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ABSTRACT

INTRODUCTION Studies on psychological violence in healthcare facilities have focused on the analysis of incidences in specific
contexts. Consensus studies on the psychosocial factors of interprofessional violence related to interpersonal conflict and
motivational demands are scarce. This study aims to determine by Delphi consensus the psychosocial pattern of interprofessional
violence in healthcare work for Peru and its geographical regions.
METHODS A mixed Delphi consensus method was applied, bringing together professionals with psychological violence experience
and knowledge. The study was conducted in three stages and three rounds of Delphi consultation between May 2023 and June 2024.
The integration of consensus at regional and national levels was carried out through Graph Network Analysis.
RESULTS Up to the third stage of the study, 444 experts in 32 focus groups from 81 healthcare institutions participated. 70.5% of the
participants were women, and 27.6% worked in nursing and emergency departments. After the Delphi consensus analysis, we
obtained a ranked list of six psychosocial factors of interprofessional violence for Peru and nine for its regions.
CONCLUSIONS According to the consensus, two of the main psychosocial factors of interprofessional violence in health
establishments in the coast and rainforest regions are the devaluation of work and harassment by superiors towards subordinates
that induce them to change jobs or resign. Excessive control by colleagues was the first hierarchy for the highlands region. The
differences between geographical regions in Peru and between studies in other countries reflect that the phenomenon of
interprofessional violence is specific and contextual; in the case of Peru, the differences between regions may be due to healthcare
facilities with different characteristics (e.g., rural vs. urban facilities).

KEYWORDS Environment and public health, ccupational health, allied health occupations, psychosocial functioning, workplace
violence, psychological violence, adult, delphi method

INTRODUCTION
Psychosocial risk factors are determinants of health in the work
context, as they can affect the worker’s physical, psychological,
and social well-being [1–4]. Therefore, the intervention of these
risks and their consequences promotes a culture of psychosocial
safety at work [5–8].

Psychological violence is understood as intentional behavior
in which workers are verbally assaulted, threatened, and/or
humiliated during their working day [9–11]. This violence

is often related to interpersonal conflicts and motivational
demands [3,12,13].

In the healthcare sector, the agent exercising interprofes-
sional psychological violence [14] ─ the subject of the present
study ─ is a superior or a subordinate. Such subjects do
so because of a lack of expectations, struggles of interests,
communication problems, or perceptions of inequity and
imbalance in the workplace [3,5–7]. Interprofessional psycholog-
ical violence in the healthcare sector, in addition to burnout and
emotional stress [15], leads to decreased quality of care and job
satisfaction [5,6,16] and, consequently, organizational commit-
ment [17]. These conditions constitute a stressful phenomenon
in working life and an occupational public health problem
[1,3,6,7].
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Frame of reference
Karasek’s three-dimensional demand-control-support model

of the psychosocial work environment [18,19] allows explain-
ing psychological violence at work in healthcare professionals.
In addition, it identifies areas for improvement in managing
workloads and promoting a healthy work environment [18,19].
This model establishes the links between latent profiles and
interpersonal stress in occupational health. It also postu-
lates that well-being and occupational stress depend on the
interaction between job demands and health professionals'
control over their tasks [18,19]. In the healthcare context,
demands are often high due to time pressure, high workload,
and rigorous expectations of users. Meanwhile, low control
manifests in limited autonomy for decision-making and highly
standardized procedures that restrict personalized respon-
siveness. Thus, in an environment where demands exceed
the available control, psychological violence may increase,
deteriorating emotional stability [18,19].

Current studies on interprofessional psychosocial violence
Recent studies on the psychosocial characterization of

violence between professionals and administrative staff in the
health sector in developed countries such as Italy, the Uni-
ted States, Israel, the United Kingdom, India, Australia, China,
and Spain are related to verbal aggression, generally due to
role conflict followed by harassment and excessive control by
superiors.

The violence between doctors and nurses by country and
interprofessional group includes personal and professional
discrediting, ignoring or isolating the colleague, punishing the
professional for minimal errors, and assigning excessive tasks to
be completed quickly [14,18,20–25]. In low- and middle-income
countries such as Iran, Turkey, and Nepal, verbal aggression
predominates, followed by humiliation and harassment of
colleagues. This often results in resignation or displacement
from the position [26,27]. Among nurses, the main characteristic
is humiliation and sanctions for insignificant errors [28] (Annex
1a).

