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Sammenfatning
Trods årtiers forskning i voldsforebyggelse på arbejdspladsen, er arbejdsrelateret vold fortsat et
udbredt problem med alvorlige konsekvenser for individer, arbejdspladser og samfundet. Det
overordnede formål med denne afhandling var derfor at undersøge, hvordan man kan designe
omfattende voldsforebyggelsesindsatser og hvordan man kan evaluere sådanne indsatser.
Afhandlingen er en del af et større interventionsprojekt kaldet Integreret Voldsforebyggelse, som
har været udgangspunktet for min undersøgelse af afhandlingens formål. Afhandlingen udgøres
af tre videnskabelige artikler med fokus på hver sit specifikke aspekt af problemstillingen. I artikel
I præsenteres designet af proces-, kontekst- og effektevalueringen for den omfattende intervention
Integreret Voldsforebyggelse. I artiklen trækkes i vid udstrækning på procesevalueringslitteraturen fra arbejdsmiljøfeltet og eksisterende viden om effektiv volds- og ulykkesforebyggelse. I artikel
II anlagde vi en realistisk evalueringstilgang for systematisk at kunne vurdere de kontekstuelle
faktorer, der påvirkede implementeringen af interventionen Integreret Voldsforebyggelse. Artikel
III fokuserede på linjelederes voldsforebyggende praksis, da disse er vigtige for forebyggelse af
vold. Der har dog hidtil ikke været fokus på linjelederes konkrete praksisser i forskningen. Endelig
præsenterer jeg i afhandlingen en revideret model for omfattende voldsforebyggelse, der integrerer resultaterne fra de tre artikler. Denne model kan bruges til at guide fremtidige interventionsdesign og danne udgangspunkt for teoribaserede evalueringer. I modellen argumenterer jeg for, at
intervention skal involvere både ledere og medarbejdere i en systematisk proces, hvor der ideelt
set igangsættes handlinger, der både fremmer positive aspekter af arbejdet, forebygger vold og
håndterer episoder med vold. På baggrund af resultaterne fra artikel II foreslår jeg, at implementeringen af denne type intervention er påvirket af ressourcer (stabilitet i personalegruppen, tilstrækkelig tid og mentalt overskud), parallelle forandringsprocesser og eksisterende systematik i
arbejdsmiljøorganisationen eller i andet kvalitetsarbejde såsom LEAN. Konklusionen vedrørende
designet af en videnskabelig evaluering af omfattende voldsforebyggelsesinterventioner er at den
bør inkludere både proces, implementering, kontekst og effekter. På samme måde som teori om
forebyggelse kan guide interventions design, bør det også guide udarbejdelsen af en programteori
for den intervention der evalueres. Programteorien bør indeholde antagelser om sammenhængen
mellem implementering, kontekst, mekanismer og nære, mellemliggende og langsigtede effekter
af interventionen. Resultaterne fra denne afhandling som en del af hovedstudiet Integreret Voldsforebyggelse har vist at det er muligt at kombinerer en realistisk evalueringsramme med mere
klassiske metoder for effektevaluering. Fordelen ved denne kombinerede tilgang er, at man opnår
indsigt i hvorfor og under hvilke omstændigheder en intervention har den ønskede effekt, samtidig med at man sikre viden om sandsynligheden for at opnå den ønskede effekt under bestemte
omstændigheder. Deltagende arbejdspladser bør inddrages i designet af evalueringen for at sikre
den bedste overensstemmelse mellem evalueringsdesign og de tilgængelige ressourcer på de
deltagende arbejdspladser og derved også sikre den bedst mulige statistiske styrke af resultaterne.
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Summary
Despite decades of violence prevention research, workplace violence continues to be a substantial
occupational risk with severe individual, organizational and societal consequences. The overall
aim of this thesis was therefore to investigate how to design comprehensive violence prevention
efforts and the evaluation of such interventions. The thesis was nested within a larger intervention
study of violence prevention (the Integrated Violence Prevention study), which was the point of
departure for approaching the aim. I addressed the aim from different angles, and by doing so,
several gaps in the current knowledge in violence prevention were addressed. Firstly, in article I,
the design of the process, context and outcome evaluation of the comprehensive Integrated
Violence Prevention intervention was presented building extensively on the process evaluation
literature from the Organizational Health and Safety field and findings on effective violence
prevention and accident prevention. Secondly, in article II, a realist evaluation framework was
used to systematically asses the contextual factors influencing the implementation of the comprehensive Integrated Violence Prevention intervention. In article III, the focus was on line managers’
violence preventive practices as these are important for violence prevention, but hitherto understudied. Finally, the thesis presents a revised model for comprehensive violence prevention that
integrates the findings from the three articles. This model could both be used for guiding future
intervention design and inform theory-based evaluations. In the model, I argue that interventions
should involve both managers and employees in a systematic process ideally initiating actions that
both promote the positive, prevent violence and manage episodes of violence. Building on the
findings from article II, I suggest that the implementation of this type of intervention is influenced
by resources (staff stability, sufficient time, mental resources), parallel change processes and
existing systematism in work environment organization or other quality work like LEAN. The
conclusion regarding the scientific evaluation of comprehensive interventions is that they should
take into account process, implementation, context and effects. While theories of preventive
interventions should guide intervention design, they also form the basis of developing a program
theory. A program theory should include assumptions of implementation, context, and
mechanisms as well as near, intermediary and distal effects. Results of this thesis as part of the
Integrated Violence Prevention study showed that combining realist evaluation and the more
classical approaches for measuring effects is possible. The advantage of using this combined
approach is that you gain insight into why, and under what circumstances the complex
intervention is effective, while also providing information on the probability of obtaining the
desired outcome under certain circumstances. Participating workplaces should be involved in the
design of the evaluation to secure the best fit between evaluation design and resources available in
the participating workplaces and thereby assure the best possible statistical strength of the results.
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The creation of the project
In 2016, the Integrated Violence Prevention project was granted funding from The Danish
Working Environment Research Fund.
The project came into being on the annual conference of The Danish Working Environment
Research Fund where my then colleague Louise Meinertz Jakobsen and I met a group of
researchers from the clinic of occupational medicine in Herning, who had just finished two major
research projects on violence and accident prevention. We were working on a funding
application for a violence prevention intervention project after having spent a year becoming
absorbed in the effectiveness, process and context evaluations of interventions on the
psychosocial work environment.
This meeting resulted in a collaboration project between The National Research Center for the
Working Environment and Department of Occupational Medicine, University Research Clinic,
Herning, with ambitious aims for evaluation as well as intervention contents. As a result of the
diverse research group, the project has drawn on many different lines of research: accident
prevention, interventions on the psychosocial work environment, evaluation research, as well as
quantitative studies of antecedents of workplace violence. The present thesis – being an
integrated part of this project - is marked by this diversity and the goal of producing solid
scientific proof for methods to mitigate the extensive and complex problem of workplace violence.
The main project was finalized in October 2020 and will result in the final report describing the
overall results of the intervention, a practice-directed tool and two scientific articles all in
preparation.
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Background
Definition
In this thesis, the focus is on type II violence that is violence perpetrated by a client towards the
personnel (Loveless, 2001). Workplace violence has been defined in various ways but a widely
used definition is the following: “Incidents where staff are abused, threatened or assaulted in
circumstances related to their work, including commuting to and from work, involving an explicit or
implicit challenge to their safety, well-being and health” (Wynne, 1997). For the purpose of this thesis,
violence will refer to the above definition including threats and assaults.

Workplace violence – the extent of the problem
Despite decades of violence prevention research, workplace violence continues to be a substantial
occupational risk with severe individual, organizational and societal consequences (Biering et al.,
2018; Eurofound, 2017; Friis et al., 2018; Nyberg et al., 2020; Rudkjoebing et al., 2020; Xu et al., 2018;
Xu et al., 2019). Frequencies of violence vary across sectors, and are elevated in sectors with high
levels of contact with clients (Nyberg et al., 2020; Piquero et al., 2013). Employees have an elevated
risk of being exposed to violence from inmates or patients especially in areas such as psychiatry
and the prison and probation services (Konda et al., 2013; Piquero et al., 2013; Rasmussen et al.,
2013; Spector et al., 2014). Rates of violence are difficult to measure due to a high degree of
underreporting (Spelten et al., 2020). However, in a review from the U.S., reported rates of violence
and threats in psychiatric workplaces were between 48% and 65% for violence and between 55%
and 68% for threats of violence (Piquero et al., 2013). In the Danish context, a survey in 34
psychiatric units showed that 64% reported being exposed to threats in a scolding manner and 34%
had had a hard object thrown towards them within the last year (Rasmussen et al., 2013). In the
same study, among staff members from 83 work sites from the prison and probation services, 49%
reported being threatened in a scolding manner and 8% having had a hard object thrown towards
them within the last year (Rasmussen et al., 2013). Being exposed to violence or threats of violence
at work is associated with a number of health consequences, such as symptoms of anxiety and
depression, being diagnosed with post-traumatic stress disorder, type 2 diabetes and
cardiovascular diseases (Lanctôt & Guay, 2014; Nyberg et al., 2020; Rudkjoebing et al., 2020; Xu et
al., 2018; Xu et al., 2019). Work-related violence has consequences also for organizations, such as
increased sick leave and lower job satisfaction (Biering et al., 2018; Clausen et al., 2012; Leather et
al., 1998; Nyberg et al., 2020; Rugulies et al., 2007), and for society as a whole (Hassard et al., 2019).
It is therefore a priority to find effective solutions for preventing violence and threats of violence,
especially in psychiatric units and prison and probation services, where frequencies are high.

How does violence occur and what do we know about
prevention?
There are numerous background factors influencing the risk of violence at work and these factors
can be divided into internal factors, situational factors and structural factors (Viitasara & Menckel,
2002). In the following, I briefly go through the factors found in systematic reviews, meta-analyses,
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epidemiological studies or prospective studies to be of importance for the occurrence of workplace
violence.
Internal factors pertain to the victim and the perpetrator, and studies have shown that a severe
psychiatric disorder in combination with substance abuse or an alcohol disorder, a history of
involvement in violent episodes (as victim or perpetrator) or demographical factors are predictors
of violent behavior (di Giacomo et al., 2020; Elbogen & Johnson, 2009). Other studies looked into
the emotional state of the perpetrator and found that emotional stress was a predictor of violence
(Nowrouzi-Kia et al., 2019). For the victim in a workplace setting, findings on age, sex and
experience are inconsistent (Pompeii et al., 2013).
Situational factors are those external conditions that a workplace consists of in terms of physical
environment, routines and the psychosocial work environment. Here, ward size, waiting time and
lone working have been found to increase the risk of violence and threats (di Giacomo et al., 2020;
Pompeii et al., 2013; Wassell, 2009). Another review evaluated special situations in relation to ‘care’
that most often preceded incidents of violence and found that limiting patients’ freedom or denying a request were risk factors for aggression (Papadopoulos et al., 2012). Further, the psychosocial
work environment, including high emotional demands, low role clarity, many role conflicts and
many work-family conflicts predicted the risk of both violence and threats (Andersen 2018).
Structural factors pertain to the organization and include the type of organization, policy, financing
and personnel. Here, short staffing and quantitative demands have shown to relate to violence
(Andersen et al., 2018; Pompeii et al., 2013). The violence preventive climate is another
organizational factor that indicates the extent to which the workplace prioritizes violence
prevention over other organizational goals, as well as the provision of support and encouragement
for registration, which has proved to reduce violence risk (Gadegaard et al., 2018; Kessler et al.,
2008; Spector et al., 2015).
The above-mentioned factors all interact and determine the risk of violence. In this regard,
workplace violence can be characterized as a highly complex multi-causal phenomenon.
Recent systematic reviews on violence prevention in the workplace show indications of areas of
effective intervention within three main types of preventive intervention proposed originally in a
systematic review (Wassell, 2009): 1) Training, 2) Changes in the physical environment, and 3)
Organizational interventions. The research interest has been broadest in training as expressed by
the number of reviews exclusively on this type of intervention (Baby et al., 2018; Geoffrion et al.,
2020; Price et al., 2015; Tölli et al., 2017). These recent reviews show that training of personnel in
de-escalation techniques and handling of client aggression is effective in improving knowledge,
confidence in one’s ability to handle violence, and improved reporting of incidents of violence
(Baby et al., 2018; Geoffrion et al., 2020; Price et al., 2015; Tölli et al., 2017). There is still some
uncertainty about whether training reduces the number of episodes of violence due to the known
phenomenon that reporting often improves with increased awareness of the problem and therefore
interventions sometimes show an increase in numbers of reports (Geoffrion et al., 2020). Two metaanalyses also showed that training in using risk assessment tools such as the aggression evaluation
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tool Brøset Violence Checklist has proved effective in predicting and reducing aggression towards
health care workers (Hogan & Ennis, 2010; Spelten et al., 2020).
Results are mixed with respect to the environmental and organizational preventive interventions,
although a recent Cochrane review only on organizational interventions found that low quality
evidence has showed that a person-centered approach to care of elders in care homes resulted in
fewer episodes of aggression (Anderson et al., 2010; Runyan et al., 2000; Spelten et al., 2020;
Wassell, 2009). Overall violence preventive studies are of low methodological quality, which is a
challenge for determining effectiveness and advancing the field (Anderson et al., 2010; Geoffrion et
al., 2020; Runyan et al., 2000; Spelten et al., 2020; Wassell, 2009).
Looking at the research findings, there are several areas of important predictors of violence that
have not yet been successfully addressed in methodologically rigorous intervention studies,
especially environmental factors, organizational approaches and management practices. This is
paradoxical as a comprehensive approach to violence prevention is widely recommended
(International Labour Organization, 2003; OSHA, 2004; Viitasara & Menckel, 2002).
Summing up, there are indications of effective interventions for addressing specific single causes
of violence such as diminishing emotional stress in the relation between staff and client. The
tendency to isolate and address one factor at a time might be convenient for research purposes.
From a practical perspective, however, we need to combine these efforts addressing single risk
factors and take into account the complexity of the phenomenon. Considering this, there is still a
lack of methodologically strong studies investigating a holistic framework for violence prevention
in the workplace.

Contextualizing violence prevention
Acknowledging and embracing the poly-causal nature of violence has wide implications for
intervention as well as the evaluation of these interventions. When we expand the scope of
intervention and try to comprehend the complexity, we need a theory to guide the design of such
interventions. In addition, we need evaluation frameworks and methods that can evaluate theory,
effect, process and not least the context. We know from the general field of Organizational Health
and Safety (OHS) research that the context is important in understanding the effects of an
intervention (Damschroder et al., 2009; Fleuren et al., 2004; Fridrich et al., 2015; Nielsen & Randall,
2013; Saunders et al., 2005). Judging from the mixed results in the field of violence prevention,
there is an urgent need to understand more about how effects (or lack of effects) is brought about.
Runyan and colleagues already addressed this issue in their review on violence preventive
interventions from 2000 by highlighting the lack of process and context evaluations in included
studies (Runyan et al., 2000). Because of the lack of process and context evaluations, very little is
known about the facilitative or hindering conditions for doing (comprehensive) violence
preventive work. The few studies on violence prevention that have looked into process and
context are from the healthcare sector and point to challenges with implementation, competing
change projects and lack of staffing (Arnetz & Arnetz, 2000; McKeown et al., 2019; Price et al.,
2016). Even though there has been only few studies linking the context to violence prevention
activities, we do know that the two sectors relevant for this thesis are marked by context factors,
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that can be expected to have an effect on violence prevention such as a low resource environment
(high levels of sickness absence and problems of recruiting) (Cowman, 2009; Hækkerup, 2020;
McKeown et al., 2019; Ritzau Bureau, 09.04.2020). These conditions would most likely complicate
violence preventive efforts.
Although implementation, process and context evaluation has not yet been embraced in the area of
violence prevention, it is slowly maturing as a research field in the Organizational Health and
Safety literature with increasing numbers of publications on the issue the last 15 years (Carrieri et
al., 2020; Gray et al., 2019; Hasson et al., 2014; Havermans et al., 2016; Karanika-Murray & Biron,
2015; Murta et al., 2007; Nielsen & Randall, 2013). The present thesis will focus on bringing this
knowledge into the area of violence prevention, while simultaneously treating the question on
how to design comprehensive violence preventive efforts.
Study 1 presents the design of the process, context and outcome evaluation of the comprehensive
‘Integrated Violence Prevention’ intervention and builds extensively on the process evaluation
literature from the OHS field and findings on effective violence and accident prevention.
Study 2 uses a realist evaluation framework to systematically asses the contextual factors
influencing the implementation of the comprehensive ‘Integrated Violence Prevention’
intervention. To do so, we build on the empirical findings on facilitating and hindering factors for
OHS intervention.
Study 3 focuses on the role of line management in violence prevention. There are two reasons for
this focus: Firstly, we know from the OHS implementation literature that managers are crucial in
making interventions work (Christensen et al., 2018; Hasson et al., 2014; Lundmark et al., 2017;
Nielsen, 2013). Secondly, management practices are as part of the violence prevention climate of an
organization an important background factor for the risk of workplace violence (Gadegaard et al.,
2018; Spector et al., 2015). Management practices have only been investigated as the limited set of
practices measured in the violence preventive climate, and therefore more qualitative knowledge
is needed on how managers experience their violence preventive task to improve intervention in
the area.

Aim and research questions
This thesis adds to different areas of knowledge needed to improve violence prevention. The
overall aim of the thesis is to investigate the implications for both intervention and evaluation of
treating workplace violence as a complex poly-causal phenomenon.
The thesis – being built around three scientific articles – answers the following three groups of
research questions:
Article I: Design of a Tailored and Integrated Violence Prevention Program in Psychiatric Wards and
Prisons
1. How to design an effective intervention to prevent violence and threats in prisons and
psychiatric units? How to design an integrated process, context and effect evaluation?
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Article II: Contextualizing Violence Prevention - How Contextual Aspects Influence the Implementation of
a Violence Prevention Initiative in Prisons and Psychiatry
2. Which are the decisive contextual aspects and mechanisms operating in the implementation of
an organizational intervention to prevent violence in psychiatric units and in prisons?
By examining this question, we add to the knowledge on why and under which circumstances
organizational violence preventive efforts can work.
Article III: Understanding the Organizational Aspects of Violence Prevention: What Types of Practices do
Line Managers use to Prevent Violence in two High-risk Sectors?
3. What types of prevention practices do line managers use for preventing violence in two
high-risk sectors: psychiatry and the prison and probation services?
The thesis has a last overall research question not addressed in the articles:
4. How could a theory of comprehensive violence prevention look like being based on the
results of the three articles?
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Conceptual and theoretical framework
In the following sections I will unfold, first the intervention frameworks that form the basis of
article I and III and lastly the evaluation frameworks used in article I and II and the theory of
science underlying the whole thesis.
The intervention frameworks are developed for accident prevention and workplace mental health
promotion, respectively, and are used in this thesis to address the lack of comprehensive
approaches to intervention in the research literature in the field of violence prevention.

The Integrated accident prevention approach
In article I, we outline the design of a comprehensive, theory-based and tailored intervention for
preventing workplace violence. This intervention design is based on the theoretical model of
integrated accident prevention presented by David DeJoy (2005). DeJoy’s theory is developed to
integrate two lines of occupational accident research: a behavior-based and a culture-based. The
behavior-based line of research has originally focused on the tangible behavior of the employees
that could be object to risk analysis and changed accordingly with operant conditioning principles.
The culture-based approach on the other hand focuses on the more nebulous safety culture in the
organizations, and the focus of intervention has often been on managers as key bearers of the
culture. DeJoy’s theory integrates these two lines of research into a management supportive and
employee involving theory of intervention. The idea is that the active involvement of employees
and managers in a problem solving process of gathering data on the workplaces accidents;
analyzing, acting and evaluating will facilitate a change in the safety culture of the organization.
The theory is outlined in this figure from his original article:
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Figure 3, P. 119, in (DeJoy, 2005).

On the sides of the figure in the dotted boxes are what he calls the auxiliary processes of culture
change.The auxiliary processes are: 1) Trust between manager and employee, 2) Affective
commitment to the workplace, 3) Balanced attributions of the influence that each part has on
accidents (as opposed to the known attribution error, where you ascribe unfortunate outcomes to
the person when others are involved and to the environment when oneself is involved), and 4)
Reciprocity between managers and employees in a psychological contract about the accident
preventive work. It is not further specified whether these processes naturally develop when
initiating the problem solving process or if they need to be there before starting the intervention.

The integrated workplace mental health approach
The other prevention framework used in this thesis is the integrated intervention approach to
workplace mental health (LaMontagne et al., 2014). The framework is a strategic approach to

15

workplace mental health intervention and builds on an integration of different lines of research. I
will argue that this strategic approach could also be tailored to violence prevention.
LaMontagne and colleagues make the case for dealing with mental health issues at work as they
are prevalent in the working population, and working conditions are important modifiable risk
factors for mental health problems. They propose a framework for intervention with focus on three
areas: preventing mental health problems by reducing risk factors, promoting positive factors in
work and in the worker, and managing mental health problems when they arise regardless of
cause. Preventing mental health problems builds on the idea from public health about primary and
secondary prevention and the goal here is to reorganize or change the work conditions so that
known risk factors are minimized (primary), and change the workers’ response to e.g. stressors
(secondary). The second principle (promoting positive factors in work and in the worker) is taken
from positive psychology where intervention is strength-based focusing on enhancing what
already works instead of looking for problems to fix. This means e.g. building resilience in
organizations as well as individuals. The last area of intervention is managing illness regardless of
cause. Building on medical research in e.g. health literacy, these interventions aim to improve
help-seeking behaviors and knowledge on mental health to avoid stigma.
While the prevention framework introduced by LaMontagne et al is tailored to mental health, the
three lines of research that it builds on are more generic. This is why I will argue that this
integrated intervention approach could also be tailored to violence prevention. Using the core
thought in the framework of integrating public health intervention traditions with positive
psychology and the medical research paradigm focusing on tertiary prevention – the framework
can be seen as another example of a holistic approach to prevent and handle occupational health
risk by integrating prevention approaches from different areas.

Evaluation frameworks and theory of science – A realist
approach
In the main project, it was decided early on to conduct an extensive evaluation of the Integrated
Violence Prevention intervention with the aim of understanding the process and the influence of
context while at the same time conducting a more classical effect evaluation. In this thesis, I focus
on the process and context part, but in order to be able to integrate these findings with the effect
evaluation addressed in the main project, a clarification of the underlying paradigm is needed.

Realist Randomized Controlled Trials
I will argue that the main project and this thesis nested within has adopted what has been called a
realist randomized controlled trial approach (Bonell et al., 2012). Within this approach, a critical
realist theory of science is combined with the RCT method. In (Bonell et al., 2012), they list several
characteristics of a realist RCT, that we have used in our study:
 We use a program theory/program logic/theory of change
 We examine mechanisms of change by measuring proximal and intermediate outcomes
 We use both qualitative and quantitative data and try to integrate the findings

16

 We use evaluation findings to readjust (program) theory
We adopted this “Realist RCT” approach by applying the context, process and outcome evaluation
model for organizational health interventions presented by Fridrich and colleagues (Fridrich et al.,
2015; Jaspers et al., 2019). The model emphasizes that evaluation needs to encompass the context
that the intervention happens in, the implementation process and triggered change processes, and
outcomes of the intervention, and therefore converges very well with a realist theory of science,
although this is not stated in the presentation of the evaluation model (Fridrich et al., 2015). As
shown in the figure from Fridrich and colleagues’ article, the model is providing practical
guidance for researchers on how to set-up an evaluation for organizational health interventions
and in article I we show how we used it specifically for the evaluation of the Integrated Violence
Prevention intervention.

