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Abstract
Objective
To identify preventive practices for psychosocial risks in IberoAmerican health centers, including gaps in evidence, and to synthesize effectiveness according to dimensions and intervention
level.
Methods
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Design: a global evidence mapping type systematic review. Data
sources: Cochrane Central Register of Controlled Trials, Health
Systems Evidence, The Campbell Collaboration, PubMed, BioMed
Central, CINAHL, EMBASE, Lilacs, and Health Evidence Portal.
Review methods: Ad hoc descriptors were used to identify randomized controlled trials and other types of studies. The search
was done between January 2003 and March 2020, limited to the
English, Portuguese, and Spanish. The PRISMA-P protocol was
applied to report the synthesis of the included studies. The quality
of the evidence was evaluated according to the GRADE protocol
and by three external evaluators.
Results

A total of 8959 studies were identified, and, after screening and
eligibility assessment,18 studies were included in the systematic review, involving 1777 workers from 176 health centers in Spain, Portugal, Mexico, Nicaragua, Colombia, Brazil, Peru, and Argentina.
Half of the included studies are randomized controlled trials; 37.2% of the included studies were deemed moderate quality, while
18.7% were of high quality.
Conclusions
Preventive practices with strong evidence correspond to policies that improve the working conditions of night hospital work. We
found low-quality evidence in six preventive dimensions for the practices based on multi-component interventions. We found
evidence gaps in five domains of preventive interventions for psychosocial risks.

Main messages
•
•
•

Interventions for psychosocial risks are generally recuperative, and the evidence base for the scarce preventive practices in Ibero-American health centers is unknown.
Preventive practices based on improvement policies are favorable. Multi-component interventions to generate attitudinal changes and promote teamwork, including awareness-training practices, among others, have little support.
The main limitation is that only a fifth of the outcomes has a high quality of evidence to support a given preventive
practice.
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Introduction
Occupational health has been considered the basic element of sustainable development, and the healthy, motivated, and productive
worker, the key agent for socioeconomic development1. Thus, the
number of occupational studies has been growing and diversifying2,3.
Because of the changing nature of work and the existence of austerity policies, currently, there are various inequities and demands, such
as organizational competitiveness versus cost reduction4, which have
generated the appearance of psychosocial risks at work; this is the
result of the interaction between organizational elements, work management, and environmental conditions, but also of the interaction
between the functions and the needs of the workers5.
This polarity has created a link between the work environment and
the worker's bio-psychosocial health6, with a greater impact on
workers of the health sector, which by the very nature of their functions are more vulnerable6,7. The impact of the work environment
on workers' health also affects job performance8. Consequently, interventions aimed at improving safety and occupational health management may be more effective in the healthcare work environment
than on individuals alone9. Such interventions could represent a
competitive advantage because the concept of social responsibility
to promote the benefits of prevention culture is of use to institutional performance, thus avoiding negative repercussions on
health5,10.
Regarding psychosocial risks in healthcare workers in the IberoAmerican context, in Santiago de Chile, about a third of the workers
in three primary care health centers were exposed to psychosocial
risks that negatively impacted their health11. In Guadalajara, Mexico,
the prevalence of negative psychosocial factors was 32.2%
(128/397)12. In various clinics of Buenos Aires and La Plata, Argentina, over 50% of the workers perceived high demands and pressure
to increase their work rhythm13, and 25% of social workers experienced high emotional pressure14. Similarly, in Cali, Colombia, the
greatest negative impact was high emotional-labor demand, with
high-risk levels in 55.8% (87/156) of the workers15. In São Paulo,
Brazil, 45% (195/433) of workers performed demanding tasks with
low levels of social support from colleagues and supervisors16.
In Lima, Peru, occupational dissatisfaction related to culture, organizational environment, tasks, and interpersonal relationships affected
up to 26.1% (48/184) of workers17. In Valencia, Spain, there was
also a high level of psychological demand in 74.3% (81/109) of
workers, with a perception of job insecurity in 65.1% (71/109) of
the cases; there was also a lack of social support and low quality of
leadership in 46% (50/109), and small possibilities of professional
development in 36.8% (39/109) of the cases18. Finally, in Porto, Portugal, given the high levels of psychosocial risks at work in emergency services, coping was dysfunctional in 32.6% (118/362) of
workers19.
Because the preventive strategies in the organizational context of
psychosocial risks in healthcare workers are unclear19, because of the
high cost-effectiveness ratio of risk prevention (1: 4), and because of
potential health benefits and improved productivity5, it is necessary
to identify and assess the available evidence according to the dimensions of the intervention with the following considerations:
a)