These psychosocial risks, as a cause of interprofessional
violence, may be more frequent in situations where the
professional team is not cohesive, lacks social support, and
when staff turnover is high [14,23,29,30].

In the United States, a self-report survey with semi-struc-
tured interviews showed that 67.1% (51/76 nurses) in two
American hospitals had experienced violence in the form of
humiliation and contempt in the last month, and 23.7% (18/76)
had experienced it in their entire career [24]. Psychological
violence assessed by semi-structured interviews, biograms, and
self-reports in health professionals in Chile was 39.1% [31,32].

In Peru, a country with a medium-sized economy made up of
24 departments and a constitutional province located in three
geographical regions: coast, with an arid-temperate climate,
highlands (rainy-cold), and rainforest (rainy-warm), and with
three health systems: public, private and social security [33]; it
is estimated that interprofessional psychological violence affects
36.2% (673 603/271 923 health workers) [33].

In the health sector of developed countries, some psycho-
social interventions to reduce psychological violence within
specific contexts have been studied in systematic reviews
[14,21,29,31,34–36]. The only study using Delphi consensus
characterization on psychosocial health and safety is by Mohd et
al. [37]. Similarly, studies on the characterization of psychologi-
cal violence in interprofessional care groups, including care and
administrative staff, both in Latin America and Peru, are also
limited [15,31,34].

Establishing a hierarchy according to the frequency of
psychosocial risk factors in interprofessional psychological
violence using an expert consensus is important to define the
scope and extent of the problem since data on incidences and
prevalences obtained through cross-sectional surveys are not
sufficient to develop effective preventive interventions [21].

After analyzing these risk factors, it may be possible
to implement appropriate psychosocial interventions in
the country’s health institutions, promote interprofessional
integration, and propose policies to prevent psychosocial health
and safety at work [38].

Due to the need to reach a consensus on the factors involved
in interprofessional psychological violence, several authors [39–
41] point out the need to obtain expert opinion to identify
the pattern of psychosocial risk factors involved, knowing
that knowledge about these factors will guide how they can
be prevented [23]. In addition, such studies will contribute
to designing more effective interventions to reduce interpro-
fessional psychological violence at work, according to the

MAIN MESSAGES.

• This is the first study in the country that assess the risk factors of interprofessional psychological violence through expert
consensus to guide a contextualized prevention.

• The results of the Delphi consensus analysis present a hierarchical list of 6 psychosocial factors of interprofessional
violence for Peru and 9 for the regions.

• Limitations of this study are the possible confusion of the most important factor with; and the threatening of the external
validity due to participants belonging to the same level of care, distributed in three geographical regions of the country
including rural centers, with interventions addressed from the level of the analysis group, and the loss of 17% of partici-
pants due to attrition of interest.
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differences in the sociocultural contexts of the groups involved
[42,43].

Therefore, the best possible characterization of the psychoso-
cial pattern is essential to contribute to a coherent, effective,
and contextualized response to interprofessional violence in the
health sector. This contributes to the well-being of staff and the
quality of the service provided.

This study aims to reach a consensus on the psychosocial
pattern of interprofessional violence in healthcare work for each
geographical region of Peru (Coast, Highlands, and Rainforest).

METHODS
This is a qualitative study based on the mixed Delphi

consensus method. This method was applied because of
its advantages in terms of anonymity, controlled feedback,
and facilitating bringing together participants from different
geographical areas [39]. In our case, professionals with shared
experience and knowledge of interprofessional psychologi-
cal violence factors were brought together, which facilitated
consensus in the health sector of the three Peruvian geographic
regions.

The Delphi process developed in three stages (Figure
1) followed the ACCORD (Accurate Consensus Reporting
Document) protocol of the Enhancing the QUAlity and
Transparency Of Health Research Network (EQUATOR) [44]. The
study was executed between May 2023 and June 2024.

