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Workplace violence (WPV) is an increasing cause of concern around the globe, and healthcare organi-
zations are no exception. Nurses may be subject to all kinds of workplace violence due to their frontline
position in healthcare settings. The purpose of this systematic review is to identify and consider different
interventions that aim to decrease the magnitude/prevalence of workplace violence against nurses. The
standard method by Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA,
2009) has been used to collect data and assess methodological quality. Altogether, twenty-six studies are
included in the review. The intervention procedures they report on can be grouped into three categories:
stand-alone trainings designed to educate nurses; more structured education programs, which are
broader in scope and often include opportunities to practice skills learned during the program; multi-
component interventions, which often include organizational changes, such as the introduction of
workplace violence reporting systems, in addition to workplace violence training for nurses. By
comparing the findings, a clear picture emerges; while standalone training and structured education
programs can have a positive impact, the impact is unfortunately limited. In order to effectively combat
workplace violence against nurses, healthcare organizations must implement multicomponent in-
terventions, ideally involving all stakeholders.
� 2021 Occupational Safety and Health Research Institute, Published by Elsevier Korea LLC. This is an

open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Workplace violence poses a serious problem for healthcare or-
ganizations. Unsurprisingly, the healthcare system can be a chal-
lenging environment to work in, with a wide range of occupational
hazards, from infections and falls to chemical exposure. However,
the foremost occupational hazard remains workplace violence, and
this is true in both developed and developing countries [1].
Presently there is no unified definition of workplace violence due
to its subjective nature and the variety of personal and
organizational beliefs and perceptions [2]. The Occupation Health
and Safety Act, 2019 defines workplace violence 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
ity of Toronto, 155- College Street
. Somani).

afety and Health Research Institute
c-nd/4.0/).
to exercise physical force against the worker, in a workplace, that
could cause physical injury to theworker” [3]. Expanding upon this,
the International Labour Office (ILO), International Council of
Nurses (ICN), World Health Organization (WHO), and Public Ser-
vices International (PSI) defines workplace violence as “the inten-
tional use of physical force or power, threatened or actual, against
one self, another person, or against a group or community, that
either results in or has a high likelihood of resulting in injury, death,
psychological harm, mal-development or deprivation” [4]. The
University of Iowa Injury Prevention Research Center (UIIPRC)
has categorized workplace violence into four major types,
including Criminal intent (Type I), Customer/client (Type II),
Worker-on-worker (Type III), and Personal relationship (Type IV)
[7]. Yet, regardless of lingering uncertainty surrounding the precise
definition of workplace violence, what is certain is the constant
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threat it poses to healthcare workers. Compared to other occupa-
tions, healthcare workers are at higher risk for various kinds of
violence in the workplace due to the nature of the healthcare set-
tings and overstressed people [5]. Nurses, in particular, are at
especially high risk due to their frontline position and constant
contact with patients and their relatives [6]. The majority of these
instances of workplace violence are customer/client (Type II) or
worker-on-worker (Type III), based on the UIIPRC’s categorizations
[7]. Sadly, the rates of workplace violence against nurses
remain underreported due to a widely held belief among nurses
that violent incidents are a regrettable, but inevitable part of their
profession [8].

Perhaps unsurprisingly, workplace violence is a leading cause of
job dissatisfaction among nurses and contributes significantly to-
wards high rates of absenteeism and turnover, as well as compro-
mised patient care [1]. In the United States, the annual turnover
rate of nurses is estimated to be between 15% to 36% due to
workplace violence [9]. When nurses do remain in their role, they
often experience emotional trauma due to workplace violence,
which can manifest as post-traumatic stress disorder, burnout,
anxiety, depression, lack of ability to perform patient care, and job
dissatisfaction [10]. Moreover, workplace violence also has financial
ramifications for healthcare organizations. This is due in part to
nurse turnover costs but also from treatment for injuries resulting
from workplace violence and time away from work because of
violence [11].