The evidence should be based on economic, political, and organizational aspects and the specifications of job descriptions20.

b) The evidence should involve specific factors of the organizational environment and culture, including working conditions21.
Framework
The formulation of evidence-based health policies and programs
constitutes good health practices, providing support to politicians
and managers to improve decision-making with transparency, making it possible to assess interventions' effects and benefits22. The references that establish a link between business management and the
worker's health state are 1) the model known as "labor demand-resources" and 2) the specific model of managerial behavior. According to these models, psychosocial risks at work represent a condition
of the work process directed to either exhaustion or commitment.
When these risks involve excessive physical and psychological demands, they lead to exhaustion23. In contrast, access to resources
(e.g., support and control) encourages commitment through motivation or recognition23. For this reason, the leadership styles adopted
by managers can significantly influence psychosocial health16,24. For
example, transformational leadership is often related to cognitive
components25 and authoritarian leadership to stress9.
Recent studies show that psychosocial health in healthcare workers
is more affected by tangible manifestations, such as autonomy support behavior and workers' attitude16,26,27. It has been reported that
everyday behavior can have a significant impact on psychosocial
health28. Also, psychosocial health risks may be greater in situations
in which the work team is fragmented, does not have social support5,29, or when staff turnover is very high30. Finally, the managerial
role is decisive in the reduction of psychosocial risks at work9.
Three levels of intervention are taken into consideration for the prevention of psychosocial risks in healthcare workers:
1)
2)
3)

Training on skills for the resolution of interpersonal problems,
and the improvement of communication and cognitive skills,
including the prevention of stress risk factors16,31;
Improvement of job skills, working conditions, and the promotion of physical activity at work31;
Multi-component interventions, the lowest level of which is
awareness-raising, followed by training. The most profound and
comprehensive level of multi-component interventions is applying occupational health and safety management policies,
which involves organizational changes and the design of job positions24,31.

In developed countries, academic reports related to the strategies for
reducing psychosocial risks and the promotion of psychosocial
health24 correspond mainly to the industry, public management, education, transport and storage, waste management, production, art,
and entertainment9. This study9 proposes reaching significant conclusions by exploring preventive practices for psychosocial risks in
Ibero-American healthcare workers. These conclusions should be
based on randomized controlled trials and multi-component interventions32, aim to promote institutional changes and be applied to
preventive practices in Brazilian maternal health33. The outcomes regarding the interaction of multistage educational meetings were
moderate; in contrast, the outcomes were very low and were of short
duration32 for interaction practices for institutional changes that only
included expositions or talks32.
These low-quality results contrast with other studies, which despite
being very favorable, cannot be extrapolated to the Ibero-American
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context34-39. Specifically, the results obtained from a recent metaanalysis based on multi-component interventions do not apply to the
Ibero-American context40, although these results support the formulation of policies to improve working conditions for healthcare personnel.
On the other hand, exploring the evidence on preventive practices
is relevant to establish public policies for the prevention of psychosocial risks in healthcare workers; these policies may benefit workers,
employers, or managers6,21, because the conditions of workers are
part of the social determinants of psychosocial health, and because
these conditions must be improved within the framework of international guidelines on preventive interventions or practices41,42.
This study's objectives were to identify preventive practices for psychosocial risks in Ibero-American health centers, identify the gaps in
evidence, and synthesize the effectiveness of the interventions according to their dimension and level of intervention.
We sought to answer the following questions:
a)

What practices allow the establishment of policies for the prevention of psychosocial risks in Ibero-American health centers?
b) How are preventive practices grouped?
c) What are the gaps in evidence for future lines of research?

Methods
We used global evidence mapping43 systematic review design to
identify studies on preventing psychosocial risks in healthcare workers, including evidence gaps44.
Inclusion criteria
1)

2)

3)

4)
5)

We used the PICO (participants, interventions, comparisons,
outcomes) question approach to assess the inclusion of studies
using the PRISMA (Preferred reporting items for systematic review and meta-analysis) protocol45. Participants were IberoAmerican health center workers (health professionals, interns,
volunteers, managers, supervisors, and administrative personnel)46. Interventions aimed to prevent psychosocial risks in
healthcare workers.
Studies should be published studies or belong to gray literature
but should have applied experimental designs (e.g., randomized
controlled trials), quasi-experimental designs (before-after type
or interrupted time series). We also included observational or
descriptive studies.
Experimental or quasi-experimental studies should have similar
characteristics and include at least one treatment group and one
control group with current, pre-, and post-intervention measurements to demonstrate the effects of preventive interventions.
The experimental group should be constituted by healthcare
workers45.
Psychologists or other health professionals should have led the
experimental interventions.

