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Abstract 

Background  Violence against health professionals is a growing problem that affects the quality of care provided 
and the well-being of workers. In the Alentejo region (Southern Portugal), the Regional Health Administration 
has been developing strategies to prevent and combat this phenomenon, namely, through the implementation 
of the Action Plan for the Prevention of Violence in the Health Sector. Violence in the health sector includes all situ-
ations in which a worker in the Ministry of Health’s health institutions is exposed to any type of violence related 
to their work, putting their safety, well-being or health at risk, or that of others. The aim of this study was to analyze 
the perceptions and practices of local focal points (e.g.,departments, services, offices or functional units) on violence 
against health professionals in the Alentejo region.

Methods  Semi-structured interviews were carried out local focal points in the Alentejo region. The sampling 
was selected for convenience from different health units. The interviews were recorded, transcribed and analyzed 
according to the analysis protocol of the IRaMuTeQ software (Interface de R pour les Analyses Multidimensionnelles 
de Textes et de Questionnaires) version 0.7 alpha 2.

Results  In total, 43 interviews were conducted between February and April 2024. Interviews revealed that local focal 
points face various challenges in combating violence against health workers. The lack of specific training, the scarcity 
of security resources and the culture of underreporting were some of the obstacles identified. However, participants 
also stressed the importance of teamwork, effective communication and institutional support in dealing with this 
problem.

Conclusions  Violence against health professionals is a worrying reality that requires effective measures to prevent 
and combat it, requiring a coordinated and multifaceted response. Local focal points play a key role in this process, 
but they need adequate training, resources and institutional support. Comprehensive and regular training programs 
on violence, interpersonal communication and conflict management, and investment in security resources, includ-
ing physical and technological measures, should be implemented in health facilities. Clear protocols should be 
created for dealing with situations of violence and a culture of reporting situations of violence to health professionals 
should be promoted, as well as the monitoring of victims by the authorities involved in cases of violence. Ongoing 
training and the simulation of real-life scenarios are crucial for preparing professionals to effectively manage situations 
of violence.
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the health institutions themselves, which stood at 3,0241 
cases between the beginning of 2022 and June 2023. The 
Local Health Units use different platforms to record 
internal occurrences, namely, the Risk Management Sup-
port System (SAGRIS®) and Health Event & Risk Man-
agement (HER +) in conjunction with the NOTIFICA® 
platform, which may contribute to this discrepancy in the 
number of cases reported by the DGS®.

In 2022, the Portuguese Presidency of the Council of 
Ministers, recognizing violence against health profes-
sionals as a phenomenon that affects the quality of ser-
vices, drew up the Action Plan for the Prevention of 
Violence in the Health Sector, which, as part of other pro-
grammes, calls for the implementation of security meas-
ures to mitigate situations of violence in this sector [3]. In 
this action plan, functional structures called “operational 
groups” have been created at regional, institutional and 
local level. The Regional Operating Group is the level of 
the Regional Health Administration; the Institutional 
Operating Group refers to health establishments or ser-
vices; and the Local Operating Group refers to depart-
ments, services or functional units [3], at each of these 
administrative levels of the National Health System, these 
“operational groups” are coordinated by a person, desig-
nated for this function, called a “focal point”, whose func-
tion is to coordinate the “operational group” of which he 
is a member.

No study was found so far on the dynamics of these 
operational groups in preventing violence in the health 
sector in the Brazilian Unified Health System or in any 
other country. In the southern region of Portugal, in 
Alentejo, the problem of violence in this sector is vis-
ible; in 2023, 98 episodes of violence against health pro-
fessionals were recorded and reported.2 Given this gap, 
we realized that it would be important to know how 
the GOLs work and, consequently, the role of the indi-
viduals who are part of them in the health institutions 
of the Alentejo, namely in relation to the prevention of 
situations of violence against health professionals and, in 
turn, their actions in the face of these same situations of 
violence.

This article presents the perspective of the Focal Points 
on Violence against Health Professionals in the Alentejo 
region, addressing the causes and types of violence and 

1  https://​www.​dgs.​pt/​em-​desta​que/​mais-​de-​18000-​profi​ssion​ais-​de-​saude-​
forma​dos-​para-​respo​nder-a-​casos-​de-​viole​ncia.​aspx
2  http://​www.​arsal​entejo.​min-​saude.​pt/​arsal​entejo/​Notic​ias/​Pagin​as/​Viol%​
C3%​AAncia-​sobre-​profi​ssion​ais-​de-​sa%​C3%​BAde-​na-​regi%​C3%​A3o-​Alent​
ejo.​aspx?​PageID=​4278

Introduction
Violence at work has become an alarming phenomenon 
worldwide [1] and is a public health problem [2]. Vio-
lence in the health sector is considered to be "all situa-
tions in which a worker, regardless of their legal status, 
performing duties in an institution providing health care 
or services of the Ministry of Health, regardless of their 
legal nature, is subjected to any type of violence in con-
ditions related to their work, including traveling to and 
from work, putting their safety, well-being or health or 
that of others at risk, directly or indirectly" [3]. Violence 
against health professionals is a phenomenon that affects 
the quality of health services and the well-being of work-
ers worldwide [2].