Data collection in the first stage was face-to-face, while in the
second and third stages, it was online. In the second analysis
stage, three rounds of Delphi consultation were developed. In
the third stage, after organizing the hierarchies in a data matrix,
the consensus was integrated at the Delphi analysis group level
and then by geographic region (Figure 1).

PARTICIPANTS AND PROCEDURES ACCORDING TO
DELPHI CONSENSUS STAGES
First stage

Consultation objectives were formulated, the dimensions
were explored, and the sources of information were defined.
The profile and location of the participants were determined,
and the group selection protocol was drawn up. Relevant
aspects for selecting participants were that they had represen-
tative information, time, and interest and were close enough
to contact potential members, choose them, invite them, and
commit them to participate.

20/25 expert panelists contacted through WhatsApp
Messenger (May 2023) accepted to participate, who were
characterized by being:

1. Public health professionals with specialization in
occupational health.

2. Members of occupational health and safety committees.
3. Professionals who had experienced or witnessed

interprofessional violence.

4. Professionals with work experience of more than five
years in the services with the highest psychosocial risk
(emergency and admission of four public hospitals in
Lima) [45].

These experts were provided with a comparative synoptic
table of evidence based on several previously reviewed studies
[10,13,17,46]. In addition, they were informed about the scope
of the study, the ranking process, and the Delphi consen-
sus. They were then asked to compile a list of psychosocial
factors of interprofessional violence based on scientific evidence
[10,13,17,46].

At the end of this stage (June 2023), a list of 12 psychosocial
factors of interprofessional violence was drawn up (the first
factor was coded F1 and the last factor F12), which served as a
frame of reference for the following stages and rounds of Delphi
consultation (Annex 1b).

Second stage
The judgmental sampling technique was used to select the

participants.
Based on 22 901 health facilities of various types and at

the national level, of which 49.9% corresponded to the coastal
region, 37.6% to the highlands, and 12.5% to the rainforest
region, 52 analysis groups were organized with an equal
number of coordinators (July 2023 to April 2024). The coordina-
tors invited experts by convenience through personal contact
and WhatsApp Messenger, encouraging their participation. The
criteria for inclusion of experts (from 2023 to April 2024) were:

1. Health professionals or administrative staff in the health
sector of both genders.

2. Professionals who had experienced or witnessed
interprofessional violence.

3. Professionals with more than three months of work
experience.

4. Professionals from the three geographic regions of the
country.

5. Professionals with voluntary participation up to the third
round of the Delphi consultation.

The only criterion for including a health facility was that at
least four participants were included [39,41]. The study included
177 health facilities (coast: 35.9%; 64/177), highlands (41%;
72/177), and rainforest (23.1%; 41/177). During this stage, four
experts were kept as the minimum required per analysis group
[39,41], and 46 groups participated (Figure 1).

The exclusion criteria for participants were:

1. Personnel with no experience or knowledge of interpro-
fessional psychological violence.

2. Personnel in a probationary period (up to three months).

Twenty-one health facilities were excluded from the study.
In the first round of Delphi consultation of this stage (from

September to November 2023), in each of the 46 analysis

Abregú-Tueros et al.
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groups, the coordinators posed the following slogan to each
expert:

"On a digital notepad, please write a list of three or more of
the most frequent situations of psychological violence among
health care professionals and health care workers. Situations
that you have experienced or seen in your workplace during the
last three months".

Then, each group coordinator analyzed the information
received to integrate and regroup the psychosocial factors
of interprofessional violence after merging duplicates and
eliminating those factors with divergent opinions.

In the second round of consultation (December 2023 to
January 2024), the coordinators produced an integrated list of
12 interprofessional violence factors in each of the 40 Delphi
analysis groups (six groups desisted) and presented the experts
with a two-column table (1: violence factors; 2: numbers) with
the following instruction:

"In the table you see there are 12 factors of interprofessional
psychological violence occurring in your workplace, and on the
right side of each of them, there is a blank box. Please write in
those boxes a number from 1 to 12 (no ties), number 1 = first
most frequent factor and 12 = for the least frequent factor you

Figure 1. ACCORD flow chart.

ACCORD: Accurate Consensus Reporting Document of EQUATOR Network [43].
Source: Prepared by the authors of this study.
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have experienced or seen in your workplace during the past four
months."