P. 3, fig. 1 in (Fridrich et al., 2015).

The realist approach combined with effect evaluation that we adopt is also present, although not as
explicitly stated, in much of the literature on process evaluation (Abildgaard et al., 2016; Biron &
Karanika-Murray, 2014; Biron et al., 2012; Fridrich et al., 2015; Nielsen, 2013; Nielsen &
Abildgaard, 2013; Nielsen et al., 2010b; Saunders et al., 2005; Steckler et al., 2002). In the OHS field,
there is no consensus, however, of how to approach the evaluation of complex evaluations. That
being said, two main approaches prevail: The Randomized Controlled Trial (RCT)-approach based
on positivist assumptions and a Realist Evaluation approach based on critical realism.
Traditionally, the RCT-approach has been most widespread (Cox et al., 2007) as the work
environment research rose from a medical tradition; but more and more researchers in the field are
beginning to embrace elements from realist evaluation in appreciation of the complexity of
organizational interventions and the consequential need for other methods (Abildgaard et al.,
2020; Burgess et al., 2020; Nielsen & Miraglia, 2017; Nielsen & Randall, 2013; Nielsen et al., 2010a).
In the following I will go through some of the strengths and weaknesses of each approach to
17

highlight why a synthesis of these might be a feasible way for ensuring a maximum of internal and
external validity of an evaluation.

Positivism and RCT
Positivism entails an understanding of the world as real and observable (Romm, 1991). It is based
on the idea of sequential causality where universal laws can be established for events we observe
that follow each other in time. The Randomized Controlled Trial is in this view seen as the gold
standard since it allows to establish universal causal relations. The premise is that when you
randomly introduce an intervention into one of two statistically sufficiently large groups, the
eventual effect observed in the intervention group will necessarily be due to the intervention and
not due to other factors, since these factors by chance should be equally present in both the
intervention group and the control group. In this logic, the RCT allows us to “isolate” the effect of
the intervention from all other influences, thereby establishing causality.
Critics of the RCT is widespread in educational science (Maxwell, 2004; Pigott, 2017) and work
environment research (Nielsen et al., 2010a; Nielsen et al., 2010b; Schelvis et al., 2015). The main
concern is that universal laws do not guide social interactions, and interventions addressing social
interactions are too complex to be evaluated on one single outcome with a yes/no answer to
whether they work. The issue of concentrating on just one particular outcome is also seen as a
problem for advancing knowledge in the area, as you risk throwing away a lot of other interesting
knowledge that the study might provide, even if that one main outcome is not found (KaranikaMurray & Biron, 2015).
Another problem we are facing with RCTs is that when intervening on an organizational level, the
unit of randomization is a department or an organization and therefore it becomes logistically and
economically challenging to include the number of units needed (minimum 80 +) to expect a truly
random distribution of characteristics in the control and intervention group (Schelvis et al., 2015).
The fact that OHS interventions have shown diverging results (Bambra et al., 2007; Egan et al.,
2007; Nielsen et al., 2010b) could indicate that the above-mentioned problems of how the RCT
approach has been used, prevail.
These issues of using the RCT might be a matter of how the method has been used and not
necessary a reason to reject the method completely. In the following I will introduce realist
evaluation and the underlying theory of science; critical realism. This method and theory of science
might be used in combination with the RCT approach to overcome some of the challenges of
applying the RCT to complex social phenomena.

Critical Realism and Realist Evaluation
Critical realism is a theory of science that was created in opposition to positivism (Bhaskar, 2013).
Critical realism introduces another understanding of reality and consequently another
understanding of causality.
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In Critical Realism, reality is divided into three domains; the empirical, the actual and the real (BuchHansen, 2005). The empirical domain is that which can be observed with our senses. The domain
of actual is that of all possible events and phenomena that are there but not necessarily observed.
The domain of real is that of underlying mechanisms causing events and phenomena to happen
and these are not directly observable. The addition of the domain of the real is where critical
realism differs from positivism. From a positivist perspective, the object of study is the domain of
the empirical (observable) and the actual (possible sequences of events). For a critical realist, on the
other hand, the object of study is the domain of real: the mechanisms and structures underlying
events, and thereby the explanation of why events happen. Social phenomena are the most
complex to study because they are influenced by several mechanisms (structural, social, biological,
chemical and physical). When you study social phenomena, you therefore most likely will be
studying several mechanisms at the same time and their interplay. This also leads to the
consequence that events are not fully predictable but only explainable. In a positivist theory of
science, we aim for prediction of sequences of observable events to establish causality. For a critical
realist, on the other hand, causality can be established with a single case of a social phenomenon
by explaining how the context and mechanisms lead from one event to the other in a so-called
demi-regular causal relationship (Maxwell, 2004). This means that they assume that nothing will
work everywhere for everyone, but that demi-regular causal relations can be found where
something works under certain circumstances (context). When evaluating interventions within a
critical realist frame, the objective is therefore to unfold and analyze how the context and
mechanisms influence a certain intervention to produce a certain outcome.
In Realist Evaluation, this is called Context, Mechanism and Outcome constellations (CMOs). To
illustrate these concepts, table 1 presents an example from article II where we investigate what
mechanisms and contextual factors are decisive in successful implementation of the Integrated
Violence Prevention intervention. In table 1, mechanism is presented as a two-parted concept that
will be unfolded below.
Table 1. Example of a Context Mechanism Outcome configuration based on the concepts from (Dalkin et
al., 2015)
Context

Mechanism

Concept

Program
resources

Participant
reasoning

Outcome

Explanation
What is already there when an
intervention is presented, e.g.,
culture, relations, attitudes,
hierarchies, structure, etc.
This is what is often called an
“active ingredient” in the
intervention, e.g., extended
participation or providing
knowledge in a course
How the participants react or
reason about a program resource
when it is introduced in their
specific context

The outcome can be close to the
activities of the intervention, e.g.,
increased knowledge about
violence prevention after deescalation training, or far from
the intervention, e.g., fewer
incidents of violence at work
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Example from present study
A psychiatric unit with a strong culture of
collaboration among the staff and between
staff and their manager.
A program resource in the Integrated
Violence Prevention intervention is that it
offers steering group meetings where
managers and employees can collaborate
on violence prevention
In a psychiatric unit where there is
already a strong culture of collaboration
(context), introducing steering group
meetings (program resource) is seen as a
good fit with what they are already doing
In this example, the psychiatric unit was
able to implement the intervention to a
high degree

In realist evaluation, context is conceptualized very broadly as the surrounds of an intervention
and could potentially be assessed on many levels such as the country, the sector, the participating
individual’s characteristics or the environment such as work or education (Wong et al., 2013).
Wong and colleagues (2013) stress that it is not an exhaustive list of contextual factors that is of
interest, but it is rather to identify the special contextual factors important for the mechanisms of
the intervention.
Mechanisms can be defined as “ the underlying processes or “hidden causal levers” that account for how
and why a program works to bring about desired changes in the reasoning and behavior of participants” p.
375 (Astbury & Leeuw, 2010). In a realist reading, mechanisms have three main characteristics: 1.
They are usually hidden, 2. They are sensitive to variations in context, 3. They generate outcomes
(Astbury & Leeuw, 2010). This conceptualization of mechanisms has been criticized for being too
mechanistic to be applied on human behavior and for being difficult to operationalize (Astbury &
Leeuw, 2010; Dalkin et al., 2015). We therefore use the expansion of the mechanism-concept as
proposed by Dalkin and colleagues (2015). They divide the concept of mechanism further into the
resources of the intervention as a mechanism and the reasoning of the participants about the
intervention resources equally as part of the mechanism (see table 1 where I gave examples for the
two aspects of “mechanisms”). Dalkin and colleagues assume that when a program resource meets
the context it creates certain reasoning in the recipients and this is what causes the outcome.
Moreover, they argue that mechanisms should be understood on a continuum and not as an on/off
switch as proposed originally by Pawson and Tilley (1997). For example, the mechanism
‘motivation’ can be understood on a continuum as something that can be there to a higher or lower
extent and not necessarily binary as being there or not.
Outcomes can be close to the intervention or far from the intervention, and the evaluation of an
intervention can consist of a series of CMO constellations so that the outcome of one constellation,
e.g. high level of implementation as described in the example in table 1 can be the context of the
next constellation.
The advantage of applying a realist evaluation approach to complex OHS interventions is that you
can capture the underlying mechanisms to explain why the intervention did or did not work, and
you can take into account the context that is likely to shape the intervention itself (Nielsen &
Miraglia, 2017). Realist evaluation has, on the other hand, been criticized for only saying
something about the plausibility of an intervention effect and nothing about the probability by not
using control-groups in their evaluation approach (Bonell et al., 2012). There is a longstanding
debate (mainly going on in the journal Social Science & Medicine) on whether RCT and critical
realism can be used together. Proponents argue that critical realism is the most appropriate
paradigm for using RCT to evaluate complex social interventions (Bonell et al., 2012; Bonell et al.,
2013; Bonell et al., 2018; Jamal et al., 2015) while opponents argue that an RCT can never capture
the true complexity entailed by applying a realist theory of science (Marchal et al., 2013; Van Belle
et al., 2016).
From a practical point of view, we are interested in identifying OHS interventions that can be
applied in many different organizations. To achieve this I argue, in line with Bonell and colleagues,
(Bonell et al., 2012; Bonell et al., 2013; Bonell et al., 2018) that both the probability of obtaining an
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outcome as well as the plausibility of this outcome is important. This could e.g. be by looking at
the probability of an outcome occurring within a certain context and through specific mechanisms
(a demi-causal relation in realist terms). Identifying both the probability and the plausibility of an
intervention outcome could be done in various ways, and this thesis nested within the main
project represents one such attempt.
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Materials and methods
In the following section, I present the central materials and methods used in the three articles. The
materials and methods for article I are the ones used for the main study and article II and III use
selected segments of the full evaluation material.

The Integrated Violence Prevention intervention
The Integrated Violence Prevention intervention was based on the accident prevention theory of
David Dejoy (2005) and combines activities to support the involvement of employees and
engagement of leader in a problem solving process lasting six months. Planning meetings were
initially held with line managers, their immediate manager and the work environment responsible
to plan the intervention activities and clarify the resources available for the intervention course. In
the mapping phase, we conducted interviews with the line manager, groups of employees and
sent out a questionnaire to assess their existing violence preventive practices. The problem solving
process encompassed a leader seminar and an employee seminar where the results of the mapping
were presented and ideas for possible actions identified. Three leader coaching sessions and three
steering group meetings were held to develop action plans, test them and evaluate them. The last
three months were an appropriation phase where workplaces had monthly steering group
meetings without the facilitators. For more detail on the intervention set-up, see article I.
The intervention was carried out in four clusters of 2-5 workplaces over a period of 2 years. About
half way through (between cluster 2 and 3), we chose to revise the intervention to better fit the
resources available in the participating workplaces and the research group. This meant cutting out
all the activities that were purely management-directed (leadership seminars and leader coaching
sessions) and incorporating the leader engaging elements in other intervention activities such as
the planning meeting and the steering group meetings. In the revision, we aimed at keeping the
same core elements of the intervention to still be able to compare the results. Although the
adjustment was sub-optimal for evaluation reasons, we could not continue an intervention for
ethical reasons that turned out to be too resource demanding in workplaces where the resources
were already scarce.

Selection of participants
The recruitment for the main study (described in article I) was made in two parts - one for
psychiatry and one for the prison and probation services. The flowchart in figure 1 shows the
recruitment process. The participants are not randomly selected as this is undesirable in
organizational intervention studies where the participants are active in crafting the intervention
and not passive recipients (Nielsen, 2013; von Thiele Schwarz et al., 2020).
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Figure 1. Recruitment process for the main study, adapted from article I.

As figure 1 shows, the recruitment process resulted in a total of eight work units from psychiatry
and eight work units from the prison and probation services.
For article II, a subset of these 16 work units was selected. The intervention was implemented fully
in 13 of the 16 recruited workplaces for the main study (three work units dropped out). For each of
the 13 units, an implementation degree was calculated (see article I for further detail). Using a
maximum variation sampling method (Yin, 2011), we selected 4 of these work units for article II:
from each sector, one with a high and one with a low implementation degree to be able to identify
patterns in contextual factors influencing the implementation.
For article III, we selected all the managers from the 16 work units recruited for the main study.
Although only 13 work units completed the full intervention, they all participated in the mapping
interview used for article III. Line managers seldom took the decision to participate in the main
study, as the entry point for recruitments was in another place of their organization.

Description of participants
The eight psychiatric units included in the main study were predominantly units where parts of
the unit could be shielded as needed. There were typically staff groups of between 20 and 70
employees working in a three-shift system. The employee groups consist of nurses, nursing aids
and doctors, sometimes a physio- or ergo-therapist and a psychologist in dayshifts typically shared
between several units.
In the eight participating prisons and probations, the personnel group consisted of prison officers
although most of the participating workplaces also had the following professionals employed
whom prison officers worked together with on a daily or weekly basis: social workers, nurses,
teachers, priests and psychiatrists. Staff groups ranged between 10 and 50 employees, all working
in a three-shift system.
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In article II, participants were all employees, the line manager and their immediate manager in the
four work units included in the study. For this article, the units of analysis were departments
instead of individuals. We selected two departments from each of the sectors, each with high and
low implementation, and they were given names to characterize the most prominent feature for
each work unit. In table 2, the main characteristics of the four work units are shown, adapted from
‘Table 1 Overview of contextual characteristics and mechanisms present in the four cases’ from
article II (page 21):
Table 2. Overview of the four cases and their contextual characteristics.
Psychiatric wards
Case 1: The ceiling effect case
High
implementation
degree

•
•
•
•

Prisons (both detentions)
Case 3: The ambitious case

Contextual characteristics:
Parallel change processes providing new
resources
Strong culture of participation
High level of resources
Systematism in existing work
environment organization and quality
work

•

•
•
•

Case 2: The repelling case
Low
implementation
degree

•

•
•
•

Contextual characteristics:
Parallel resource demanding change
processes of merger, change in management
and change in shift system, sanctioned by the
work environment authorities
weak degree of employee participation
Recent increase in resources from very poor
to less poor (staffing, sickness absence,
economy)
Systematism in existing work environment
organization but not in quality work
Case 4: The demanding case

Contextual characteristics:
Mix of parallel resourceful (Safewards,
safety briefing) and demanding (recent
merger, change in management) change
processes
Strong culture of participation
Low levels of resources: sickness
absence, turnover
Systematism in existing work
environment organization and quality
work

•

•
•

•

Contextual characteristics:
Resource demanding parallel change process:
sanctioned by the work environment
authorities, acute severe episodes of violence
from gang members
Weak culture of participation
Low levels of resources: high level of sickness
absence, change number and types of
inmates and in work tasks led to experienced
time pressure and experienced staff cuts
No systematism in existing work environment
organization and quality work

The participants of article III were all managers from the 16 work units recruited for the main
study. This included the 16 line managers, some of which were replaced during the course of the
intervention. In psychiatric units, the practice development nurses (a nurse with special
responsebilities for quality improvement work) sometimes also participated in the managementdirected activities. In the prisons and probations, the jail deputies sometimes also participated in
the management-directed activities. For both sectors, the immediate manager of the line managers
participated in the leadership seminars.
Table 3 is adapted from article III and provides an overview of line managers participating in the
mapping interviews. In psychiatry, there are only female managers, whereas the majority of
managers in the prison and probation services are men.
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Table 3. Participant information of article III.
Psychiatry

Prison and probation
services

12

3

Male

0

9

0-5 years of experience as manager*

2

5

5-10 years of experience as manager*

1

3

10 + years of experience as manager*

5

1

12

12

Participant information

Female

Total number of participants across interviews,
coaching sessions and leader seminars

*This information was only collected for line managers. Practice development nurses, section chiefs, head nurses and
jail deputies are therefore not included in this count.

Data sources and data collection
In article I, we describe all the data sources used for the evaluation in the main study. I will here
provide an overview of the data sources we planned to use.

Effect
For the effect evaluation, we used a short questionnaire with 13 items that measured both
proxymal, intermediary and distal outcomes. The main outcome was measured with a selfconstructed item as no existing scales fitted with our program theory and aim of the intervention.
We used 6 items from the short violence prevention climate scale (Kessler et al., 2008) and few
items that had been used in an earlier study to measure feeling safe at work and prevalence of
violence and threats (Rasmussen et al., 2013).

Implementation
For the purpose of the main study, we developed an implementation degree scheme inspired by
one developed for another complex organizational intervention study (Ferm et al., 2018). We
scored each intervention activity on three areas of implementation: fidelity, reach and dose
received. All the scores of the activities were summed up to a total implementation degree on a
scale from 0-100% for each work unit.

Process and context
To structure the process and context evaluation, we made nine assumptions on what contextual
factors would influence the implementation process. These assumptions were developed based on
exiting literature on contextual factors in organizational interventions (Damschroder et al., 2009;
Durlak & DuPre, 2008; Fleuren et al., 2004; Havermans et al., 2016; Nielsen & Abildgaard, 2013;
Randall et al., 2007; Wierenga et al., 2013) and tailored to the intervention.
The process and context were assessed through interviews, field notes, and quarterly mail
correspondence with line managers.
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We conducted five interviews per work unit: before the intervention, we interviewed the line
manager (approx. 1h) and a group of employees (approx. 2h). After the intervention, we
interviewed the line manager (approx. 1/2 h-1h) and employees from the steering group (approx.
1/2 h-1h), and finally, we interviewed employees who had not been in the steering group (approx.
1/2 h-1h). All interviews were semi-structured and was audio-recorded and transcribed verbatim.
Field notes were taken after all intervention activities in all work units. Specific observation points
were contextual factors influencing implementation as well as the auxiliary processes described in
the integrated accident prevention framework (DeJoy, 2005).
In the quarterly mail correspondence, we asked about the following: major change processes,
change in management, change in staffing or other big events affecting the violence preventive
work.
For article II, we used all qualitative data sources we had on the four cases, that was pre- and postinterviews with employees and managers, and field notes from all intervention activities
conducted in the four selected work units.
In Article III, we used pre-interviews with managers as these interviews were aimed to map what
managers were already doing to prevent violence. We also used field notes from all leaderdirected intervention activities; that is leader coaching sessions and leadership seminars. Table 4
that is adapted from table 1 in article III provides an overview of the number of data sources used.
Table 4. Data sources in article III.

Psychiatry

Prison and probation
service

Pre-intervention interviews

8

8

Field notes from leadership seminars

3

3

Field notes from coaching sessions

6*

9*

Total number of sources

17
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Data source

Reflexivity on the author’s role in the data collection process
The main project was designed so that the research group (me included) conducted both
intervention activities and collected the data needed for the evaluation. This posed the challenge
that we had to evaluate ourselves. We knew that this could cause challenges in receiving honest
answers from informants who would maybe rather want to please the interviewer (who also could
be the facilitator of the intervention activities) to keep social codes, rather than telling the truth
about a potential downside of the intervention. To overcome this we conducted the first evaluation
interviews with a researcher who had not been involved in carrying out the intervention. This
turned out to have another downside: that the informants (especially in the prisons) were very
suspicious of people coming from outside the organization and would therefore not tell a “new”
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person so many details. It was also a challenge to ask the right questions about the specific action
plans for a researcher who had not been involved in the meetings, and we therefore ended up
concluding that we collected the best data from using the same researchers for conducting the
intervention and the evaluation interviews.
In order to avoid bias we did several things:
A) Before the interview: described our presumptions and tried to put them aside
B) Clearly stated the aim of the interview (why are we here today)
C) Actively tried to avoid entering too much into a relationship with them to make it easier for
participants to say something critical.

Data analysis
There was no data analysis included in article I, as this article only described the design of the
intervention and the evaluation.
In article II, we applied a realist evaluation approach to investigate the decisive mechanisms
underlying the implementation. We used thematic analysis (Braun & Clarke, 2006) alternating
between an inductive and deductive approach. We used the pre-defined contextual assumptions
as a basis for the initial codes and applied these on a subset of the material (the low
implementation degree work unit from the prison and probation services). In this process, the
coding-tree was expanded and some of the pre-defined contextual factors were adjusted. The next
step was to apply these codes to the full material (four cases). From this coding, we derived the
three most salient context factors, based on their presence in data-sources (interviews, field notes)
and in the number of times a code was used.
These three context aspects were used to build different configurations of Mechanism (program
resources) + Context + Mechanism (Participant reasoning) = Outcome. We made various constellations
of context/high and context/low implementation to discover patterns in mechanisms across the
four cases. Having longitudinal data from various sources allowed us to triangulate data.
In article III, we used thematic analysis (Braun & Clarke, 2006) as this approach is appropriate for
summarizing large datasets and offering thick descriptions of these data. Analysis was conducted
in an iterative process alternating between induction and deduction, both of which are compatible
with a thematic analysis approach (Braun & Clarke, 2006). First, in an inductive process, we coded
all the material for explicit statements of the line managers’ violence preventive efforts. We
subcoded each practice in a plus and a minus code to also be able to account for the challenges
encountered by the managers. After this coding, we looked for patterns in practices used. For
inspiration, we searched for different prevention frameworks. The Haddon Matrix (Haddon, 1968)
which categorizes prevention efforts before, under and after an accident, had been used in several
reviews of violence preventive interventions (Runyan et al., 2000; Spelten et al., 2020) but did not
capture the full range of the practices described by the managers. We therefore chose the
integrated approach to workplace mental health proposed by LaMontagne and colleagues (2014).
This prevention framework was developed for workplace mental health, but draws on more
generic lines of research: public health, positive psychology and medical science that could as well
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be applied to other health outcomes or psychosocial risk factors such as the risk of violence. We
then used the three categories of intervention put forward by the authors: ‘prevent mental health
problems’, ‘promote the positive’ and ‘manage illness’ on a more abstract level called ‘prevent’,
‘promote the positive’ and ‘manage’. We coded all the practices in one of these three abstract
categories, and then in an inductive process described each category based on the violence
preventive practices in the category, thereby tailoring them to violence prevention. In the end, we
also changed the names of the categories to ‘prevent violence’, ‘promote the positive’ and ‘manage
episodes of violence’.
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Results
Results of article I
In article I, we presented a framework for a comprehensive violence preventive intervention and
evaluation. The intervention was based on DeJoy’s integrated accident preventive framework
(2005) and comprised both management and employee-directed activities in a problem solving
process. The intervention activities are shown in the “implementation process” box in figure 1:
Program logic of the Integrated Violence Prevention intervention. We put forward specific
hypotheses on how contextual factors would influence the implementation based on existing
reviews of context factors influencing organizational interventions. These are shown in the boxes
‘omnibus context’ and ‘discrete context’.

Figure 1. Program logic of the Integrated Violence Prevention intervention from article I, p. 529.

