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Abstract. Aims: the study proposes a model of multidimensional intervention for the prevention
and management of violence and stress. Discussion: in current research models only a few studies
address the prevention of stress as a result from violence, the importance of early recognition of
the psychological disorders in the healthcare professionals and the efficacy of interventions to
improve worker health and reduce sick leave. Commitment from hospital administrators, ED
managers and hospital security is necessary to facilitate improvement and ensure a safer
workplace for ED healthcare workers. Our study emphasizes the importance of analyzing, in
addition to general job demands, the specific job demands such as the risk of violence, considered
a key risk factor, predictor of stress and possible mental disorders in healthcare workers
operating in high-risk environments. Conclusions: this study confirms the importance of
application of the integrated multidimensional intervention model on the prevention of
workplace violence and stress, the treatment and the psychological support for all those who
reported they have felt stressed or those who are at risk of stress following the attacks, because
emotional and psychological consequences and job dissatisfaction impact on the quality of life of
the attacked healthcare professionals and reduce their quality of nursing care for the patients,
with a higher risk of errors, accidents and absenteeism in the workplace. The multidimensional
intervention model shall be implemented on all three levels: individual, organizational and

situational.
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Introduction

Violence at work by patients and/or family members is a widespread phenomenon in the
world (Hsieh et al.), especially in the healthcare sector, in the Emergency Departments (WHO,
2012).

Workplace violence is associated with stress, depression, anxiety, fatigue, job dissatisfaction and
absenteeism (Menckel & Viitasara; Rogers & Kelloway; Wieclaw et al).

In Italy the consolidated Text on Labor Security (Legislative Decree 81/2008) sets up the
obligation for the employer, confirmed by the Framework Directive 89/391 / EEC and reiterated
by the framework agreements between the social partners on work-related stress and on
harassment and violence in the workplace, to evaluate and measure work-related stress and to
arrange all preventive measures that prove to be necessary. However, the current procedure
considers stress in the workplace only when there have been cases of illness imputable to stress.

If these cases are not present or they have not actually been reported or recognized as such,
because of receiving treatment outside the work sphere, the risk of stress is considered absent.
In addition, even nowadays there has been no correct protocol that defines the methods and
limits of work-related stress risk assessment and management. Rewriting of the text of Legislative
Decree 81/08 through Legislative Decree 106/09, has left the issue by the roadside, awaiting the
National Consultative Commission to define an effective protocol and the operational standards
for the prevention of work-related stress. The lack of obligation to consider violence as a risk
factor to be monitored by the employer, stress evidence considered existent only when there is a
pathology in progress due to it, the systematic non-reporting of the aggressions by the workers,
promote the lack of daily conflict emergence and its consequences both on the worker’s welfare
state and emotional efficiency and permit the employer not to intervene in the progress and
organization of work, for the sole purpose of improving the emotional conditions of the worker.

Dillon indicates, after a review of the literature on interventions for the prevention and
management of violence and stress, that almost 70% of the American organizations have neither a
program nor a policy to deal with violence. Besides, many organizations do not formally
recognize violence as part of their risk management activities (Bentley et al; Catley et al.).
However, the fact that stress caused by violence can lead to burnout (Griffin et al.), mental
disorders (Wang et al.) and disability (Dewa et al.) proposes to study the phenomenon of
violence at work as an important risk factor for the wellbeing and health of emergency healthcare
workers. This study wants to identify a model of effective intervention for the prevention and
management of violence and its consequences on mental health of the healthcare

professionals.

Work stress interventions

The various theoretical models for the assessment of work-related stress confirm that the
perception of job characteristics has both direct and indirect effects on worker health (such as

psychological strain) and on behavior in the workplace (for example job satisfaction).
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In particular, the job demands control model (JD-C; Karasek,1979) and the job demands control-
support model (JDC-S; Johnson & Hall) claim that psychological demands (job demands), decision
latitude (job control) and social support (support) are the most important psychosocial job
characteristics in determining worker health. The model "effort-reward imbalance" by Siegrist (ERI)
(Siegrist et al. 1986; Siegrist, 1996; Siegrist et al, 2004;) claims that stress occurs due to the imbalance
between effort and commitment (effort) compared to the rewards one receives (reward) (Siegrist,
1996). Several scholars used this model as a tool for the assessment of work-related stress (Tsutsumi
& Kawakami, Godin et al, 2005, Unterbrink et al.) and confirmed that work-related stress causes
serious physical and mental health problems, above all anxiety and depression (Godin & Kittel,
2004; Godin et al, 2005; Pikhart et al; Buddeberg-Fischer et al.). The transactional model by Lazarus &
Folkman, underlines that, when perceived environmental demands exceed one’s ability to cope with
them over a long period of time, then health problems develop. These models are supported by
research (Nieuwenhuijsen ef al; Yu et al; Lim et al; Hauser et al).

A predominant concept of these models is that job demands impact on the workers on the basis of
decision latitude and/or social support. Consequently the healthcare professionals who work for
organizations characterized by very high job demands and poor job control/support, according to
the theory on psychological strain, will suffer high strain levels, with lower levels of job satisfaction
and compromised daily functioning and absenteeism at work (de Lange et al; Luchman &
Gonzales-Morales). The assessment of work stress in the various studies is commonly carried out by
analyzing the general demands applicable to many jobs (Hackman & Oldham 1975; Jackson et al;
Roberts & Glick) and they are the foundation of the work model by Hackman & Oldham, 1976, of the
JD-C model by Karasek, of the JDC-S model by Johnson and Hall, and the model of wellbeing in the
workplace by Warr. However, many researchers recognized the importance of including, together
with the general job demands, also the specific job demands, to evaluate the specific work contexts,
thus improving the validity of the assessment and the description of the work environment (Brough
& Frame; Cooper et al; Brough & Biggs) The evaluation of specific job demands was also used in
interventions on stress to alleviate job related strain (Cooper et al; O'Driscoll et al).