Violence and harassment affect all groups of healthcare 
workers and work environments in the healthcare sec-
tor. In a 2019 study, 62% of healthcare workers reported 
experiencing violence in the workplace [4]. Verbal abuse 
(58%) was the most common form of nonphysical vio-
lence, followed by threats (33%) and sexual harassment 
(12%) [4].

Prioritizing the prevention of violence against health 
professionals is essential, and various international and 
national instruments have been developed and imple-
mented in public policy. The International Labor Office 
(ILO), the International Council of Nurses (ICN), the 
World Health Organization (WHO) and Public Services 
International (PSI) launched a joint programme in 2000 
with the aim of developing sound policies and practical 
approaches to preventing and eliminating violence in the 
health sector. As a result of this programme, a manual 
titled "WHO/ILO/ICN/PSI: Framework guidelines for 
addressing Employment Violence in the Health Sector" 
was launched in 2003 [5]. It is essential that interventions 
capable of preventing and reducing violence are planned 
and implemented using intersectoral and multidiscipli-
nary approaches that involve all professionals, encourage 
commitment and responsibility in preserving rights and 
building a work environment permeated by a culture of 
peace [6].

In Portugal, the National Programme for the Preven-
tion of Violence in the Life Cycle was launched in 2020, 
including the Action Plan for the Prevention of Violence 
in the Health Sector [7]. According to data from the 
Portuguese Directorate-General of Health (DGS®), in 
2023, 1036 cases of violence against health professionals 
were recorded in the National Incident Reporting Sys-
tem (NOTIFICA®), a decrease of 37% compared to that 
in 2022, when 1,632 incidents were recorded. However, 
this figure is far below the number of cases monitored by 

https://www.dgs.pt/em-destaque/mais-de-18000-profissionais-de-saude-formados-para-responder-a-casos-de-violencia.aspx
https://www.dgs.pt/em-destaque/mais-de-18000-profissionais-de-saude-formados-para-responder-a-casos-de-violencia.aspx
http://www.arsalentejo.min-saude.pt/arsalentejo/Noticias/Paginas/Viol%C3%AAncia-sobre-profissionais-de-sa%C3%BAde-na-regi%C3%A3o-Alentejo.aspx?PageID=4278
http://www.arsalentejo.min-saude.pt/arsalentejo/Noticias/Paginas/Viol%C3%AAncia-sobre-profissionais-de-sa%C3%BAde-na-regi%C3%A3o-Alentejo.aspx?PageID=4278
http://www.arsalentejo.min-saude.pt/arsalentejo/Noticias/Paginas/Viol%C3%AAncia-sobre-profissionais-de-sa%C3%BAde-na-regi%C3%A3o-Alentejo.aspx?PageID=4278
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the prevention strategies involved. In this way, we aim to 
contribute to the public debate on the need for measures 
to protect health professionals and promote a safe and 
healthy workplace. In this sense, we intend to pursue the 
following research question: What are the perspectives 
and practices of local focal points on violence against 
health professionals in the Alentejo region?

We set out to analyze the perceptions and practices of 
local focal points on violence against health professionals 
in the Alentejo region.

Methods
Study design
This was a descriptive, exploratory study of a qualitative 
nature. This study was carried out in the Local Health 
Units of the Alentejo Region. The methods section is 
reported according to the Standards for Reporting Quali-
tative Research (SRQR), with the aim of making aspects 
of the research transparent by providing clear standards 
for reporting qualitative research.

We believe it is important to clarify what is meant by 
health professionals and the workplace. In this sense, 
according to the World Health Organization, health pro-
fessionals study, advise on or provide preventive, cura-
tive, rehabilitative and health-promoting health services, 
based on a wide range of theoretical and factual knowl-
edge regarding the diagnosis and treatment of diseases 
and other health problems. The required knowledge and 
skills are usually obtained as a result of studies at a higher 
education establishment in a health-related field over a 
period of 3 to 6  years, leading to a first-cycle degree or 
higher qualification [8]. Workplace is considered to be 
the place where the worker is located or from where or 
to where he must go by virtue of his work, in which he is 
directly or indirectly subject to the employer’s control [9].

Participants recruitment
The population consisted of 140 individuals working in 
local focal points, which were contacted by the research 
team. These individuals are health professionals from 
different professional areas, namely nurses, doctors, psy-
chologists and social workers.