When a participant departed from the group’s opinion, the
coordinators were invited to expand or reflect on their position.

In the third round of Delphi consultation (February to April
2024), each of the 38 analysis groups (two groups dropped out)
presented the hierarchy matrices of the psychosocial factors
for the knowledge and opinion of the experts. For the factors
that were duplicated, triplicated, or even quadruplicated in the
hierarchies, the experts were asked for a new hierarchy using the
following slogan:

"The cause that most affects or the most important cause in
interprofessional violence to intervene in the health center is ..."

The information received was then analyzed to present it in a
round of feedback and carry out the final consultation round of
consensus and disagreement.

Third stage (data analysis)
Based on the information from 32 Delphi analysis groups

and 444 experts, the consensus on the psychosocial factors of
interprofessional violence was determined at three levels: by
analysis group, geographic region, and national level.

To establish the Delphi hierarchy at regional and national
levels, the network analysis technique was applied using Gephi
v.10.1.9 software [47]. Previously, a database was generated
where the "nodes" were each of the 12 factors of interprofes-
sional violence (F1 = first factor; F12 = last factor), and "edges"
were each of the networks generated by the expert. Thus,
each expert could choose from 1 to 12 factors (from the most
frequent to the least frequent). The usefulness of Gephi was:

1. To determine the degree of predominance of a node
concerning others (eigenvector centrality).

2. To assign several links per node, which made it possible
to establish the hierarchy of each psychosocial factor.

3. Establish clusters of networks according to the degree of
sophistication (modularity class).

4. Graphically visualize the interaction between the set of
nodes and networks.

The criterion for considering consensus by psychosocial factor
was to complete the ninth hierarchy (75%; 9/12). The remaining
hierarchies were considered as discrepant factors [39,41].

The anonymized dataset, generated and analyzed during the
present study, is deposited in the academic repository Figshare.
DOI [https://doi.org/10.6084/m9.figshare.26110603.v1] (Annex
2).

RESULTS
Description of participants

Participant’s characteristics are shown in Table 1. 70.5%
(313/444) of the participants were female and worked in the
nursing and emergency departments. 73.3% (137/313) had
rotated out of their positions one to two times per year. The
average age of the men was 39.9 years, and of the women, 38.1

years; 35.4% (157/444) of the experts were between 27 and 30
years old; and 3.4% (15/444) were 61 years old or older. Up to
the final "integration" stage, 444 experts from 32 Delphi analysis
groups from the three geographic regions of Peru participated.
48.9% (217/444) came from 12 focus groups from 6 departments
in the Selva Region. In the coastal region, eight analysis groups
(29.7% of participants; 132/444) were conducted in the Lima
Department. Eighteen percent (80/444) of the experts were
from 9 analysis groups from 7 departments in the Sierra Region
(Table 2).

CONSENSUS ON THE PSYCHOSOCIAL PATTERN OF
INTERPROFESSIONAL VIOLENCE

At the national level
The six psychosocial factors of interprofessional violence,

ranked according to the number of networks and the coeffi-
cient (EC: eigenvector centrality), are the factor devaluation of
work experienced by the participant (F7: 190 networks; EC =
0.999), in the first place. Secondly, the work experience of the
rest of the colleagues in the health facility is devalued (F8:
174 networks; EC = 998). Thirdly, harassment by the superior
towards subordinates induces them to change positions or
resign (F3: 150 networks; EC = 0.560). Fourth, excessive control
by colleagues or superiors (F1: 156 networks; EC = 0.878). Fifthly,
labeling as a negligent worker (e.g., blaming everything that
goes wrong on a colleague; F9: 96 nets; EC = 0.461). In sixth
place is role discrepancy between colleagues (F4: 90 networks;
EC = 0.409).