For Brough & Biggs it is critical to evaluate specific job demands, in addition to generic
assessments of job demands, because only these are significant stress predictors for work related
stress and/or mental health problems in the workers at high risk of stress, while general demands
such as workloads are not associated with stress (Brough; Summerlin et al; Biggs). In fact the specific
job demands have a close connection with job satisfaction, turnover, commitment and strain, while
the general ones only with job commitment. For example, asking the workers if they have
experienced incidents of violence at work is very important for the assessment of their wellbeing and
health, of their performance and behavior in the workplace, especially if they work in an
environment at high risk of violence. This multiform assessment of job demands for a detailed
examination of the work environment is seldom used, although it is widely recommended (Brough
& Biggs, 2010; Cooper et al; Keinan & Malach-Pines).

The research by Brough and Biggs supports the theory of strain of the model JDC-S (Johnson &
Hall), using specific job demands; therefore, jobs that are characterized by high specific demands
and low control/support will suffer high levels of strain. The complex associations and interactions

between the general and specific job demands, control and support at work and the influence of the



Cannavo, Fioravanti Senses Sci 2018; 4:659-675

latter two on the general and specific job demands are the cause of the consequences on health
(psychological strain) and on job behavior (job commitment, turnover and job satisfaction).
Important for the assessment of work-related stress, even if poorly investigated, is the process of
recovery from work-related stress (Huijs et al; Oyeflaten ef al). This process is characterized by the
decrease of disorders and resumption of work. De Vente et al. studied this process by analyzing the
role of the stress predictors and of the resumption of work correlated to the individual (demographic
factors, coping, cognition), to the job (job characteristics, social support) and to illness (duration of
disorders, duration of absence from work). These results are confirmed by various studies
(Nieuwenhuijsen et al; Yu et al; Lim ef al; Hauser et al) which assert that the variables determining the
emergence of stress and health problems are related to the individual (such as coping strategies), to
work (such as job demands) and to disease (such as chronicity of disorders).

De Vente et al. observed that the predictors of stress disorders are: a) job characteristics as
specified in the JDCS model (Karasek & Theorell), b) inadequate coping strategies associated with
stress in the transactional model by Lazarus & Folkman and c) dysfunctional thoughts, considered a
risk factor for mood disorders (Beck). Also the duration of illness has been used as an indicator of
disturbance severity and / or an indirect indicator of workplace conditions that compromise
recovery effort (for example in case of conflict with a colleague); therefore the longer the period of
illness and / or absence from work, the lower the restore to health. The predictors of
work-resumption are lower age and stronger reduction of burnout complaints. These results
regarding the predictors of stress disorders and predictors of- work resumption (de Vente et al) are
in agreement with other studies. In particular, the variables of gender, age, and support from
colleagues are associated with stress disorders (Huijs et al; Oyeflaten et al; Huibers et al; Magnusson
et al). Predictors of distress recovery are male gender, support and short absences from work.

Predictors of burnout recovery are male gender, lower age, high cultural level, less
avoidance-oriented coping strategies, job security and support from co-workers. The reduction of
disorders and work- resumption, even if they have different predictors, they are correlated in some
way because work- resumption is associated with a decrease in distress and burnout (de Vente et al).
The interventions of work-related stress management and prevention have focused on the changes
in working conditions, on the education of the abilities to deal with working conditions and on the
treatment of those individuals with high levels of stress (Briner).These interventions that have as
their objective the individual or the workplace can be performed at primary, secondary and tertiary
level (Tetrick & Qucik). Primary-level interventions refer to the intervention at organizational level
(Burke) or to stress prevention (Jordan ef al) and concern the actions to modify or eliminate stress
sources in the workplace, thus reducing the impact on the worker or the exposure to stress (Cooper
& Cartwright). Secondary-level interventions involve the management of stress and the
improvement in the workers' ability to manage stressful conditions by intensifying perception,
knowledge, skills, coping strategies and stress resilience in order to minimize the impact on their
well-being and health (Sutherland & Cooper). Tertiary-level interventions refer to stress
management of the workers who developed a disease (Sutherland & Cooper) and are aimed at
reducing stress effects by the management and treatment of the disease (Cooper et al; La Montagne et
al). Some researchers assert that the interventions have to concern both the environment and the

person. (Noblet & La Montagne). In fact, external factors, such as private life, can have a greater



A model of multidimensional intervention for the prevention and management of violence and stress

impact on the stress suffered by the workers than the factors in the workplace (Marchand et al). In
this regard, several researchers observed that work stressors and non-work stressors have an
independent effect on depression and absence due to mental health problems (Stansfeld et al 1997,
1998; Griffin et al; Melchior et al). According to Clark et al, non-work stressors should also be
included in work-related stress interventions, because they can have an impact on absence because
of sickness and have an independent effect of the work stressors on mental disorders. Therefore they
could be effective in the prevention of psychological disorders.