The arrow ‘change process’ shows the assumption that the intervention which will be
implementted in a certain context, will initiate a change process facilitated by the auxiliary
processes outlined in the integrated accident prevention framework (DeJoy, 2005). The
hypothesized outcomes of the intervention are listed in the ‘Outcomes’ box divided into proximal,
intermediary and distal outcomes. The main outcome is marked in bold and is an intermediary
outcome as recommended when evaluating organizational interventions (Nielsen & Randall,
2013). The effect evaluation was designed as a stepped-wedged cluster-randomized study with 16
work units, eight from psychiatry and eight from the prison and probation services.
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Results of article II
In article II, the aim was to investigate what mechanisms were decisive in relating different
contextual aspects with different degrees of implementation in the Integrated Violence Prevention
intervention. A degree of implementation for all workplaces in the main project was already
calculated, and we selected four cases from the total sample of 13 cases. From each sector, we
selected one with a high implementation degree and one with a low implementation degree. To
investigate what led to these degrees of implementation, we applied a realist evaluation
framework. Predefined assumptions on what contextual aspects would influence the
implementation (as described in article I) had been used to systematically guide the qualitative
data-collection. We analyzed the four cases and found prevalent contextual aspects that we then
used to guide our realist evaluation. We found three decisive mechanisms that linked context and
implementation: intervention-fit, prioritization and synergy with existing change processes. We
also found that the contextual aspect “lack of resources” in terms of e.g. time pressure, staff
instability and poor mental resources “blocked” the activation of all mechanisms. This suggests
that one should keep in mind when introducing the Integrated Violence Prevention intervention in
resource sparse environments also to provide the support for development or the time and
resources needed to work through competing change processes.

Results of article III
The objective of article III was to add to the sparse knowledge on what line managers can do in
practice to prevent violence. We found that line managers used a variety of practices and we
categorized them in three types of efforts: promoting the positive, preventing violence, and
managing episodes of violence. Data indicated that practices to promote the positive such as
creating a learning environment served as a basis for more violence specific practices such as
analyzing episodes of violence to improve prevention practices. There was a substantial overlap in
the practices within all three types of efforts used in the psychiatric work units and in the prisons
and probations. Managers also described several similar challenges in performing these practices
across the two sectors including: time pressure, three-shift system, sickness absence/turnover, and
leader span-of-control. The skills needed to implement the practices described in this study could
be incorporated in intervention initiatives for managers operating in high-risk sectors.

Results of the thesis: presenting an integrated framework
tailored for violence prevention
The results of the three articles are integrated in this section where I present a framework for
violence prevention building on DeJoy’s (2005) accident prevention framework and LaMontagne
and colleagues’ (2014) integrated approach to workplace mental health. The aim is to make a
tentative comprehensive model for violence prevention in order to establish a framework that can
guide future intervention design and theory-based evaluation. I maintain the idea from DeJoy’s
model that a systematic process involving both employees and managers is at the heart of effective
violence prevention. From the findings in article II, the ‘exogenous influences’ of violence
prevention were specified. Having identified key contextual aspects that influenced the
implementation of the Integrated Violence Prevention intervention, with the model I suggest that

30

these aspects would be important in implementing other comprehensive violence prevention
efforts. Inspired by Rugulies’ (2019) model of the psychosocial work environment, I divide the
contextual influences in macro level and meso level influences, the meso level influences being
those identified in article II. The macro level influences are the broader economic, social and
political structures that influence the situation at the workplace, e.g. if the organizations in
question are run either by the state or a private company. More research is needed to establish how
the macro level influences are affecting the meso level and the systematic process.

Figure 2. A comprehensive framework for violence prevention.

The next part of figure 2, the systematic process, builds on results from article III. In article III, we
distinguished between three types of violence preventive practices used by the line managers:
‘preventing violence’, ‘managing episodes of violence’, and ‘promoting the positive’. We found
that line managers used a variety of practices within all three categories. This suggests that what
DeJoy (2005) has called ‘act’ in his model could in violence prevention be specified to actions
within these three categories. By including ‘promoting the positive’ in this process, I suggest it be
renamed a ‘systematic violence prevention process’ (and not ‘problem-solving process’) to also
encompass a strength-based approach to action. Moreover, we found in study III that some
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managers were very sophisticated in their violence preventive practices, and their main challenge
was to maintain the good initiatives. Using the label ‘systematic violence prevention process’
leaves space for comprising both improvement as well as maintenance of existing initiatives for
violence prevention. In DeJoy’s model of accident prevention, he outlines the concept of auxiliary
processes (trust, affective commitment, balanced attributions and reciprocity). These processes
overlap with the practices ‘promoting the positive’ described by managers in article III (creating
trust, creating engagement and motivation). I therefore suggest that these aspects we find
empirically to be important in violence prevention, be incorporated in the systematic violence
prevention process, and made into tangible actions that can be subject to evaluation. As an
example of working systematically with creating trust between employees and managers, a
manager could test an initiative by always letting his/her door open whenever possible to signal
transparency and availability. While trust is a phenomenon that is difficult to operationalize, this
example is a tangible initiative that can be evaluated and adjusted. Finally, as the model shows, it
is expected that these processes in the end affect the violence prevention culture.
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Discussion
Article I: Evaluation of complex interventions
At this point, the implementation and evaluation of the Integrated Violence Prevention
intervention have been carried out which invites for some reflections on how the design of the
evaluation worked in practice. There were several practical and scientific challenges to carry out
the planned evaluation design. The biggest challenge was the stepped-wedged design. This design
was chosen for its advantage of offering the intervention to all the participating workplaces.
Nevertheless, it had the clear disadvantage of putting a heavy workload on the line managers, the
employees, and the research team. The set-up requires updating of participant lists every 3 months
during a period of two years. In our study, this had to be done for 400 employees distributed
across 16 line managers, of whom some also changed jobs throughout the period. In resourcescarce
sectors this turned out not to be a feasible design. A recent position paper on how to design
intervention studies that both benefit research and the participating workplaces recommends
involvement of the participants also in the development of the evaluation (von Thiele Schwarz et
al., 2020). This could have been a way of avoiding the situation, choosing an evaluation design
equivalent in scientific rigor but more feasible as the waiting-list control design. Another learning
point was the use of our self-developed implementation degree scheme that was very laborious for
the research team to fill out and discuss after each intervention activity. Looking at the final scores,
we could see that the percentage of potential participants turned out to be a good indicator of the
final implementation degree, and this could be a more feasible way to assess the implementation
degree in the future. However, we could not have known this before initiating the study.

Article II: Methods for context evaluation
While the RCT-method was well suited for the outcome evaluation and partly for the evaluation of
the implementation, the context and process evaluation needed additional methods to be
examined in-depth. With respect to article II, this is why a realist evaluation analysis framework
was added to the evaluation framework of Fridrich and colleagues (Fridrich et al., 2015). I believe
that the realist analysis enriched the evaluation framework of Fridrich and colleagues by offering a
way to explore the mechanisms connecting context and implementation. In their framework,
Fridrich and colleagues already emphasized that the relation between context and implementation
of the intervention should be seen as a two-way interaction, while, however, not offering any
guidance on how an analysis of such interaction should be performed. Even within the realist
evaluation research field, it is widely acknowledged that the analytical process of identifying
mechanisms is difficult in practice, and there is great variation in how the concept ‘mechanism’ is
used (Lemire et al., 2020). In this respect, it was especially beneficial to use Dalkin and colleagues’
(2015) realist evaluation approach for the evaluation of a complex intervention with several “active
ingredients”. Through the analytical concept of program resources, it was possible to highlight
how different “active ingredients” affected the mechanisms of implementation.
The findings of article II thereby support the conclusions of a systematic review of implementation
factors in complex organizational interventions (Egan et al., 2009). In this review, the authors apply
a checklist for process factors that they assessed in the included studies. They conclude that a
“check-list approach” to assess process and context was not helpful in “interpreting study findings
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and their transferability, however, the more qualitative appraisals appeared to offer greater potential for
exploring how implementation may influence the findings of specific evaluations” p. 4 (Egan et al., 2009).

Article III: The blind spot in violence prevention? Enhancing
the positive
In article III, we find that the participating line managers use a variety of violence preventive
practices that we categorized in three types of efforts: Promoting the positive, preventing violence
and managing episodes of violence. Promoting the positive is a category of intervention that has
rarely been explicitly addressed in workplace violence prevention research. However, including
promoting the positive in violence preventive interventions would be in line with one of the most
prominent theories in the research on the psychosocial work environment, the job demands –
resources model (Bakker & Demerouti, 2007). In this model, it is proposed that job resources can
buffer the negative impact of job demands on a person’s wellbeing and health. They argue that
resources and demands are different for each organization. In this perspective, practices to
promote the positive (job resources) are important in acting as a buffer for the high job demands
that are present in high-risk sectors in terms of violence and threats (that can be diminished but
probably not eliminated). An in depth qualitative study of prison officers’ emotional demands has
also shown that violence prevention activities such as de-escalation often in themselves represent
high emotional demands (Raaby Andersen, 2018). The findings from article III suggest that job
resources in relation to violence prevention are a good learning environment, good frames for the
relational work, trust between managers and employees, and motivation/engagement in the
violence preventive work. According to the theory, a good balance between demands and
resources is beneficial for employees’ wellbeing (Bakker & Demerouti, 2007). Furthermore, as line
managers described in article III, employees’ wellbeing and mental resources are an important
prerequisite for their violence prevention practices as they involve being extra patient, being
abreast of situations, and being able to manage your own emotions. Improving job resources
specific to violence prevention might therefore be important to buffer the job demands present in
high-risk sectors and ultimately secure employee’s wellbeing and capacity for doing violence
preventive work.
In support of this argumentation, a favorable psychosocial work environment that can be seen as
an indicator of job resources, has been found theoretically and empirically to influence the risk of
violence and threats (Andersen et al., 2018; Høgh et al., 2007; Viitasara & Menckel, 2002). It is
therefore surprising that the psychosocial work environment has not been addressed as an area of
intervention in violence prevention. The prospective studies by Andersen and colleagues (2018)
found that influence over own-work situations, predictability, work-family balance, role clarity,
and organizational justice among other factors influences the risk of violence. These positive
factors could serve as suggestions of other areas of job resources that could be beneficial to address
in interventions to buffer the inherent work demands present in high-risk sectors. Building
capacity together with skills in prevention and management of violence in workplaces that are low
on resources might also be a feasible way of addressing the known problem in work environment
research that those that need interventions the most are those least able to benefit from it (Nielsen
& Noblet, 2018).
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Thesis: Developing a comprehensive framework for violence
prevention
The overall aim of the thesis was to investigate the implications of treating workplace violence as a
complex poly-causal phenomenon for both intervention and evaluation. I addressed this aim from
different angles, and by so doing addressing several gaps in the current knowledge in violence
prevention. Firstly, I presented an initial comprehensive intervention and evaluation design from
article I. Secondly, article II provided methodological knowledge specifically on how to assess
context and empirical knowledge on contextual aspects important for comprehensive violence
prevention interventions. Thirdly, article III provided empirical knowledge on the role of line
managers in violence prevention to inform comprehensive interventions focusing on managers as
well as employees. I integrated the findings in a model for violence prevention that could guide
future intervention designs, as well as provide the basis for a theory-based evaluation.
With the suggested comprehensive framework for violence prevention, the phenomenon of
violence prevention is placed in the cross-field between accident prevention and psychosocial risk
prevention. This gives the advantage of being able to draw on several lines of research and
understand the phenomenon in a new way. Moving from Dejoy’s (2005) accident prevention
framework, which was the background for designing the Integrated Violence Prevention
intervention, to developing a specific model of violence prevention was a crucial step, as violence
preventive behaviors are qualitatively different from accident preventive behaviors (e.g., wearing
a helmet). In violence prevention, safety behaviors such as one’s ability to de-escalate a situation
can be influenced by events in a person’s personal life and includes emotional responses in conflict
situations (Raaby Andersen, 2018). The process of changing safety behaviors for violence
prevention might therefore be more sensitive touching upon a person’s emotional responses to
stressful situations, and creating a positive learning environment is therefore of great importance
to be able to use the systematic violence prevention approach to intervention. Moving away from
the problem solving terminology supports an approach to the systematic violence preventive work
where both managers and employees are appreciative of the professional and personal effort it
takes to prevent conflict situations from escalating. This appreciative approach is needed to avoid
situations of double victimization where the employee who has been victim of violence and
threats, is (or feels) blamed in the process of learning from the episode.

Strengths and limitations
The present thesis nested within the main study has a number of strengths and weaknesses.
Participating in the main project resulted in a number of strengths of the present thesis. I
participated in all phases of the intervention study: the development, the planning, carrying out
intervention activities, gathering field notes, managing questionnaires, conducting interviews and
providing feedback to the workplaces. I participated in the carrying out of more than half of all the
intervention courses (8 workplaces representing both the prisons and the psychiatric units). In
addition, we held several full-day seminars in the research team to share details and experiences
and develop analytical ideas across all 14 participating workplaces. This gave a deep
understanding of the contexts of each of the participating workplaces and laid out a good
35

foundation for engaging with the process evaluation. The participation in the main project also
allowed me to exchange views on a daily basis with the research team, engage with key
stakeholders by presenting and discussing at expert monitoring group meetings, conferences,
professional organizations that arranged seminars on violence at work, giving interviews in the
press and participating in a supplementary project on violence in eldercare. All these activities
allowed me to initiate thoughts on a possible model for violence prevention.
A strength was that the core elements of the intervention were theory-driven and participative and
could therefore both be adaptable to the workplaces’ different situations and standardized for
evaluation. It was a limitation both for this thesis and the main study that the intervention was
adjusted halfway through, as comparability of results across the work units became more
uncertain. The project had strengths though that could make such an adjustment possible. As the
intervention was theory-driven, it was possible to identify the core idea of the intervention and
facilitate the prioritization of intervention activities accordingly. The amount of process data
gathered was also useful as we could then monitor the change.
Another general limitation was that we did not include the perspective of the patients and
inmates. An argument for the inclusion of the user perspective is to avoid that increased focus on
risk and security for the staff positions patients/inmates as objects of risk. The argument is that this
could potentially create an increase in aggressive situations arising from patients and inmates
feeling dehumanized or not recognized as persons. Interviewing or including patients and inmates
in intervention activities was not feasible within the frame of this project, as it would have
required extra training of the research group and extra resources from the workplaces to organize
to take out inmates or patients, getting their consent, and providing security for the research group
during the activities. Conducting the intervention in a Danish context where the relational work
with inmates and patients was highly valued by the personnel did, that this risk of objectification
was smaller, but it could be an important point of awareness in other societal settings.

Future research
Future research should continue to combine comprehensive theory-driven interventions with an
extensive evaluation set up for both effects, context and process to advance our understanding of
the complexity of the problem. It seems relevant to improve our knowledge on how different
background factors interact in creating risk of violence such as applying theories like the jobdemand and resources model as proposed in this thesis.
To inform comprehensive intervention studies, it would also be relevant to qualitatively investigate how to address specific background factors that influence the risk of violence such as the topmanagements’ prioritization and communication on violence prevention. The top-managements’
practices are emphasized in the violence prevention climate concept as influencing the risk of
violence; but little is known on how they strategically work with the working environment (hereunder violence and threats) attached or detached from the general mission of their organization.
The findings from article II and III show that the context is important for the possibilities of doing
violence prevention. It would therefore also be relevant to further investigate contextual influences
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such as resources, staffing and turnover/sickness absence on the risk of violence and the possibility
of doing violence prevention. This would be important to be able to address potential structural
issues alongside the violence preventive activities on workplace level.

Practical implications
From the main study and this thesis nested within, we found that it is possible to introduce and
implement a comprehensive violence prevention intervention involving both employees and their
leaders in systematic violence prevention. More interventions should be made that are based on
these principles. When conducting such interventions, it will be important to keep in mind the
context. From the findings in article II, we recommend that workplaces address resource issues
(staff stability, sufficient time, mental resources), parallel change processes and existing systematism in work environment organizations or other quality work before an intervention is initiated or
in parallel with the intervention, as it will otherwise be very difficult to implement a systematic
violence prevention approach.
When intervening in management level, it is important to keep in mind that managers also need
support for doing their important part in violence prevention. They need to become more aware of
their actions and the impact they have on violence prevention. They can learn from other
managers and can benefit from the exchange of experiences.
To work systematically with violence prevention has often been equated with using registrations
of violent episodes to improve prevention. In this thesis, I suggest that organizations also work
systematically with the positive aspects of work such as trust and a positive learning environment
that can be resources for more specific violence preventive practices. This entails gathering data
also on the positive aspects of work. This could e.g. be done through the Copenhagen Psychosocial
Questionnaire (COPSOQ) (Burr et al., 2019) that assesses trust, organizational justice and social
capital.
The proposed prevention framework could be applied in other high-risk sectors with clients that
the personnel have a relation to during a certain period such as care homes or special schools/institutions. The model is envisioned to be most useful in combination with specific investigations
of what kinds of actions within the three types of prevention practices (promote, prevent, manage)
are relevant to address. Results of article III show that some areas might be relevant across sectors
with similar characteristics, while new investigations are needed focusing on practices in jobs with
a high extent of lone-work such as social workers or visiting nurses.
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Conclusion
The overall aim of this thesis was to investigate how to design comprehensive violence prevention
efforts and the evaluation of such interventions.
I found that workplace interventions to prevent violence should involve both managers and
employees in a systematic process ideally initiating actions that both promote the positive, prevent
violence and manage episodes of violence. In the prison and probation services and psychiatry, I
found that the implementation of this type of intervention is influenced by resources (staff
stability, sufficient time, mental resources), parallel change processes and existing systematism in
the work environment organization or other quality work such as LEAN. Organizations should be
aware of that and address these issues in parallel with the violence preventive work in order to
achieve the best outcome.
The scientific evaluation of such interventions should take into account process, implementation,
context and effects. While theories of preventive interventions should guide intervention design,
they should also form the basis of developing a program theory for evaluation. A program theory
should include assumptions of implementation, context, and mechanisms as well as near,
intermediary and distal effects.
Results of this thesis as part of the Integrated Violence Prevention study showed that combining
realist evaluation and the more classical approaches for measuring effects is possible. The advantage of using this combined approach is that you gain insight into why, and under what circumstances the complex intervention is effective, while also providing information on the probability
of obtaining the desired outcome under certain circumstances. Participating workplaces should be
involved in the design of the evaluation to secure the best fit between evaluation design and
resources available in the participating workplaces, and thereby assuring the best possible strength
of the results in terms of fewer dropouts, missing data and better response rates.

38

References
Abildgaard JS, Nielsen K, Wåhlin-Jacobsen CD, Maltesen T, Christensen KB, Holtermann A.
‘Same, but different’: A mixed-methods realist evaluation of a cluster-randomized controlled
participatory organizational intervention. Human Relations 2020;73(10):1339-1365.
10.1177/0018726719866896
Abildgaard JS, Saksvik PO, Nielsen K. How to measure the intervention process? An assessment of
qualitative and quantitative approaches to data collection in the process evaluation of
organizational interventions. Frontiers in Psychology 2016;7:1380. 10.3389/fpsyg.2016.01380
Andersen LPS, Hogh A, Biering K, Gadegaard CA. Work-related threats and violence in human
service sectors: The importance of the psycho-social work environment examined in a multilevel
prospective study. Work 2018;59(1):141-154.
Anderson L, FitzGerald M, Luck L. An integrative literature review of interventions to reduce
violence against emergency department nurses. Journal of Clinical Nursing 2010;19(17-18):25202530.
Arnetz JE, Arnetz BB. Implementation and evaluation of a practical intervention programme for
dealing with violence towards health care workers. Journal of Advanced Nursing 2000;31(3):668680.
Astbury B, Leeuw FL. Unpacking black boxes: Mechanisms and theory building in evaluation.
American Journal of Evaluation 2010;31(3):363-381. 10.1177/1098214010371972
Baby M, Gale C, Swain N. Communication skills training in the management of patient aggression
and violence in healthcare. Aggression and Violent Behavior 2018;39:67-82.
Bakker AB, Demerouti E. The Job Demands‐Resources model: state of the art. Journal of
Managerial Psychology 2007;22(3):309-328. 10.1108/02683940710733115
Bambra C, Egan M, Thomas S, Petticrew M, Whitehead M. The psychosocial and health effects of
workplace reorganisation. 2. A systematic review of task restructuring interventions. Journal of
Epidemiology and Community Health 2007;61(12):1028-1037. 10.1136/jech.2006.054999
Bhaskar R. A Realist Theory of Science. Taylor & Francis, 2013.
Biering K, Andersen LPS, Hogh A, Andersen JH. Do frequent exposures to threats and violence at
work affect later workforce participation? International Archives of Occupational and
Environmental Health 2018;91(4):457-465. 10.1007/s00420-018-1295-6
Biron C, Karanika-Murray M. Process evaluation for organizational stress and well-being
interventions: Implications for theory, method, and practice. International Journal of Stress
Management 2014;21(1):85-111. 10.1037/a0033227
Biron C, Karanika-Murray M, Cooper C. Improving organizational interventions for stress and
well-being: Addressing process and context. Routledge, 2012.
39

Bonell C, Fletcher A, Morton M, Lorenc T, Moore L. Realist randomised controlled trials: A new
approach to evaluating complex public health interventions. Social Science & Medicine
2012;75(12):2299-2306.
Bonell C, Fletcher A, Morton M, Lorenc T, Moore L. Methods don't make assumptions, researchers
do: A response to Marchal et al. Social Science & Medicine 2013;94:81-82.
10.1016/j.socscimed.2013.06.026
Bonell C, Moore G, Warren E, Moore L. Are randomised controlled trials positivist? Reviewing the
social science and philosophy literature to assess positivist tendencies of trials of social
interventions in public health and health services. Trials 2018;19(1):238. 10.1186/s13063-018-2589-4
Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in Psychology
2006;3(2):77-101.
Buch-Hansen HN, Peter. Kritisk realisme. 1 ed. Frederiksberg: Roskilde Universitetsforlag, 2005.
Burgess MG, Brough P, Biggs A, Hawkes A. Why interventions fail: A systematic review of
occupational health psychology interventions. International Journal of Stress Management
2020;27(2):195.
Burr H, Berthelsen H, Moncada S, Nübling M, Dupret E, Demiral Y, Oudyk J, Kristensen TS,
Llorens C, Navarro A, Lincke H-J, Bocéréan C, Sahan C, Smith P, Pohrt A. The Third Version of the
Copenhagen Psychosocial Questionnaire. Safety and Health at Work 2019;10(4):482-503.
10.1016/j.shaw.2019.10.002
Carrieri D, Pearson M, Mattick K, Papoutsi C, Briscoe S, Wong G, Jackson M. Interventions to
minimise doctors’ mental ill-health and its impacts on the workforce and patient care: the Care
Under Pressure realist review. Health Services and Delivery Research 2020;8.19. 10.3310/hsdr08190
Christensen M, Innstrand ST, Saksvik P, Nielsen K. The line manager’s role in implementing
successful organizational interventions – ARK as a case study. The Spanish Journal of Psychology
2018;22. 10.1017/sjp.2019.4
Clausen T, Hogh A, Borg V. Acts of offensive behaviour and risk of long-term sickness absence in
the Danish elder-care services: A prospective analysis of register-based outcomes. International
Archives of Occupational and Environmental Health 2012;85(4):381-387.
Cowman S. The future of mental health nursing in context – the European context. In: Barker P
(Ed.) Psychiatric and Mental Health Nursing: The Craft of Caring. London: Arnold, 2009. pp. 698706.
Cox T, Karanika M, Griffiths A, Houdmont J. Evaluating organizational-level work stress
interventions: Beyond traditional methods. Work & Stress 2007;21(4):348-362.
10.1080/02678370701760757
Dalkin SM, Greenhalgh J, Jones D, Cunningham B, Lhussier M. What’s in a mechanism?
Development of a key concept in realist evaluation. Implementation Science 2015;10(1):49.
10.1186/s13012-015-0237-x
40

Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering
implementation of health services research findings into practice: A consolidated framework for
advancing implementation science. Implementation Science 2009;4(1):50.
DeJoy DM. Behavior change versus culture change: Divergent approaches to managing workplace
safety. Safety Science 2005;43(2):105-129.
di Giacomo E, Iozzino L, Ferrari C, Strozza C, Large M, Nielssen O, de Girolamo G. Prevalence and
risk factors of violence by psychiatric acute inpatients: systematic review and meta-analysis—A
2019 update. In: Carpiniello B, et al. (Eds.). Violence and Mental Disorders. Cham: Springer
International Publishing, 2020. pp. 181-202.
Durlak JA, DuPre EP. Implementation matters: A review of research on the influence of
implementation on program outcomes and the factors affecting implementation. American Journal
of Community Psychology 2008;41(3-4):327-350.
Egan M, Bambra C, Petticrew M, Whitehead M. Reviewing evidence on complex social
interventions: Appraising implementation in systematic reviews of the health effects of
organisational-level workplace interventions. Journal of Epidemiology and Community Health
2009;63(1):4-11.
Egan M, Bambra C, Thomas S, Petticrew M, Whitehead M, Thomson H. The psychosocial and
health effects of workplace reorganisation. 1. A systematic review of organisational-level
interventions that aim to increase employee control. Journal of Epidemiology and Community
Health 2007;61(11):945-954. 10.1136/jech.2006.054965
Elbogen EB, Johnson SC. The intricate link between violence and mental disorder: Results from the
National Epidemiologic Survey on Alcohol and Related Conditions. Archives of General
Psychiatry 2009;66(2):152-161. 10.1001/archgenpsychiatry.2008.537
Eurofound. Sixth European Working Conditions Survey – Overview report (2017 update).
Luxemboug, 2017.
Ferm L, Rasmussen CDN, Jorgensen MB. Operationalizing a model to quantify implementation of
a multi-component intervention in a stepped-wedge trial. Implementation Science 2018;13(1):26.
10.1186/s13012-018-0720-2
Fleuren M, Wiefferink K, Paulussen T. Determinants of innovation within health care
organizations. International Journal for Quality in Health Care 2004;16(2):107-123.
Fridrich A, Jenny GJ, Bauer GF. The context, process, and outcome evaluation model for
organisational health interventions. BioMed Research International 2015;2015.
Friis K, Larsen FB, Lasgaard M. Physical violence at work predicts health-related absence from the
labor market. A 10-Year population-based follow-up study. Psychology of Violence 2018;8(4):484494. https://doi.org/10.1037/vio0000137

41

Gadegaard C, Andersen LP, Hogh A. Effects of violence prevention behavior on exposure to
workplace violence and threats: A follow-up study. Journal of Interpersonal Violence
2018;33(7):1096-1117.
Geoffrion S, Hills DJ, Ross HM, Pich J, Hill AT, Dalsbø TK, Riahi S, Martínez-Jarreta B, Guay S.
Education and training for preventing and minimizing workplace aggression directed toward
healthcare workers. Cochrane Database of Systematic Reviews 2020;9.
10.1002/14651858.CD011860.pub2
Gray P, Senabe S, Naicker N, Kgalamono S, Yassi A, Spiegel JM. Workplace-based organizational
interventions promoting mental health and happiness among healthcare workers: A realist review.
International Journal of Environmental Research & Public Health 2019;16(22).
10.3390/ijerph16224396
Haddon W, Jr. The changing approach to the epidemiology, prevention, and amelioration of
trauma: the transition to approaches etiologically rather than descriptively based. American
Journal of Public Health and The Nation's Health 1968;58(8):1431-1438. 10.2105/ajph.58.8.1431
Hassard J, Teoh KRH, Cox T. Estimating the economic burden posed by work-related violence to
society: A systematic review of cost-of-illness studies. Safety Science 2019;116:208-221.
10.1016/j.ssci.2019.03.013
Hasson H, Villaume K, von Thiele Schwarz U, Palm K. Managing implementation: roles of line
managers, senior managers, and human resource professionals in an occupational health
intervention. Journal of Occupational and Environmental Medicine 2014;56(1):58-65.
10.1097/jom.0000000000000020
Havermans BM, Schlevis RM, Boot CR, Brouwers EP, Anema J, van der Beek AJ. Process variables
in organizational stress management intervention evaluation research: A systematic review.
Scandinavian Journal of Work, Environment & Health 2016;(5):371-381. 10.5271/sjweh.3570
Hogan N, Ennis L. Assessing risk for forensic psychiatric inpatient violence: A metaanalysis. Open
Access Journal of Forensic Psychology 2010;2:137-147.
Hækkerup N. Besvarelse af spørgsmål nr. 1592 (Alm. del) fra Folketingets Retsudvalg [Answer to
question no 1592 from the Legal Affairs Committee of the Danish Parliament]. Ministery of justice,
2020.
Høgh A, Ortega A, Giver H, Borg V. Mobning af personale i ældreplejen (SOSU-rapport) [Staff
bullying in eldercare]. København: Det Nationale Forskningscenter for Arbejdsmiljø, 2007.
International Labour Organization. Code of practice on workplace violence in services sectors and
measures to combat this phenomenon Geneva: International Labour Organization 2003. Meeting of
Experts to Develop a Code of Practice on Violence and Stress at Work in Services: A Threat to
Productivity and Decent Work (8-15 October 2003).

42

Jamal F, Fletcher A, Shackleton N, Elbourne D, Viner R, Bonell C. The three stages of building and
testing mid-level theories in a realist RCT: A theoretical and methodological case-example. Trials
2015;16(1):466. 10.1186/s13063-015-0980-y
Jaspers SO, Jakobsen LM, Gadegaard CA, Dyreborg J, Andersen LPS, Aust B. Design of a tailored
and integrated violence prevention program in psychiatric wards and prisons. Work
2019;62(4):525-541. 10.3233/wor-192888
Karanika-Murray M, Biron C. Derailed Organizational Interventions for Stress and Well-Being.
Springer Netherlands, 2015.
Kessler SR, Spector PE, Chang CH, Parr AD. Organizational violence and aggression:
Development of the three-factor Violence Climate Survey. Work & Stress 2008;22(2):108-124.
Konda S, Tiesman H, Reichard A, Hartley D. U.S. Correctional officers killed or injured on the job.
Corrections Today 2013;75(5):122-123.
LaMontagne AD, Martin A, Page KM, Reavley NJ, Noblet AJ, Milner AJ, Keegel T, Smith PM.
Workplace mental health: Developing an integrated intervention approach. BMC Psychiatry
2014;14:131-131. 10.1186/1471-244X-14-131
Lanctôt N, Guay Sp. The aftermath of workplace violence among healthcare workers: A systematic
literature review of the consequences. Aggression and Violent Behavior 2014;19(5):492-501.
Leather P, Lawrence C, Beale D, Cox T, Dickson R. Exposure to occupational violence and the
buffering effects of intra-oranizational support. Work & Stress 1998;12(2):161-178.
10.1080/02678379808256857
Lemire S, Kwako A, Nielsen SB, Christie CA, Donaldson SI, Leeuw FL. What is this thing called a
mechanism? Findings from a review of realist evaluations. New Directions for Evaluation
2020;167:73-86. https://doi.org/10.1002/ev.20428
Loveless L. Workplace Violence: A Report to the Nation. University of Iowa Injury Prevention
Research Centre, 2001.
Lundmark R, Hasson H, von Thiele Schwarz U, Hasson D, Tafvelin S. Leading for change: Line
managers’ influence on the outcomes of an occupational health intervention. Work & Stress
2017;31(3):276-296. 10.1080/02678373.2017.1308446
Marchal B, Westhorp G, Wong G, Van Belle S, Greenhalgh T, Kegels G, Pawson R. Realist RCTs of
complex interventions - an oxymoron. Social Science & Medicine 2013;94:124-128.
10.1016/j.socscimed.2013.06.025
Maxwell JA. Causal explanation, qualitative research, and scientific inquiry in education.
Educational Researcher 2004;33(2):3-11.

43

McKeown M, Thomson G, Scholes A, Jones F, Baker J, Downe S, Price O, Greenwood P,
Whittington R, Duxbury J. “Catching your tail and firefighting”: The impact of staffing levels on
restraint minimization efforts. Journal of Psychiatric and Mental Health Nursing 2019;26(5-6):131141. 10.1111/jpm.12532
Murta SG, Sanderson K, Oldenburg B. Process evaluation in occupational stress management
programs: A systematic review. American Journal of Health Promotion 2007;21(4):248-254.
10.4278/0890-1171-21.4.248
Nielsen K. Review article: How can we make organizational interventions work? Employees and
line managers as actively crafting interventions. Human Relations 2013;66(8):1029-1050.
10.1177/0018726713477164
Nielsen K, Abildgaard JS. Organizational interventions: A research-based framework for the
evaluation of both process and effects. Work & Stress 2013;27(3):278-297.
Nielsen K, Miraglia M. What works for whom in which circumstances? On the need to move
beyond the ‘what works?’ question in organizational intervention research. Human Relations
2017;70(1):40-62. 10.1177/0018726716670226
Nielsen K, Noblet AJ. Organizational Interventions for Health and Well-being. London: Routledge,
2018.
Nielsen K, Randall R. Opening the black box: Presenting a model for evaluating organizationallevel interventions. European Journal of Work and Organizational Psychology 2013;22(5):601-617.
10.1080/1359432X.2012.690556
Nielsen K, Randall R, Holten AL, Gonzalez ER. Conducting organizational-level occupational
health interventions: What works? Work & Stress 2010a;24(3):234-259.
Nielsen K, Taris TW, Cox T. The future of organizational interventions: Addressing the challenges
of today's organizations. Work & Stress 2010b;24(3):219-233. 10.1080/02678373.2010.519176
Nowrouzi-Kia B, Chai E, Usuba K, Nowrouzi-Kia B, Casole J. Prevalence of type II and type III
workplace violence against physicians: A systematic review and meta-analysis. The International
Journal of Occupational and Environmental Medicine 2019;10(3):99-110. 10.15171/ijoem.2019.1573
Nyberg A, Kecklund G, Hanson LM, Rajaleid K. Workplace violence and health in human service
industries: A systematic review of prospective and longitudinal studies [Epub ahead of print].
Occupational and Environmental Medicine 2020. 10.1136/oemed-2020-106450
OSHA. Guidelines for Preventing Workplace Violence for Health Care & Social Service Workers.
Washington: US: Occupational Safety and Health Administration, US Department of Labor, 2004.
Papadopoulos C, Ross J, Stewart D, Dack C, James K, Bowers L. The antecedents of violence and
aggression within psychiatric in-patient settings. Acta Psychiatrica Scandinavia 2012;125(6):425439. 10.1111/j.1600-0447.2012.01827.x

44

Pawson R, Tilley N. An introduction to scientific realist evaluation, In: Chelimsky EaS, W.R. (Ed.),
Evaluation for the 21st Century: A Handbook. SAGE Publications, Inc., Thousand Oaks, California,
1997.
Pigott TD. The role of theory in quantitative data analysis. In: Wyse D (Ed.) The BERA/SAGE
Handbook of Educational Research. New York: SAGE Publishing, 2017. p. 19.
Piquero NL, Piquero AR, Craig JM, Clipper SJ. Assessing research on workplace violence, 2000–
2012. Aggression and Violent Behavior 2013;18(3):383-394.
Pompeii L, Dement J, Schoenfisch A, Lavery A, Souder M, Smith C, Lipscomb H. Perpetrator,
worker and workplace characteristics associated with patient and visitor perpetrated violence
(Type II) on hospital workers: A review of the literature and existing occupational injury data.
Journal of Safety Research 2013;44:57-64.
Price O, Baker J, Bee P, Lovell K. Learning and performance outcomes of mental health staff
training in de-escalation techniques for the management of violence and aggression. British
Journal of Psychiatry 2015;206(6):447-455. 10.1192/bjp.bp.114.144576
Price O, Burbery P, Leonard S, Doyle M. Evaluation of safewards in forensic mental health. Mental
Health Practice 2016;19(8):14. 10.7748/mhp.19.8.14.s17
Randall R, Cox T, Griffiths A. Participants' accounts of a stress management intervention. Human
Relations 2007;60(8):1181-1209.
Rasmussen CA, Hogh A, Andersen LP. Threats and physical violence in the workplace: A
comparative study of four areas of human service work. Journal of Interpersonal Violence
2013;28(13):2749-2769.
Ritzau Bureau. Overarbejde udløser 117 millioner til fængselsbetjente [Overtime results in 117
millon kr. to Danish Prison Officers]. Berlingske Tidende 09.04.2020.
Romm NRA. Positivism as a Theory of Science. The Methodologies of Positivism and Marxism: A
Sociological Debate. London: Palgrave Macmillan UK, 1991. pp. 9-54.
Rudkjoebing LA, Bungum AB, Flachs EM, Eller NH, Borritz M, Aust B, Rugulies R, Rod NH,
Biering K, Bonde JP. Work-related exposure to violence or threats and risk of mental disorders and
symptoms: A systematic review and meta-analysis. Scandinavian Journal of Work, Environment &
Health 2020;46(4):339-349. 10.5271/sjweh.3877
Rugulies R, Christensen K, Borritz M, Villadsen E, Bültmann U, Kristensen T. The contribution of
the psychosocial work environment to sickness absence in human service workers: Results of a 3year follow-up study. Work & Stress 2007;21(4):293-311.
Rugulies R, Health. What is a psychosocial work environment? Scandinavian Journal of Work,
Environment & Health 2019;45(1):1-6. 10.5271/sjweh.3792
Runyan CW, Zakocs RC, Zwerling C. Administrative and behavioral interventions for workplace
violence prevention. American Journal of Preventive Medicine 2000;18(4):116-127.
45

Raaby Andersen D. ”Du skal virkelig have styr på dig selv” – en analyse af fængselsbetjentes
følelsesarbejde [”You Should Really Get a Hold of Yourself”: An Analysis of Prison Officers’
Emotional Work]. Dansk Sociologi 2018;27(3/4):85. 10.22439/dansoc.v27i3/4.5439
Saunders RP, Evans MH, Joshi P. Developing a process-evaluation plan for assessing health
promotion program implementation: A how-to guide. Health Promotion Practices 2005;6(2):134147. 10.1177/1524839904273387
Schelvis RMC, Hengel KMO, Burdorf A, Blatter BM, Strijk JE, van der Beek AJ. Evaluation of
occupational health interventions using a randomized controlled trial: Challenges and alternative
research designs. Scandinavian Journal of Work, Environment & Health 2015;41(5):491-503.
Spector PE, Yang LQ, Zhou ZE. A longitudinal investigation of the role of violence prevention
climate in exposure to workplace physical violence and verbal abuse. Work & Stress
2015;29(4):325-340. 10.1080/02678373.2015.1076537
Spector PE, Zhou ZE, Che XX. Nurse exposure to physical and nonphysical violence, bullying, and
sexual harassment: A quantitative review. International Journal of Nursing Studies 2014;51(1):7284. 10.1016/j.ijnurstu.2013.01.010
Spelten E, Thomas B, O'Meara PF, Maguire BJ, FitzGerald D, Begg SJ. Organisational interventions
for preventing and minimising aggression directed towards healthcare workers by patients and
patient advocates. Cochrane Database of Systematic Reviews 2020;4.
10.1002/14651858.CD012662.pub2
Steckler AB, Linnan L, Israel BA. Process Evaluation for Public Health Interventions and Research.
Jossey-Bass San Francisco, 2002.
Tölli S, Partanen P, Kontio R, Häggman‐Laitila A. A quantitative systematic review of the effects of
training interventions on enhancing the competence of nursing staff in managing challenging
patient behaviour. Journal of Advanced Nursing 2017;73(12):2817-2831.
Van Belle S, Wong G, Westhorp G, Pearson M, Emmel N, Manzano A, Marchal B. Can "realist"
randomised controlled trials be genuinely realist? Trials 2016;17(1):313. 10.1186/s13063-016-1407-0
Viitasara E, Menckel E. Developing a framework for identifying individual and organizational risk
factors for the prevention of violence in the health-care sector. Work 2002;19(2):117-123.
von Thiele Schwarz U, Nielsen K, Edwards K, Hasson H, Ipsen C, Savage C, Simonsen Abildgaard
J, Richter A, Lornudd C, Mazzocato P, Reed JE. How to design, implement and evaluate
organizational interventions for maximum impact: The Sigtuna Principles. European Journal of
Work and Organizational Psychology 2020:1-13. 10.1080/1359432X.2020.1803960
Wassell JT. Workplace violence intervention effectiveness: A systematic literature review. Safety
Science 2009;47(8):1049-1055.
Wierenga D, Engbers LH, Van Empelen P, Duijts S, Hildebrandt VH, Van Mechelen W. What is
actually measured in process evaluations for worksite health promotion programs: a systematic
review. BMC Public Health 2013;13(1):1-16.
46

Wong G, Greenhalgh T, Westhorp G, Buckingham J, Pawson R. RAMESES publication standards:
Realist syntheses. BMC Medicine 2013;11(1):21. 10.1186/1741-7015-11-21
Wynne R, Clarkin N, Cox T, Griffiths A. Guidance on the Prevention of Violence at Work.
European Commission, DG-V, Ref. CE/VI-4/97, Brussels, 1997.
Xu T, Magnusson Hanson LL, Lange T, Starkopf L, Westerlund H, Madsen IEH, Rugulies R, Pentti
J, Stenholm S, Vahtera J, Hansen Å M, Kivimäki M, Rod NH. Workplace bullying and violence as
risk factors for type 2 diabetes: A multicohort study and meta-analysis. Diabetologia 2018;61(1):7583. 10.1007/s00125-017-4480-3
Xu T, Magnusson Hanson LL, Lange T, Starkopf L, Westerlund H, Madsen IEH, Rugulies R, Pentti
J, Stenholm S, Vahtera J, Hansen Å M, Virtanen M, Kivimäki M, Rod NH. Workplace bullying and
workplace violence as risk factors for cardiovascular disease: A multi-cohort study. European
Heart Journal 2019;40(14):1124-1134. 10.1093/eurheartj/ehy683
Yin RK. Qualitative Research from Start to Finish, First Edition. Guilford Publications, 2011.

47

Article I
Design of a Tailored and Integrated Violence Prevention Program
in psychiatric wards and prisons
Published in WORK may, 2019. – This is a preprint version
Sofie Østergaard Jaspersa,b,∗, Louise Meinertz Jakobsend, Charlotte Ann Gadegaarde, Johnny
Dyreborgb, Lars Peter Sønderbo Andersenc, Birgit Austb
Department of Psychology, University of Copenhagen, Copenhagen, Denmark
National Research Centre for the Working Environment, Copenhagen, Denmark
c Department of Occupational Medicine – University Research Clinic, Danish Ramazzini Centre,
Regional Hospital West Jutland, Herning, Denmark
d Center for Clinical Research and Disease Prevention, Bispebjerg and Frederiksberg Hospital, The
Capital Region, Copenhagen, Denmark
e Institut for Relationspsykologi, Aarhus, Denmark
a