The phenomenon of workplace violence in the healthcare sector
has been studied by several researchers, in different contexts.
Several systematic reviews have also been conducted. Among
these, some reviews have focused on descriptive studies to identify
the magnitude and characteristics of workplace violence, as well as
its consequences on individuals and healthcare organizations
[1,5,12]. Individual studies have assessed strategies to manage
aggressive patients, as well as consequences of workplace violence,
such as nurse absenteeism and job dissatisfaction [8,13]. The aim of
Fig. 1. PRISMA flow Diagram, S
this systematic review is to fill an existing gap by identifying
studies, which propose effective interventions to help mitigate or
prevent workplace violence against nurses.

2. Method

This systematic review aims to answer the following question:
What interventions are most effective at mitigating/preventing

workplace violence towards nurses?
The standard method by Preferred Reporting Items for Sys-

tematic Reviews and Meta-Analyses [14] has been used to collect
data and assess the methodological quality of each included study.

2.1. Literature search methods

Inclusion Criteria: In order to be included in this review, studies
had to test the impact/effectiveness of interventions to mitigate or
prevent violence in healthcare settings, using Randomized Control
Trials (RCTs), Quasi-Experimental, and Pre and Post designs. The
studies were published in English with interventions conducted
between 2000 and 2020.

Databases: Published studies were gathered from Medline,
CINAHL, and Web of Science databases. A combination of Medical
Subject Headings (MeSH), text words, and search terms were uti-
lized in the search. The reference list of retrieved articles was
examined manually to identify further research studies relevant to
violence in healthcare sectors.

Concepts and Terms: The following key words were used dur-
ing the systematic search for relevant articles:

Nurses, nursing staff, registered nurses, staff nurses, head
nurses, clinical nurses, nurse practitioners, registered nurse prac-
titioners, practice nurses, nurse supervisor, nurse manager, nurse
administrator, director nursing, nurse superintendent.

Healthcare setting, hospital, workplace, healthcare sectors,
healthcare settings, healthcare facilities, inpatient units, acute care
ummary of Search Process.
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setting, private hospital, public hospital, general hospital, govern-
ment hospital, occupation, ambulatory services, emergency
department, tertiary care centers.

Violence, mobbing, aggression, bullying, incivility, assault,
abuse, verbal (violence, abuse, harassment), sexual (violence,
abuse, harassment), physical (violence, abuse, harassment), racial
(violence, abuse, harassment), vertical violence, horizontal
violence. ateral violence (refer to Appendix A for Search Strategy).

Participants: The systematic review included all interventions
conducted on behalf of nursing healthcare providers, including
nurses, midwives, nurse managers, nursing supervisors, clinical
nurse instructors, clinical nurse specialists, directors of nursing
services, nursing superintendents, head nurses, nursing case
managers, working in private or public healthcare settings.

Interventions: This review highlights the broad range of in-
terventions that can be implemented to combat workplace
violence, including training and educational sessions aimed at
improving knowledge about workplace violence; practical skills for
nurses to help prevent/minimize workplace incivility, lateral
violence, verbal abuse, physical violence, sexual abuse, and
bullying. This review also considers interventions that have been
conducted at an organizational level to address workplace violence
policies and processes.
2.2. Critical appraisal

Each potentially relevant studywas evaluated independently for
methodological validity by the Primary Investigator and the thesis
supervisor. A specially designed checklist was used to assess each
study based on the inclusion criteria of this systematic review. (See
Table 1 for selected studies based on inclusion criteria and critical
appraisal). Certain articles were not included because they did not,
for instance, provide enough detail about the healthcare setting
where the intervention was implemented or the type of interven-
tion used in the study. (refer to Appendix B for studies not selected
for final systematic review). A PRISMA flow diagram provides the
summary of the search process used for this systematic review (see
Fig. 1).
2.3. Risk of bias