These data support the burden model (Dohrenwend & Dohrenwend), that suggests that each
stressor contributes independently to the onset of mental disorders. Other scholars underline the
need for greater social support in the workplace, associated with lower percentage of chronic stress
(Dewa et al). From a regulatory point of view, at the European level, the Framework Agreement of 8
October 2004 (as transposed by the Italian InterConfederal Agreement in 2008), states that it is
necessary to analyze the work organization management and its processes in order to evaluate the
presence of stress in a workplace (workloads, degree of decision-making autonomy, correspondence
between job demands and individual abilities, etc.), working and environmental conditions
(exposure to illicit behavior, noise, dangerous substances, etc.), communication (insecurity about job
demands, employment prospects, etc.) and personal factors (emotional and social pressures, feelings
of inadequacy, perception of lack of support etc.). The list is not complete, but it represents the
variety of working factors to be considered. Measures to prevent, eliminate or reduce work-related
stress can be either collective (aimed at the generality of workers or at homogeneous groups), or
individual (aimed at a single or few workers exposed to stress risk conditions or, as they are
oversensitive, to stressful conditions, common to all). Collective measures involve interventions
related to the revision of work organization, such as timetables (e.g. by using more flexible and
individualized models), support for the reconciliation between work and private family life,
enhancement of the tools and technological automatisms available to reduce burdensome and
painful aspects of the job, a better definition of procedures and roles in the workplace, adoption of
ergonomic measures (with regard not only to environment and tools, but also to work processes) or
measures aimed at improving communication and management of relationships in the specific
working context. But there is a more complex intervention on the individual level, which includes
individual differences in gender, age, social background and the type of contract, different levels of
individual "tolerability", potentially variable among the workers (think about aspects of fatigue,
discomfort, etc, related to job performance), and possible interference of "external” causal factors and
/ or attributable to private family and relational settings of the person concerned. However, if we
intervene only on the organizational factor of work (such as its burdens or rhythms) there is a risk of
making the change in completely random way, without deepening the relationships between the
different subjects involved. Therefore it is necessary that the companies examine their organization
according to a path that studies all variables indicated above in order to evaluate and confront the
factors of work stress. In this way it will also be possible to identify the most appropriate and
effective corrective measures.

Furthermore, the importance of work-related stress risk is even more evident, if we consider that
it also acts as a modulator of the traditional risks (chemical, physical, etc.) by exacerbating the

effects. Anyway, these indicators must be adapted and integrated in the single working context by
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including, as appropriate, others or different types of the list, if these are present and relevant in this

specific field.

Workplace violence interventions

For the purpose of global understanding of the workplace violence and for the
implementation of the prevention of stress work, it is important to know job characteristics and
the individual aspects of the healthcare professionals such as gender, length of service and job
activities, and even though these do not influence the frequency of violence exposure, all the same
they affect someway the healthcare workers’ psychophysical wellbeing. In fact, in both men and
women working in an environment that is exposed to the risk of violence, the feeling of overload
and pressure increase with age, the work overload more in women than in men and isolation and
insecurity more in men than in women increase with the length of service, together with a
decrease in physical and mental wellbeing. The physicians seem to feel the effects of excessive
professional responsibilities and the continuous interference in their work more than other
professional positions. Healthcare professionals who have suffered many aggressions have the
highest stress scores. With regard to working conditions, most men and women reported the
presence of frequent environmental and organizational risk factors involving the manifestation of
violence. In particular, the non correspondence of organizational and structural environment
quality to the expectations of patients and/or relatives, waiting times and lack of information on
the way in which are provided emergency services, disappointed expectations of patients and/or
family members and communication difficulties between healthcare professionals and patients
(Cannavo et al. 2017, 2019; Cinti et al). In current research models only a few studies address the
prevention of stress as a result from violence, the importance of early recognition of the
psychological disorders in the healthcare professionals (Weinberg & Creed) and the efficacy of
interventions to improve worker health and reduce sick leave (Nieuwenhuijsen et al). In general,
only the relationship between violence and the already recognized effects on the workers’

wellbeing and health is researched.

Discussion

Actually, it is necessary to activate a program for the prevention of violence and stress, the
treatment and the psychological support for all those who reported they have felt stressed or
those who are at risk of stress following the attacks, because emotional and psychological
consequences and job dissatisfaction impact on the quality of life of the attacked healthcare
professionals and reduce their quality of nursing care for the patients, with a higher risk of errors,
accidents and absenteeism in the workplace. The modified model (Brough & Biggs), when
applied to violence and work related stress, allows to consider the direct effects of violence
(specific demand) on wellbeing and health (psychological strain), on lifestyle and work habits (job
satisfaction) of the healthcare professionals jointly with the mediation effects of each factor on the

other, according to a circular perspective of constant reciprocal influences, in which the working
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characteristics such as the decisional autonomy and the support, in turn, affect the results of
violence on the mental health of the healthcare professionals and their job satisfaction. The model
thus obtained allows for in depth analysis not only on synchronic relationships but also on
diachronic ones. This study emphasizes the importance of analyzing, in addition to general
demands, the specific demands such as the phenomenon of violence, considered a key risk factor,
predictor of stress and possible mental disorders in healthcare workers operating in high risk
environments. Moreover, this study confirms the importance of application of the modified
model by Brough & Biggs to intervene on the prevention and management of violence and stress
that shall be effective and take into consideration the complexity of the phenomenon and shall be
implemented on all three levels: individual, organizational and situational. If we intervene in
isolation and sporadically we will obtain only an episodic and temporary effect as a result and not
the effects linked to the interaction between the results of the various elements, which should

ensure stability and permanence of its efficacy (Brough & Briggs).