b

ABSTRACT
BACKGROUND: Violence and threats of violence against personnel at psychiatric wards as well as
in the prison service is a major work environment problem. To date results from interventions to
prevent violence and threats in these sectors have been inconclusive or of small effect. One of the
reasons may be that violence and threats of violence occur as a consequence of a complex
interaction between employee-level and management-level factors.
OBJECTIVE: To design a tailored and theory-based intervention program directed at violence
prevention in psychiatric wards and prisons that integrates the employee-level and managementlevel, and development of an evaluation design building on the Context, Process, and Outcome
Evaluation Model.
METHODS: The study follows a stepped-wedged design with 16 work units entering the
intervention in four groups with differing start dates from September 2017 to January 2019. The
context and process evaluation includes: calculating the implementation degree; mapping of
contextual factors; interviews with unitleaders and employees before and after the intervention.
The outcome evaluation includes performing multi-level statistical analysis on data from a threemonthly questionnaire to employees at the participating workplaces.
RESULTS: The first results can be available in 2020.
CONCLUSIONS: The comprehensive evaluation of the intervention will give insight into the
processes and effects of the intervention.
Trial registration: ISRCTN86993466
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1 BACKGROUND
Violence and threats of violence are a critical work environment issue in the healthcare sector and
the prison and probation service, where employees are in close contact with patients or clients
throughout their working hours.
In the following we will review the most recent research concerning risk of violence, approaches to
prevention of violence, and theoretical considerations in relation to how interventions will work in
practice.
1.1 Risk of violence and health consequences for staff in the healthcare sector and the prison
service
Two of the most exposed occupations in the healthcare sector and the prison service are mental
health staff and correctional officers (1-3). In a review on workplace violence in US mental health
staff, Piquero and colleagues found prevalence rates of violence between 48% and 65% and
prevalence rates of threats of violence between 55% and 68% (1;3). In Denmark, the prevalence of
violence and threats of violence in mental health staff and correction officers is also high. In a
study of 35 psychiatric worksites 64% of the employees reported threats in a scolding manner and
34% reported that occasionally a hard object had been thrown towards them within the last year
(4). In the same study, all 83 worksites of the Danish Prison and Probation Service participated and
here 49% of the employees reported threats in a scolding manner and 8% reported having a hard
object thrown towards them within the last year (4). Experiencing violence and threats at work is
associated with a number of health consequences such as symptoms of anxiety and depression,
post-traumatic stress disorder, and reduced general health (5-13). Moreover, violence can lead to
severe physical injuries that needs medical treatment (14;15). Also, studies have shown that
violence and threats at work are related to negative outcomes such as dissatisfaction with work,
low work engagement, risk of sick leave, intentions to leave and lowered productivity (6;16-19).
1.2 Prevention of violence and threats: Existing empirical and theoretical knowledge
In general, results from interventions to prevent violence and threats of violence have been
inconclusive or of small effect. The majority of interventions to prevent violence at work has been
directed at employees, in particular by use of various training methods (20-22). These types of
interventions often show improvements in knowledge and competencies but only seldom measure
effects on actual prevention of violence or threats of violence, so that the effect of these trainings on
violence prevention is unclear (20;23). Furthermore systematic reviews show limited evidence for
the effects of the hitherto tested interventions that comprises environmental modifications,
training, and changes in policies and practices (20-23). This might be due to methodological
shortcomings identified in the existing studies, such as small sample sizes, no control groups, use
of non-validated measurements or failure to account for processual and contextual factors (20;21).
The limited effects in previous studies might also be due to a narrow focus on only one specific
intervention activity. Studies have shown that violence and threats of violence seem to be caused
by the complex interaction between employee-level factors and management-level factors (24-26).
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A prospective multi-level study with 3011 employees from the human service industries found
that psychosocial work environment factors, such as high emotional demands, low predictability,
low level of
influence over own work-situation, high degree of role conflict and low supervisor quality, were
significantly related to higher risk of exposure to violence and threats at work after adjusting for
relevant confounders (26). This calls for violence prevention programs that include activities on
several levels e.g., by integrating training of employees, modification of the environment, and
organizational efforts (20;21;27;28). Moreover it is necessary to tailor the intervention to the specific
workplaces since the reasons that workplace violence occur are not only complex, but also vary
strongly between occupations as well as between the individual workplaces (20;21). Yet, such
comprehensive and tailored interventions are rare. To the best of our knowledge, the only studies
that tested interventions on multiple levels (employee-level and grouplevel)
in a rigorous evaluation design is The Safewards cluster randomized controlled trial (29) and a
RCT study of a Participatory Actions Research Approach to violence prevention in hospitals (30).
In the Safewards study, 10 small interventions directed at teamwork and the relation to the
patients were conducted in 31 psychiatric wards and showed a statistically significant decrease in
rates of conflict, a known risk factor of violence or threats (12;29). However, no process data was
collected making it difficult to understand how the intervention worked in the different units.
Moreover, the Safewards study did not include interventions on management-level e.g.,
addressing the managements’ role in implementing and prioritizing the intervention activities nor
did they allow for tailoring of the interventions to the specific workplaces. The study by Arnetz
and colleagues went a step further and tested tailored individual and organizational interventions
that were developed by the units based on a risk assessment that gave
information about rates of violence and threats of violence. The study involved 41 units from 7
different hospitals with 21 units in the intervention group. They found a significant reduction in
incident rates of violence and threats per 100 full time employees at 6 months follow-up but not at
12 months. The limited effects of the existing intervention studies call for the development of more
advanced intervention approaches.
From a theoretical point of view the multi-level approach to workplace safety has been
emphasized by David M. Dejoy (31). The core feature of this framework is to integrate
interventions on management-level with interventions at employee-level and make the two groups
jointly identify relevant safety security problems and possible solutions. The theoretical framework
was originally developed for occupational safety, however violence prevention can be considered
part of occupational safety and the framework has been supported empirically in two different
studies, one of which examined violence prevention practices (24;32). Violence prevention
practices can occur at all levels in the organization and comprises for example encouragement to
register violence and threats of violence and prioritization of violence prevention in economic
decisions. A prospective study with 3011 employees from the human service industries found that
in units where top-managers, managers and employees all had higher levels of prevention practice
the employees were at significantly lower risk of being exposed to violent episodes. This implies
that “…when managing workplace violence in high risk areas of human service work, there
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should be emphasis on the use of the violence prevention behaviors from top management,
supervisor, and among coworkers” (24). Dejoys’ framework has also been tested in a prospective
controlled intervention study with 22 Danish small and large construction material companies
(32;33). Kines and colleagues operationalized the integration of the management and employeelevel through several activities, like for example steering group meetings with participation of both
managers and employees. Results showed that the intervention had a significant effect on the 8
small companies’ (10-19 employees) safety climate, a factor that has been shown to be
related to actual accident rates (34). The present study will draw on this operationalization of
Dejoy’s theory and the intervention activities will be described in detail in section 2.2. In this study
we will test a comprehensive intervention approach to violence prevention that:
• Integrates employee-level and management-level activities
• Is theory based
• Is tailored to the specific needs of the workplace where the intervention is taking place
1.3 Evaluation approach
The evaluation of a multi-leveled tailored intervention requires a coherent and well-planned
approach that takes into account both context, implementation, and effect (21).
Context
Evaluating a tailored intervention places special emphasis on the interplay between the context,
the intervention and the implementation processes, and how this is affecting the working
mechanisms of the intervention, and in turn the outcome. This approach requires an
understanding of context, not only as a facilitating or hindering factor as seen in some process
evaluation frameworks (35;36) but as a reciprocal, transformational relationship where the context
shapes the intervention and the intervention affects the
context. This understanding is found in the Context, Process, and Outcome Evaluation Model for
Organizational Health Interventions from Fridrich and colleagues (37) that we will use for
evaluating the intervention. In this framework a further distinction between omnibus and discrete
context is made to facilitate analyses. The omnibus context is the wider context of the
implementation process e.g., occupation, location and time. The discrete context refers to
individual, group, leader, and organizational factors (IGLO – factors) relevant for the
implementation process (37). We will examine the impact of contextual factors at both levels.
Implementation process
To distinguish implementation failure from program failure it is important to closely monitor the
implementation process (38). To know whether an effect is attributable to the intervention it is
necessary to know whether the intervention was in fact implemented, and how it was
implemented. Therefore aspects like fidelity (correspondence with the originally intended idea of
the program), program reach and dosage of the original program delivered by the interventionists
are crucial for understanding the effect of the intervention (39) and will be assessed in this study.
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Effect
The randomized controlled effect evaluation is the golden-standard of evaluation designs in terms
of determining the effect of an intervention across contexts (40). The effects of the intervention will
be assessed by comparing intervention and control units in a cluster-randomized controlled trial
with a stepped wedged design.
The aim of this article is twofold: Firstly, we describe a multi-level, theory-based and tailored
intervention program to prevent violence and threats in psychiatric hospitals and in the prison
service. Secondly, we present an evaluation design that through a thorough assessment of the
context, implementation process and subsequent outcomes will enable the examination of the
mechanisms that are at work in the multilevel violence prevention intervention.
2 METHODS
In the following we will first describe the recruitment process for the study and the workplace
context, then the intervention content and its relation to Dejoy’s theory on integrated safety
management. Finally, we present the design and methods of the evaluation of the intervention.
2.1 Recruitment
Recruitment of work units took place in the spring and summer of 2017. In total, we recruited 16
work units, 8 from psychiatric hospitals and 8 from the Prison and Probation Service. The
recruitment process is illustrated in Figure 1. To recruit 8 work units from psychiatry we contacted
either the top management or the work environment coordinator directly in 12 work units in two
Danish regions; 8 rejected due to competing change processes or disinterest in the intervention
program and 4 accepted to participate. In addition, we contacted the person responsible for the
working environment of psychiatric units in another region. He send an open call for participation
to all 13 psychiatric work units within the region; of which 4 units accepted to participate. To
recruit 8 work units within the Prison and Probation Service we contacted the centralized violence
prevention coordinators. The participation in the study was then approved by the top
management of the Prison and Probation Service. After approval the top management encouraged
all prisons (in total 52 prisons or detentions) in Denmark to participate and 8 work units spread
over 3 regions decided to participate in the study. Inclusion criteria were that work units a) had
more than 10 employees; b) did not share a unit-leader; c) were not ambulant departments (for
psychiatric units); and d) currently did not use a “Violence Prevention
Package”. The “Violence Prevention Package” is a publicly sponsored intervention that shares
some characteristics with the Integrated Violence Prevention intervention (IVP). All work units
that chose to participate lived up to the inclusion criteria.
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Figure 1. Flowchart of recruitment process.

2.2 Intervention content
The intervention addresses the prevention of violence situations where the perpetrator is a client
or patient who becomes violent while being served by the organization (type 2 violence) (41). The
intervention does not focus on other types of violence (41), for example where the perpetrator has
other kinds of relations to the victim but still conducts the violent act in the workplace.
The core elements of the intervention are presented in Figure 2 and can be divided into four
phases: 1) Preparation, 2) Mapping of violence prevention practices, 3) Problem-solving process,
and 4) Assimilation.
Phase 1: Preparation
A telephone or face to face meeting is held with the management to introduce the forthcoming
intervention activities and ask them to inform their employees about the project. At this meeting
the unitleader is asked to point out members for the steering group, which should consist of the
unit-leader, a health and safety representative or a representative of the union and about 2-3
regular employees.
Phase 2: Mapping of the existing violence prevention practices
To guide a tailoring of the intervention focusing on areas of prevention relevant for the given work
unit, the existing violence prevention practices are mapped. To this end, we conduct an interview
with the unitleader, a focus group interview with employees, and a survey among all employees in
the work unit. The mapping takes place 2-4 weeks before the intervention activities begin.
Interviews with unit-leaders
Interviews are conducted with the unit-leader with personnel responsibilities. Information is
collected on what works well and what are the challenges in the existing violence prevention
practice specifically in relation to: training in violence prevention, culture of acceptance of violence
and threats, daily structures.
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Focus group interview with employees
Focus group interviews with 3-6 employees are conducted. To maximize variation in viewpoints,
we aim to recruit focus group interview participants who differ in: participation of the work
environment organization, educational background and seniority. During the focus group
interview, we introduce the participants to two tasks. The first one is a critical incident analysis
where the participants describe a situation with a patient or inmate that did not escalate, and what
they, their colleagues and the unit-leader did to handle the situation. The second task is to map
what participants think is influencing good violence prevention. They are asked to list all points on
a whiteboard or poster and to determine for each of the listed aspect whether this is working well
in their work unit or whether it is something that could be improved. This list is used directly in
the mapping presentation for the entire unit (see Phase 3: Problemsolving process).
Survey
For the mapping phase we developed a survey that contains 26 questions (including 7 batteries of
questions) that cover areas that have been found to be important in violence prevention: a) policies
and procedures of violence prevention, b) shared definition of violence and threats, c) introduction
of new employees to violence prevention procedures, d) training and courses on violence
prevention, e) techniques/means used for violence prevention, f) engagement in violence
prevention and g) collaboration on violence prevention.
Phase 3: Problem-solving process
Phase 3 is initiated by a seminar for the unit-leader and the top manager, followed by a seminar for
all employees in the specific unit and their unit-leader. At the one-hour management seminar, the
project team presents results from phase 2 (mapping) together with research results about
management’s role in preventing violence and threats. Next, a three-hour seminar is held with the
unit leader and as many employees as possible. During the first hour the results from phase 2 are
presented; during the second hour the project team facilitates a process through which employees
identify the most relevant areas of violence prevention; and during the third hour the employees
work in groups to develop possible solutions and then prioritize which solutions they find most
important. The resulting suggestions for prevention activities are handed over to the steering
group (i.e. the unit-leader, the work environment representative or union representative and 2-3
regular employees) as inspiration for their further work. Following the seminars members of the
project team conduct 3 monthly coaching sessions with the unitleader to support his/her own work
with management-specific action plans on how to support the violence prevention work of the
employees. The focus of the coaching is specifically but not exclusively on how to act supportive
during the employee seminar and the steering group meetings. The first session is held in
prolongation of the management seminar. The project team also facilitates 3 monthly steering
group meetings where the appointed members work with action plans in an iterative process
trying out solutions and adjusting goals for the violence prevention effort. The action plans are
qualified by using a dialogue tool developed by the project team: “the good suggested solution”.
In using this tool, the participants are guided to reflect upon the consequences of the suggested
solution. The consequences are considered for their colleagues working other shifts, for the
management, for the patients/inmates, for their core task, from a practical point of view, and from
a resource point of view in order to plan steps towards making it a good solution for all parties.
Special for communication and coordination of violence prevention, and collaboration on violence
54

prevention. Emphasis is made on how to involve as many employees of the work unit as possible
in the activity. The actions identified to qualify the suggested solution are finally noted in the
action plans.
Phase 4: Assimilation
In the assimilation phase the intervention activities are no longer facilitated by the project team,
and units have responsibility for conducting these activities themselves. The idea behind this
phase is that the units thereby will start to adopt the intervention concept and make it part of their
own approach to systematically work with violence prevention. The assimilation phase lasts 3
months and during this period the steering group continues to have monthly meetings that are
unassisted, i.e. the steering group participants facilitate the meetings themselves without
assistance from the project team. In the 6th month a telephone meeting is offered to the unit-leader
to evaluate the process, and talk about plans for future violence prevention work. Prior to this
meeting a brief summary of the progress regarding reported violence prevention practices is
developed by the project team and send to the unit-leader. The summary is based on the
implementation degree (see section 2.4.2), follow-up interviews (see section 2.5.1), and the short
questionnaire (see section 2.4.1).
2.3 Design of the evaluation
The evaluation of the intervention consists of a coherent context, process and effect evaluation. The
effect evaluation is conducted in a multicenter stepped-wedged interventional design with start
dates stratified and randomly assigned to work units. Results will be reported in accordance with
the CONSORTstatement (42).
The context and process evaluation serves both a formative and summative purpose. For the
formative purpose information from focus group interviews will be used to adjust and improve
the implementation based on how context, implementation and intervention content fit together.
For the summative purpose primarily qualitative data are gathered before, under, and after the
intervention from each of the participating work units. The reporting of the context and process
evaluation will follow the Consolidated criteria for reporting qualitative research (COREQ) (43). In
Table 1 we list all the hypotheses of the study.
Table 1. Hypotheses of the study.
Hypotheses on effect and implementation
1. Main effect

a) In Psychiatry…

2. Implementation and

b) In the Prison
and Probation
Service…
a) In Psychiatry…

main outcome
b) In the Prison
and Probation
Service…

…The intervention will lead to a significant increase in the
degree to which unit-leaders and employees continuously
work on violence prevention practices based on their
registrations and experiences.
…Work units with a higher degree of implementation will
have a greater increase in the degree to which unit-leaders
and employees continuously work on violence prevention
practices based on their registration and experiences than
work units with a lower degree of implementation.
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3. Implementation and
specific outcomes

a) In Psychiatry…
b) In the Prison
and Probation
Service…

…At work units with a high degree of implementation there
will be a greater increase in a) cooperation between unitleaders and employees; b) attention to violence prevention;
c) the number of actions taken to prevent violence and
threats; d) the violence prevention climate; e) the
employees’ self-efficacy in violence prevention; and f) the
employees’ sense of safety at work.

4. Ceiling effect

Work units with a higher baseline score of outcome measures will experience smaller
improvements post intervention due to a ceiling effect, even when the
implementation degree is high.
General hypotheses on context and process
5. Contextual factors
shape implementation
6. The role of auxiliary
processes

The implementation of the intervention will be shaped by contextual factors such as
changes in management, activities of the working environment organization and the
organization’s readiness for change.
We will explore the role of the auxiliary processes (trust between management and
employees, affective commitment, balanced attributions of responsibility of
prevention work, and reciprocity between unit-leaders and employees in violence
prevention efforts) on the implementation process (see also Figure 1 and the
explanation of auxiliary processes in the text).

Apart from the hypotheses in table 1, we have several specific assumptions about the context and
its relation to the implementation. These are represented as factors in Figure 2 in the boxes of the
discrete context and the omnibus context, and will be presented in paragraph 2.5.
Figure 2 illustrates how the context, process and effect evaluation are integrated in the Context,
Process and Outcome Evaluation model (37). In line with the authors of this model, we argue that
integrating process and effect evaluation of complex organizational interventions is crucial to fully
understand, interpret and use the results.
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Figure 2. The context, process and outcomes of Integrated Violence Prevention.

Figure 2 show that the intervention is considered part of a change process that starts already
before the actual intervention activities and extends to after these activities. The auxiliary processes
are theoretically based factors that are thought to facilitate this change process. The four auxiliary
processes derive from the framework of Dejoy (31) and consists of a) Trust between management
and employees , b) Affective commitment of employees to the work unit; c) The process of more
balanced attributions of responsibility for preventing violence; and d) Increased reciprocity
between management and employees. The auxiliary process c) and d) are similar, but in c) both
parts acknowledge that there are aspects concerning violence prevention that the other part can
influence and aspects that are out of their control, while d) emphasizes the psychological contract
between management and employees, where both parts will do their best to optimize safety. Since
not much is known about the working mechanisms of these factors, we will use this study to
explore these mechanisms. This might help us to better understand how and if these auxiliary
processes contribute to the change process.
2.3.1 The cluster-randomized controlled trial
We conduct a cluster-randomized controlled trial with a stepped wedged design to estimate the
effect of the intervention. The 16 participating work units were randomized to four different
starting dates (October 2017, January 2018, October 2018, and January 2019). At each starting date
two psychiatric units and two units from the Prison and Probation Service enter the intervention.
The work units in each sector were stratified by geography meaning that work units that are
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geographically close to each other will receive the intervention at the same time or shortly after
each other, to diminish the spill-over effect in work units that are located in the same city. While
not receiving the intervention the work units are considered controls as illustrated in Appendix 1.
2.3.2 Main and secondary outcomes
Both the main outcome (degree to which unit-leaders and employees continuously work on
violence prevention practices based on their registration and experiences) and all secondary
outcomes (represented in Figure 2 in the outcome box) are measured by a three-monthly
questionnaire.
We deliberately chose not to include self-reported frequencies of violence and threats as primary,
but only as secondary outcomes. First, we do not expect it to be possible to find a statistically
significant effect on frequencies of violence and threats during the follow-up period of the project
because the incidence of violence and threats is multi-causal, and although the intervention is
tailored to each work-unit we do not expect work-units to be able to address enough of the
possible causes within the project period. Second, previous studies have suggested that violence
prevention interventions can cause an increase in registration of violence and threats, because of
the raised awareness an intervention brings (44;45). Third, official registers of violence and threats
are not available and barriers for registering in the official systems are numerous and include for
example a culture of acceptance of violence and threats as part of the job, cumbersome systems,
perceptions of uselessness of registrations, fear of being known by the perpetrator in case of trial
where the victim must witness etc. This makes incidence of violence and threats an unreliable
outcome measure for the IVP intervention. We therefore chose a primary outcome measure that
we believed would be possible to influence with the intervention activities within the project
period, and that would have a relation to the incidence of violence and threats. There was no
validated instrument available that suited this purpose. The Violence Prevention Climate Scale (46)
was the only validated instrument that we evaluated to some extent lived up to these criteria as it
has shown associations with levels of violence and threats and we therefore included it as a
secondary measure (46-48). All other outcome measures are self-constructed or adjusted items.
2.4 Data for the effect evaluation
In the following all data-sources of the evaluation will be described one by one. For an overview of
data-sources see table 2.
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Table 2. Overview of data-sources.
Measurement tool

Short questionnaire
Implementation degree
registration form
Field notes

Time for collection:
Throughout
the study
Every three
months

Registration of action plans
Before interviews with unitleaders and with employees
After interviews with unitleaders and employees
Registration of context
information

Every three
months

Only during the
intervention period

Primarily used for effect,
process or context evaluation

Effect evaluation
After each intervention
activity
After each intervention
activity
In phase 3 and 4
problem solving and
assimilation
In phase 2 mapping

Effect and process evaluation

After phase 4
assimilation

Process evaluation

Process and context evaluation
Effect, process and context
evaluation
Context evaluation

Context evaluation

2.4.1 Short questionnaire
All main and secondary outcomes are measured by a 13-item web-based questionnaire send to all
employees in the 16 participating work units every three months during the entire intervention
period (see Appendix 2: Short questionnaire for the prison and probation service). This means that
the first group of work units that enter the intervention will have measures every three months
from 1 month prior to the intervention until 21 months after the intervention. The last group of
work units that enter the intervention will have measures every three months from 16 months
prior to the intervention until 6 months after the intervention.
2.4.2 Implementation registrations
Implementation degree is measured by registration of fidelity, reach and dose received after each
intervention activity. Reach of the intervention is operationalized by documenting who (for
example unit-leader or employee) and how many participants showed up as planned to the
intervention activities. Fidelity to the intervention concept concerns to which degree the facilitator
was loyal to the planned program and purpose of the intervention activities. It is operationalized
by documenting to which degree the facilitator reached the specific sub-goals of each activity e.g.
On the 3rd steering group meeting to which degree the facilitator gives the steering group
sufficient tools for driving steering groups meetings by themselves in the assimilation phase. The
dose of the intervention received by participants concerns the number of intervention activities
held (for example steering group meetings) and the quality of participation in these activities (for
example active participation in the discussions). Each activity is weighted in terms of its estimated
importance for the overall effect of the intervention, we chose e.g. to weight the three coaching
sessions and the three steering group meetings equally because we assume that both levels are of
equal importance to the outcome. In the same way we weighted the aspects of reach, fidelity and
dose received for each activity in terms of its estimated importance for the overall effect of the
activity. An example of this weighing is that we generally chose to weigh the aspect of “dose
received” a slightly higher since we assumed that things like the quality of the discussions and
action plans would be crucial for the effect of the intervention. Each element and each aspect is
scored by two members of the project group facilitating the intervention activities immediately
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after each intervention activity. When all activities have been completed a total score on a scale
from 0-100% is calculated (See appendix 3: Implementation degree registration forms).
A separate registration is made of reach and some aspects of fidelity in the assimilation phase
where members of the project group are not present at the work units. Based on information from
the contact person at the specific work unit the three unassisted steering group meetings are
scored on a scale from 0-100% if the agenda and format of the project is used and a scale from 075% is used if meetings are held about violence preventive actions, but in another format. The
mean of the score for the unassisted steering group meetings and the before mentioned
registrations of the intervention activities are afterwards calculated as the final implementation
degree.
2.4.3 Statistical analysis
We will perform parallel analysis on the two participating sectors, i.e. psychiatric hospitals and the
prison service. Thus, all analyses described below will be performed on each of the two sectors
separately.
The statistical analysis for testing the intervention’s effect on continuous adjustment of violence
prevention practices (hypothesis 1a and 1b) is based on an intention-to-treat approach, using a
linear mixed model. In this analysis we assume that the main outcome will be normally
distributed. We will investigate this assumption graphically based on residual plots and if we
detect ceiling or flooring tendencies, we will approach the analysis differently. Workplace, work
unit, and employee will be entered into the model as random effects to account for correlation
between observations. Due to the stepped-wedged design of the trial, we will enter the time
dependent factors, calendar time and intervention-stage, as systematic effects.
In addition to the intention to treat analysis, we will perform an analysis that assesses whether the
effect of the intervention is mediated by implementation degree (hypothesis 2). In this analysis, we
will enter implementation degree as a time dependent variable into the model described above.
Through further sensitivity analyses, we will assess whether pre-existing conditions (such as
readiness for change or a high level of cooperation between management and employees) a)
predict implementation degree and b) either fully or partly explain the effect of the intervention.
Through this analysis we will be able to assess whether the implementation of the intervention or
the pre-existing conditions at the work unit account for the effects.
Finally, we will perform secondary analyses to assess the effect of the intervention on secondary
outcomes, i.e. cooperation between unit-leaders and employees, attention to violence prevention,
the number of actions taken to prevent violence and threats, the violence prevention climate, the
employees’ self-efficacy in violence prevention, and the employees’ sense of safety at work
(hypothesis 3).
We know that three of the participating work units are planning to shift from three separate unitleaders to one shared management during the intervention period. This means that in these work
units the part of the intervention directed at management will be less likely to be delivered and
received as intended. Moreover, we expect that the three work units with shared management will
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be more similar once they share management. We will therefore perform sensitivity analyses for
the primary analysis. In this sensitivity analysis, we will enter change in management as a new
time dependent categorical variable with three possible stages: no change in the organization,
being informed about the change, and the actual change in management. Work units that do not
experience change in management during the intervention period will be assigned the “no change
in the organization” value of the variable. Based on experiences from other intervention projects
(49) we know that changes will most likely also occur in other participating work units. In these
cases we will likewise perform sensitivity analyses that address these changes.
2.4.4 Power calculations
We expect to recruit approximately 400 participants distributed among the 16 work units, 8 at
psychiatric hospitals and 8 in the Prison Service. If we assume a dropout rate of 25%, we would
have 300 employees in total, 150 employees in each trade, to include in the analysis. Traditional
formulas for power calculations assume that all observations are independent. In this study the
measurements of outcome are not independent as the employees are clustered in work units,
which in turn are clustered in workplaces. We do not know, however, the size of the correlations at
any of these levels (across time for the same employee, between employees in the same work unit,
and between different units within the same workplace). Also, to perform a power calculation we
need information on the residual variance of the main outcome. However, as the main outcome of
the intervention is a newly developed measure, we do not have this information. We are therefore
not able to report an actual power calculation for this study.
2.5 Context and process evaluation
For the context and process evaluation we use the model of Fridrich and colleagues as a guiding
framework, see Figure 2 (37). We first placed the intervention activities in the model and identified
possible and plausible outcomes. We then chose the contextual factors based on literature on
general contextual factors for organizational interventions (39;50-54) and our specific assumptions
about which factors would influence the implementation of the IVP intervention. Based on the
identified factors we developed 10 guiding assumptions. We chose not to make assumptions on
the relation between contextual factors and the outcomes, since we believe that many more factors
than the ones we address with our intervention could potentially influence the outcomes. We will
control for some of these contextual factors in the statistical analyses (e.g. turnover) but otherwise
we consider the investigation of these mechanisms to be out of the scope of this study. We aim to
investigate the mechanisms that we try to improve with the intervention as illustrated in figure 3:
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Figure 3. Overview of types of assumptions made about the intervention.