Nonprobabilistic convenience sampling was used [10] 
among the Local Operating Group provided by the insti-
tutions. The initial invitations were sent by email to the 
Institutional Working Group, which speeded up contact; 
the local focal points of the Alentejo Local Health Units 
were invited to take part in the study, and the date and 
time of the interview were scheduled. The local focal 
points were included in the study according to their will-
ingness to participate; we aimed to interview until we 
reached data saturation, we considered saturation when 
the data collection would not produce any more themes 

[11]. We considered that we had reached data saturation 
when there began to be significant repetition of concepts, 
suggesting adequate sampling.

Semi‑structured interviews
The data collection method involved an in-depth semi-
structured interview with open-ended questions that 
allowed for the development of answers and narratives, 
following a previously constructed script with guiding 
questions supported by scientific evidence to achieve the 
objectives set for the study (supplementary material).

Data collection procedures
The interviews were carried out in locations defined by 
each healthcare institution, taking into account the prox-
imity of the interviewee, with appropriate and environ-
mental conditions ensuring the confidentiality of the 
interviewee. Each interview lasted an average of 30 min 
and was recorded with the interviewee’s authorization.

Data analysis
Interviews were transcribed using the "Transcribe" fea-
ture in the Microsoft 365 Office. After the interviews 
were transcribed in full and to ensure the credibility and 
reliability of their content, the transcripts were validated 
by two of the project’s researchers, ensuring the veracity 
of the information.

The text was formatted accordance with the guidelines 
of the IRaMuTeQ software analysis protocol (Interface de 
R pour les Analyses Multidimensionnelles de Textes et 
de Questionnaires) version 0.7 alpha 2, giving rise to the 
corpus that was submitted to the software.

The interviews were coded (int_01 to int_43), as were 
the variables (location, type of care and focal point). The 
corpus of the analysis was made up of 43 Initial Context 
Units, with each interview corresponding to an initial 
context unit, each starting with a defined command line: 
**** *int_01 *lo_1 *tc_2 *pf_3. The software transforms 
these Initial Context Units into context-elementary units 
(CEUs).

The CEUs are made up of the text segments classified 
according to their respective vocabularies, which share 
similarities, and different vocabularies to the CEUs of 
other classes.

Ethical considerations
This study is part of the "Violence against Health Pro-
fessionals in the Alentejo Region" project, which was 
funded by the "CHRC Research Grant 2022". This project 
was approved by the Ethics Committee of the Univer-
sity of Évora (No. 22187). The necessary authorizations 
to carry out the interviews were also granted by the 
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ethics committees of each of the institutions involved. 
To ensure the protection of the participants, all anonym-
ity and confidentiality measures were implemented. The 
interviewees were informed in detail about the study, 
including its purpose and potential contributions. Each 
participant provided informed consent at the beginning 
of the interview.

Results
Descending hierarchical classification
We conducted 43 interviews with local focal points work-
ing in a Local Health Unit, hospital services and primary 
health care services between February and April 2024. 
The interviewees were nurses and doctors from different 
services.

By analyzing interviews with local focal points, we 
found that 1842 CEUs were formed. Of these 1842 
CEUs, the software classified 1605 text segments, with a 

vocabulary richness (the richness of vocabulary refers to 
the number of words that appear only once in the entire 
corpus) of 87.13%, from which four classes emerged by 
descending hierarchical classification (DHC) (Fig. 1).

The processing of the interview data generated a tex-
tual corpus that was subsequently classified into the-
matic categories, revealing the representativeness of 
the content and the most representative words in each 
class, which were named as follows:

Class 1—Perception of the management of violence 
in health units
Class 2—Situations with a high risk of violence
Class 3—Measures to prevent violence in the unit
Class 4—Role of training in managing situations of 
violence

Fig. 1  Dendrogram of the descending hierarchical classification of the local operating group interviews
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The visualization in Fig. 1 shows that classes 4 and 3 
were formed first. Subsequently, classes 1 and 2 were 
divided. According to our factor analysis, the intersec-
tion of classes 1 and 2 is fairly representative of profes-
sionals’ perceptions of managing the phenomenon of 
violence in health units and situations with a high risk 
of violence, with the themes of classes 3 and 4 being 
more distant, namely, measures to prevent violence in 
the unit and the role of training in managing situations 
of violence.

With regard to the percentages obtained for each 
of the classes, it was found that class 4 comprises 508 
CEUs, with a percentage of 31.65% according to the 
total number of CEUs and is the most representative. 
This is followed by class 1, which comprises 479 CEUs, 
representing 29.84% of the total; class 2, with 433 CEUs 
representing 26.98%; and class 3, including 185 CEUs, 
representing 11.53%.

Factor correspondence analysis
Factor correspondence analysis (CFA) carried out using 
the CHD represents, on a Cartesian plane, the different 
words and variables associated with each of the DHC 
classes.

For the formation of each class, we present the most 
significant contribution of each of the variables coded 
in the command line for each of the interviews: for class 
2, the focal points coded with 04, 13 and 40 contributed; 
for class 1, the focal points coded with 45 and 35 contrib-
uted; for class 3, the focal points coded with 26, 06 and 
08 and the hospital care typology contributed; and finally, 
for class 4, the focal point coded with 24 and the primary 
health care typology contributed most.