Coastal region
There was consensus that the main psychosocial factor of

interprofessional violence in the Coastal Region is the devalua-
tion of work experienced by the participant and by the rest
of the colleagues in the health facility (F7; F8), followed by
the superior’s harassment of subordinates that induces them
to change positions or resign (F3). According to the consulta-
tion, the psychosocial factors placed in the third and fourth
hierarchy for interprofessional violence involve excessive control
by superiors or colleagues (F1), with subsequent humiliation
and verbal aggression (Table 3, Figure 2). Another violent
factor considered important was the attitude of ignoring the
worker in decision-making (F6). The eighth and ninth hierar-
chies refer to "labeling the worker as negligent" and work-pro-
fessional hindrance (Table 3). The main factors in discrepancy
were personal discrediting, intimidation, and role contradictions
(Figure 2).

Highlands region
According to the experts consulted in the highlands

region, the predominant psychosocial factors of consensus are
excessive control exercised by superiors or colleagues (F1) and
harassment by superiors towards subordinates that induce them
to change positions or resign (F3) (Table 3). This is followed by
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role discrepancy (F4) and devaluation of staff work (F8). Factors
in the fifth and sixth hierarchies involve rating the worker as
negligent (F9) and consecutive bullying (F2). The psychosocial
factors located in the seventh, eighth, and ninth hierarchies of
interprofessional violence are devaluing the work of colleagues,
hindering or limiting professional development opportunities,
and humiliation with verbal aggression (Table 3).

On the other hand, the set of 1354 networks at the national
level is classified into 17 clusters (evaluated using the modu-
larity class coefficient), which measures the degree of sophisti-
cation of networks. Of the total number of clusters, nine are
different, and eight have the same number of networks.

Rainforest region
There was consensus that "devaluation of work", experi-

enced by both the consultation participant and the rest of
the colleagues in the health facility, is the main psychosocial
factor of interprofessional violence in the region. The follow-
ing psychosocial factors are excessive control by colleagues
or superiors and superior harassment of subordinates that
induces them to change positions or resign (Table 3). Consen-
sus psychosocial factors in the fifth and sixth hierarchies are
labeling the worker as negligent and ignoring the worker in
decision-making. Other factors are related to role contradictions,
personal discrediting, humiliation, and verbal aggression toward
the worker. The main factors in discrepancy were work-profes-
sional hindrance and intimidation.

DISCUSSION
This study elaborated a hierarchical list of six psychoso-

cial factors of interprofessional violence at the national level
and nine factors for each geographic region. They show the
consensus of experts on the most frequent pattern of inter-
professional violence in the Peruvian health sector. From the
national list, we found that "devaluation of the work of health
professionals" is the most relevant factor in interprofessional
violence, accounting for 26.8% (368/1371) of the total num-
ber of networks identified for each psychosocial factor. This is
followed by "superior harassment of subordinates", "excessive
control by colleagues or superiors", "labeling as a negligent
worker", and "role discrepancy between colleagues".

Based on the experts' responses, we can infer at the national
level that the precipitating factor for interprofessional vio-
lence [16,20] was role discrepancy and harassment for nurses,
concurring in several studies [3,5–7,14,40].

This consensus of experts delimited by geographic region
could respond to geographic (rural versus urban) and organiza-
tional causes. The analysis groups in rural areas (rainforest and
highlands with contrasting climates) have greater limitations in
human and financial resources compared to the coastal region.

In addition to contributing to the well-being of staff and
the quality of service provided, consensus is important to
ensure consistent and contextualized responses to interprofes-
sional violence in the healthcare sector, as no single guideline
is appropriate for all settings [30]. Furthermore, it provides
evidence for proposing sustainable policies and intervention
protocols to reduce interprofessional violence.

Table 1. Socio-labor characteristics of the participants.

Characteristics Number %

Gender

Male (%) Female (%)