This means that we will not look at the relation between e.g. change in management (contextual
factor) and feeling safe at work (outcome) but only on e.g. change in management (contextual
factor) and the extent to which the intervention was implemented (implementation). The
assumptions about the influence of context on implementation are presented in table 3.
Table 3. Specific context assumptions.
General context
1. Sector

Implementation degree will generally be higher in the psychiatric units than in the
Prison Service.
Context related to changes in personnel
2. Staff cuts*
3. Staff turnover*
4. Change in management*
Intervention experiences
5. Potentially competing
change processes

At work units where staff cuts occur before or under the intervention there will be
a lower degree of implementation.
At work units with high staff turnover there will be a lower degree of
implementation.
At work units where there is a change in management just before or under the
intervention the implementation will be negatively or positively affected.
At work units where additional, potentially competing change processes occur
before or during the intervention the degree of implementation will be negatively
or positively affected.
Work units that are familiar with conducting similar interventions will have higher
levels of implementation.

6. Previous good
experiences with similar
interventions (in terms of
process or content)*
Culture, attitudes and existing structure
7. Existing culture of
participation
8. Motivation for
participation in the steering
group
9. Resources*
10. Existing structure of the
working environment
organization
*Potentially explored statistically

Work units with an existing culture with a high extent of employee participation
will have higher levels of implementation.
At work units where the motivation for participation in the steering group is high
there will be a higher degree of implementation.
At work units with low levels of resources caused by e.g. a heavy inmate/patient
group, intervention fatigue, competing change processes etc. there will be lower
levels of implementation.
At work units where the working environment organization has a high degree of
meeting activity and a systematical approach to improving the working
environment the degree of implementation will be higher.
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To explore the context specific assumptions, we will use five types of data: field notes, registration
of action plans, focus group interviews, individual interviews, and registration of contextual
factors through email with a contact person. The marked assumptions could potentially be
quantified and explored in relation to the statistical analysis. The rest of the assumptions on
context will be explored qualitatively in relation to the implementation degree.
2.5.1 Data-collection methods
Interviews with unit-leaders prior to intervention
Interviews with unit-leaders are conducted in each of the 16 participating work units. To interview
the management is especially important in terms of assessing the pre-existing context of the
intervention since they are responsible for shaping the existing structures of the work units, and
play a pivotal role in the existing culture. We use a semi-structured interview guide that is
designed to ensure data on all our context assumptions.
Focus group interviews with employees prior to intervention
Focus group interviews are conducted in each of the 16 participating work units. See section 2.2 for
information on selection of participants. We use a semi-structured interview guide that is designed
to capture data on all our context assumptions.
Focus group interviews and individual interview with employees after the intervention
Two employee interviews will be conducted after the intervention. The first one will be conducted
with 2-4 employees that did not take part in the steering group and aim to gain knowledge about
the dissemination of the action plans initiated by the steering group and unit-leader. We will
conduct the interview without the presence of a steering group member to get richer information
on evaluation and assimilation of the intervention itself and to ensure that the interview persons
will not be restricted in reporting their attitudes towards the intervention because of the presence
of a colleague that participated in the steering group. The semi-structured interview guide will be
informed by the actual action plans that the participants initiated during the intervention to be
able to discuss the tangible actions and changes. The aim is to gain information on the experienced
effect of the intervention in their work unit.
The second interview will be conducted with the working environment organization
representative if the person has been part of the steering group, otherwise the interview will be
conducted with an employee from the steering group. The aim of this interview is to get richer
information on what actual action has been taken to prevent violence and threats and how the
steering group meetings as a platform for these actions worked. The semi-structured interview
guide will also here be informed by the actual action plans that the participants initiated during
the intervention to be able to discuss the tangible actions and changes.
Interview with the unit-leader after the intervention
For this interview we use a semi-structured interview guide for a summative evaluation with a
focus on the unit-leaders’ role in the intervention.
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Registration of contextual information
The contact person of each work unit is contacted by e-mail or phone every three months
throughout the 2-year project period. In this email or phone interview we ask for information on
changes in management, staff cuts or other changes in the unit. If they report any of the
abovementioned changes and have not yet received the intervention, the subject is followed up in
the relevant upcoming interviews to get further details on the impact on the implementation
process. All email correspondence conducted with the purpose of planning intervention activities
that contains relevant information on the context assumptions will also be registered as data.
Field notes
Members of the project team facilitating the intervention activities write field notes after each
completed intervention activity. The notes are structured around the context and process
assumptions so that data on all relevant hypotheses are covered with each field note.
Action plans
All action plans from assisted and unassisted steering group meetings and from the coaching
sessions are either photographed, scanned, or hand copied.
3 DISCUSSION
This study aims to contribute to the violence prevention research in several ways. To the best of
our knowledge this is the first study of a tailored, theory-based intervention integrating both
employee-level and management-level actions in violence prevention. In the evaluation of this
intervention, we apply a coherent approach of a context, process and effect evaluation, something
that is strongly recommended by authors of systematic reviews of psychosocial work environment
interventions and safety interventions (21;55). We expect that the evaluation of this intervention
will bring about both generalizable knowledge of the effects as well as knowledge on the
mechanisms that are at work in creating those effects. The thorough investigation of contextual
factors will enhance the possibility of transferring experiences to other sectors in gaining
knowledge on the prerequisites of successful implementation. The stepped-wedged design has the
advantage that all participating work units receive the intervention at some point during the study
which may enhance the motivation to participate. To use this design we measure the dependent
variable 10 times throughout the study period, with a number of measurements before and after
the intervention period, which improves the power in the statistical analyses (56).
The intervention is both participatory and open with regard to the types of changes to improve
violence prevention. This approach makes it possible to tailor the intervention to the specific needs
of the work unit. Both the participatory and tailored aspect have been recommended by other
organizational health and safety intervention researchers (57). This makes the intervention more
complex and could lead to complexity bias, i.e. that the outcome might depend on several
contingencies outside the control of the investigator (58). As a recommended in a review on how to
make organizational interventions work (59) we respond to this problem by including a thorough
context and process evaluation . Through this comprehensive evaluation we aim to gain insight
into these contingencies that might to some extent be outside the control of the investigator but
still possible to describe and analyze in order to understand their influence on the implementation
of the intervention.
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The study faces several challenges. The stepped wedged design introduces a risk of contamination
between clusters because of the long study period (56). We address this issue by stratifying clusters
by geography, meaning that work units that are geographically close to each other will receive the
intervention at the same time or shortly after each other, to avoid that a work unit adapts parts of
the intervention, before actually starting the intervention. The long study period also introduces a
risk of learning curve bias (58) where the project team become more skilled during the study
period and therefore the effect of the intervention will be better for the last cluster of work units.
We intend to assess this bias by gathering extensive field notes from all intervention activities with
detailed information on adaptions made for the specific activity.
Another critique of the stepped-wedged design is that the intervention is rolled out to all groups
before the effectiveness is established (56). Using a cluster RCT with sequential implementation
would allow for estimation of the effect before the intervention is rolled out to the control group.
As our intervention is preventive in nature and not a treatment, we believe that it is ethically
sound to introduce the intervention to all participants before estimation of the effect. The very
open nature of the intervention also allows the work units to focus on meaningful aspect that they
want to work with. This opens up for the possibility to tailor the intervention to work units'
current needs, which heightens the probability that work units will experience positive sideeffects, even in the absence of effects on the pre-defined outcomes.
Another challenge is that we use a method to calculate implementation degree that has not been
tested before. We do so out of the conviction that it is crucial to include the implementation degree
in the effect evaluation, and we found no satisfying existing way of calculating implementation
degree.
Lastly, we have chosen a primary outcome measured with one self-constructed item. We did so for
several reasons. Firstly, it is difficult to use long questionnaires in a stepped-wedged design, since
the analysis is dependent upon high response rates throughout the entire project period (in this
case every three months throughout the 2-year project period). With long questionnaires we would
risk a very low response rate and statistical analysis would be impossible. Secondly, we looked for
a primary outcome measure that was close enough to the intervention to realistically be affected by
the planned intervention activities and at the same time could be a plausible indicator of future
prevalence of violence and threats.
4 CONCLUDING REMARKS
If the intervention proves successful it could be a step in the direction of a more reflective practice
of violence prevention. As a general model for violence prevention the IVP intervention has the
potential to be used in other trades such as the service trade, teaching, or other healthcare areas
than psychiatry. The intervention addresses the management level, and information on the role of
managers in violence prevention could in itself add to other existing violence prevention models
such as e.g. Safewards (60). The results of the study will be generalizable to other Scandinavian
countries that have similar participative work cultures, work environment structures and
approaches to psychiatric patients and prisoners. The first results are expected to be published in
2020.
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5 ETHICAL CONSIDERATIONS
We will collect data by use of questionnaires, focus groups, interviews, action plans,
implementation documentation and background documents (for example organizational structure)
from the participating workplaces. As no biological data is collected ethics approval by the Danish
National Committee on Biomedical Research Ethics is not requested nor required according to the
Danish regulations. Before the initiation of data collection the project has been approved by The
National Research Center for the Working Environment that has been authorized by the Danish
Data Protection Agency to assess their internal projects (Journal no. 2015-57-0074). The facilitators
of the intervention will have access to both external and internal supervision on the facilitation
process.
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APPENDIX 1: STEPPED-WEDGED DESIGN
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Interven-
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tion
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Control
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APPENDIX 2: SHORT QUESTIONNAIRE FOR THE PRISON AND PROBATION
SERVICE
The following questionnaire is tailored to the prison and probation service. Another
equally tailored exists for psychiatry and can be acquired upon request.
Introduction text
In the following you will be presented with 13 questions that we kindly ask you to
answer. Completing the survey takes about 5 minutes.
All questions regard violence and threats from inmates against the staff.
Many questions regard violence prevention that should be understood as dynamic
security, physical security, help during and after episodes of violence and threats,
guidelines and policies about prevention of violence and threats, and the cooperation
between employees and managers about those aspects.
Your answers will be treated confidential. The results will be used in a manner where
individuals are not recognizable.
The answers will be used to examine the short- and long-term effects of the project
“Integrated Violence Prevention” at your unit.
Violence prevention work at your unit
Question 1: “To what extent do you continuously adjust your violence prevention efforts
based on your registrations and common experiences?”
Answers range from 0-10. “0” signifies “Not at all”; “10”signifies “To a great extent”.
Question 2: “To what extent does the immediate manager and employees cooperate on
the prevention of violence and threats?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Question 3: “Have there been improvements related to the prevention of violence and
threats during the last three months?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Prioritization of violence prevention at your unit
Question 4: “To what extent does your immediate manager prioritize violence
prevention?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Question 5: “To what extent does the work environment organization prioritize violence
prevention?” Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a
great extent”.
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Prevention practices at your unit
Question 6: “To what extent are guidelines on violence prevention carried out in practice
at your workplace by your immediate manager?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Question 7: “To what extent are guidelines on violence prevention carried out in
practice at your workplace by the employees?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Question 8: “To what extent do you have confidence in your colleagues’ competences to
prevent violence and threats?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Question 9: “To what extent do you feel capable to deal with and prevent violence and
threats?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Question 10: “Do you feel safe when you are at work?”
Answers range from 0-10. “0” signifies “Not at all”; “10” signifies “To a great extent”.
Violence prevention climate at your unit
Question 11: “How much do you agree with the following statements?
- Management in this organization quickly responds to episodes of violence
- Reports of violence from other employees are taken seriously by management
- In my unit, there is training on violence prevention policies and procedures
- In my unit, employees are informed about potential violence hazards
- In my unit, whenever pressure builds up, the preference is to do the job as fast as
possible, even if it means compromising violence prevention
- In my unit, human resource shortage undermines violence prevention standards.
- We are a unit that continuously makes an effort to prevent violence and threats
Answer categories: “Disagree very much, Disagree moderately, Disagree slightly, Agree
slightly, Agree moderately, Agree very much”.
Prevalence of violence and threats at your unit
Question 12: “Within the last three months have you been exposed to physical violence
in your department?”
Answer categories: “Yes daily, Yes weekly, Yes monthly, Yes from time to time, No
never”.
Question 13: “Within the last three months have you been exposed to threats in your
department?”
Answer categories: “Yes daily, Yes weekly, Yes monthly, Yes from time to time, No
never”.
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APPENDIX 3: IMPLEMENTATION DEGREE REGISTRATION FORMS
The following registration forms are summary schemes. Separate detailed registration
forms exist for each of the activities: the mapping survey, the management seminar, the
employee seminar, for each of the three management coaching sessions, for each of the
three assisted steering group meetings, and for each of the three unassisted steering
group meetings. The registration forms for each activity are available upon request.
Summary registration form for assisted intervention activities:
Work unit:

Date:

Facilitator:

Comments:

Activity

Highest
possible
score
5%
20%
25%
25%
25%
100%

Score
assigned

Notes

Mapping survey
Management seminar
Employee seminar
Management coachings
Assisted steering group meetings
Total

Based on information from the contact person at the specific work unit the three
unassisted steering group meetings are scored on a scale from 0-100% if the agenda and
format of the project is used and a scale from 0-75% is used if meetings are held about
violence preventive actions, but in another format.
Summary registration form for unassisted steering group meetings when the agenda and
format of the project is used:
Work unit:

Date:

Facilitator:

Comments:

Activity

Highest
possible
score

Score
assigned

Notes

Unassisted steering group meetings

100%

Total

100%

Summary registration form for unassisted steering group meetings when the agenda and
format of the project is NOT used:
Work unit:

Date:

Facilitator:

Comments:

