(7.2) 16 (51.6) 15 (48.4)
Laboratory and biochemistry 26 (6.1) 8(30.8) 18 (69.2)
Other services (n=33) 184 (43.0) 45 (24.4) 139 (75.6)
Administration 36 (84) 20 (55.6) 16 (44.4)
Rotation to another service
None 223 (52.1) 0.001 69 (30.9) 154 (69.1)
One to two times 166 (38.8) 48 (28.9) 118 (71.1)
Three to four times 37 (8.6) 10 (27.0) 27 (73.0)
Five or mor times 2(0.5) 0(0.0) 2(100.0)
“In X? test for p< 0.05
consultations was developed with 27 analysis groups Results

that ranked the 21 interventions, from 1 for the most
important or effective intervention to 21 for the least
important intervention. In the third round of Delphi
consultation, after feedback on the results of the second
round, a new hierarchy of interventions was requested,
and repetitive hierarchies in the same hierarchy were
eliminated (Fig. 1).

In the fourth round of consultations, the consensus
and discrepancies for each intervention were integrated
by each Delphi analysis group, and then the interven-
tions were ranked according to their relative frequency.
Next, a hierarchy of consensus and discrepancies was
established at the national level. The criterion to con-
sider consensus by analysis group for the integrated
consensus at the national level was a minimum of 25%
[31, 36].

Statistical analysis

The consensus hierarchy was determined [31] by calcu-
lating the relative frequencies of the 21 reference inter-
ventions. To determine the proportionality of the sample
size according to socio-occupational and geographical
characteristics, the chi-square test was applied.

The datasets generated and analysed during the current
study [37] are available in the [Figshare] repository. [Per-
sistent web link to datasets]. DOI [https://doi.org/https://
doi.org/10.6084/m9.figshare.23255270.v1].

Description of participants

Until the second round of consultation, 569 health pro-
fessionals and administrative personnel from the health
sector participated at the national level. In the third and
last round of Delphi consultation, 428 experts from 66
health institutions in seven departments of the country
(Hudnuco, Lima, San Martin, Junin, Ucayali, Apurimac,
and El Callao) participated, of which 51.6% came from
the Jungle region. A total of 70.3% of participants were
women, most of whom worked in the obstetrics and
nursing services in the Sierra region; and had rotated
from their placements three to five times a year (Table 1).
A total of 14.3% of the participants worked in the nurs-
ing service and 13.3% in the emergency service. They had
been employed for four months to 35 years.

More than half (52.1%) of the experts had not been
rotated from their services in the last year. According to
the X? test, the sample was heterogeneous in terms of
origin, services, service rotation, and sex (Table 1).

Consensus on psychosocial interventions

After reranking following feedback on the results of the
second round of Delphi consultation, there was con-
sensus that the condition for success of psychosocial
interventions to prevent PVW in the country’s health
institutions is emotional support and solidarity between
the interprofessional team and the administrative staff
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Table 2 Consensus and hierarchical discrepancy of preventive interventions

Code Preventive intervention Consensus Discrepancy
Hierarchy % Hierarchy %

PIO1 Through emotional support and solidarity by colleagues 1° 50.5

P02 Through support and solidarity by bosses or officials 2° 38.1

PIT1 Immediately solving interpersonal conflicts by bosses or supervisors 3° 36.3

P13 Encouraging the fearless reporting of psychological violence 4° 322

PG Through training on assertive and empathetic communication skills 5° 304

P4 Through awareness raising to report psychological violence 6° 30.1

P10 Through immediate actions for the prevention and punishment of psychological violence 7° 29.0

PI17 Through social activities to improve interpersonal relationships between workers and bosses  8° 273

Or Supervisors

PI105 Through preventive awareness programs 9° 25.1

PI03 With greater presence of security personnel 10° 248

P20 Through staff meetings to prevent harassment and intimidation at work 1° 80.8
PI06 Through training for officials and workers on the prevention of violence at work 2° 794
P15 Developing follow-up to staff with bullying behaviours 3° 79.0
P108 Through legal support for complaints to the authorities 4° 78.7
PIT9 By promoting preventive institutional policies 5° 78.5
P04 With the support of the workers'unions 6° 785
PI21 With institutional support in guidance and specialized counselling 7° 783
P2 With assessment of the risk of psychological violence at work 8° 77.6
P07 With timely institutional support during incidents 9° 773
PI09 With psychological accompaniment to victims of psychological violence 10° 76.6
P8 By promoting procedures for the prevention and recovery of psychological violence 11° 764

@ Minimum 25% (25 Delphi analysis groups: n=6-37 participants)

(Table 2). It was noted that this support is more impor-
tant than institutional support. This support is com-
plemented by PIs focused on the timely and adequate
resolution of interpersonal conflicts by competent offi-
cials or private consultants (Table 2; Additional file 1).

According to the consultation, the PIs located between
the fourth and sixth hierarchy to prevent PVW involve
the implementation of PVW visibility programs through
appropriate communication channels and integration
with other interventions (e.g., PI oriented to the devel-
opment of PVW skills), assertive and empathetic com-
munication and awareness of how to report PVW cases
(Table 2).

Other PIs considered important were the application
of administrative and/or judicial sanctions for those who
committed PVW (consensus: 29%). In the eighth hier-
archy, we find PIs with experiential activities aimed at
improving interpersonal relationships among health pro-
fessionals, administrative personnel and officials. In the
ninth hierarchy are the PIs based on the development of
awareness programs to reduce PVW. The tenth hierarchy
concerns PIs that help prevent PVW (consensus: 24.8%),
such as the presence of security personnel in work envi-
ronments (Table 2; Additional file 1).