Figure 1 Relationships between the intervention and the effects on well-being and health
Brongh & Biggs 20003, modificd
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Also de Vente et al, provide a support for the application of a multidisciplinary therapeutic
approach by considering the predictors of stress disorders and those of work resumption, both
are manifestations of the recovery process from stress. An important milestone towards the
combined approaches was the Ottawa Charter that established the relevant policies, the creation
of comfortable environments and the development of personal skills, an action of community
strengthening and reorientation of the health services towards promotion of health (WHO, 2010).
La Montagne et al, reviewed the interventions on stress in the period from 1990 to 2005. The
authors analyzed 90 interventions and divided them into three classes: those with organizational
and individual focus, those with simply organizational focus and those with only individual
focus. The latter were effective only on an individual level, the other two interventions had a

positive impact both on individual and organizational level. Similar results were observed in
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earlier studies (Van der Hek & Plomp; Van der Klink et al).The study by Hassard & Cox also
highlights the importance and benefits with the use of a multidimensional approach containing a
set of strategies focused both on the healthcare professionals and on the organization for an
effective prevention and management of the causes and consequences of stress. In general, stress
prevention and management should include strategies that address both the preceding events of
work related stress and the effects on health (Giga et al). This means that a single intervention is
ineffective and it is necessary to realize the programs that combine more interventions, because
they are more appropriate to obtain a reliable analysis of the problem (Sutherland & Cooper).

Given the complexity of the factors that contribute to the manifestation of violence episodes
and correlated stress, it is necessary to assume a model of integrated multidimensional
intervention that takes into account all the elements contributing to the phenomenon and shall be
realized A) at individual level on the healthcare professional, B) at organizational level on the
causal factors of the organization C) at environmental level on situational causal factors.

A) The intervention on the health professionals is based on early recognition of the stress signs
and on possible treatment, it acts directly on the psychological wellbeing and health of the "victim
of violence" and indirectly on job satisfaction. The intervention allows to avoid the onset of some
mental disorders such as burnout (de Vente et al) and of mood disorders and/or incorrect lifestyle,
for example the increase in use of tobacco, alcohol, drugs and psychoactive substances or even
narcotics, which, in turn, are considered to be important risk factors of developing physical
and/or mental diseases. In addition it is advisable to intervene early also on the presence of
changes in daily habits such as change in interests and reduction of the hours spent in non work
time that may be the warning sign for the discomfort of the healthcare worker.

B) The intervention on organizational causal factors is aimed directly at improving job
satisfaction through specific interventions intended for the improvement of the working
conditions. Improving job satisfaction will, in turn, lead indirectly to an improvement in wellbeing
and health of the "victims of violence". Or we can even assume a direct intervention to improve job
satisfaction through the implementation of "motivational" training courses.

Violence prevention and management training courses are also very important to teach the
staff to react to violence in professional manner by using effective communication, conflict
resolution, defusing and deescalation techniques and effective coping strategies. In this regard, it
has been shown that the use of avoidance strategies may interfere with the recovery process,
because problems at work or during absence from work are resolved improperly, leading to the
prolongation of negative emotion (Folkman & Lazarus). The use of the avoidance technique can
also cause dysfunctional lifestyle behaviors, which, in turn, could delay recovery (Folkman &
Lazarus; Frone & Windle). On the contrary, using fewer avoidance strategies was associated with
fewer stress related disorders (Cushway & Tyler) and with recovery of depression (Rohde et al).
It can be also useful to educate the healthcare professionals on how to manage stress by use of
relaxation techniques, such as mindfulness, for the improvement of resilience.

Lacking support from colleagues can reveal the presence of internal conflicts that can affect
health even during the absence from work and deliver more frequent health problems (De Raeve
et al). High levels of support, instead, have a protective effect on mental health (Stansfeld et al,
1997; Stansfeld & Candy).
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C) The intervention on situational causal factors involves a direct action aimed at improving the
external characteristics of work environments. This intervention will directly improve job
satisfaction and also have indirectly an influence on improving the wellbeing and health of the
workers.

For example, we should increase security measures and resolve the lack of correspondence
between the expectations of the patients and of their family members and the services that are
offered, by providing more information to the family members on waiting times and updating
them, when possible and by respecting patient privacy, on the clinical situation of their loved one
and on possible medical examinations in course.

Occupational doctors can have an important role in recognizing the worker's discomfort and
in urging the employer to improve the working conditions. For example, employers can provide
support by a supervisor in order to promote a more effective management of job demands and
encourage the colleagues to offer support to an absent colleague. It has been shown that the
supervisor's support allows for a quicker return to work (Nieuwenhuijsen et al, 2004, 2006).
Finally, the commitment to create an atmosphere of serenity and trust among consumers, workers
and patients is crucial to ensure that the hospital is the place where consumers find reliable
information for their serious health issues.

But there are predictors that cannot be modified by interventions in any way, such as gender,
age, cultural level and precarious work. These are considered indicators of groups at risk, for
which specific interventions must be planned. Nieuwenhuijsen affirmed that age and cultural
level are predictors that can be used by the occupational doctor to identify cases at risk of adverse
outcomes. In fact, the workers with lower cultural level tend to have more stressors such as
economic problems (Van Oort ef al) and have more health issues (Mackenbach et al), which can
decrease their recovery. The older healthcare workers need a longer recovery time than the young
ones (Kiss et al) and old age is a predictor of long absences from work due to illness in patients
with mental health problems, adaptation disorders or chronic fatigue (Huijs et al; Huibers et al).
Finally, precarious workers are left at greater risk of health problems (Mohren et al; Storseth) and

mental health such as depression and anxiety (D'Souza et al 2003, 2005).