The included studies were screened for outcome reporting bias
by utilizing PRISMA, 2009 guidelines. The risk of bias matrix was
developed to list the aims, intervention tested, and outcomes of
each selected study. These were assessed by comparing the study
aim, intervention tested, and study outcomes. All included studies
were labeled as low, high, or unclear risk of bias by the primary
investigator based on reported outcomes in the given articles. Only
two studies [15,16] included in this review identified to have a high
risk of bias. The study [15] involved 43 nurses, 22 of whom received
Table 1
Selected Studies based on Inclusion Criteria and Critical Appraisal

Databases utilized for search

MEDLINE CINAHL Web of Science Total

Abstracts reviewed by Primary Investigator

n ¼ 1944 n ¼ 1206 n ¼ 1177 n ¼ 4327

Relevant Hits

n ¼ 84 n ¼ 22 n ¼ 65 n ¼ 171

Full-text Articles Assessed for Eligibility

n ¼ 16 n ¼ 10 n ¼ 17 n ¼ 43

Studies Included in the Final Review after Critical Appraisal

n ¼ 11 n ¼ 06 n ¼ 09 n ¼ 26
a three-hour online training program, and the remaining 21 nurses
acted as a control group. The authorsmentioned that due to validity
threats, diffusion between groups, small sample size, and selection
bias, the results were statistically insignificant. However, the study
results revealed a statistically significant difference between the
control and intervention groups for the recognition of verbal and
emotional abuse, and post-training reporting of workplace
violence. Similarly, a 1.5 hours educational session was imple-
mented in the study [16]. The authors have emailed the post-
intervention survey to the study participants. The results indicated
that the rate of lateral violence shifted from an incident in aweek to
an incident in a month. This result may be valid for the study
participants of this session but not for the entire study setting (refer
to Appendix C for Assessment of risk of bias matrix).

3. Results

3.1. Characteristics

Altogether, twenty-six studies were selected for inclusion in this
review. Of these, four were RCTs, ten used a quasi-experimental
design and twelve applied pre and post-study design. Only four
studies [17e19,42] used both quantitative and qualitative
components.

Most studies included in this review were conducted in devel-
oped countries. Fourteen of the included studies were conducted in
the United States [15,16,18,20e29,42]. Three were conducted in
Australia [17,30,31], two were carried out in Canada [32,38], two in
South Korea [34,43], one in Taiwan [42], and one in Sweden [35].
The remaining studies were conducted in developing countries
such as Jordan [36], Turkey [37], and Pakistan [19]. The prepon-
derance of workplace violence interventions is taking place in the
developed countries. The lack of tested interventions in developing
countries is not surprising, given the lack of research capacity and
funding available in these regions. (refer to Appendix D for
Description of included studies).

3.2. Major findings

The studies included in this review all took different approaches
to combat workplace violence. However, the approaches can be
grouped into three categories based on the scope of the interven-
tion. Some studies provided standalone training, such as awareness
workshops. Others offered more structured education programs,
such as multiweek training involving practical communication
skills and roleplaying scenarios. Finally, the interventions falling
into the third category offered multicomponent solutions.