Exclusion criteria
Subjects who were not Ibero-American healthcare workers, and
studies whose interventions were not preventive or lacked a psychosocial approach, were excluded from the review.

Search strategies
1)

2)
3)

The following occupational health-related databases were consulted: Cochrane Central Register of Controlled Trials (The
Cochrane Library; Cochrane Work Review Group), Health Systems Evidence (McMaster University & Cochrane Canada), and
The Campbell Collaboration;
PubMed, BioMed Central, CINAHL, EMBASE, Lilacs, and
EBSCO-Host;
Repositories of universities and web portals of international organizations, such as the World Health Organization Health Evidence Portal, Organization of American States, Pan American
Health Organization, International Labor Organization, and
Coordination of Aperfeiçoamento de Pessoal de Nível Superior
from Brazil.

The search period was from January 2003 to March 2020. We limited
the search to English, Portuguese, and Spanish languages. The following descriptors were used: "health and safety at work", "primary
prevention", "clinical trial", "humans" and "healthcare"; "intervention", "health human resources", "innovation & research", and
"healthcare staff". For the EMBASE database, a set of ad hoc algorithms was used.
For systematization of the information, 18 records of analysis and
interpretation of studies were used according to the following factors45:
a) Type and topic of intervention;
b) Description of the evidence (method, design, phases, data collection techniques, comparison groups, baseline, scenarios, or
context);
c) Participants;
d) Interventions (groups, number of participants, duration, sequence, characteristics);
e) Quali-quantitative results; in case there were missing data, the
Hedges and Olkin47 or Morris48 equations were applied;
f) Annotations about the type of multi-component intervention,
plus additional information on biases and score equivalences
(Annex 1).
The quality of the evidence was evaluated according to the GRADE
protocol (Grading of recommendations, assessment, development,
and evaluation), which allowed us to generate summary tables of evidence for each outcome and topic of psychosocial risks at work,
using the GRADEpro GDT software (Cochrane Community). Evidence was categorized as high, moderate, low, and very low quality,
based on the following criteria: type of design, risk of bias (selection
bias, blinding bias, and reporting bias, among other types of bias),
inconsistency degree, indirect evidence, and publication bias. The
factors that reduced the base quality of evidence were inadequate
sample size and selection.
González and Cuadrado50 were used as references to categorize evidence as evidence with a certainty of GRADE quality. High quality
of evidence was indicated when research provided a very good indication of the probable effect and when the probability of a different
effect is low. Very low quality of evidence was indicated when the
research did not provide a reliable estimate of the probable effect or
when the probability of an effect different than the expected was
high.
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Three external evaluators participated to ensure the transparency of
the evidence of the studies that were included in this work (JLGM,
Spain; GECG, Peru; JMRM, Brazil). External evaluators filled out
the evaluation sheets based on ten evaluation criteria (suitable Kendall test: p = 0.012); they focused on three criteria: compliance with
the PRISMA protocol, evaluation of the intervention, and sample
size.

Results
According to the PRISMA statement checklist recommendation for
the flow of information in the different phases of a systematic review45, a total of 8959 studies were identified; 8899 of these studies
corresponded to the first and second search strategy, and 60 corresponding to the third search strategy. After screening the titles and
abstracts of the studies for inclusion and exclusion criteria (screening
and eligibility phases, Figure 1), eighteen studies were included in the
present systematic review on preventive practices for psychosocial
risks at work in Ibero-American health centers. Six studies were included for a quantitative meta-analysis (which was not the subject of
the present study).

Figure 1. Information flow diagram according to the PRISMA-P phases of the systematic review45

Source: image prepared by the author from the results of the study.