Activity

Score
assigned

Notes

Unassisted steering group meetings

Highest
possible
score
75%

Total

75%

The mean of the score for the unassisted steering group meetings and the assisted
intervention activities is calculated as the final implementation degree.
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Abstract
The aim of this study was to investigate which contextual aspects and mechanisms are
decisive in the implementation of an integrated, tailored intervention to prevent violence
and threats of violence from patients or inmates towards employees in psychiatric units
and in prisons and detention centers. Based on a standardized implementation degree
assessment of fidelity, reach and dose delivered, we selected two workplace cases from
each sector, one with a high and one with a low implementation degree. Using a realist
evaluation framework, we conducted a thematic analysis of the four selected workplace
cases to identify prevalent contextual aspects and mechanisms underlying the
implementation degree. We found that prioritization, synergy with parallel change
processes, and intervention fit, were decisive mechanisms for the successful
implementation of the intervention. We also found that lack of resources (staff
instability, insufficient time, poor mental resources) and resource-demanding parallel
change processes, were contextual aspects that “blocked” all mechanisms. That is, when
resources were not available, none of the mechanisms for implementing the intervention
was activated. Our findings point to the importance of investigating the role of
contextual aspects when assessing the effectiveness of organizational interventions.
Keywords: Violence prevention, organizational intervention, realistic evaluation, context
evaluation, implementation, psychiatry, prison and probation service, Denmark
1 Introduction
Despite many existing initiatives to improve preventive efforts, workplace violence
perpetrated by patients, clients, or inmates against employees, remains a widespread
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and serious occupational risk factor in many occupational sectors, causing severe
physical, mental, and societal problems (Biering et al., 2018; Eurofound, 2017; Friis et al.,
2018; Nyberg et al., 2020; Rudkjoebing et al., 2020; Xu et al., 2018a; Xu et al., 2019). Three
recent reviews indicate that training staff in violence prevention could be a viable way to
tackle violence risk, although more rigorous studies are needed to establish the
effectiveness of such prevention approach (Baby et al., 2018; Morphet et al., 2018; Tölli et
al., 2017). These reviews highlight a substantial lack of controlled studies and of studies
accounting for the process and context of the intervention (Baby et al., 2018; Morphet et
al., 2018; Tölli et al., 2017). There are few cases though of studies that have employed a
RCT-design to test new approaches to violence prevention. These studies showed effects
of group and organizational directed interventions, suggesting that this might be a
course of action to pursue (Arnetz et al., 2017; Bowers et al., 2015). In these studies, the
authors observed a mean positive effect of the interventions, even though these effects,
as well as degree of intervention implementation, varied within the participating work
units (Arnetz & Arnetz, 2000; Arnetz et al., 2017; Bowers et al., 2015). This calls for a
better understanding of the mechanisms and the context within which these
interventions prove to be effective. In the literature on evaluation of organizational
health and safety (OHS) interventions, looking at the context has repeatedly been
acknowledged as a crucial factor for intervention effectiveness (Damschroder et al., 2009;
Nielsen & Randall, 2013; Saunders et al., 2005). However, the role of context in the
effectiveness of intervention activities has been rarely tested empirically. With the
present study, we aim to reduce this knowledge gap by examining the impact of
contextual factors in the implementation of an organizational intervention to prevent
violence in psychiatric units and in prisons and detention centers. In the evaluation setup of the intervention nine assumptions were made on how contextual factors such as
change in management would influence the implementation of the intervention. By
identifying the mechanisms that link these predefined contextual aspects with the
implementation of the intervention, we will contribute shedding light on the question of
why and under which circumstances organizational violence preventive interventions are
effective. We pursue this goal by applying a realist evaluation methodology, which
allows us to identify the “hidden causal levers” that lead to a high or low
implementation degree of the intervention.
2 Material and Methods
2.1 The Integrated Violence Prevention Intervention
The Integrated Violence Prevention intervention was modeled upon the theoretical
framework for accident prevention developed by David DeJoy (2005). The latter posits
that accident prevention is created through an integrated process where the management
drives a culture of change that “trickles down” to the employees, and that the employees
drive a behavioral change that will “bubble up” and modify the prevention activities and
culture (DeJoy, 2005). In line with this perspective, a Danish prospective study in the
Prison and Probation Services and in psychiatric units found that, when employees
experienced prioritization of violence prevention and support from their top manager,
direct manager, and colleagues simultaneously, their risk of being exposed to violence
and threats was reduced significantly (Gadegaard et al., 2018). Accordingly, the
Integrated Violence Prevention Intervention was designed to prompt employees,
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managers, and top managers to enhance their systematic collaboration on improving
violence preventive practices (Jaspers et al., 2019). For this purpose, we designed our
intervention to encompass a number of activities, at each of the workplaces involved,
through a period of 6 months. The activities that supported the bottom-up change
process were: a) mapping what the work units were already doing to prevent violence
and threats by means of a short questionnaire and interviews; b) presenting the results of
this preliminary mapping at a seminar targeted to the entire staff and the managers. The
purpose of this presentation was also to start a discussion about what the work unit
wished to achieve in terms of improving their violence preventive practices. Ideas for
improvement were developed in smaller groups and thereafter discussed with all
participants. Finally, all ideas were collected in an “idea-bank”, a list of suggestions that
could be worked with during the intervention period.
The activities that were set up to enhance the “trickle-down” culture of change consisted
of five steering group meetings. At each of the participating work units, the steering
group was made up of the manager, the work environment representative, and one to
five employees. The steering group was asked to engage in the process of initiating
action plans for violence prevention and implementing these plans over the five months
following the seminar.
The researchers facilitated the seminar and the first two steering group meetings, while
the work units had to conduct the last three steering group meetings by themselves. The
researchers’ role was not to act as violence prevention experts but rather as process
facilitators by stimulating the work units to use their own expertise in preventing risks
for violence specific to their work unit.
The intervention was conducted in 16 work units; 8 in psychiatry and 8 in the prison and
probation services. For further detail on the background and content of the intervention,
as well as the set-up of the effect evaluation, see Jaspers and colleagues (2019).
2.2 Setting
The relative prioritization of containment and resocialization/recovery in prisons,
detention centers, and psychiatric hospitals varies worldwide and are therefore
important to be aware of when describing studies in this area. The prison and probation
services in Denmark, where this study was conducted, pursue two main goals:
containment and resocialization (The Danish Prison and Probation Service, 2012). These
two goals are supposed to be balanced, and all prisons and detention centers have
varying degrees of educational and labor market preparing activities that most prisoners
are allowed to attend on weekdays. In cases where the inmate poses a danger to the staff
or other inmates, the prison officers are allowed to use physical force in self-defense and
sanctions, consisting of either fines or varying degrees of isolation. The work of the
prison officers is organized as shiftwork and, typically, two to three prison officers are
on a shift together. A large part of the basic work tasks (e.g., visitations, enforcement of
the smoking ban, or moving the inmate to another cell) inherently bears the potential for
conflicts. Threats and violence are typically preceded by conflicts that arise in these
situations (Bowers et al., 2015). Conflicts can also arise in situations that the officers
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describe as “out of the blue”, as, for example, when gang members use violence against
prison officers to position themselves within a gang hierarchy.
The psychiatric hospitals included in the study are part of the tax-financed universal
Danish health care system that offers free health care to all citizens. The psychiatric units
included wards with patients typically hospitalized for a maximum of two weeks, but
often known previously to the personnel from earlier admissions. The work is organized
in shifts and, typically, four to six nurses or care assistants are on a shift together in the
daytime. If patients are posing a danger to the staff, the other patients, or themselves, or
are psychotic, the personnel is allowed to use coercion in the form of medication or belt
fixation, but always with the principle of applying the least invasive measure possible.
This can be a special issue with patients who are admitted against their will, or who are
severely psychotic, as they can have diverging views on their psychological states and
needs for treatment. Other daily occurring situations that may have potential for conflict,
and thereby potentially leading to threats or violence, are enforcement of rules about
cigarette possession/acquisition, administering medication, conveying bad messages
from social services or relatives, and setting limits in general (Dickens et al., 2013;
Duxbury, 2002; Papadopoulos et al., 2012).
In the present study, we only investigate ‘type 2’ violence, that is, situations where the
perpetrator is a client that becomes violent while being in contact with the employees of
an organization (Loveless, 2001). This type of violence is the most frequent in the
investigated contexts (Gadegaard et al., 2019).
2.3 Study design: Set-up of the context evaluation
While the aim of the main study was to test the intervention program Integrated
Violence prevention, in this study our aim was to take a closer look at the relationship
between context and implementation. This was done by identifying which mechanisms
linked our pre-defined contextual aspects with different degrees of implementation. In
the following sections, we will unfold how we systematically approached this task. We
used pre-defined assumptions on important contextual aspects for implementation to
guide our data-collection process, and we used a standardized tailor-made tool to assess
the implementation of the intervention. Using realist evaluation, we looked for patterns
in contextual aspects and implementation degree in four selected cases, to identify
central mechanisms underlying the implementation of the Integrated Violence
Prevention Intervention. Data was between September 2017 and December 2019.
2.3.1 Selection of Cases
Of the 16 work units recruited for the main study, 13 units completed the intervention.
From these latter, we selected four cases using a maximum variation sampling method
(Yin, 2011). From each sector, we selected one case with a high implementation degree
and one with a low implementation degree. We chose this sampling strategy
purposefully to accentuate patterns of relation between contextual aspects and degrees
of implementation.
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2.3.2 Assumptions about Contextual Aspects affecting OHS Interventions
As part of the extensive process evaluation of the Integrated Violence Prevention study,
we adopted a systematic approach to data collection. During the development phase of
the study, we identified nine contextual aspects that we assumed would influence the
implementation of our intervention. To do so, we summarized the existing knowledge
about contextual aspects affecting organizational interventions, relying on three
reviews/framework articles about intervention implementation (Damschroder et al.,
2009; Fleuren et al., 2004; Nielsen & Randall, 2013). As these articles considered
contextual aspects relevant to all kinds of organizational interventions, we had to tailor
them to fit the specific characteristics of the present Integrated Violence Prevention
intervention. The nine assumptions considered the following contextual aspects: Staff
cuts, staff turnover, change in management, potentially competing change processes,
previous good experiences with similar interventions, existing culture of participation,
motivation for participation in the steering group, resources, existing structure of the
working environment organization (see also Appendix 1).
Based on these contextual aspects that we assumed would be important for the
implementation of our intervention, we systematically collected data on each of these
aspects (see section 2.6-2.7) to obtain comparable information in all the 16 cases recruited
for the main study.
2.3.3 Interviews
We conducted semi-structured interviews (Silverman, 2015), before and after the
intervention, with both managers and employees separately. Pre-intervention interviews
were aimed at mapping existing violence preventive practices and the context for the
intervention. Accordingly, we asked about the pre-determined nine contextual aspects
by e.g. asking what they hoped to gain from participating in the intervention
(motivation). For these interviews, participants were selected by the manager to
represent different professional groups and grades of seniority. The purpose of the postintervention interviews was to investigate: the implementation process, how the context
had interacted with it, participants experiences of the intervention, and how well the
activities had reached the entire group of employees. In addition, we asked again about
the nine contextual aspects. We conducted two types of post-intervention reviews: one
interview with members of the steering group and one with employees that did not
participate in the steering group. This was done to ensure that a variety of voices was
heard. All interviews were transcribed verbatim, and the quotes used in the analysis
were translated by two of the authors (SJ, BA).
2.3.4 Field notes and action plans
We wrote field notes after each intervention activity. The field notes included a free text
section and sections for each context aspect that were to be filled in with regard to how
each context aspect was or was not affecting the intervention activity. The free text
section allowed describing more broadly what happened during the intervention
activities making the analysis and the interpretations more transparent. It also enabled
documenting information on context and process aspects not captured by the predefined contextual aspects. In addition, we documented all action plans developed at the
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steering group meetings, including information on content, people involved, and followup dates.
2.3.5 Measurement of the Implementation Degree
To assess the implementation of the Integrated Violence Prevention intervention, we
developed an intervention-specific implementation degree scheme inspired by Ferm and
colleagues (Ferm et al., 2018). For each intervention activity, we defined fidelity, reach,
and dose received (Saunders et al., 2005). All scores from the different intervention
activities were summed up in a scheme as the one presented in Appendix 2, and a final
implementation degree score for each case was calculated (for more details about the
measurement of the implementation degree see Jaspers et al. 2019).
2.3.6 Realist Evaluation
We used a realist evaluation framework to examine the link between contextual aspects
and the implementation of the intervention. As claimed by Westhorp (2014) p. 4: “Realist
approaches assume that nothing works everywhere or for everyone, and that context really does
make a difference to programme outcomes.”. The basic assumption is that causal relations are
not universal, but that causal potentials can be activated under certain circumstances.
This can be illustrated by an example from the work environment assessment
authorities. For example, using a fine as a means of regulating the work environment
bears the potential of causing a better work environment. However, this may not always
be the case, for example, in a context where it is more profitable to occasionally pay a
fine. Within realist evaluation, this is called demi-regular causal relationships. The aim of
an analysis performed in a realist evaluation framework, is therefore to search for
patterns in contexts, mechanisms, and outcomes that can substantiate such demi-regular
causal relationships (Pawson & Tilley, 1997). Mechanism can generally be defined as the
“’hidden causal levers’ that account for how and why a program works to bring about desired
changes in reasoning and behavior of participants” p. 375 (Astbury & Leeuw, 2010).
For the purpose of the present study, we relied on Dalkin and colleagues (2015), who
built on the above mentioned classic definition of mechanisms by offering a precision of
the concept. Dalkin and colleagues identify two distinct elements in the concept of
mechanism: program resources and participant reasoning. It is, therefore, a combination
of a program’s resources, the context in which such resources are introduced as well as
the participants’ reasoning that provides demi-regular patterns of intervention effects.
The present study uses this analytical framework to advance knowledge on which
mechanisms link different contextual aspects to different outcomes in the
implementation of organizational violence preventive interventions. The aim will be to
develop what realist evaluation terms a “middle-range theory”. A middle-range theory
is not a universal law and neither a case-specific description, instead it is positioned in
between the two, where patterns can be derived that can be applied to the
understanding of situations sharing common characteristics (Merton & Merton, 1968).
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2.3.7 Analytical approach
The analysis was conducted using Nvivo 11. The qualitative analysis was based on
thematic analysis (Braun & Clarke, 2006) and consisted of an iterative process of
deduction and induction. The first step was to familiarize with the data. To this end, the
first author (SJ) re-read transcripts of interviews and field notes and re-listened to
selected recordings of intervention activities. The writing of the field notes had already
in itself constituted a step in the analytical work, as the field notes were structured
around the context assumptions. In so doing, the researchers most involved in this task
(SJ, IK, DA, AM) were forced to think in an analytical (as compared to a mainly
descriptive) fashion when writing the field notes (See appendix 3: field note template).
For example, the researchers had to answer questions related to the contextual aspect
“resources” (number 8 in Appendix 1) for each activity: How are the mental resources for
participating in the intervention? How was that evident throughout the activity? What
consequences did it have?
The second step was to begin coding. The first author (SJ) derived initial codes from the
context assumptions presented in Appendix 1. The initial coding with the nine codes was
done on a subset of the material from one case in the prison and probation service with a
low implementation degree. Based on the initial coding, the coding tree was then
expanded with several sub-codes as well as new codes for contextual aspects. During
this process, it became clear that, for example, the predefined assumptions about the
influence of staff cuts and staff turnover on the implementation overlapped with a more
prominent context that was mentioned by both staff and unit leaders, namely the high
levels of sickness absence. The latter had a similar influence on the implementation
process of both intervention activities and action plans since it created a lack of
continuity in staff and a lack of mental resources as a result. From the first coding, it was
also evident that the direction of the assumptions was not always found in the material.
This applies for example to the code “competing change processes” which was renamed
and became “parallel change processes” thereby opening up to the possibility of noticing
synergetic effects brought about by other change processes in the organization. After
discussing these first changes to the codes with three co-authors (BA, JD, PC) these new
codes were applied to the dataset consisting of four cases. The most prominent
contextual aspects were identified by assessing the number of sources (interviews, field
notes, etc.) and the number of cases. We decided to use the three most prominent
contextual aspects to build the proposed Mechanism (program resources) + Context +
Mechanism (Participant reasoning) = Outcome configurations, and looked at various
context/high implementation and context/low implementation constellations. We did
this to get an idea of the possible patterns in mechanisms across the four cases. We chose
to rely on these major patterns to focus the analysis, which meant leaving out less salient
aspects of the context, such as the role of the facilitator, existing degrees of employee
involvement, and the educational level of the participants. Having different types of
longitudinal data collected over the course of 8 months (interviews with managers,
interviews with employees, field notes, action plans) enabled us to triangulate data
patterns.
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2.3.8 Ethics
Before data collection, the study was approved by the National Research Center for the
Working Environment on behalf of the Danish Data Protection Agency (Journal no. 201557-0074). No approval by the Danish National Committee on Biomedical Research Ethics
was required, as we did not collect any biological material. All interviewees consented
verbally to the recording of the interviews and the following use of the material in
anonymized form. Participants were informed that they could retract their consent at
anytime. The facilitators of the intervention activities had access to supervision from a
trained psychologist.
3 Results
3.1 Contextual Characteristics of the selected Cases
We gave each of the four cases a name (label) based on their main contextual
characteristic. Case 1 was labeled “The ceiling effect case”. We choose this name because
it became evident during the first mapping interviews that this psychiatric unit had a
high level of systematism in their violence preventive efforts. As systematism in
improving violence preventive practices was the main outcome of the effect evaluation,
their chance of improving this element was smaller (ceiling effect). Case 2 was named
“The repelling case”. This was another psychiatric unit in the same hospital but facing a
different situation at the time of the preparation meetings for the intervention. Over the
previous 12 months, this unit had experienced an unplanned merger, two changes in
management, and high rates of turnover and sickness absence leaves. During the
planning phase of the intervention, the research team met some frustrated managers and
employees who were under a lot of pressure resulting in a sometimes repelling attitude.
Case 3 was named “The ambitious case”. It was a detention unit in a prison with
extensive problems of violence and threats, engendering what the manager called a
“burning platform” for participating in the intervention. The ambition was especially
carried by the manager, who was determined to succeed in this project. Case 4 was
named “The demanding case”, because the unit requested more help than the
intervention team could offer. It was a detention unit from another prison that recently
was assigned to a different type of inmates. For this reason, managers and employees
were in the process of reshaping the way the prison officers approached their task. This
change process, together with the lack of resources, demanded a lot of mental resources
from the staff and the manager. Although the participation in the research study
provided some resources, the research team experienced that especially the manager
asked for more help than was available within the intervention study.
3.2 Mechanisms Identified for Implementation
From the identified contextual aspects of the four cases, we looked for patterns in how
they were connected with the implementation degree, using a realist evaluation
approach. This resulted in three main mechanisms leading to high implementation of the
intervention. Using the concept of mechanisms from Dalkin and colleagues (2015)
(Mechanism (program resources) + Context + Mechanism (Participant reasoning) = Outcome),
we describe below for each mechanism how a central program resource was introduced
into a special context that led participants to a specific reasoning about the intervention –
and how this reasoning results in high or low implementation (our outcome, which was
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given as the cases were selected according to their high or low implementation degree).
In the end (in Table 1), we summarize the contextual aspects and mechanisms of the four
cases with high and low implementation degree.
3.2.1 CMO-configuration for mechanism I: Prioritization of violence prevention
A central resource of the intervention program was that it created a frame for
prioritization of violence prevention and support for handling episodes of violence at the
top-management, management, and employee level. This part of the mechanism,
however, was activated only in contexts where there were actual resources available.
This means that, in departments where there was no, for instance, extra time available
due to high workload, it was difficult to initiate new actions for violence prevention.
“The ceiling effect case” was a case where this program resource (prioritize violence
prevention through focused and assigned activities) met a context of high levels of
resources (stable staff, stable manager, mental resources). This elicited a reasoning that
this intervention program could help work with something that seemed important for
the work unit (work environment improvements, diminishing violence, and threats). The
manager expressed the reasoning about the intervention program in this way:
“Line manager Helen: … Well it is probably more about… - I think that it is really good for the
employees that we get that focus. And I think it will be really interesting to work with (violence
preventive initiatives) […] because as I know my staff, I do not think we will meet resistance to
change. They are very open-minded especially, when we approach them with the intention to
improve their work environment“
Case 1: “The ceiling effect case”, interview with manager pre-intervention
Equally, the employees stated that they looked forward to improve their work
environment and therefore welcomed the project:
Interviewer A: So what is your overall motivation to participate in this kind of project, what do
you think could be interesting about participating in the project?
Nurse Susanne: To get more tools that help us feeling safe at work and being happy when we go to
work! I don’t know if there are other things I expect. From my point of view this theme
(preventing violence and threats) is the alpha and omega of looking forward to going to work […].
Care worker Fanny: Yeah, all the tools we can collect (to prevent violence and threats) are worth
their weight in gold aren’t they! And if we all know them in the staff group then it’s even better!
[…]
Interviewer B: Do you see any barriers to implement the intervention – something that could
make it difficult?
[…]
Care worker Fanny: No, I think that the project has been brought on its way and it is decided who
should do what: who is in the steering group and for me that is a way to set a direction – to make
it visible, that this is the way we want to go!
Case 1: “The ceiling effect case”, interview with employees pre-intervention
This positive reasoning about the intervention was part of their motivation for
conducting the steering group meetings and making action plans followed up by actual
action, all leading to a high degree of implementation.
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3.2.2 CMO-configuration for mechanism II: Synergetic effects with other projects –
building on what is already there
In “the ceiling effect case”, we found a mechanism that consists of synergy between the
intervention introduced by our research project and other already existing projects in the
work unit. More specifically, this unit benefitted from the work that had already been
done with related projects aimed to reduce coercion, such as the introduction of safetybriefings. The program resource that formed part of this mechanism was the tailored
element of the intervention. Specifically, the seminar and the steering group meetings
provided a frame for collaboration and gave the work units the possibility to speak
about violence prevention and initiate action plans on what they deemed fit for their
current situation. In the ceiling effect case, there was a context of several parallel projects
on the reduction of coercion. These projects were decided politically, and therefore the
work unit was obligated to implement them. Although these projects were seen as good
initiatives with something to offer in terms of new and better ways of approaching the
care work, employees and their manager felt pressured to make many changes in a
limited time frame. At the same time, they felt that the parallel projects focused mainly
on patient safety and less on employee safety. A decisive part of the context in this unit
was also that they had an experienced manager with a good overview of all the projects
the unit had to engage in. This context, in combination with the program resource of a
tailored/open intervention, led to a situation where the unit was able to combine all the
projects in the Integrated Violence Prevention intervention, with the common goal of
improving both employee and patient safety. This is also illustrated in the field notes
from the management seminar:
The department management (and the management team above) had a lot of focus on
reducing constraints. However, they did not see this as a problem with regard to
implementing the IVP- intervention project, as both activities were related. The manager
herself suggested that it would be important to highlight this overlap in order to be able
to prioritize both (in the regular working day). This approach meant that the action plans
for the prevention of violence and threats could constructively be integrated with
existing measures for the reduction of coercion.
-

Case 1: “The ceiling effect case”, field note, management seminar
This synergetic effect facilitated the implementation process, because, as the manager
pointed out, it increased the prioritization of the intervention activities. From the
interviews pre- and post-intervention with the manager it was clear that she played a
central role in creating such synergy and protecting the employees from the tasks related
to documentation of the different projects. In this way, it was possible to combine a
number of issues they had to deal with, which led to the experience of being very
effective; namely, that the project actually saved them time instead of deducting time
from other important tasks.
In contrast, the opposite situation was found in “the ambitious case” that can be seen as
a negative example of the “synergetic effects with other projects” mechanism. In this
work unit, the intervention met a context characterized by competing change processes,
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that is, other changes that also demanded resources. These included a merger that
occurred in the six months prior to the beginning of the intervention, ten different
middle managers in the previous ten years, and a new shift work management system
that reduced flexibility in the employees’ planning of working hours. In addition, during
the last month of the intervention, the work unit was sanctioned by the work
environment authorities for too high time pressure and inadequate prevention of risks of
violence and threats. Together, all these events demanded a lot of mental resources and
reduced employees’ motivation for getting involved in new activities. This is illustrated
by the following excerpts from a post-intervention interview:
Interviewer: Do you have the same experience over here? (Referring to the experience that the
intervention is relevant, but that the conditions for violence prevention generally are poor and
therefor it is difficult to make improvements.)
Prison officer Jack: Yes, that’s right. It is as if the good intentions can’t keep up with reality, right?
You launch a project and then you lose two colleagues. And then we have to figure out new
solutions.
Interviewer: Do you mean that two people quit?
Prison officer Jack: Yeah or move to another department or something. Things change all the time.
So, all the things you agree on, you might have to start all over again with new people.”
(…)
Prison officer Jo: It is rare that we have longer periods without any changes
Case 3: “The ambitious case”, interview with employees not in steering group, postintervention
In contrast to “the ceiling effect case”, in the ambitious case there was no synergy with
other projects but a lack of mental resources to engage in the intervention, despite a
manager that was determined to improve their violence preventive practices.
3.2.3 CMO-configuration for mechanism IV: Intervention fits with existing ways of
working
In the psychiatric ward that we named “the ceiling effect case”, the hospital was already
very systematic in their work environment organization and used to work with
principles of LEAN Management. Therefore, they knew how to work systematically, and
they were able to incorporate the “idea-bank” of good preventive ideas from the
employee seminar into their existing practice of systematism. This is illustrated in the
managers’ reflections about the intervention project:
(…) It has not been substantially different to the way they normally work. In general, they are
good at generating new ideas together and talk about how to solve a problem. We are very
solution-oriented. If we come across something that creates irritation or we come across something
that we think is inappropriate, or where we think we could improve something then we are fast to
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test out new solutions. I think we are permeated with this PDCA model (Plan-Do-Check-Act
model of LEAN management), that is we test out things on a small scale and if we think it works
very quickly implement it in our way of working.
Case 1: “The ceiling effect case”, interview with manager, post-intervention
However, we could also see that this mechanism of ‘fit” between the intervention and
existing ways of working only worked in combination with the contextual aspect of
resource availability in terms of time, stable staff, and stable manager. This is illustrated
by the repelling case, where their existing way of working systematically in the work
environment organization did not lead to high implementation in itself.
“The demanding case” provides a negative example of the mechanism of intervention fit.
In this work unit, the context was characterized by an alienation towards working
systematically from their work environment representative. When the program resource
of systematism was introduced in this context, it created a different kind of reasoning in
the participants. In the first steering group meeting, the employees discussed the
possibility of improving the shift handover procedures to be more systematic (and
written down) as a measure aimed at violence prevention. However, the work
environment representative favored a more flexible and unsystematic approach. In this
case, the existing way of working did not fit with the intervention element of
systematism, and the work environment representative could not appreciate the quality
in working systematically with violence prevention. In such a context, the mechanism of
fit was not activated and, therefore, did not lead to a high implementation degree.
3.3 Synthesizing results
Table 1 provides an overview of the four cases and their respective contextual aspects,
mechanisms and implementation degree. To point out how the contextual characteristics
relevant to each case refer to our assumptions about contextual aspects, table 1 also
presents these contextual aspects with their respective number as shown in Appendix 1.
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Table 1. Overview of contextual characteristics and mechanisms present in the four cases
(double collum fit).
High
implemen-tation
degree

Psychiatric wards
Case 1: The ceiling effect case

Prisons (both detentions)
Case 3: The ambitious case

Contextual characteristics:
(4) * Parallel change processes providing
new resources
(6) Strong culture of participation
(8) High level of resources

Contextual characteristics:
(4) Parallel resource demanding change
processes of merger, change in management
and change in shift system, sanctioned by the
work environment authorities
(6) weak degree of employee participation
(8) Recent increase in resources from very
poor to less poor (staffing, sickness absence,
economy)
(9) Systematism in existing WEO but not in
quality work

(9) Systematism in existing Work
Environment Organization (WEO) and
quality work

Low implemen-tation
degree

Mechanisms (Strength):
Experienced prioritization and support
(Medium)
Synergetic effects with other projects
(Strong)
Fit with existing way of working (Strong)
Case 2: The repelling case
Contextual characteristics:
(4) Mix of parallel resourceful (Safewards,
safety briefing) and demanding (recent
merger, change in management) change
processes
(6) Strong culture of participation
(8) Low levels of resources: sickness
absence, turnover
(9) Systematism in existing WEO and
quality work

Mechanisms (strength):
Experienced prioritization and support
(Medium)

Case 4: The demanding case
Contextual characteristics:
(4) Resource demanding parallel change
process: sanctioned by the work environment
authorities, acute severe episodes of violence
from gang members
(6) Weak culture of participation
(8) Low levels of resources: high level of
sickness absence, change number and types
of inmates and in work tasks led to
experienced time pressure and experienced
staff cuts
(9) No systematism in existing WEO and
quality work

Mechanisms (strength):
Mechanisms (strength):
Fit with existing way of working (Medium)
Synergetic effects with other projects
(Weak)
* These numbers refer to the context factor presented in Appendix 1.