Region
Coast 147 33.1 45 (30.6) 102 (69.4)
Highlands 80 18.0 16 (20.0) 64 (80.0)
Rainforest 217 48.9 70 (32.2) 147 (67.8)
Health service
Nursing 63 14.2 18 (28.6) 45 (71.4)
Emergency 59 13.3 19 (32.2) 40 (67.8)
Medical 34 7.7 16 (47.0) 18 (53.0)
Obstetrics 33 7.4 5 (15.2) 28 (84.8)
Diagnostic assistance 27 6.1 8 (29.6) 19 (70.4)
Other services 191 43.0 45 (23.6) 146 (76.4)
Administrative 37 8.3 20 (54.0) 17 (46.0)
Rotations to another position/year
None 223 50.2 63 (28.2) 160 (71.8)
1 to 2 times 187 42.1 50 (26.7) 137 (73.3)
3 to 4 times 34 7.7 18 (52.9) 16 (47.1)
Age group (years)
27 to 30 157 35.4 37 (23.6) 120 (76.4)
31 to 40 131 29.5 41 (31.3) 90 (68.7)
41 to 60 141 31.7 49 (34.8) 92 (65.2)
61 years or older 15 3.4 4 (26.7) 11 (73.3)
Total 444 100.0 131 (29.5) 313 (70.5)

Source: Prepared by the authors of this study.
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The consequences of interprofessional violence in the
healthcare sector are wide-ranging. Among them are burnout
and emotional stress [5,6,15–17]. This hostile environment can
reduce the effectiveness of care, job satisfaction [5,6,16], and
organizational commitment of staff [1,3,6,7,17,20].

This expert consensus finding that determines the national
pattern of interprofessional violence up to the third hierar-
chy of factors converges with several studies from Italy, the
United States, Israel, the United Kingdom, India, Australia,
China, and Spain [14,18,20–25,29]. In these works, the most
relevant factor in interprofessional violence is "devaluation of
work with role discrepancy between colleagues", followed by
"superior harassment of subordinates" and "excessive control by
colleagues or superiors" (except between doctors and nurses).
In the latter group, the common factor of interprofessional
violence is "superior harassment of subordinates" and extends
to middle and low-economic countries such as Iran, Turkey, and
Nepal [26,27]. The last factor, "labeling as a negligent worker"
(sixth hierarchy), is specific to Peru because the international
antecedents did not include even this hierarchy.

The factors that differ in the hierarchies of other studies
are "ignoring or isolating the colleague and punishing the
professional for minimal errors", "assigning excessive tasks to
be completed in a short time", and "verbal aggression with
humiliation", which occurred only among physicians and nurses
from different countries [14,18,20–27,29].

One of the reasons for the difference in hierarchies is that
some studies involved, for example, only physicians and nurses
[20], while others involved only nurses [20,28]. In contrast,
healthcare and administrative staff were included in this study.

Particularly, in hospital centers in different developed
countries [10,15,39–41], the most prevalent psychosocial
factor of interprofessional violence was "harassment with role
discrepancy".

The differences between our study and those of other
countries reflect that interprofessional violence is very specific
and contextual [13], showing that the hierarchy of factors
by geographical region of Peru is relevant. This is because it
involves healthcare centers with different characteristics.

Specifically, the second and third hierarchy of factors for
the Sierra Region, "harassment followed by role discrepancy",

Table 2. Delphi analysis groups according to geographic regions (final stage).

N° Code Department Region Number of participantsa %

G1 01A Ancash Coast 4 0.9
G2 04A El Callao Coast 7 1.6
G3 07A Ica Coast 4 0.9
G4 09A Lima Coast 22 7.9
G5 09B Lima Coast 26 5.8
G6 09C Lima Coast 12 2.7
G7 09D Lima Coast 11 2.5
G8 09E Lima Coast 6 1.4
G9 09F Lima Coast 20 4.5

G10 09G Lima Coast 25 5.6
G11 09H Lima Coast 10 2.2
G12 02A Apurímac Highlands 5 1.1
G13 03A Cuzco Highlands 4 0.9
G14 05A Huancavelica Highlands 4 0.9
G15 06D Huánuco Highlands 26 5.8
G16 06E Huánuco Highlands 15 3.4
G17 06F Huánuco Highlands 10 2.2
G18 08B Junín Highlands 7 1.6
G19 09I Lima Highlands 4 0.9
G20 10A Pasco Highlands 5 1.1
G21 02B Apurímac Rainforest 4 0.9
G21 06A Huánuco Rainforest 32 7.2
G23 06B Huánuco Rainforest 36 8.1
G24 06C Huánuco Rainforest 37 8.3
G25 08A Junín Rainforest 21 4.7
G26 10B Pasco Rainforest 4 0.9
G27 11A San Martín Rainforest 27 6.1
G28 11B San Martín Rainforest 15 3.4
G29 11C San Martín Rainforest 15 3.4
G30 11D San Martín Rainforest 7 1.6
G31 11E San Martín Rainforest 6 1.4
G32 12A Ucayali Rainforest 13 2.9

Total 12 3 444 100.0

aMinimum of four experts [44,46], maximum of 37 experts.
The main factors in discrepancy were job hindrance, being ignored, and personal discrediting.
Source: Prepared by the authors of this study.
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correspond to higher risk factors in Chinese health centers [17]
and American health institutions [10,13].