Studies included in the systematic review with the highest level of
evidence corresponded to randomized controlled trials (50% of the
studies, 9/18) from Portugal, Argentina, Spain, Puerto Rico, Mexico,
and Peru. Quasi-experimental studies were 33.3% of the total (6/18);
and 16.7% (3/18) were descriptive studies (Table 1). The total number of workers in 176 Ibero-American health centers was 1777. Doctors from Spain, Portugal, Mexico, Nicaragua, Puerto Rico, Brazil,
Colombia, Peru, and Argentina corresponded to 34% of the total

(606/1777). We highlight the participation of government workers
(medical directors, managers of health centers, and heads of nursing
services) with the ability to establish policies for the prevention of
psychosocial risks in healthcare workspaces; these participants corresponded to 10.4 % of all healthcare workers46 (185/1777) (Table
1).
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Preventive practices for psychosocial risks in
Ibero-American healthcare workers
1. Preventive practices to establish policies that improve working conditions
1a) Evidence based on the prevention of the effects of drowsiness
and sleep disorders, derived from hospital shift work (nurses and
doctors from different areas), indicates that workers exposed to fullspectrum bright white light (2-4 exposures of 15 minutes per night,
alternating three times per nap), having two 10-minute breaks, managed to significantly reduce the effects of drowsiness compared to
the control group51-53.
Similarly, workers performing physical exercises in the morning,
who applied the Health Sleep Program plus a night nap (30 minutes
per shift), have decreased drowsiness effects and improved psychomotor reaction relative to the control group54-56 (Table 2).
1b) Evidence on the promotion of occupational health based on
workplace gymnastics (physical exercises at least 30 minutes per day)
reveals improvement in adaptation to the emotional demands of
third parties, improvement in self-perception of the state of health
(the number of medical consultations increased, sleep habits improved, and fat consumption decreased), and a significant decrease
in stress levels57,58 (Table 2).

1c) Evidence on risk prevention in workers at key organizational positions indicates that the number of adverse incidents decreases (for
example, cuts or punctures with clinical instruments), and adherence
to hand washing and the use of respirators increases; these changes
were promoted through training that applied educational-participatory methodology59. Communication and debate opportunities increased, as did the formulation of solutions to work issues (Table 2).
2. Preventive practices to improve decision-making and organizational communication
2a) Evidence shows that international training programs and programs focused on strengthening responses from decision-makers
and psychosocial health planners can generate positive attitudes towards financing policies for preventive interventions60 (Table 2).
2b) Evidence extracted from multi-component interventions on the
management of interpersonal conflicts, and from psychosocial training interventions for changing attitudes and behaviors in professional practice (through interactive workshops combined with other
interventions), shows that interpersonal relationships improve and
psychosocial occupational health is promoted61. In contrast, talks,
presentations, or awareness visits do not generate changes because
they are complex behaviors (Table 2).
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Table 1. Studies included in this work according to the country and the number of healthcare workers involved. Period 2003 to 2016.
Source of the type of intervention
1. Do bright-light shock exposures during breaks reduce subjective sleepiness in night workers?
(Karchani et al., 2011)51
2. The effect of bright light on sleepiness among rapid-rotating 12-hour shift workers (Sadeghniiat et al., 2011)52
3. Suppression of sleepiness and melatonin by bright light exposure during breaks in night work
(Lowden et al., 2004)53
4. The effects of a 30-minute napping opportunity during an actual night shift on performance
and sleepiness in shift workers (Howard et al., 2010)54
5. Napping and nightshift work: Effects of a short nap on psychomotor vigilance and subjective
sleepiness in health workers (Smith et al., 2007)55
6. Worksite intervention effects on sleep quality: a randomized controlled trial
(Antlantis et al., 2006)56
7. Comparación de las intervenciones en actividad física en Brasil y Colombia, desde la
promoción de la salud (Rodríguez & Garzón, 2013)57
8. Impacto de un modelo de movilización social sobre la promoción de la actividad física en
afiliados al sistema de seguridad social en salud (Granada et al., 2008)58
9. Impacto de un programa de capacitación para la prevención de infecciones intrahospitalarias
en un hospital general (Valdivia et al., 2013)59
10. Building the capacity of policy-makers and planners to strengthen mental health systems in
low- and middle-income countries: a systematic review (Keynejad et al., 2016)60
11. Training pharmacy workers in recognition, management, and prevention of STDs: districtrandomized controlled trial (García et al., 2003)61
12. An educational international partnership responding to local needs: Process evaluation of
the Brazil FAIMER Regional Institute (Amaral et al., 2012)62
13. Preventing the onset of major depression based on the level and profile of risk of primary
care attendees: protocol of a cluster randomised trial (the predictD-CCRT study) (Bellón et al.,
2013)63
14. Effectiveness of a brief, basic evidence-based practice course for clinical nurses (Ramos et
al., 2015)64
15. The influence of context on the effectiveness of hospital quality improvement strategies: a
review of systematic reviews (Kringos, 2015)65
16. Health sector accreditation research: a systematic review (Greenfield y Brainthwaite, 2008)66
17. A controlled intervention study of changing health-providers' attitudes toward personal lifestyle habits and health-promotion skills (Shahar et al., 2009)67
18. Psychosocial interventions by general practitioners (Huibers et al., 2007)68
Total