The strongest words in the interviews were "no", "vio-
lence", "person" and "training", and we noted that the 
words "no" and "violence" were the most prominent 
words in all the interviews. The words "no" are included 
in the text segments "We do not value it", "We do not 
identify it", "We do not notify it", and "We’re not awake"; 
the words "violence" are highlighted in the expressions 
"violence in the life cycle", "violence against profession-
als", "violence between professionals", "violence in this 
sector" and "violence is not about working in a hurry".

Thematic categories
From data analysis we extracted four thematic categories, 
represented by classes: Class 1—Perception of the man-
agement of violence in health units; Class 2—Situations 
with a high risk of violence; Class 3—Measures to pre-
vent violence in the unit e a Class 4—Role of training in 
managing situations of violence.

Class 1—perception of the management of violence in health 
units
With regard to Perceptions of how to manage the phe-
nomenon of violence in health units, we were able to see 
in the analysis of the interviews different perspectives 
on how to deal with violence against health profession-
als. The focal points mention strategies for preventing 
this complex and multifaceted phenomenon of violence, 
emphasizing communication and conflict management, 
as well as the need for preventive measures to combat 
the trivialization of verbal violence. All these strategies 
require a multidisciplinary approach that involves the 
involvement of different health professionals at the insti-
tutions in the search for joint solutions for successful 
measures.

Several focal points emphasize the importance of effec-
tive communication and conflict management as key 
strategies for preventing the escalation of violence:

"…how do we make the best communication so as 
not to escalate into violence? I think that is conflict 
management, communication and then self-defense, 
as a last resort, but we never want to get to that 
point…" (int_33).

"…I think one thing that is very important, and now 
I have remembered that we should work on prevent-
ing violence, is communication, assertiveness, I think 
we have a lot to work on and it can help control a lot 
of things…” (int_31).

Education and training in communication techniques 
and conflict management, was one of the suggestions 
presented by some interviewees:

"…but the reality is that we have changes in terms 
of training, even though we already have some train-
ing in this area, we can never have too much, but the 
subject of assertive communication is an essential 
point…" (int_38).

Another aspect reported was the need to combat the 
vulgarization of verbal violence:

"…verbal violence is not valued, and I think it 
becomes a trivial thing because nobody gets physical 
pain, it is not something you see…" (int_35).

"…we do not respond to aggression if it is verbal.…" (int_25).

Awareness raising of health professionals is essential 
stretegy for helping individuals identify and report cases 
of violence. Some focal points expressed a concern about 
the trivialization of verbal violence, in particular high-
lighting that it is extremely hard to report this form of 
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abuse. This can be seen in the following segments of the 
text:

"If it is verbal aggression, my experience tells me; if it 
is verbal aggression, there’s no notification…" (int_07).

"…I do not think people are aware of this problem…" 
(int_45).

"…as I was saying, this is something relatively recent 
in the institution that is being worked on; we recently 
did training on this topic where we learnt how to 
identify this violence because, often, there is this vio-
lence and we do not value it, or we do not identify it 
and we do not report it…" (int_01).

The issue of security structures in a hospital context 
was also addressed, with emphasis on the need for pre-
ventive measures and a review of the physical structure 
of the spaces, as well as the existence of a well-structured 
security service, contributing to reducing the risk of vio-
lence against healthcare professionals and conveying a 
feeling of trust in the institution:

"…I think that in terms of preventive measures, the 
hospital security service is a service that has many 
structural and physical gaps…" (int_45).

"… the office is spacious, you can organize it differ-
ently, sometimes you just have to change the posi-
tioning of the furniture…" (int_31).

In the interviews with the focal points, this was empha-
sized as follows:

"…I watched a webinar on violence prevention, 
how we can prevent violence by organizing physi-
cal spaces differently, and looking at our institution 
here…" (int_31).

"…we do training, but then as things do not happen 
and as people often forget what they have to do, they 
lose the information and I think this training should 
be done with some periodicity…" (int_36).

Class 2—situations with a high risk of violence
Another emerging theme in the interviews were situ-
ations with a high risk of violence, addressing the chal-
lenges and strategies for dealing with more complex 
situations and revealing different experiences and per-
ceptions about what can trigger these situations of vio-
lence, as well as what safety measures exist and what is 
needed for more effective institutional support:

"…a verbal assault and another physical assault by 

that patient, so we held a kind of briefing before their 
shift started and made a plan of how we were going 
to act during the shift…" (int_07).

"…with the distribution of patients, we tried not to 
have that confrontation—it was a specific episode 
with that particular professional, it was the most 
striking episode, it was that episode which was then 
replicated by another…" (int_36).

Professional experience and communication skills 
within the team were identified by some interviewees as 
essential tools for assessing risk factors and implement-
ing proactive measures:

"…it has to be reported immediately and action 
taken because if it is not for other types of physi-
cal violence, for example, from patients, what we’re 
instructed to do is try to prevent it as much as pos-
sible…" (int_42).