Theoretical perspective
From a theoretical perspective, the results of the consensus

on the pattern of psychosocial factors for interprofessional
violence are circumscribed in Karasek’s demand-control-support
model of the psychosocial work environment [18,19]. This

theoretical adherence for work environments of different types
of health service, delimited by geographic region, has corre-
spondence with the following theoretical presupposition: high
levels of stress and low work well-being, where there are
high work demands with low control of psychosocial factors,
together with low socioemotional and organizational support.

The dimensionality of our results is based on five theoreti-
cal assumptions (Annex 1c). In summary, the consensus of the

Figure 2. Network of psychosocial factors of interprofessional violence, Coastal region.

F1-F12: Psychosocial factors of interprofessional violence.
Source: Prepared by the authors of this study.
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pattern of interprofessional violence based on Karasek’s model
[18,19] explains that the interaction between job demands,
control over one’s work, and social support are essential for
understanding interprofessional violence in the health sector.

These factors predict a psychosocial environment that favors
the emergence of interpersonal conflicts, especially when job
demands are high, control is low, and social support among
colleagues or superiors is insufficient. It is also aligned with high
work demands characterized by high time pressure, intense
workload, and high expectations from superiors. It also aligns
with low autonomy for decision-making and low participation of
subordinates.

In the face of the complex nature of interpersonal conflicts
[10,24] and the dynamics of the hierarchy of interprofessional
violence factors according to occupational groups, an environ-
ment of low socioemotional and organizational support is
intensified, and complaints are underestimated. For example,
in these cases, reporting is not considered for fear of retaliation
from colleagues or superiors [24], stigma, and lack of effective
sanctions for perpetrators [20].

We suggest a theoretical adjustment to identify common
elements of variability and stability of interprofessional violence

factors according to cultural and geographical differences. As an
implication of the findings, we suggest exploring the interaction
between contextual variables such as organizational culture and
individual factors [29].

The main strength of our study is its broad participation of
experts from different types of health facilities in the three
Peruvian geographic regions, which have different health and
work environments. These hierarchical patterns are important
for developing intervention programs [30] to reduce interpro-
fessional violence in a coherent and contextualized way in
the country’s healthcare institutions. This is the first consensus
study where a hierarchical list of nine psychosocial factors of
interprofessional violence according to geographic regions was
determined.

Limitations
The ranking of the factors duplicated or triplicated in the

third Delphi round could be misleading as the "most important"
factor. Therefore, to reinforce the base "most frequent" slogan,
these were repeated before (twice) and after the third Del-
phi round. In addition, the number of participants per analy-
sis group belonged to the same level of care of the health

Table 3. Consensus hierarchy on psychosocial factors of interprofessional violence.