Doctors

N

Number of workers
CP
Others1
HA2

Portugal

45

45

-.-

-.-

RCT

Argentina

40

40

-.-

RCT

Spain

8

8

RCT

Puerto Rico

4

RCT

Mexico

RCT

Type of
study

Country

RCT

HO3

Total

-.-

-.-

90

-.-

14

-.-

94

-.-

-.-

-.-

-.-

16

4

-.-

-.-

-.-

-.-

8

9

9

-.-

-.-

-.-

-.-

18

Spain

-.-

-.-

-.-

-.-

32

-.-

32

Colombia

-.-

-.-

-.-

-.-

30

-.-

30

Brazil

-.-

-.-

-.-

-.-

30

-.-

30

QE

Colombia

57

-.-

-.-

-.-

-.-

5e

62

RCT

Peru

34

20

-.-

-.-

230

-.-

284

D

Nicaragua

30

5

-.-

25 abc

-.-

30 e

90

RCT

Peru

18

-.-

18

16 a

-.-

-.-

52

QE

Brazil

98

-.-

-.-

-.-

-.-

-.-

98

RCT

Spain

140

-.-

-.-

-.-

-.-

-.-

140

QE

Spain

-.-

109

-.-

-.-

-.-

-.-

109

D

Argentina

18

30

-.-

-.-

-.-

150 d e

198

D

Spain

39

-.-

27

-.-

-.-

66

QE

Brazil

56

32

-.-

-.-

-.-

209

QE

Argentina
Number
(%)

9
605
34.0

-.302
17.0

-.45
2.5

-.90 b
31 c
142 abc
304
17.1

-.336
18.9

-.185
10.4

151
1777
100.0

QE

RCT, Randomized controlled trial; QE, Quasi-experimental; D, Descriptive; N, Nurses; CF, Chemical-pharmaceuticals; HA, Health assistants; HO, Health officials
1 a, Graduates in medicine. b, Nutritionists. c, Health promoters
2 Health assistants (nursing assistants, laboratory assistants, nutrition assistants, administrative support staff)
3 d, Heads of Nursing Services (n=6); e, Directors or managers of health centers (n=144)
Source: image prepared by the author from the results of the study.
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Table 2. Summary of types of intervention, type of outcome, effects, and quality of evidence (GRADE).

2. Support for decision- 1. Policies to improve working
making and organizaconditions
tional communication

Type of
intervention
1a

Effects

Full-spectrum bright white light exposure,
plus night nap, plus breaks

Significant decrease in the effects of
drowsiness51-53
Decrease in the effects of drowsiness
and improvement in psychomotor reactions54-56
Improved adaptation to the emotional
demands of third parties and improved
self-perception of health with a significant decrease in stress57,58
Decrease in negative incidents and improvement in communication, debateformulation of solutions59

Physical exercises in the morning, plus
Health Sleep Program, plus night nap

Quality of evidence.
(GRADE)
⨁⨁⨁⨁
HIGH
⨁⨁⨁⨁
HIGH
⨁⨁⨁◯
MODERATE

1b

Daily physical exercises

1c

Training based on educational-participatory
methodology

2a

International training programs

Positive attitudes in financing policies for
preventive interventions are generated60

⨁⨁◯◯
LOW

2b

Psychosocial training for changing attitudes
and behaviors (multiple interactive workshops)

Interpersonal relationships improve, and
PSOH is promoted61

⨁⨁⨁◯
MODERATE

Talks or presentations or awareness visits

No changes are promoted61

⨁⨁⨁◯
MODERATE

Communication in a multidisciplinary
team (participatory techniques) improves, and preventive projects are promoted62,63