3.3. Standalone training

Of the twenty-six studies included in this review, 10 imple-
mented standalone training sessions/workshops for nurses in an
effort to counter workplace violence. However, the standalone ses-
sions did not all focus on targeting the same category ofWPV. Out of
the 10 studies, five were intended to help counter verbal and
physical abuse [15,21,31,36,42], a type of WPV where the primary
perpetrators are patients and their relatives. One study [31]
addressed sexual abuse,which is primarily inflictedbymalepatients
and physicians. Finally, the remaining studies focused onworkplace
aggression [19], and workplace bullying/incivility [16,26,37,42],
types of WPV, which tend to be perpetrated among staff members
and by nurse managers. Beyond these differing points of focus, the
training sessions also varied in length. Two studies assessed the
effectiveness of a three to four hours training session to de-escalate
violence [19,41]. Meanwhile, another study implemented an eight-
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hour training program on violence prevention [36]. These studies
report that, as a result of the standalone training session, nurses
were more confident in their ability to deal with violent situations,
and their ability toassess violent situations increased [19,36,41].One
study [41]used a simulation trainingmethodand concluded that the
training increased nurses’ confidence in dealing with workplace
incivility. The study reports that Workplace Civility Index (WCI)
scores improved significantly (p < .00001) for the intervention
group. In another study [19], the authors report that, once they had
completed the session, nurses had a broader range of communica-
tion tools and coping strategies at their disposal. However, the au-
thors also indicated that the training session did not have a
meaningful impact on the level of aggression faced by nurses. A
study [37] reported an increase in assertiveness among the nurses
who took part in their training. Other studies, including [21,31],
highlight similar findings. Notably, study [21] also reported a
decrease in the financial impact of workplace violence on the or-
ganization where the study took place. Several other studies re-
portedon the impactof shorter, two to threehours, training sessions,
which focused on lateral violence management and team building.
These studies reveal that nurses’ interactions with their colleagues
were improved by the training, and their comfort level when
handling critical conversations with colleagues increased. More-
over, nurse turnoverwas reduced by the standalone training [26,42].
The study byAl Ali et al. meanwhile reported thatwhile nurseswere
more confident in their handling of workplace violence after they
had completed an eight-hour training session, the training had not
altered the fundamental safety concerns underlying workplace
violence [36]. Moreover, the standalone eight-hour training session
did not equip nurses with the ability to easily take legal action
against perpetrators of violence. As these studies demonstrate,
standalone training is certainly beneficial but is often only effective
at impacting discrete elements of workplace violence and fails to
have a substantive impact on the overall level of violence experi-
enced by nurses.

3.4. Structured education programs

Structured education programs are used in 11 studies included
in this review. Structured education programs differ from stand-
alone training primarily in duration. These structured programs
often span weeks, allowing participants to absorb more informa-
tion. Of the 11 studies considered here, 9 of them targeted work-
place bullying/lateral violence/incivility [22e25,28,29,34,38,43].
The common perpetrators of this kind of workplace violence are
coworkers, nurse managers or supervisors, and physicians. In two
of the studies, aggression and emotional abuse were the primary
focus of the structured education program [17,30]. In these in-
stances, the common perpetrators were patients and their family
members. Besides having differing focal points, the 11 studies
considered here also used divergent types of structured education
programs in their interventions. For instance, five of the studies
[22,24,28,34,43] employed a Cognitive Rehearsal Program (CRP).

CRP is a technique wherein specific scenarios are role-played in
a structured way, facilitated by trained professionals. Using CRP,
nurses have the opportunity to practice and analyze effective re-
sponses to common violent behaviors. According to the findings of
the four studies that employed CRP as their intervention, CRP
enabled nurses to strengthen their coping mechanisms and build
prevention skills. It can help improve participants’ interpersonal
relationships and increase awareness about violence between
nurses. CRP can also play a role in reducing nurse turnover [34]. In
another study, the authors state that 70% of nurses who took part in
a CRP course reported a positive change in their own
behavior when responding to bullying, and a further 40% reported,
over the subsequent six months, the bullying they experienced
actually decreased. In one more study [43], in which CRP was
introduced through a smartphone application, the authors reported
that CRP was successful in reducing work-related bullying experi-
ences and turnover intention among nurses. However, CRP was not
effective in reducing the intimidation experiences of nurses. Hence,
much like the standalone training sessions, it has a limited positive
impact and is not effective at reducing the overall rate of workplace
bullying and the consequences experienced by nurses. This study
suggested having some more effective interventions to minimize
and manage workplace bullying against nurses [22].

Another structured education program revolves around the
Culture of Civility, Respect, and Engagement in the Workplace
(CREW) initiative, which was the intervention used in two studies
[25,38] Both studies found that utilizing CREW as an intervention
mechanism resulted in a significant increase in nurses’ confidence
and in their ability to identify and respond toworkplace aggression.
In another study [38], the authors also noted an improvement in
the trust relationships between nurses and their supervisors.
However, the training did not have a significant impact on the level
of incivility between coworkers.