"…we do not get into a direct confrontation and try 
to call someone, or we avoid getting into a direct 
confrontation and assess the person and the situa-
tion to try to protect ourselves a bit, avoid the con-
flict itself, even to prevent more complex episodes…" 
(int_40).

Protocols appropriate to the type of service should 
cover everything from internal communication to the 
activation of external authorities:

"…when there’s an episode that could be more criti-
cal, which fortunately we have not had recently, we 
call the security guard; if we cannot, as we’re all 
working here as a team, we contact the PSP straight 
away…" (int_15).

Several focal points described episodes of verbal and 
physical violence perpetrated by users, especially in situ-
ations of conflict or direct confrontation. Some inter-
viewees reported that groups of certain ethnicities tend 
to be more prone to aggressive and violent behavior in 
health services. It was observed that these services have 
structural and physical deficiencies, which can contribute 
to episodes of violence. In these cases, the recommended 
approach is to avoid direct confrontation, call security 
and, if necessary, the Public Security Police (PSP) or the 
National Republican Guard (NRG):

"…it is conditioning my actions as a health profes-
sional, normally we try to bring people to their 
senses, when that is not possible we have to call a 
security guard, or the police…" (int_01).

"…I have had these episodes of coercion and that, 
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the measure I usually adopt is to call the person 
to reason and tell them that if they do not change 
their behavior, I’m going to ask them to leave the ser-
vice…" (int_01).

"…I think they also have to be punished because, I 
do not know, we have some situations with ethnic 
groups who come in groups, who treat people badly 
as soon as they enter, just because they want to, that 
is all…" (int_40).

Regarding notification, in the interviews the focal 
points mentioned the difficulty in properly notifying and 
referring cases of violence. Often, professionals did not 
report episodes, either for fear of reprisals or because 
they did not believe anything will be done. This makes 
it difficult to develop effective prevention and response 
strategies:

"…because we do not have problems reported, for 
example, so that we do not have problems reporting 
even if nothing comes of that complaint, that notifi-
cation, but so that we know what’s going on and can 
then justify other measures…" (int_40).

"…it is not even followed up, it is notified, it is often 
notified, but there’s no complaint because it does not 
make any sense, not least because maybe in some 
cases people have not taken sufficient precautions, 
knowing that it appears to be I’m making the victim 
feel guilty, but that is not it…" (int_26).

"…if it is considered a crime, it is a public offence, 
but, for example, if you complain to the PSP about 
it, or against a person, whether they’re a patient or a 
carer…" (int_07).

The various focal points mentioned the need for a 
paradigm shift in the approach to cases of violence. This 
change in mentality is considered fundamental to dealing 
more effectively with violence. It is fundamental to foster 
a culture of reporting, and health professionals should be 
encouraged to record all episodes of aggression, regard-
less of their severity, so that the institution can have a 
complete picture of the situation and take the appropri-
ate measures:

"…in this so-called new approach, in particular, 
there is a paradigm shift; until a few years ago, there 
was a paradigm that the patient, even if he physi-
cally assaulted us, was always right, whether or not 
he had a more delicate physical or mental condi-
tion, and now the paradigm has changed; we are still 
building, let us say, this new approach…" (int_18).

"…for a while we did the same procedures, we called 
the security forces, made a notification and things 
went on as normal…" (int_11).

"…then nothing comes of it and then it is a has-
sle and then they call me and then I have a hassle 
with people, well, I do not know if it is because of the 
reprisals, but at least because of the time we waste 
with everything we have to do, is not it…" (int_40).

Class 3—measures to prevent violence in the unit
It is the least representative class of the corpus and, in 
terms of factor analysis, the one that is most distant from 
the others, but it is the one that brings together the pre-
ventive measures listed by the focal points. Some of these 
have already been mentioned in previous classes, but it is 
important to show which preventive measures have been 
implemented in the various instructions in Alentejo and 
what needs to be improved if professionals are to feel safe 
in their working environment.

Some of the focal points considered the existing pre-
vention measures to be sufficient and relevant, particu-
larly the training provided:

"…the topics that are covered are sufficient and per-
tinent and, for now, for training it has been suffi-
cient, in relation to the physical structure of the unit 
we have always noticed this problem of there being 
an escape door, we will have to do this survey, but it 
has already been discussed…" (int_18).

However, others emphasized the need for improve-
ments in terms of physical structure and a review of 
security protocols, which are considered risk factors by 
several focal points, namely, the lack of escape doors in 
all locations, the layout of rooms and the absence of ade-
quate spaces for individualized care:

"…but on one side there’s a door with a code and 
on the other side there’s a door that opens without 
any restriction and it is on this door that I have also 
asked for access control, and it has not been put in 
yet…" (int_44).