⨁⨁⨁◯
MODERATE

Knowledge and practical skills for prevention improve in nurses64

⨁⨁◯◯
LOW

4. Leadership
development

3. Support
for personal
and professional development

5. Policies to promote teamwork

Type of outcome

5a

5b

5c

⨁⨁⨁⨁
HIGH

Training based on biannual continuous education:
► Leadership in preventive health
► Conflict management and emotional
support
Educational intervention (mixed) to improve practical prevention skills
Training in evidence evaluation (mechanisms for consulting, participation and
work negotiation, training plans in the prevention and management of PSOH)
Psychosocial training for changing attitudes
(multiple interactive workshops)
Training in teamwork and participatory
management with organizational support
Leadership and teamwork training, culture
of support, and motivation
Interactive workshops for identification
and preventive management

Moderate improvement in leadership
skills61

⨁⨁⨁◯
MODERATE

Substantial improvement in leadership
competencies61
Improvement in group cohesion and decision-making in doctors65,66
Increased participation (SF in doctors)65,66
Improvement in behavior changes and
awareness prevention61,67,68

Talks

No changes61,67,68

⨁⨁⨁◯
MODERATE
⨁⨁◯◯
LOW
⨁⨁◯◯
LOW
⨁◯◯◯
VERY LOW
⨁◯◯◯
VERY LOW

Experiential workshops, plus role-playing,
plus (workplace gymnastics, plus illustrated
materials), plus contextual interview, plus
BC interventions, plus conferences, or
demonstrations

Moderate changes in complex behaviors,
active participation of people involved,
and active participation in promoting
PSOH61,67,68

⨁◯◯◯
VERY LOW

PRW, psychosocial risks at work; PSOH, psychosocial occupational health; SF, success factor; BC, behavioral-cognitive.
Source: image prepared by the author from the results of the study.

3. Preventive practices to support personal and professional
development
3a) Evidence on the implementation of training plans (training to
develop leadership in preventive health, leadership skills, and conflict management) indicates that communication in multidisciplinary
teams improves while promoting participatory techniques in preventive projects and personal development62. These plans also include
emotional support and health innovation through continuous education (two years) for quality management and health promotion.

3b) Evidence focused on training and professional training practices
for the promotion of psychosocial occupational health (through implementation and improvement of preventive and recuperative interventions from multi-component interventions) facilitate the design and validation of educational materials for primary care providers (guidelines for prevention, diagnosis, and treatment of depressive
disorders) and promote randomized controlled trials63 (Table 2).
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3c) Evidence on mixed education programs (two face-to-face 5
hours sessions plus 30 hours online) for the prevention of psychosocial occupational health, with independent and collaborative learning through multifaceted interventions, shows improvement in
knowledge and practical prevention skills in nurses, but no improvement in attitudes64.
4. Preventive practices to develop leadership
In contrast to psychosocial training aimed at changing attitudes
(through interactive workshops combined with other interventions
that achieved substantial improvements), moderate improvement in
leadership skills was achieved through training to evaluate evidence
related to consulting mechanisms, participation, and work negotiation. Gains were also recorded from educational leadership training
programs for prevention and management in psychosocial occupational health (according to multi-component interventions); these
programs were 6-hours monthly workshops plus six accompanying
monthly visits61 (Table 2).
5. Preventive practices to establish policies related to teamwork
5a) Evidence suggests that the promotion of workers' participation
in decision-making, the development of skills for teamwork65, and
the participatory management style with organizational improve
group cohesion, teamwork, and decision-making in doctors. On the
other hand, the promotion of leadership for teamwork, the culture
of support, and the motivation for change increase the participation
of multidisciplinary teams (doctors, nurses, and pharmacists), with
the participation of medical personnel being the success factor66 (Table 2).
5b) Other evidence shows that the generation of trust, the generation of emotional support, and the improvement of the interaction
in the team of workers (disaggregating the multi-component interventions but including participatory techniques and interactive mentality-changing workshops to that involve identification, care, and
preventive management) optimize the effectiveness of training-