According to gender, the most demanded consensuses
were in females for the psychosocial interventions PI16,
PI13, PI17 and PI11 whose percentage variations com-
pared to males are: PV =14.5%; PV=28.5%, PV=4.9%;
PV=3.1% respectively (Table 2). Particularly, the
intervention PI09 to reduce the impact of PVW was
more demanded by female than male professionals
(PV =94.0%).

The greatest discrepancy (80.8%) among the experts
consulted was whether or not to consider staff meetings
as PIs, because in the experience of some experts, short
talks, visits or presentations did not generate behavioural
changes in complex variables such as PVW [38, 39].

Discussion

In this study, we have obtained a list of 10 hierarchical
PIs that reflect the consensus of experts regarding the
most relevant factors that PIs aimed at preventing PVW
should address. In our final list of 10 PIs, the consensus
range was between 24.8% and 50.5%.

According to our results there was consensus that
the starting point for preventing PVW in the country’s
healthcare institutions should be complemented by Pls
based on emotional support, and the solidarity of the
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interprofessional and administrative team (ESS). This
support and solidarity were considered even more valu-
able than institutional support. In this respect, there is
evidence from Canadian nurses that the emotional sup-
port they received from their colleagues in the service
provided them with greater security in the workplace [4].
As long as IP is applied independently, even if it is widely
promoted, there is little likelihood of reducing long-term
healthcare PVW [1]. In contrast to more integrated pre-
ventive measures that achieve a short-term reduction in
both external and internal PVW [19].

There is also a consensus to apply PIs based on "exter-
nally mediated interpersonal conflict resolution" as the
third most important intervention, naturally comple-
mented by "ESS-based PIs". Likewise, the results indi-
cate as a priority to raise the visibility of PVW in order
to reduce incidences of it, and the need to incorporate
PIs aimed at improving the assertive and empathic skills
of those involved. For this group of multicomponent PIs,
there is evidence that their application reduces PVW in
the short term and can generate safety in the medium
term in various health services in Australia, Canada, and
the USA [1, 4, 25, 27, 28]. But it differs with the reports of
Llor et al. in Spain and Kang in Korea [26, 29] because the
interventions were oriented towards mental health and
emergency services. It also differs with the reports of Al-
ali et al. for Jordan and Hemati for Iran [32, 33] because
the interventions were more oriented towards nursing
staff; and in the USA because the intervention was tar-
geted at emergency department officials [30].

Regarding the sixth PIs, which makes it possible to
reduce PVW by applying preventive awareness pro-
grammes through training workshops and social activi-
ties to improve interpersonal relations between workers
and civil servants, they agree with the reports of Archana
et al. and Layne et al. in the USA [27, 28] when "Brain-
writing techniques" are applied, which make it possible
to improve interpersonal conflict resolution and conse-
quently reduce PVW in the short term.

In this study we also find consensus on the importance
of immediate punitive action for PVW. Immediacy is
known to contribute to the reduction of PVW because
it has a deterrent effect on perpetrators and a supportive
effect on staff [2, 8]. Our results are consistent with the
reports of several authors [1, 8, 21, 22] who promote pre-
vention through punitive interventions, complemented
by raising the visibility of cases of PVW [1, 8, 25]. On
the need to apply recuperative PIs based on psychologi-
cal accompaniment in victims of PVW complemented by
PIs based on the ESS and with greater intensity in female
professionals, due to its results of emotional improve-
ment and lower job turnover, they agree with Yosep et al.
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from Indonesia [34] and Al-ali et al. from Jordan [32] but
were more oriented for nurses from different services
[32, 34]. In this regard, there must be control of organisa-
tional leadership change and staff turnover [1].

The main strength of our study is that the results were
obtained by the consensus of experts, which allowed us
to relate the desirable characteristics of intervention
strategies with PIs that have already been applied and are
therefore evidence-based. To our knowledge, this is the
first consensus study to prevent PVW in health institu-
tions in the three geographic regions of Peru.

Our results can be applied immediately as a frame of
reference to choose Pls aimed at promoting interprofes-
sional integration, formulating policies for the prevention
of PVW and improving the sustainable adherence of Pls
in health institutions. Initiatives that promote changes in
cultural norms for gender equity in occupational health
with an emphasis on preventive interventions for groups
at risk of PVW such as young nurses in emergency and
mental health services are pertinent.

Conclusion

According to the consensus, the prevention of PVW
should start with emotional support and solidarity among
workers and have institutional support. The experts con-
cluded that preventive PIs should be applied by integrat-
ing them with other interventions, for example, PIs based
on the resolution of interpersonal conflicts, programs to
raise awareness of PVW, the development of communi-
cation skills, the application of sanctions for perpetrators
and the improvement of interprofessional relationships.
The presence of security personnel in work environments
can also aid in the prevention of PVW.

Limitations

The number of participants per group of analysis its no
proporcional; however, the participants are distributed
in the three geographical regions of the country, and the
minimum number per group is higher than that indi-
cated by Bloor et al. [35]. There was natural loss of par-
ticipants due to the long Delphi analysis time [31]. As a
contextual preventive study influenced by environmental
and cultural factors [1] the prioritised interventions are
more oriented towards the Peruvian health sector.

Abbreviations

PVW  Psychological violence in the workplace
Pl Psychosocial intervention

ILO International Labour Organization
WHO  World Health Organization
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