Another type of structured education program using a train-the-
trainers approach was evaluated in one study [23]. Train-the-
trainer programs are designed to train certain ‘champions’ within
the workplace, who then go on to train their colleagues. Essentially,
this methodology is intended to facilitate the spread of specialist
knowledge in an efficient, cost-effective manner. The study that
used train-the-trainer workshops focused on overcoming lateral
violence by strengthening nurses’ communication skills. Over the
course of three years, 203 workshops were conducted with a total
of 4,000 participants. The study reported that verbal abuse towards
nurses decreased from 90% to 76%, and nurses’ awareness of verbal
abuse influencing their patient care increased from 42% to 63%,
following the implementation of workshops by trained facilitators.

Similar to the train-the-trainer model, the Management of
Clinical Aggression- Rapid Emergency Department Interventions
(MOCA-REDI) was also used in an intervention study [17]; the au-
thors examine the effectiveness of a 45-minute education program
led by trained facilitators. The study reported a significant increase
in participants’ ability to deal with patients’ aggression, and a sig-
nificant change was observed in only one item out of 11 items that
were assessed with postintervention study measures.

One more study assessed the effectiveness of a ‘series of work-
shops’ to de-escalate workplace violence and to increase the con-
fidence level of nurses. This study identified increased nurses’
confidence level to deal with patients’ aggression in the post-
intervention group. However, there were no significant differences
found in the WPV exposure score [30].

Finally, Chipps and McRury evaluated the effectiveness of a
three-month education program on communication and conflict
management skills to address workplace bullying. This study
revealed increased job satisfaction among participants. However,
the frequency of bullying score was statistically insignificant. The
rate of bullying incidents increased from 1 act weekly to 1.6 acts
weekly (p ¼ 0.13). The findings were contrary to the study hy-
pothesis that the bullying rate will be decreased after the struc-
tured bullying training program [29].

3.5. Multicomponent interventions

Five of the studies considered in this review used multicom-
ponent interventions to combat workplace violence. As the name
suggests, multicomponent interventions differ from the other two
intervention forms already discussed by using a multipronged
approach. Several of these studies feature the involvement of
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relevant stakeholders when shaping the format of the multicom-
ponent interventions. The types ofWPV considered in these studies
are patient-to-worker violence [18,20], physical assaults and
threats [27], and overall workplace violence [32,35]. The common
perpetrators are patients, their relatives/visitors, and coworkers. In
one study [18], a “worksitewalkthrough strategy”was utilized with
the aim of involving staff and administration in assessing what the
most effective interventions might be, in order to decrease the
overall rate of workplace violence against nurses. This stakeholder
involvement resulted in an action plan where multiple strategies
were implemented across three categories:

1. Environmental (panic buttons, security locks)
2. Administrative (policies for workplace violence prevention,

safety procedures)
3. Behavioral (staff training for workplace violence management).

It is reported that as a result of involving stakeholders, around
(81%) of participants implemented environmental, administrative,
and behavioral interventions in their units, leading to a reduction in
workplace violence rates. Another multicomponent interventional
study by Arnetz et al. used a three-phased intervention model, also
featuring the involvement of relevant stakeholders: [20].

1. Development of a standardized reporting system for workplace
violence

2. Implementation of a hazard risk matrix to identify work units
where there is an increased risk of workplace violence

3. Worksite walkthrough strategy.

This study found a significant decrease in the rate of workplace
violence in the intervention units as compared to control units
(IRR: 0.48, 95% CI 0.29e0.80) at six months and at 24 months (IRR
0.37, 95% CI 0.17e0.83). Similarly, in one more study [27], a three-
pronged intervention model featuring:

1. Meetings with all stakeholders to revise workplace violence
policies

2. Walkthrough meetings with healthcare personnel for envi-
ronmental changes

3. Education and training sessions for staff.

After the implementation of these steps, there was a significant
decrease in the rate of assaults (from 0.17 to 0.13, P < 0.1) and
threats (from 0.49 to 0.37, P < 0.1) experienced by nurses taking
part in the study.