"…the space, including the emergency room, does 
not have individual rooms for people to have their 
treatment; it is a corridor…we’re also talking about 
the situation where we do not have permanent 24-h 
security, i.e., the security guard is there, but as there 
are only two in the institution…" (int_21).

"…so the only way we have opted is to change the 
location of the chair and desk so that the profes-
sional has quicker access to the exit door, but in 
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some offices, this is not possible…" (int_33).

Another of the fundamental measures listed by the 
focal points was the need for the communication sys-
tem to be effective so that professionals can call for help 
in case needed. In this case, they reported the need for 
panic buttons as an essential measure mentioned in the 
interviews:

"…we’re trying to make sure that the spaces are suit-
able, in particular the desks for escape, the triage 
has been ordered, it has not been moved yet because 
we’re waiting for a panic button, the doors have been 
installed which are controlled by us…" (int_26).

"…we have a system called HER + , which is the sys-
tem where we can make the notification. In the past, 
there was a panic button; there was a panic button 
in the administration, and there was a panic button 
inside the room where we work (… however, associ-
ated with COVID, the room had to be extended, and 
after the extension, that panic button disappeared, 
so at the moment there was only a panic button at 
the entrance to the service, in the administration…" 
(int_44).

They also said that it would be very important to simu-
late real scenarios and periodically update their knowl-
edge to improve their skills in these situations:

"…there will be a way of making it easier for the 
professional to leave quickly; if there’s anything that 
does not fit in, the head nurse is focused on all these 
preventative measures, and things will take a good 
turn…" (int_06).

Management’s commitment to the safety of profes-
sionals is fundamental to the effectiveness of preventive 
measures. Listening attentively to the requests of profes-
sionals, implementing the necessary structural changes 
and creating a safe and welcoming working environment 
are all responsibilities of management, as emphasized by 
interviewees:

"…now we’re going little by little, there will certainly 
also be a visit to the sites to find escape points and to 
see what we can improve here in our physical space, 
which is a bit complicated, because the rooms are 
closed, and we do not have escape points…" (int_15).

“…the firmness of the role of the managers who bring 
the groups together…” (int_39).

Class 4—role of training in managing situations of violence.
The last class to be addressed is the most representa-
tive class in the corpus, the role of training in managing 
situations of violence. The focal points of the inter-
views highlighted the importance of internal training 
for managing situations of violence. From the text seg-
ments, we can see that most of the interviewees men-
tioned the lack of specific internal training for dealing 
with violence against health professionals, which could 
jeopardize the uniformity of the team’s actions:

"…as I said, it is all very recent, but we have not 
even done internal training yet, so I only know 
the group from one meeting, so we have no con-
tact with the group; we have never had contact…" 
(int_04).

"…I have not even done the training for colleagues 
that I think is pertinent, and I will also have to 
evaluate it with the nurse in charge, so that I can 
also inform colleagues of the situation and of my 
knowledge, also so that we can all standardize and 
act in the same way…" (int_10).

"…usually we are, so there is a nurse who is respon-
sible and who calls us first, usually by email, with 
a date and time set, quite often even…" (int_19).

This lack of training resulted in insecurity and doubts 
about how to proceed in cases of aggression, and it is 
essential that institutions invest in training for all pro-
fessionals rather than just the focal points, as was high-
lighted during the interviews:

"…the schemes on the intranet so that everyone 
knows about them and not just the focal points, 
that is usually how I have access to information, 
we do not have any measures in place yet, we have 
not done anything…" (int_10).

"…at the moment none has been proposed, but I 
think there’s going to be more training in this area, 
I’m responsible for risk management in my service, 
so I have also been appointed as the focal point for 
violence against health professionals and that is 
why I went to the training…" (int_01).

References were also made to the sources of informa-
tion and communication, in particular those related 
to the management of violence, which is generally 
received by the manager and passed on to the team via 
e-mail and meetings, and the protocols and flowcharts 
to be used are passed on:

"…normally, we’re informed, as I’m the focal point; 
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via the group email led by nurse x, we also get the 
information straight away; we also have it avail-
able when the flowcharts are approved…" (int_10).

"…the guidelines are always received by the man-
ager, who also addresses them to us, and we try, as 
we are also a small group, to ensure that everyone 
has the same type of information…" (int_16).

Analysis of the interviews showed that the NOTIFICA® 
platform and platforms internal to each Local Health 
Unit, such as SAGRIS® and HER + , are used for report-
ing. Reporting episodes of violence is highly important 
for recording and analyzing data; therefore, this analysis 
must be carried out rigorously and impartially:

"…that is all it takes to stop something that could 
lead to verbal or even physical action, the notifica-
tion is made through the internal system that is 
SAGRIS, there is a manager of this SAGRIS, there 
is a manager of this application, who happens to be 
the nurse manager…" (int_07).

"…the reporting of episodes of violence is always 
done on SAGRIS and the NOTIFICA platform, and 
the episodes are analyzed by a group that works with 
the nurse manager, who then selects another group 
to investigate what has been reported…" (int_19).