awareness for behavior change and promotion of psychosocial occupational health. It should be noted that a single talk or conference
does not generate any changes61,67,68.
5c) The evidence focused on mixed behavior changes (multi-component interventions) shows moderate changes in complex behaviors, active participation of healthcare workers, and changes in attitude for the promotion of psychosocial health (Table 2). Mixed behavior changes were promoted through experiential workshops on
healthy lifestyles, behavior modification techniques, evidence-based
lectures or demonstrations, occupational gymnastics, illustrative materials, and promotional project proposals61. The techniques used
were role-playing games (led by psychologists or social workers)67
with 5-7 contextual interviews (30 minutes with social medical doctors), and cognitive-behavioral interventions for problem-solving
and depressive reactions68 (Table 2).
According to GRADE evidence (Table 2), the highest frequency of
outcomes corresponds to moderate quality (37.5% of the studies,
6/16), followed by low quality (25%) (4/16) and high quality (18.8%)
(3/16).
In summary, considering the number of studies51-56, and the quality
of the evidence, type 1a interventions (Table 2) are sufficient to establish policies to improve working conditions. In contrast, for type
1b and 1c interventions (Table 2), the evidence is not enough to develop additional policies (according to the number of studies, n = 12). Similarly, the evidence is insufficient to support either decisionmaking and organizational communication, personal and professional development, or leadership (types of outcomes 2a, 2b, 3, and
4). For type 5a, 5b, and 5c interventions (Table 2), the evidence is
insufficient to establish policies to promote teamwork in health centers.
Evidence gaps are linked to job design, performance evaluation and
instrumentalization systems, institutional objectives, interpersonal
relationships, and conflict resolution, improved organizational communication, and organizational changes in Ibero-American health
centers (Table 3).
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Table 3. Evidence gaps according to domains of psychosocial risk prevention intervention. Time period 2003 to 2016.

Without coverage

DO

CO

With
coverage

OI

Organizational culture
CR

With
coverage

IR

Work
competencies

IPE

Working
conditions

PES

JD

Organizational environment

Without
coverage

Karchani et al. (2011)
Sadeghniiat et al. (2011)
Lowden et al. (2004)
Howard et al. (2010)
Smith et al. (2007)
Antlantis et al. (2006)
Rodríguez et al. (2013)
Granada et al. (2008)
Valdivia et al. (2013)
Keynejad et al. (2016)
García et al. (2003)
Amaral et al. (2012)
Bellón et al. (2013)
Ramos et al. (2015)
Kringos (2015)
Greenfield et al. (2008)
Shahar et al. (2009)
Huibers et al. (2007)
JD, job design. PES, performance evaluation systems. IPE, instrumentation for performance evaluation. IR, interpersonal relationships. CR, conflict resolution; IO, institutional objectives; OC, organizational communication; OD, organizational development; MCI, multi-component intervention.
Specific intervention

IMC1= MCI1= First level

IMC2= Second level

IMC3= Third level

Source: image prepared by the author from the results of the study.

Discussion
From the preventive practices for psychosocial risks in healthcare
workers identified and synthesized in this work, it becomes evident
that the current trend in Latin America is to emphasize policies that
improve working conditions. Of relevance are also multi-component
interventions31 linked to the promotion of teamwork and reinforcement for decision-making through training and education. In addition, awareness is promoted for the involvement of workers and the
improvement of organizational communication. Finally, we corroborate that there is interest in supporting personal-professional development to improve healthcare workers' leadership skills.

this evidence is more solid because in the reports from Ibero-America the effects of exposure to light during naps positively extend to
the alertness, and because there are a decrease in irritability, eye discomfort, and headaches34. In case an infrequent and unexpected
event occurs that requires a quick and effective response, scheduled
naps improve long-term attention. In addition, scheduled naps reduce fatigue or drowsiness symptoms and, most importantly, improve the work performance of medical personnel and emergency
workers38.

The high-quality evidence showing reduced effects of drowsiness,
reduced sleep disorders derived from shift hospital work51.53, or improved psychomotor reactions54-56 coincides with reports from developed countries35,36; these reports also show that naps improved
the effects of drowsiness, improved alertness-wakefulness, and improved cognitive performance. This evidence encourages government workers to establish policies that will enhance working conditions in nursing and medical personnel, as they know that omitting
such practices would be counterproductive, both for occupational
health37 and for the health systems38,39.

Favorable evidence on the first type of outcome (1a) differs in context, in the number of included studies (six randomized controlled
trials in Latin America versus two randomized controlled trials in
other countries), and the inadequate comparison between shifts (day
versus night). In another study37 addressing Norway, Canada, the
United States, Japan, Switzerland, and Taiwan (13 low quality randomized controlled trials), with three intervention groups, there
were also differences in the frequency of naps (2 to 4 in Latin America versus one in other countries) and the number of follow-ups (8
to 12 in Latin America versus one in other countries). The duration
of naps was also different (10 minutes in Latin America versus 8.4
to 15 minutes in Europe, North America, and Asia), as was the existence of quasi-experimental studies39,40.