Conclusions

In light of the foregoing, it can be stated that "violence at work" is a specific stress risk factor,
predictor of stress and possible stress related diseases among the emergency healthcare workers.
In fact, both men and women who had suffered frequent episodes of violence presented higher
levels of stress than those who had never suffered any aggression. In relation to the differences
between genders, women suffer more consequences on wellbeing and health than men. It is
therefore important to recognize violence at the workplace as a cause of stress and to intervene in
advance in order to prevent a decrease in wellbeing and physical condition of the healthcare
professionals, an increase in job dissatisfaction and reduction of the quality of care for the
patients, implementing support strategies for the victims of violence in order to create a safe

environment for both the healthcare staff and the patients (Cannavo et al 2017, 2019; Cinti et al).
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Stress prevention and management strategies must be based on a multidimensional
intervention model, integrated and coordinated, aimed at modulating all the single components
of the phenomenon. In general, it is possible to intervene on all three levels; specifically, on the
individual level we can intervene at a preventive and management level. At preventive level to
recognize the presence of stress and avoid the onset of mental disorders and at management level
to treat the existing diseases. Stress perception, in fact, modifies the relationships between the
three levels described above to the point that the three levels are perceived in a different way. In
particular, when the situation is stressful, stress modifies the perception of the situation, which in
turn, becomes more and more stressful due to the changes that have been implemented.

However any psychological intervention, if it is used alone and without a contemporary
intervention on the various external contributory elements, will result in an unstable and
unproductive effect over time. For example, the improvement of the workers” mental health will
not necessarily improve the relationships at work, if no direct intervention is implemented on the
relationship. This may be due to a specific selectivity of the interventions or to the fact that one of
the stress effects is not to determine the various symptoms on behavioral level, but a
disintegration of ability of interaction and integration. There is an urgent need to tackle the
problem of violence/stress at work in order to cope with the new demand for health and to assess
the consequences on mental health for the healthcare professionals even after a certain time from
the suffered violence (Zafar et al).

Furthermore, the efficacy of interventions of prevention on mental condition of health

professionals subjected to incidents of violence should be evaluated (Gillespie et al).

References

1. Beck AT, Rush AJ, Shaw BF, Emery G. Cognitive therapy of depression. New York: Guilford;
1979

2. Bentley T.A, Catley B.F, Forsyth D, Tappin D.C. Understanding workplace violence and its
prevention in New Zealand: the 2011 New Zealand workplace violence survey J. Manage.
Org. in press. 2013

3. Biggs A. A longitudinal evaluation of strain, work engagement, and intervention strategies to
address the health of high-risk employees (Unpublished doctoral dissertation). 2011; Griffith
University, Brisbane, Australia

4. Briner RB. Improving stress assessment: toward an evidence-based approach to
organizational stress interventions. Journal of Psychosomatic Research 1997; 43: 61-71

5. Brough P, & Frame R. Predicting police job satisfaction, work well-being and turnover
intentions: The role of social support and police organizational variables. New Zealand
Journal of Psychology 2004; 33: 8-16

6. Brough P. Comparing the influence of traumatic and organizational stressors upon the
psychological health of police, fire and ambulance officers. International Journal of Stress
Management 2004; 11 (3): 227-244



10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

22.

A model of multidimensional intervention for the prevention and management of violence and stress

Brough P, & Biggs A. Occupational stress in police and prison staff. In J. Brown & E. Campbell
The Cambridge handbook of forensic psychology 2010; 707-718, Cambridge, UK: Cambridge
University Press.

Brough & Biggs A. Job demands x Job control interaction effects: do occupation-specific job
demands increase their occurrence? Stress Health 2013; 31: 138-149.

Buddeberg-Fischer B, Klaghofer R, Stamm M, Siegrist ], Buddeberg C. Work stress and
reduced health in young physicians: prospective evidence from Swiss residents. Arch Occup
Environ Health 2008; 82: 31-38.

Burke R.J. Organisational-level interventions to reduce occupational stressors. Work & Stress
1993; 7 (1): 77-87.

Cannavo M, Fusaro N, Colaiuda F, Rescigno G, Fioravanti M. Studio preliminare sulla
presenza e la rilevanza della violenza nei confronti del personale sanitario dell’emergenza.
Clinica Terapeutica 2017; 168 (2):€99-112. doi: 10.7417/CT.2017.1990.

Cannavo M, La Torre F, Sestili C, La Torre G, Fioravanti M. Work related violence as a
predictor of stress and correlated disorders in emergency department healthcare
professionals. Clin Ter 2019; 2.

Catley B, Bentley T.A, Jackson D.J. Workplace violence in New Zealand: an exploratory
survey of New Zealand human resource managers. J. Health Safety Environ. 2011; 27 (1):
37-51.

Cinti M.E, Cannavo M, Fioravanti M. Stress at work: Development of the stress perception
questionnaire of Rome (SPQR), an ad hoc questionnaire of multidimensional assessment of
work related stress. Clin Ter 2018; 169 (3):e114-119. doi: 10.7417/T.2018.2065.