"…the notification of episodes of violence is done 
through NOTIFICA and SAGRIS, eventually addi-
tional clarifications may be requested through me, 
later the information is at a higher-level, at-risk 
management level…" (int_18).

In the analysis of the interviewees’ statements, the 
importance of coordination with the Regional Opera-
tional Group for the most serious cases and of participa-
tion in the training of local professionals is recognized, 
promoting integration between institutions and the joint 
training of professionals. This collaborative approach 
is essential for guaranteeing a coordinated and effective 
response to situations of violence:

"…with regard to liaising with the Regional Operat-
ing Group, I know that there is, because they also 
had people from the regional operational group who 
came from Évora, for example, in that training with 
the police officers…" (int_37).

It was suggested by interviewees that the implemen-
tation of prevention measures can include awareness-
raising campaigns and interpersonal communication 
training:

"…through NOTIFICA® and SAGRIS®, which is the 

programme here at the hospital, on the 2 platforms, 
we are now investing in training the focal points so 
that we can then pass it on to our peers, which has 
not happened yet…" (int_01).

In analyzing the interviews, we found that the imple-
mentation of a violence management plan is still in its 
infancy at many institutions, and there is a need for con-
tinuous investment in training, communication, and pre-
vention measures. The empowerment of leaders and the 
participation of all professionals are essential to success-
ful actions:

"…we were identified as groups associated with this 
local violence project as the GOL local operative 
group, through a request that the regional group 
made to the board of directors so that the elements 
that belonged to the risk management group would 
have associates…" (int_44).

"…. so we were not assessed as to whether our pro-
file was suitable or not to be part of this group; we 
simply received a communication that it had been 
authorized by the board of directors and how to go 
about it; we would also become members of the local 
operative group…" (int_44).

Some professionals reported having been designated 
"focal points" for the issue of violence, have received 
additional training and have the responsibility of multi-
plying the knowledge acquired to the other members of 
the team. However, some reported difficulties in carrying 
out this internal training due to lack of time:

"… so we’re a local operational group at the moment, 
so we had training; we had a first contact with infor-
mation, what was intended and then at the institu-
tional level…" (int_37).

“…no time is given to these functions…” (int_05).

Discussion
The qualitative analysis of the interviews conducted with 
the Local Focal Points in the Alentejo region revealed the 
complexity and diversity of experiences and perceptions 
of violence in the health sector. It is important to note 
that keeping the work environment safe, respectful, and 
favorable to clinical practice provides quality healthcare, 
promoting a healthy and pleasant working environment 
[12].

Considering the objective, the research question, 
and the phenomenon in question—violence against 
health professionals—factor analysis showed a strong 



Page 10 of 12Zangão et al. BMC Health Services Research  (2024) 24:1445

interconnection between ways of dealing with violence 
and high-risk situations. Therefore, each of the classes 
emerges as a central theme, a discussion will be held 
based on the best literature, highlighting the most preva-
lent words in each class.

According to a concept analysis of violence at work, 
workplace violence is associated with a high turnover 
rate and a lack of adequate communication skills [12]. In 
another study, workplace violence was also defined as a 
strategy for building relationships between health profes-
sionals and users and improving communication skills 
through training courses [13] to avoid and manage pos-
sible conflicts in the workplace [14], namely, assertive 
communication and active listening within the team [6]; 
in short, taking into account Barros et al. [2], education 
and training in communication and conflict management 
techniques can increase the ability of health profession-
als to identify and respond to situations of violence more 
effectively, thus meeting what was mentioned by some 
focal points.

The invisibility of verbal aggression and the lack of rec-
ognition of negative impacts can contribute to the per-
petuation of verbal violence; even if one does not leave 
physical marks, this can lead to worrying psychological 
consequences such as anxiety, depression, stress [15] and 
burnout [1]. A 2019 study [16] investigated this triviali-
zation and the lack of preventive measures available to 
combat this phenomenon, showing that providing psy-
chological support is crucial for helping professionals 
deal with the emotional consequences of violence [4, 16].

According to different studies, including a meta-anal-
ysis [4, 17–19], verbal violence was the subtype with the 
highest occurrence among health professionals, with 
users being the biggest aggressors, followed by users’ 
relatives, colleagues at the same hierarchical level, man-
agers, or colleagues from another professional group. An 
integrative literature review [20] also indicated that vio-
lence against health professionals is very common and 
can take different forms, with psychological violence 
being the most common, as well as situations of vio-
lence in professional-patient and/or professional-family 
relationships.

Some authors [13, 15] point to self-defense as a pro-
tection strategy for workplace violence through various 
measures that can be taken into account, namely, alarm 
systems and other security devices, panic buttons, port-
able alarms or noise devices. Another suggested strategy 
for increasing security would be to establish police sta-
tions in major hospitals [18].