Two other studies also took a multicomponent approach,
although they did not feature the broad involvement of relevant
stakeholders. Of these, study [32] used a two-phase intervention:

1. Implementation of alert system to identify high-risk patients
upon admission

2. Nursing staff training for prevention of workplace violence.

Overall, violent incident rates decreased during the imple-
mentation period from 1.6 incidents per 100,000 worked hours to
1.1 incidents per 100,000 worked hours, meanwhile, a longitudinal
study by Arnetz & Arnetz assessed the effectiveness of imple-
menting a violence incident form for structured reporting, along
with subsequent feedback sessions where staff were given the
opportunity to discuss the circumstances surrounding reported
incidents. At postintervention assessment, the intervention group
reported statistically significant (P< 0.05) results such as increased
awareness of risk assessment, ability to deal with violence, and
increased confidence in reporting [35].
4. Discussion

The purpose of this reviewwas to identify and consider different
interventions aimed at decreasing the magnitude/prevalence of
workplace violence against nurses. These interventions range from
standalone training sessions designed to educate nurses, to more
structured education programs, to broader organizational changes,
such as the introduction of workplace violence reporting systems
and safety procedures.

Although these studies exhibit different approaches, training for
nurses features in almost all of the interventions, in one form or
another. As Chappell and DiMartino explain, this is a tactical
approach, in that .

“training involves instilling interpersonal and communication
skills which defuse and prevent a potentially threatening situ-
ation, developing competence in the particular function to be
performed, improving the ability to identify potentially violent
situations and people and preparing a ‘core’ group of mature
and specifically competent staff who can take responsibility for
more complicated interactions” [[39], p. 114].

Indeed, as the studies have demonstrated, violence prevention
training sessions for nurses can yield positive changes, with nurses
reporting increased confidence and improved communication
skills. However, as the studies have also demonstrated, training
interventions are, by themselves, ineffective at decreasing the rate
of workplace violence [17,19,21,25,44,45]. For instance, a study
conducted to assess the effectiveness of training designed to help
nurses de-escalate workplace violence and manage aggressive pa-
tient behavior identified no difference in the rate of workplace
violence and aggression experienced by healthcare providers in the
control and intervention groups [19]. Perhaps, the workplace
violence programs that are targeted at changing nurses’ behaviors
are not likely to impact the behaviors of the patients/families. They
may impact the level of violence if these interventions can de-
escalate situations and circumstances that spark a perpetrator’s
initial reactions [30].

Even the structured education programs considered as part of
this review, such as CRP, CREW,MOCA-REDI, and train-the-trainers,
which offer a more comprehensive form of training than stand-
alone sessions, have also demonstrated that while training in-
creases the confidence of those taking part, as well as develop other
skills such as conflict management and effective communication
methods, it does not significantly decrease workplace violence for
nurses. Basically, these interventions do not address the behavior of
the person (generally) instigating the violence, who is the person
not receiving the training. Moreover, the studies considering
structured education programs also highlighted other limitations,
including a lack of management support, the limited number of
nurses taking part in training, and the short duration of the
implementation phase.

Of the twenty-six studies considered in this review, only five
investigated the outcomes of multicomponent interventions for
addressing workplace violence. In some instances, these in-
terventions included staff training, but they were also focused on
policy changes and environmental changes. Unlike the standalone
training sessions and the structured education programs, several of
the multicomponent interventions demonstrated an actual
decrease in rates of workplace violence against nurses, rather than
peripheral improvements, such as increased confidence among
nurses. Structured policies and environmental changes are more
likely to help decrease the violence experienced by nurses. With
structured WPV policies, the perpetrators of WPV will become
more cautious, as they will be aware that WPV will not go unno-
ticed and that committing WPV will incur consequences [46].
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With this in mind, it seems unsurprising that the multicompo-
nent format falls in line with recommendations put forward by ILO,
WHO, PSI, and ICN [4], stating that workplace violence in-
terventions should ideally include several components such as
training of healthcare providers, security measures, and structured
workplace violence prevention and management policies.