Clark C, Pike C, McManus S, Harris ], Bebbington P, Brugha T, Jenkins R, Meltzer H, Weich S.
and Stansfeld S. The contribution of work and non work stressors to common mental
disorders in the 2007 Adult Psychiatric Morbidity Survey. Psychological Medicine 2012; 42:
829-842.

Cooper C.L, & Cartwright S. An intervention strategy for workplace stress. Journal of
Psychosomatic Research 1997; 43 (1): 7-16.

Cooper C.L, Dewe P.J, & O'Driscoll, M.P. Organizational stress: A review and critique of
theory, research and applications. 2001; Thousand Oaks, CA: Sage Publications.

Cushway D. Tyler P. Stress in clinical psychologists. Int. ] Soc Psychiatry 1996; 42: 141-9.
D’Souza RM, Strazdins L, Lim LL et al. Work and health in a contemporary society: demands,
control, and insecurity. ] Epidemiol Community Health 2003; 57: 849-54.

D’Souza RM, Strazdins L, Clements MS et al. The health effects of jobs: status, working
conditions, or both? Aust N Z J Public Health 2005; 29: 222-8.

De Lange A, Taris T.W, Kompier M.A ], Houtman L.1.D, & Bongers P.M. “The very best of the
millennium”: Longitudinal research and the Demand-Control-(Support) model. Journal of
Occupational Health Psychology 2003; 8: 282-305.

De Raeve L, Jansen NW, van den Brandt PA, Vasse R, Kant IJ. Interpersonal conflicts at work
as a predictor of self-reported health outcomes and occupational mobility. Occup. Environ
Med. 2009; 66: 16-22.



23.

24.

25.

26.
27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Cannavo, Fioravanti Senses Sci 2018; 4:659-675

De Vente W, Kamphuis JH, Blonk RW.B, Emmelkamp P.M.G. Recovery of work-related
stress: complaint reduction and work-resumption are relatively independent processes. ]
Occup Rehabil 2015; 25: 658-668.

Dewa CS, Lin E, Kooehoorn M, Goldner E. Association of chronic work stress, psychiatric
disorders, and chronic physical conditions with disability among workers. Psychiatric
services 2007; 58: 652-8.

Dewa CS, Lin E, Corbiere M, Shain M. Examining the Mental Health of the Working
Population: Organizations, Individuals and Haystacks. In: Streiner D, Cairney J, eds. Mental
Disorder in Canada: An epidemiological Perspective. Toronto: University of Toronto Press:
2010.

Dillon BL. Workplace violence: Impact, causes and prevention. Work 2012; 42: 15-20
Dohrenwend BS, Dohrenwend BP. Life stress and illness: formulation of the issues. In
Stressful Life Events and Their Contexts. 1981; 1-27, New York.

Folkman S, Lazarus RS. The relationship between coping and emotion: implications for theory
and research. Soc Sci Med. 1988; 26: 309-17.

Frone MR, Windle M. Job satisfaction and substance use among employed high school
students: the moderating influence of active and avoidant coping styles. Subst Use Misuse.
1997; 32: 571-85.

Giga S.I, Cooper C.L, & Faragher B. The development of a framework for a comprehensive
approach to stress management interventions at work. International Journal of Stress
Management 2003; 10 (4): 280-296.

Gillespie GL, Bresler Scott, Gates DM, Succop P. Posttraumatic stress symptomatology among
Emergency Department workers following workplace aggression. Workplace Health &
Safety 2013; 61 (6): 247-254.

Godin I, Kittel F. Differential economic stability and psychosocial stress at work: associations
with psychosomatic complaints and absenteeism. Soc Sci Med 2004; 58: 1543-1553.

Godin I, Kittel F, Coppieters Y, Siegrist J. A prospective study of cumulative job stress in
relation to mental health. BMC Public Health 2005; 5 (67).

Griffin JM, Fuhrer R, Stansfeld SA, Marmot M. The importance of low control at work and
home on depression and anxiety: do these effects vary by gender and social class? Social
Science of Medicine 2002; 54: 783-798.

Hackman J.R, & Oldham G.R. Development of the Job Diagnostic Survey. Journal of Applied
Psychology 1975; 55: 259-286.

Hackman ] & Oldham G. Motivation through the design of work: Test of a theory
Organizational. Behavior and Human Performance 1976; (16): 250-279.

Hassard J, Cox T. Work-related stress: Nature and management. 2015; OSHWIKI, Birkbeck
College, University of London.

Hauser JA, Mojzisch A, Niesel M, Schulz-Hardt S. Ten years on: a review of recent research on
the Job Demand-Control (-Support) model and psychological well-being. Work Stress 2010;
24:1-35.

Hsieh HF, Chen YM, Wang HH, Chang SC and Ma SC. Association among components of

resilience and workplace violence-related depression among emergency department nurses in



40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

A model of multidimensional intervention for the prevention and management of violence and stress

Taiwan: a cross-sectional study. Journal of Clinical Nursing 2016; 25, 2639-2647,
doi:10.1111/jocn.13309.

Huibers MJ, Bultmann U, Kasl SV, Kant I, van Amelsvoort LG, van Schayk CP et al. Predicting
the two year course of unexplained fatigue and the onset of long-term sickness absence in
fatigued employees: results from the Maastricht Cohort Study. ] Occup Environ Med 2004; 46:
1041-7.