Psychosocial factors

Coast Highlands Rainforest

Number of
links1

Coef

EC Jo

Number of
links2

Coef

EC Jo

Number of
links3

Coef

EC Jo

F7 Devaluation of
work

78 1.00 1st 22 0.87 4to 92 1.00 1st

F8 Devaluation of the
work of colleagues

67 0.88 2nd 19 0.73 7mo 90 0.87 2nd

F3 Harassment that
induces change or
job attrition

58 0.72 3rd 25 0.86 2do 68 0.39 4th

F1 Excessive control
by colleagues or
superiors

57 0.78 4th 27 0.94 1ro 76 0.82 3rd

F5 Humiliation and
verbal aggression

41 0.62 5th 17 0.71 9no 38 0.23 9th

F6 Being ignored 36 0.53 6th 11 0.44 11ro 39 0.38 6th

F9 Accusation
of manipulated
negligence F8
Accusation of
manipulated
negligence

35 0.52 7th 19 0.86 5to 46 0.35 5th

F11 Work obstruction 32 0.50 8th 15 0.63 10mo 38 0.28 10th

F12 Professional
obstruction

30 0.42 9th 18 0.70 8vo 34 0.23 11th

F4 Role discrepancy 29 0.40 10th 24 1.00 3ro 39 0.25 7th

F2 Intimidation 27 0.40 11th 19 0.74 6to 33 0.36 12th

F10 Personal
discrediting

24 0.36 12th 10 0.48 12do 38 0.24 8th

Abbreviations: EC. Eigenvector centrality. Jo, hierarchy.
1Total: 514 links.
2Total: 226 links.
3Total: 631 links.
Source: Prepared by the authors of this study.
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facility and was distributed in the country’s three geographic
regions, including rural health centers. However, the interven-
tions should be approached considering the hierarchy of factors
at the level of the analysis group.

The sample size studied (32 groups/444 experts) exceeded
the established minimum of three groups and four experts per
Delphi analysis group) [39,41], which guarantees good results
against self-reports with response biases [21]. Overall, 17.3%
(93/537) of participants were lost due to attrition of interest for a
study of three rounds of consultation spaced over nine months.

CONCLUSIONS
Our findings contribute to further characterization of

interprofessional violence, which may create the basis for
the generation of policies for assessment, intervention,
and monitoring of psychosocial health in healthcare work,
constituting the foundation for generating coherent and
contextualized designs of intervention protocols. These
protocols should involve local professionals and be differenti-
ated by geographic region and work characteristics.

Specifically, to prevent interprofessional violence of
harassment, it is suggested in the first instance to carry
out interventions based on awareness-raising to denounce,
complementing the legal accompaniment with emotional
support and solidarity among the interprofessional team. In
addition, it is essential to carry out a summary of interpersonal
conflict management with the intervention of third parties.

Finally, we suggest developing comparative Delphi studies
with departments not included in this study and other labor
sectors.
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Patrón psicosocial de la violencia interprofesional en el trabajo
sanitario peruano: Estudio de consenso Delphi mixto

RESUMEN

INTRODUCCIÓN Los estudios sobre violencia psicológica en centros sanitarios se han centrado en el análisis de incidencias en
contextos específicos. Sin embargo, los estudios de consenso sobre los factores psicosociales de la violencia interprofesional
relacionados con los conflictos interpersonales y las demandas motivacionales son escasos. El objetivo de este estudio es determinar
mediante consenso Delphi el patrón psicosocial de la violencia interprofesional en el trabajo sanitario para Perú y cada una de sus
regiones geográficas.
MÉTODOS Se aplicó el método de consenso Delphi mixto, reuniendo a profesionales con experiencias y conocimientos sobre
violencia psicológica. El estudio se desarrolló en tres etapas y tres rondas de consulta Delphi entre mayo de 2023 y junio de 2024. La
integración de consensos a nivel regional y nacional se realizó mediante análisis gráfico de redes.
RESULTADOS Hasta la tercera etapa del estudio participaron 444 expertos en 32 grupos de análisis de 81 instituciones de salud. El
70,5% de los participantes eran mujeres y 27,6% trabajaban en los servicios de enfermería y urgencias. Luego del análisis de consenso
Delphi, obtuvimos una lista jerarquizada de 6 factores psicosociales de violencia interprofesional para Perú y 9 para las regiones.
CONCLUSIONES Las diferencias entre regiones geográficas peruanas y entre estudios de otros países, reflejan que el fenómeno de
la violencia interprofesional es muy específico y contextual. En el caso de Perú las diferencias entre regiones pueden deberse a
centros sanitarios con diferentes características (por ejemplo, centros rurales versus urbanos). Además según el consenso, dos de los
principales factores psicosociales de violencia interprofesional en los establecimientos de salud de las regiones de Costa y Selva son la
desvalorización del trabajo y el hostigamiento del superior hacia los subalternos que inducen a cambiarse de puesto o renunciar. Para
la Región Sierra, la primera jerarquía fue el control excesivo por colegas.
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