Education sessions and training in the prevention 
and mitigation of workplace aggression are essential 

components of any workplace violence prevention 
programme and are considered crucial for counteract-
ing the negative impacts of violence on institutions by 
providing the knowledge and skills needed to prevent 
aggression [13, 21]; however, the same study reports 
that although these education and training programmes 
did not reduce the number of reports of aggressive 
behavior against healthcare workers, there was an 
increase in the likelihood of healthcare workers report-
ing these incidents [21]. This approach undoubtedly 
has a positive impact on the whole issue, proving effec-
tive in minimizing the phenomenon of underreporting 
incidents of violence against healthcare workers [13]. It 
is also essential to constantly update and review safety 
protocols to guarantee the effectiveness of preventative 
measures [16].

Violence prevention must be prioritized through 
actions such as promoting a culture of safety, promot-
ing peace, resolving conflicts peacefully and changing the 
physical environment of institutions, which are essential 
for building a safer and more welcoming environment 
[22]. The various focal points propose important meas-
ures; however, the lack of resources, the undervaluation 
of some subtypes of violence, such as verbal violence, and 
underreporting are some of the obstacles to overcome, 
which have also been found in other studies [23, 24] are 
global challenges that are highly influenced by cultural, 
social, and institutional issues.

When the subject is more "in-depth", the focal points 
highlight the ability to identify warning signs and what 
preventive measures are appropriate to avoid the inten-
sification of violence, as emphasized by the Ministry of 
Health itself [3], which demonstrates that risk assessment 
tools can be adapted to identify warning signs and pre-
vent violence, providing valuable insights for healthcare 
contexts. Professional experience and communication 
skills within the team [2] are essential tools for assess-
ing risk factors and implementing proactive measures. 
The existence of clear safety protocols appropriate for 
the type of service is also fundamental for guiding health 
professionals in appropriate behavior when faced with 
risk situations [25].

For several years, mandatory reporting has been a fun-
damental tool for understanding the profile of violence, 
enabling epidemiological surveillance and the develop-
ment of specific actions to prevent this phenomenon [26]. 
In Portugal, the online notification system for episodes 
of violence against healthcare professionals in the work-
place has been available on the DGS® website since 2006. 
The system is based on voluntary, anonymous, confiden-
tial, and nonpunitive notifications; in 2013, it produced 
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a Professional Notifier’s Manual, which encouraged 
healthcare professionals to notify incidents and, at the 
same time, enabled the collection of information at the 
national level on the type of incidents and their causes, 
which is essential for the development of priority inter-
vention strategies [21].

In 2020, the Action Plan for the Prevention of Violence 
in the Health Sector was created with the aim of prevent-
ing the occurrence of violence against health profession-
als, adequately addressing episodes, and mitigating their 
consequences. For this plan to be effective, institutions 
need to have an interest in this problem and be able to 
plan for it, empowering teams to intervene in support of 
and following episodes of violence.3

The main situations at high risk of violence identified 
include verbal and physical aggression by users, con-
frontations with groups of certain ethnicities, a lack of 
notification and appropriate referral, gaps in the physi-
cal security of environments and the need for a paradigm 
shift in the approach to these cases.

As a prevention strategy, the literature recommends 
training in communication skills, the existence of ade-
quate safety-promoting infrastructures and resources in 
healthcare facilities [27] and training and capacity-build-
ing programmes for professionals, namely, through activ-
ities that promote literacy in the healthcare sector [3], 
as demonstrated by the Directorate-General for Health 
(2023).4

In fact, adopting strategies to mitigate this phenome-
non is crucial for providing a safe working environment, 
enabling healthcare professionals to carry out their work 
effectively and providing quality care [20], are manage-
ment responsibilities, as Pompeii [22] argues.

Limitations of the study
Although this study provides valuable information on 
violence against health professionals in the southern 
region of Portugal, it has some limitations that should be 
taken into account when interpreting the results, namely 
the representativeness of the sample, i.e. the sample is 
made up of nurses and doctors working in public institu-
tions, which may limit the generalizability of the results 
to other health professional groups, as well as to profes-
sionals working in private institutions.

Conclusion
Violence against health professionals is a worrying reality 
that requires effective measures to prevent and combat it. 
The interviews conducted with the focal points show the 
need for joint effort on the part of professionals, institu-
tions, and managers to guarantee a safe and welcoming 
working environment.

This multifaceted problem requires an integrated 
approach involving prevention strategies, security meas-
ures, ongoing training, and strong institutional support. 
Effective communication and conflict management are 
key elements in preventing the escalation of violence. 
In addition, it is essential to combat the vulgarization of 
verbal violence and ensure that all episodes of aggression 
are duly reported and dealt with. Implementing security 
measures, such as reviewing the physical structure of 
spaces and installing alarm devices, is essential for cre-
ating a safe working environment. Finally, ongoing train-
ing and the simulation of real-life scenarios are crucial for 
preparing professionals to deal effectively with situations 
of violence.
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