Huibers M], Beurskens AJ, van Schayck CP, Bazelmans E, Metsemakers JEM, Knottnerus JA,
et al. Efficacy of cognitive-behavioural therapy by general practitioners for unexplained
fatigue among employees: randomised controlled trial. Br ] Psychiatry 2004; 184: 240-6.
Huijs J, Koppes L, Taris TW, Blonk R. Differences in predictors of return to work among
long-term sick-listed employees with different self-reported reasons for sick leave. ] Occup
Rehabil. 2012; 22: 301-11.

Jackson P.R, Wall T.D, Martin R & Davids K. New measures of job control, cognitive demand
and production responsibility. Journal of Applied Psychology 1993; 78: 753-762.

Johnson I & Hall E. Job strain, work place social support and cardiovascular disease: A
cross-sectional study of a random sample of the working population. American Journal of
Public Health, 1988; 78: 1336-1342.

Jordan J, Gurr E, Tinline G, Giga S, Faragher B, Cooper C.L. Beacons of Excellence in Stress
Prevention. HSE Research report 133, London: UK Health & Safety Executive Books, 2003
Karasek RA. Job demands, job decision latitude and mental strain: implications for job
redesign.Adm Sci Q 1979, 24: 285-308.

Karasek RA, Theorell T. Healthy Work: Stress, Productivity, and the Reconstruction of
Working Life. New York: Basic Books; 1990.

Keinan G, & Malach-Pines A. Stress and burnout among prison personnel: Sources, outcomes
and intervention strategies. Criminal Justice and Behavior, 2007; 34: 380-398.

Kiss P, De Meester M, Braekman L. Differences between younger and older workers in the
need for recovery after work. Int Arch Environ Health. 2008; 81: 311-20.

La Montagne A.D, Keegel T, Louie A.M.L, Ostry A, & Landsbergis P.A. A systematic review
of the job-stress intervention evaluation literature, 1995-2005. International Journal of
Occupational Environmental Health 2007; 13: 268-280.

Lazarus RS, Folkman S. Transactional theory and research on emotion and coping. Eur. ]
Pers. 1987; 1: 141-69.

Lim ], Bogossian F, Ahern K. Stress and coping in Australian nurses: a systematic review. Int
Nurs. Rev. 2010; 57 (1): 22-31.

Luchman J.N, & Gonzales-Morales M.G. Demands, control and support: A meta-analytic
review of work characteristics interrelationships. Journal of Occupational Health Psychology
2013; 18 (1): 37.

Mackenbach JP, Stirbu I, Roskam AJ, Schaap MM, Menvielle G, Leinsalu M. et al.
Socioeconomic inequalities in health in 22 European countries. N Engl ] Med. 2008; 5: 2468-81.
Magnusson Hanson LL, Theorell T, Oxenstierna G, Hyde M, Westerlund H. Demand, control
and social climate as predictors of emotional exhaustion symptoms in working Swedish men
and women. Scand ] Public Health 2008; 36: 737-43.



56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

Cannavo, Fioravanti Senses Sci 2018; 4:659-675

Marchand A, Demers A, Durand P. Do occupation and work conditions really matter? A
longitudinal analysis of psychological distress experiences among Canadian workers.
Sociology of health & illness 2005; 27: 602-627.

Melchior M, Berkman LF, Niedhammer I, Zins M, Goldberg M. The mental health effects of
multiple work and family demands — a prospective study of psychiatric sickness absence in
the French GAZEL study. Social Psychiatry and Psychiatric Epidemiology 2007; 42: 573-582
Menckel E, Viitasara E. Threats and violence in Swedish care and welfare-magnitude of the
problem and impact on municipal personnel. Scand ] Caring Sci 2002; 16: 376-85.

Mohren DC, Swaen GM, van Amelsvoort LG, Borm PJ, Galama JM. Job insecurity as a risk
factor for common infections and health complaints. ] Occup Environ Med. 2003; 45: 123-9
Nieuwenhuijsen K, Verbeek JHA, de Boer AGE, Blonk RWB, van Dijk FJK. Supervisory
behaviour as a predictor of return to work in employees absent from work due to mental
health problems. Occup Environ Med 2004; 61: 817-23.

Nieuwenhuijsen K, Verbeek JHA, de Boer AGE, Blonk RWB, van Dijk FJH. Predicting the
duration of sickness absence for patients with common mental disorders in occupational
health care. Scand ] Work Environ Health 2006; 32: 67-74.

Nieuwenhuijsen K, Bultmann U, Neumeyer-Gromen A, Verhoeven AC, Verbeek JH,
Feltz-Cornelis CM. Interventions to improve occupational health in depressed people.
Cochrane Database of Systematic Reviews 2008; 16, Art. No. CD006237.

Noblet A, La Montagne AD. The role of workplace health promotion in addressing job stress.
Health promotion international 2006; 21: 346-53.

O’ Driscoll M, Brough P & Kalliath T. Stress and coping. In S. Cartwright & CL Cooper The
Oxford handbook of organizational well-being 2009; 237-266 Oxford: Oxford University
Press.

Opyeflaten I, Lie SA, Ihlebaek CM, Eriksen HR. Prognostic factors for return to work, sickness
benefits, and transitions between these states: a 4-year follow-up after work-related
rehabilitation. J. Occup Rehabil. 2014; 24: 199-212.

Pikhart H, Bobak M, Pajak A, Malyutina S, Kubinova R, Topor R. et al. Psychosocial factors at
work and depression in three countries of Central and Eastern Europe. Soc Sci Med 2004; 58:
1475-1482.