The studies included in this review reveal several reasons as to
why workplace violence is still high in healthcare settings, despite
the implementation of interventions and policies. These factors
included a lack of structured reporting mechanisms, inaction on
behalf of management despite reporting, ill-defined workplace
violence prevention policies, and a lack of engagement by certain
stakeholders. This last point is particularly relevant, as many or-
ganizations working to create a violence-free environment for
healthcare providers indicate that the effectiveness of interventions
depends on the involvement of all stakeholders working in the
healthcare setting [10,40]. However, formal incident reporting
systems can also be extremely impactful. Underreporting poses a
significant problem for any organization attempting to mitigate or
prevent workplace violence because it hinders their ability to
identify high-risk settings and design policies and strategies in
response to this. A formal incident reporting system is vital to data
collection. Only one study [35] evaluated the effectiveness of uti-
lizing a Violence Incident Form (VIF) as a structured tool within
healthcare settings. The main purpose of the study was to generate
awareness among healthcare staff to recognize and report violent
incidents. The study further suggested that violence reporting
systems can facilitate hospital management in determining where
to focus their efforts for workplace violence education and related
interventions.

This systematic review is among the first to consider the effec-
tiveness of various interventions in combating workplace violence
against nurses. Previous systematic reviews conducted in the same
context have predominantly focused on descriptive studies or
addressed only one kind of workplace violence, such as aggression,
bullying, or lateral violence. A handful of reviews have assessed
strategies to manage patient aggression, while others focused on
the consequences of workplace violence or organizational in-
terventions to prevent workplace aggression [5,33,47e49]. By
contrast, this review considered three different kinds of interven-
tion, enacted at both the individual and organization levels.
Importantly, it reveals the effectiveness of different forms of in-
terventions and highlights replicable interventions to prevent or
minimize workplace violence against nurses. Of course, replicating
these interventions is not always feasible, particularly in devel-
oping countries, due to resource constraints. Nevertheless,
comparing these different studies helps to define how resources
can be most usefully deployed in the effort to combat workplace
violence against nurses.

5. Conclusion

This review has demonstrated, multicomponent interventions
are the most effective approach to impacting rates of workplace
violence. This finding has also been borne out in the work of
Ramacciati et al., 2016 [50]. This awareness will, ideally, help shape
future workplace violence interventions conducted in healthcare
settings. Of course, for an intervention model to be successful in a
new environment, there are multiple factors that can impact the
outcome. This review has identified the involvement of key
stakeholders, alongside positive management support, as funda-
mental factors for the successful implementation of planned in-
terventions. In addition, individual nurses must be able to commit
the necessary time to learning, practicing, and implementing
different strategies. Underpinning their time commitment must be
an awareness that workplace violence is not an inevitable part of
the nursing profession, and nurses must feel confident that if, and
when, they report violent incidents, they will be supported rather
than punished.

Many organizations are working to adjust their guidelines,
policies, and position statements to create a safe work environment
for healthcare providers. Making changes at an organizational level
is in line with recommendations made by the World Health Orga-
nization (WHO) [40], which asserts that training and interventions
must go beyond the individual level and include organizational
policies and work environment changes. This recommendation is
supported by the various studies considered in this review, which
suggest that successful interventions are based on strong collabo-
ration between healthcare providers and hospital management.
This review also contends that researchers, stakeholders, policy-
makers, and funding agencies need to work in collaboration to
implement workplace violence interventions in developed and
developing countries. A strong commitment is required by invest-
ing human and material resources to create violence-free health-
care settings.
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