The evidence from the Ibero-American context regarding the first
type of outcome (1a) is more solid compared to the evidence from
other countries, such as Australia, Finland, and the United States;

The quality of the evidence in the multi-component interventions
related to policies for teamwork through the promotion of group
cohesion is low (for decision-making in the first place, and active
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participation of medical personnel in second place65,66); it is thus pertinent to adopt the guidelines of the WHO5 and of other academic
reports that recommend social support and team management practices through representativity and cooperation among workers,
based on the integrity and fairness of health government workers9,29,41,42.
Regarding the interventions related to the change of behaviors in
non-medical personnel, evidence on raising awareness for the prevention of psychosocial risks at work was of very low-quality32,61,67,68;
the academia thus proposes the adoption of management practices
such as task assignment (autonomy for the execution of tasks) and
trust towards subordinates9. Here it is assumed that healthcare leaders promote an organizational culture that fosters collaborative
learning and motivation in healthcare personnel29.
Regarding complex behavioral changes (with evidence of very low
quality on the participation of workers in promoting psychosocial
occupational health67,68) several studies16,26-28 agree that government
workers' attitude has a high impact. These studies indicate that the
practices that would promote change and improve participation are
supervision with feedback, task management and assistance, cooperation, and willingness to listen. These activities generate trust, dialogues, and anticipation between government workers and other
workers9.
The evidence on the development of leadership in workers and managers in health centers is of moderate quality, even when consulting,
participation, and negotiation mechanisms are involved61; these
practices are far from those where employees share common objectives to gain a general vision9 or to influence the prevention of psychosocial risks at work through cognitive changes25. This is due to
the presence of stress-generating leadership styles and to the high
levels of generalized emotional demands in different contexts1416,18,23, which increase the perception of job insecurity18. Consequently, the need to promote a positive organizational culture is
strengthened, where communication and trust of health care government workers should predominate29 and management practices
aimed at preventing and promoting psychosocial occupational
health. In other words, it is necessary to balance work and personal
life23,41,42.
Finally, in contrast to the positive evidence found on interventions
for transformational leadership25,29, and for changes in behavior and
attitudes in support of autonomy16,26-28, the evidence gaps found revealed the current prevalence of preventive practices based on multicomponent interventions in the Ibero-American agenda. Despite the
benefits for both psychosocial health and work productivity5, these
practices exacerbate risks related to the lack of support from supervisors in four countries11,16,18,19, to the high demands and emotional
pressure in three Latin American countries and Portugal14-16,19, and
to the negative factors linked to the organizational environment and
culture in health centers in three countries11,17,19.
Limitations
The review's limitation is that only a fifth of the outcomes presents
a high quality of evidence, which only supports policies that improve
working conditions. The rest of the evidence ranges from moderate
to very low quality (80% of the studies, 13/16), which does not allow
the selection of more efficient practices. For this reason, more studies of better quality are required. The strength of the present study
is that, in addition to addressing a context and work sector that has

not been well studied, we identified evidence gaps that constitute
eight future research lines, either for preventive or recuperative interventions for psychosocial risks in occupational health.

Conclusions
The preventive practices that allow the establishment of policies for
the prevention of psychosocial risks in Ibero-American health centers are linked to preventing the effects of drowsiness and sleep disorders derived from night shift hospital work in doctors and nurses.
The evidence of moderate quality on preventive practices based on
multi-component interventions (e.g., interactive psychosocial training workshops for changing attitudes and work gymnastics) does not
support conclusive improvements in adaptation to third parties'
emotional demands. Moreover, talks or awareness visits do not generate any changes.
Training practices, consulting mechanisms, labor participation-negotiation, or training-education do not generate significant changes
in leadership capacities or multidisciplinary communication.
Low- and very low-quality evidence does not endorse policies for
teamwork that use training practices and participatory management
with organizational support or interactive-experiential workshops
with participatory techniques and contextual or awareness-raising interviews.
New systematic reviews that include high quality randomized controlled trials are required. Systematic reviews that include more randomized controlled trials are also required.
Preventive practices for psychosocial risks in Ibero-American health
centers can be grouped into four levels of intervention:
a) Improvement policies for working conditions and the promotion
of teamwork;
b) Leadership development;
c) Support for decision-making and organizational communication;
d) Support for personal and professional development.
Evidence gaps on psychosocial risks in Ibero-American health centers are related to job design, performance evaluation, instrumentalization systems, institutional objectives, interpersonal relationships
and conflict resolution, improvement of organizational communication, and organizational changes.
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