Roberts KH, & Glick W. The job characteristics approach to task design: A critical review.
Journal of Applied Psychology 1981; 66: 193-217.

Rogers KA, Kelloway EK. Violence at work: personal and organizational outcomes. ] Occup
Health Psychol 1997; 2: 63-71.

Rohde P, Seeley JR, Kaufman NK, Clarke GN, Stice E. Predicting time to recovery among
depressed adolescents in two psychosocial group interventions. ] Consult Clin. Psychol. 2006;
74: 80-8.

Siegrist ], Siegrist K, Weber 1. Sociological concepts in the etiology of chronic disease: the case
of ischemic hearth disease. Soc Sci Med 1986; 22: 247-253.

Siegrist ]. Adverse health effects of high-effort/low reward conditions. ] occupational health
psychology 1996; 1: 27-41.

Siegrist ], Starke D, Chandola T, Godin I, Marmot M, Niedhammer I et al. The measurement of
effort-reward imbalance at work: European comparisons. Soc Sci Med 2004; 58: 1483-1499.



73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

A model of multidimensional intervention for the prevention and management of violence and stress

Stansfeld SA, Fuhrer R, Head ], Ferrie ], Shipley M. Work and psychiatric disorder in the
Whitehall II Study. Journal of Psychosomatic Research 1997 a; 43: 73-81.

Stansfeld SA, Rael EGS, Head ], Shipley M, Marmot M. Social support and psychiatric
sickness absence: a prospective study of British civil servants. Psychological Medicine 1997
b; 27: 35-48.

Stansfeld SA, Bosma H, Hemingway H, Marmot MG. Psychosocial work characteristics and
social support as predictors of SF-36 health functioning: the Whitehall II study. Psychosom
Med 1998; 60 (3): 247-255.

Stansfeld S, Candy B. Psychosocial work environment and mental health — a meta-analytic
review. Scandinavian Journal of Work Environment & Health 2006; 32: 443-462.

Storseth F. Changes at work and employee reactions: organizational elements, job insecurity,
and short term stress as predictors of employee health and safety. Scand. ] Psychol. 2006; 47:
541-50.

Summerlin Z, Oehme K, Stern N & Valentine C. Disparate levels of stress in police and
correctional officers: Preliminary evidence from a pilot study on domestic violence. Journal
of Human Behavior in the Social Environment 2010; 20: 762-777.

Sutherland V.J, & Cooper C.L. Strategic Stress Management: an Organizational approach.
2000; New York.

Tetrick L.E, & Qucik J.C. Prevention at work: Public Health in Occupational settings. In]J.C.
Quick & L.E. Tetrick, Handbook of Occupational Health Psychology, Washington: American
Psychology Association, 2003; 3-18.

Tsutsumi A, Kawakami N. A review of empirical studies on the model of effort-reward
imbalance at work: reducing occupational stress by implementing a new theory. Soc Sci Med
2004; 59: 2335-2359.

Unterbrink T, Hack A, Pfeifer R, Buhl-Griesshaber V, Muller U, Wesche H. et al. Burnout and
effort-reward-imbalance in a sample of 949 German teachers. Int Arch Occup Environ Health
2007; 80: 433-441.

Van der Hek H, & Plomp H.N. Occupational stress management programmes: A practical
overview of published effects studies. Occupational Medicine 1997; 47: 133-141.

Van der Klink J.J.L, Blonk R.W.B, Schene A.H, & van Kijk R.J.H. The benefits of interventions
for work-related stress. American Journal of Public Health 2001; 91 (2): 270-276.

Van Oort FV, van Lenthe F], Mackenback JP. Material, psychosocial, and behavioural factors
in the explanation of educational inequalities of mortality in The Netherlands. ] Epidemiol
Community Health 2005; 59: 214-20.

Wang J, Schmitz N, Dewa C, Stansfeld S. Changes in perceived job strain and the risk of major
depression: results from a population-based longitudinal study. Am ] Epidemiology 2009;
169: 1085-91.

Warr P. The measurement of well-being and other aspects of mental health. Journal of
Occupational Psychology 1990; 63: 193-210.

Weinberg A, Creed F. Stress and psychiatric disorder in healthcare professionals and hospital
staff. Lancet 2000; 355: 533-537.



89.

90.

91.

92.

93.

94.

Cannavo, Fioravanti Senses Sci 2018; 4:659-675

Wieclaw ], Agerbo E, Mortensen PB, Burr H, Tuchsen F, Bonde JP. Work related violence and
threats and the risk of depression and stress disorders. ] Epidemiol Community Health 2006;
60: 771-775.

World Health Organization (WHO). World report on violence and health. Geneva: WHO
2002.

World Health Organization (WHO). Milestones in health promotion statements from Global
Conference. 2010.

World Health Organization (WHO). WorkplaceViolence. 2012
http://www.who.int/violence_injury_prevention /injury/work9/en/print.htlm.

Yu L, Chiu CH, Lin YS, Wang HH, Chen JW. Testing a model of stress and health using
meta-analytic path analysis. ]. Nurs. Res 2007; 15 (3): 202-14.

Zafar W, Khan U.R, Siddiqui S.A, Jamali S, and Razzak J.A. Workplace violence and
self-reported psychological health: coping with post-traumatic stress, mental distress, and
burnout among physicians working in the emergency departments compared to other

specialties in Pakistan. The Journal of Emergency Medicine 2015; 1-12.