Based on the results, prioritization, synergy with other projects, and intervention fit were
identified as the main mechanisms supporting implementation degree. These
mechanisms were more or less in place or activated, depending on different contextual
aspects. Specifically, resource availability, parallel change processes, and existing
systematism in the work environment organization or quality work, were important
contextual aspects in the implementation of the Integrated Violence Prevention
intervention.
Combined, these key mechanisms and contextual aspects created different degrees of
implementation of the intervention. In the context of high levels of systematism, high
degrees of implementation were obtained through the mechanism of “intervention fit”.
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The contextual aspects of low resources and competing parallel change processes,
however, prevented all mechanisms from being activated, thereby resulting in low
degrees of implementation. In contrast, the positive versions of the two contextual
aspects, that is high levels of resources and resource-providing parallel change
processes, created high degrees of implementation through the mechanism of
prioritization and synergetic effects.
4 Discussion
In line with our results, other studies found that resources are important contextual
factors that influence organizational interventions (Damschroder et al., 2009; Fleuren et
al., 2004; Nielsen & Randall, 2013). Our findings also converge with more recent studies
from psychiatric wards, which found that staffing levels (quantity and stability) are
essential for the implementation of interventions to reduce coercion (McKeown et al.,
2019; Price et al., 2018; Price et al., 2016). None of these studies, however, examined
resources as elements potentially outplaying other aspects in supporting
implementation.
The important role played by resources in our study findings can be understood through
the lens of the conservation of resources (COR) theory. The theory was originally
developed for understanding resources on an individual level, but has more recently
been expanded to inform the understanding of resources in organizations (Hobfoll et al.,
2018). COR posits that “people must invest resources in order to protect against resource loss,
recover from loss of resources and to gain resources” p.106 (Hobfoll et al., 2018). Applied to
our study, it can be put forth that those workplaces equipped with fewer resources are
not able to use the new resources that the intervention offers them, thereby ending up
with a low implementation degree of the intervention. In terms of the COR theory, this
dynamic of resource (non)use is described as resource loss cycle. Specifically, high levels
of stress occur when resources are lost, and the stressful state in itself makes it difficult to
make use of new resources and to protect against further resource loss, leading to a
vicious spiral that causes further resource depletion. In our results, this is apparent in the
contextual aspect of lack of resources, where, for instance, many competing change
processes and high levels of sickness absence caused a lack of mental resources, or, in
terms of COR, stress responses that made participants less able to implement the
intervention. In the two high-risk occupational sectors examined in this study, loss of
resources can be experienced as even more stressful than in other sectors. This may occur
because, in a context where low quality of primary tasks can lead to violence and threats,
demanding aspects such as understaffing, not knowing your colleagues (temporary
personnel) or knowing that your colleagues are not familiar with the patients/inmates
are all aspects that can engender high levels of stress among employees.
Finally, the mechanisms of intervention fit (mechanism III) has been identified by other
authors as an important factor for the outcome of organizational health and safety
interventions (Randall & Nielsen, 2012; Smith et al., 2015). In a realist review of the
implementation of a work environment certification system, Madsen and colleagues
(2020) identified a similar mechanism. They concluded that the certification “will not
work as a ‘silver bullet’ or panacea for every organization”. Our findings concur with these
89

studies, but it adds to this by suggesting that the mechanism of fit can only be activated
in the presence of sufficient resources, while insufficient resources may prevent such a
mechanism from operating.
4.1 Contribution to a middle-range theory for integrated violence preventive efforts
Based on our empirical findings, we suggest a middle-ranged theory of complex violence
prevention efforts relevant to sectors characterized by high levels of contact with clients.
Our theory adds to DeJoy’s theory of safety culture change (DeJoy, 2005) that served as
theoretical underpinning of our intervention (Jaspers et al., 2019). In his model of culture
change to promote a higher degree of safety culture, DeJoy introduces the concept of
“exogenous influences” that affect the process of culture change. These exogenous
influences are not further specified by DeJoy, and it thus remains unclear how they affect
the culture-changing process. In this regard, the results of our study might contribute to
advancing our understanding by suggesting that, when it comes to developing
interventions aimed at changing the safety culture in psychiatry and the prison and
probation services, the “exogenous influences” given by resource availability, parallel
change processes, and existing systematism in work environment organization or other
quality work, may operate as key elements of the implementation process. DeJoy also
argues that an integration of bottom-up and top-down processes is needed to improve
safety. In this line of thought, some of the mechanisms we identified can be considered
as implementation of both bottom-up and top-down safety approaches. On the one
hand, the mechanism of prioritization and support can be seen as supporting a top-down
approach. On the other hand, the mechanism of intervention fit can be seen as
supporting the data-driven problem-solving element of the bottom-up approach. The
CMO-configurations identified in this study can thus be used to better understand how
different contextual aspects or “exogenous influences” affect the implementation of an
integrated approach to safety, and more specifically, which contextual aspects influence
the top-down and bottom-up elements of a safety intervention.
4.2 Strengths and limitations
A strength of this study is that we systematically collected information about predefined
context aspects and implementation processes, thereby making it possible to analyze
how context and implementation are linked. The data were collected throughout the
intervention project, allowing us to identify mechanisms and treat them not as stable
factors being present or not, but as dynamic aspects evolving along the course of the
intervention.
A limitation of the study is that the realist evaluation approach was added as an
extension of the evaluation framework developed by Fridrich and colleagues used for
the initial evaluation set-up of the intervention as presented in (Jaspers et al., 2019).
Therefore, we had no program theory for the mechanisms connecting the different
contextual aspects to the implementation degree and instead created them in an
explorative process. Further studies of organizational violence preventive interventions
are needed to develop informed program theories, possibly using our findings and test
them empirically in replication studies. As a next step in identifying patterns in
contextual aspects and implementation of complex organizational OHS interventions,
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future studies could test the CMO-configurations identified in this study in other sectors
such as schools or care homes or for interventions targeting other types of work
environment issues, such as work-related stress, emotional demands, and workplace
bullying. Another limitation is that we were not able to assess the perspective of the
inmates and patients. Our focus has been on managers’ and employees’ perspectives on
the implementation of a work environment intervention study about improving violence
prevention. While the intervention had a strong focus on involving employees and their
managers to develop strategies that fit to their specific challenges, due to resource
constraints it was not possible to also study how inmates and patients experience how
conflicts develop and how they think conflicts can be prevented. We acknowledge that
studies that are able to incorporate this perspective are to be appreciated; however, they
seem to be very rare so far.
4.3 Practical implications
Our findings suggest that one should be cautious in initiating intervention programs
such as the Integrated Violence Prevention intervention in low-resource environments
and in workplaces with competing parallel change processes. Although we still need
information on the dose-response of implementation before providing conclusive
recommendations about whether or not this intervention should be introduced only in
work units with a certain level of resources, it seems that lack of resources and
competing change processes are major obstacles for the implementation of this complex
intervention. At the same time, previous findings show that the risk for violence at work
is highest in contexts with few resources in terms of high quantitative demands
(Andersen et al., 2018; Estryn-Behar et al., 2008), leading to the known paradox that those
that would need the intervention the most, are probably those being the least equipped
for implementing it (Nielsen & Noblet, 2018). In high-risk sectors for violence, this
paradox has a special feature, since high levels of violence can cause high levels of
sickness absence (Biering et al., 2018). A pre-intervention assumption was that turnover
and staff-cuts would be the main contextual aspect causing a discontinuity in
implementation; however, we found, in line with the study by Biering (2018) that the
main reason for discontinuity was high levels of sickness absence. Therefore, improving
violence prevention in workplaces with high levels of violence at work and low
resources (including high levels of sickness absence) and/or competing change processes,
calls for interventions that supply these workplaces with sufficient support to develop
and implement the necessary improvements and/or with enough time to work their way
through the different change processes in place.
5 Conclusion
In this study, we found that different combinations of contextual aspects triggered or
inhibited the three identified main mechanisms for the implementation of the Integrated
Violence Prevention intervention. The study, therefore, contributes with empirical
findings that underscore what also other evaluation frameworks have emphasized,
namely that the effectiveness of complex organizational workplace interventions can
only fully be assessed through investigating the interaction with the specific workplace
context and through a better understanding of the mechanisms that make these
interventions work under these conditions.
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9 Appendices
E-appendix 1. Tailored assumptions about context aspects’ influence on the implementation
of the Integrated Violence Prevention intervention. Expansion of table 3 in Jaspers et al.
(2019).
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Reviews/ frameworks identifying the
context aspects

Context
aspect

(Damschroder et al., 2009): Resources
(Nielsen & Randall, 2013): Capacity/ resources to
conduct the intervention
(Fleuren et al., 2004): High and middle high
turnover impedes implementation
(Damschroder et al., 2009): Stable teams and
low turnover promotes implementation
(Damschroder et al., 2009): Management
engagement promotes implementation
(Nielsen & Randall, 2013): change in
management impedes implementation
(Nielsen & Randall, 2013): Conflicting initiatives,
concurrent use of multiple change programs and
economic recession impede implementation

1. Staff cuts

(Damschroder et al., 2009): Self-efficacy
promotes implementation
(Fleuren et al., 2004): Self-efficacy, knowledge
and competences of implementation promotes
implementation
(Nielsen & Randall, 2013): The organizations past
use and experience with similar interventions
promote implementation
(Damschroder et al., 2009): A good learning
climate where managers invite for inputs and
employees feel safe to try new methods
promotes implementation
(Fleuren et al., 2004): Hierarchical structure
impede implementation
(Nielsen & Randall, 2013): Bureaucratic culture
and an international organization impede
implementation
(Damschroder et al., 2009): Individuals
knowledge about and attitudes towards the
intervention affects implementation (direction not
indicated), implementation climate: strong need
for change, good organization – intervention fit
promotes implementation
(Nielsen & Randall, 2013): Participants mental
models including attitudes towards the
intervention affects implementation (direction not
indicated)
(Damschroder et al., 2009): lack of resources
impede implementation
(Fleuren et al., 2004): Facilities needed to
implement the intervention: economical
resources, compensation, and other resources
made available such as time and administrative
support facilitates implementation
(Nielsen & Randall, 2013): Capacity/ resources to
conduct the intervention promotes or impedes
implementation.
(Damschroder et al., 2009): Social networks in
the organization, formal and informal
communication affects implementation (direction
not indicated)
(Fleuren et al., 2004): Integration of the
innovation in existing structures promotes
implementation.

5. Previous
good
experiences
with similar
interventions
(in terms of
process or
content)
6. Existing
culture of
participation

2. Staff
turnover
3. Change in
management
4. Potentially
competing
change
processes

Context assumptions about
implementation of the Integrated
Violence Prevention intervention
At work units where staff cuts occur
before or under the intervention there will
be a lower degree of implementation.
At work units with high staff turnover
there will be a lower degree of
implementation.
At work units where there is a change in
management just before or under the
intervention the implementation will be
negatively or positively affected.
At work units where additional, potentially
competing change processes occur before
or during the intervention the degree of
implementation will be negatively or
positively affected.
Work units that are familiar with
conducting similar interventions will have
higher levels of implementation.

Work units with an existing culture with a
high extent of employee participation will
have higher levels of implementation.

7. Motivation
for
participation
in the
steering
group

At work units where the motivation for
participation in the steering group is high
there will be a higher degree of
implementation.

8. Resources

At work units with low levels of resources
caused by e.g. a heavy inmate/patient
group, intervention fatigue, competing
change processes etc. there will be lower
levels of implementation.

9. Existing
structure of
the working
environment
organization

At work units where the working
environment organization has a high
degree of meeting activity and a
systematical approach to improving the
working environment the degree of
implementation will be higher.

E-appendix 2. Implementation degree summary scheme

1.

2.

Workplace:

Date:

Facilitators:

Comments:

Activity

Score
assigned

Notes

Planning meeting

Highest
possible
score
10%

Mapping

10%

Steering group
meeting
Seminar

25%

Steering group
meeting
Total for assisted
activities
Average score of 3
unassisted steering
group meeting

25%

Total score for
assisted and
unassisted period
(total of assisted
activities + total of
unassisted
activities /2)

100%

30%

100%
100%

E-appendix 3. Field note template.
The field note template is structured with a free text section and sections for each context
assumption that should be filled out in regard to how each context aspect was or was not
affecting the intervention activity. The template was filled out by the researchers after each
intervention activity.
Department and activity:
Facilitator(s):
Content of the activity
How did the activity proceed, and which adjustments or omissions were made? (Chose 1-2
tangible examples to illustrate the points)

The context
How are the mental resources for participating in the intervention? How was that evident
throughout the activity? What consequences did it have?

Are there competing change processes?

How does the staffing/ turnover affect their possibilities of implementing the intervention?

How is their motivation for participation? How is it expressed?
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Culture and way of working
How is the culture at the workplace? What characterizes the dialogue?
Do they seem familiar or unfamiliar with the way of working that we introduce in the activity?
How is that expressed?

Process
How was the relation between the participants? How was that evident in the way they
interacted?

How was the relation between the facilitator(s) and the participants?

How were the roles divided between eventual several facilitators and how did it affect the
process?

-

How did the four auxiliary processes (from the framework of Dejoy (2005) affect the change
process?
Trust between manager and employees
Balanced attributions of responsibilities in the violence preventive work
Affective commitment to the workplace
Reciprocity between manager and employees in the violence preventive work
Is there anything else you noticed that is worth noting?
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ABSTRACT
Background: Work-related violence is a major occupational safety and health issue.
Despite extensive preventive efforts, violence prevention has only rarely been
investigated in the context of managers’ prevention practices.
Objective: The objective of this study was to examine line managers’ use of violence
preventive practices.
Methods: We examined line managers’ use of violence preventive practices in two highrisk sectors, eight psychiatric workplaces and eight workplaces from the prison and
probation services in Denmark. We conducted a thematic analysis on 16 semi-structured
interviews and field notes from 21 leader-directed violence preventive intervention
activities.
Results: The analysis resulted in the distinction between three types of violence
preventive practices used by the line managers: ‘preventing violence’, ‘managing
episodes of violence’, and ‘promoting the positive’. The latter practice is often neglected
in the literature. We found a substantial overlap in the practices described by line
managers in the two sectors as well as in the main challenges they encounter, such as
time pressure, three-shift system, span-of-control, and sickness absence/turnover among
staff.
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Conclusion: This study shows that line managers use a variety of violence prevention
practices. The skills needed to implement these practices could be incorporated in
intervention initiatives for managers operating in high-risk sectors.
Keywords: workplace violence, violence prevention, management, psychiatry, prison
and probations services, managers’ work environment
1 Introduction
Work-related violence is a major occupational safety and health (OSH) issue, especially
in sectors wherein workers are in close contact with clients or inmates. Despite extensive
preventive efforts over the years, violence and threats at work still represent a
widespread risk with consequences at the individual, organizational, and societal levels
(Biering et al., 2018; Eurofound, 2017; Friis et al., 2018; Hassard et al., 2019; Nyberg et al.,
2020; Rudkjoebing et al., 2020; Wassell, 2009; Xu et al., 2018a; Xu et al., 2018b). Prevalence
rates of violence vary greatly between sectors, but the risk is particularly elevated in
sectors with a high degree of client contact such as hospitals and prisons (Gadegaard et
al., 2018; Nyberg et al., 2020).
From both the theoretical and empirical points of view, it is well established that
management practices can affect the prevalence of violence and threats perpetrated by
clients towards employees (Andersen et al., 2019; Andersen et al., 2018; Arnetz et al.,
2018; Gadegaard et al., 2018; Spector et al., 2007; Spector et al., 2015). From a theoretical
standpoint, management practices are assumed to play a key role in shaping safety and
violence prevention climates, which in turn affect the risk of episodes of violence
(Spector et al., 2007; Zohar, 1980). From the empirical standpoint, a few prospective
studies showed that employees’ experiences of how their manager prioritizes violence
prevention, encourage the registration of episodes and give support after occurrences of
violence, are associated with a lower risk of being exposed to violence and threats at
work (Gadegaard et al., 2018; Spector et al., 2015). Previous studies have also found that
poor supervisor quality and low support from the closest supervisor are associated with
a higher risk of exposure to violence and threats (Andersen et al., 2018; Gadegaard et al.,
2018).
Whereas employees’ violence preventive practices have been accounted for in, for
instance, the de-escalation literature and in studies of coercion minimization in
psychiatry such as ‘Safewards’ (Bowers et al., 2015), to the best of the authors’
knowledge qualitative examinations of the role played by managers in violence
prevention are missing. This is problematic because interventions at both the individual
and organizational (including managerial) levels are recommended in workplace
accident prevention (Casteel et al., 2009; DeJoy, 2005; Runyan et al., 2000) and more
generally in occupational health interventions (Awa et al., 2010; Corbière et al., 2009;
Giga et al., 2003; Van der Klink et al., 2001). Violence prevention initiatives are highly
complex and often jeopardized by low-resource environments (e.g., high levels of
sickness absence and problems in recruiting personnel; (Byrne et al., 2007; Cowman,
2009; McKeown et al., 2019). It is known from adjacent fields that managers, when
attempting to enact practices to prevent accidents and mental health problems, face
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challenges in their work environment in terms of production pressure and lack of time
and support (Biron, 2018; Conchie et al., 2013; Skakon et al., 2010b; Tafvelin et al., 2019).
This calls for more in-depth knowledge on how managers act in resource-scarce and
complex environments characterized by a high prevalence of violence and threats. Such
knowledge may help organizations devise improved systems for violence prevention in
high-risk sectors.
The aim of this article is to examine how managers in Prison and Probation Services and
psychiatric hospitals describe the actions they undertake to reduce the risk of violence
and threats perpetrated by clients towards employees. For this purpose, we conducted a
qualitative analysis of violence prevention experiences among 16 line managers - eight
from the prison and probation services and eight from psychiatric hospitals. To
investigate such experiences, we employed three different sources of data (semistructured interviews and field notes from leadership seminars and coaching sessions)
that were collected in the context of an intervention study aimed at improving violence
prevention in high-risk sectors (Jaspers et al., 2019). More details about the intervention
are reported elsewhere; (Jaspers et al., 2019).
The overall question guiding the present study is summarized as follows:
What types of prevention practices do line managers use for preventing violence in two high-risk
sectors, that is Prison and Probation Services and psychiatric hospitals?
2 Methods & materials
2.1 The Integrated Violence Prevention intervention
The Integrated Violence Prevention intervention is a theory-driven intervention to
improve systematic violence prevention in workplaces. Inspired by David DeJoy’s (2005)
theory on accident prevention, the intervention combines activities to support the
involvement of employees and the engagement of management in the prevention
process. The intervention begins with a planning phase, where the resources needed and
expectations for the intervention are clarified. The research team then maps the
workplace’s existing violence preventive practices through interviews with employees
and managers and a tailor-made questionnaire. Based on this mapping, a series of
problem solving activities directed at managers and employees are initiated. Managers
are invited to participate in a seminar and three coaching sessions. Employees are
invited to participate in a seminar where they, together with their line managers,
develop an “idea-bank” of possible actions to prevent violence at their workplace. Five
steering group meetings are also implemented wherein a selected group of employees
and the manager develop, carry out and evaluate action plans for violence prevention
(see more details in (Jaspers et al., 2019)).
Using a stepped-wedged design, the intervention was conducted in four clusters of two
to five workplaces over a period of two years (between September 2017 and September
2019). After seven work units (including two that dropped out during the study), had
been offered the intervention in cluster one and two, the number of meetings was
reduced in order to better fit the available resources of the participating workplaces and
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the research team. As a result of this, only half of the workplaces were offered the
manager-directed activities (leadership seminar and coaching sessions). Overall, six line
managers finally partook in these activities.
2.2 Recruitment procedure
The workplaces were recruited for the intervention study called ‘Integrated Violence
Prevention’. With regard to psychiatry, we contacted 24 psychiatric wards from three
different regions in Denmark; two agreed to participate, providing four work units each.
In the Prison and Probation Services, a message was sent out centrally from the
organization that encouraged all prisons and probations services in Denmark to sign up
for participation. Motivations for participating were various: some organizations
included a research unit that wanted the hospital to engage in more research projects;
some had special challenges with violence due to the type of inmates they housed; one
had just received a sanction from the work environment authority and deemed
participating in the project as a way of complying with the demand for action; another
organization had a very ambitious central work environment representative who had
earlier engaged in research projects with members of the research team. Common for the
majority of the line managers participating in the present study was that they did not
choose themselves to participate, but that the decision was taken at another level of the
organization hierarchy.
2.3 Setting
The Danish Prison and Probation service is a public institution with two main purposes:
to contain and resocialize. A central measure for obtaining both goals is the relational
work with the inmates. The relational work is also one of the most important violence
preventive measures prison officers have at disposal. This creates a special context for
the organization’s OHS services, which are focused on managing and reducing the main
occupational risk, namely violence and threats. Due to the centrality of the relational
work, the core tasks and the OHS tasks are highly integrated in the daily practice.
Indeed, most line managers in this sector are also a part of the local work environment
group. Generally, the line managers have years of experience as prison officers before
taking on a leadership position.
Psychiatric hospitals in Denmark are also a public institution that is part of a universal
health care system providing free, tax-financed care for all citizens. There is currently a
national goal of diminishing coercion, which substantially overlaps with prevention of
violence as a work environment issue. Most line managers in this sector are psychiatric
nurses and are part of the local work environment group. They generally have additional
education in the area of psychiatry and a leadership diploma. The psychiatric units are
structured so that they always have a physician attached to their unit that the line
manager can exchange with – also on violence preventive issues.
2.4 Data sources
All data were collected as part of the Integrated Violence Prevention study trial
registration: ISRCTN86993466. Before data collection, the National Research Center for
the Working Environment approved the project on behalf of the Danish Data Protection
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Agency (Journal no. 2015-57-0074). No approval was required by the Danish National
Committee on Biomedical Research Ethics, since the study included no collection of
biological material.
In each interview, each leadership seminar and coaching session, the participants
verbally consented that the information collected in terms of field notes and audio
recordings could be used for research purposed in a anonymized form. Table 1 provides
an overview of the three different data sources.
Table 1. Data sources and participant information.
Data source

Psychiatry

Prison and Probation
Service

Pre-intervention interviews

8

8

Field notes from leadership
seminars

3

3

Field notes from coaching sessions

6*

9*

Total number of sources

17

20

Participant information
Female

12

3

Male

0

9

0-5 years of experience as
manager**

2

5

5-10 years of experience as
manager**

1

3

10 + years of experience as
manager**

5

1

12

12

Total number of participants
across interviews, coaching
sessions and leader seminars

* Numbers differ because two out of four psychiatric units dropped out of the intervention, one after
having participated in the pre-intervention interview, and one after having participated in the leadership
seminar and the first coaching session. The three work units from the prison and probations services
received the full intervention package.
**This information was only collected for line managers in the pre-intervention interviews. Practice
development nurses, section chiefs, head nurses and jail deputies are therefore not included in this count.

2.4.1 Pre-intervention interviews
As part of the mapping of the workplaces’ existing violence preventive practices within
the Integrated Violence Prevention intervention, we conducted 16 semi-structured
interviews with line managers (lasting approximately 1 hour), eight from psychiatry and
eight from the prison and probations services. The aim of these interviews was to
understand what the managers already did to prevent violence and threats, whether
they saw possibilities for improvement and how they perceived their own role in
violence prevention and in relation to their engagement in the intervention (see
appendix 1: Interview guide). Questions we asked them were, for instance, “What do you
do in your work unit to avoid that violence and threats occur?”; ”Do you have any meetings or
occasions during the day where you discuss violence prevention?”; “Could you sum up the three
most important focal points in your efforts to support the violence preventive work of your
employees?”. As this was the first one-to-one encounter with the managers by the research
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group, a trusting relationship could not be established yet, which might explain why
interviews mainly provide information on what works well and less details about
potential challenges the managers face in violence prevention. Table 1 shows the
characteristics of the employees participating in the interviews. There is a clear
difference in the distribution of sexes between the two sectors; all line managers in
psychiatry are females, while the majority of line managers in the prison and probation
services are males.
2.4.2 Field notes
Field notes were written following every intervention activity (i.e., leader seminars and
leader coaching sessions). Specific observation points for the field notes were contextual
factors that could affect the implementation of the intervention (e.g. existing culture of
participation and trust between manager and employees; (Jaspers et al., 2019)). In
addition to these specific observation points, the field notes were structured with a free
text section giving the possibility to note other important things the facilitator noted after
the coaching session (See appendix 2: field note template). Field notes are structured
observations interpreted by the researcher. The data were collected in connection with
intervention activities, which gave the opportunity of observing the challenges
encountered by managers during their violence preventive efforts. As the same
researchers that conducted the pre-intervention interviews carried out the intervention
activities, a more trusting relationship built up throughout the coaching sessions, which
resulted in managers offering more detailed accounts of the challenges they faced.
2.4.2.1 Field notes from leader seminars
A total of three leader seminars from psychiatry and three leader seminars from the
prison and probation services was realized. The leader seminars were conducted by
members of the research team. In the seminars, the line manager and his/her manager
was present. In the psychiatric units, a nurse with special responsibilities for the
improvement of patient care (called a practice development nurse) was also present, as
this person often collaborated closely with the line manager on the implementation of
new projects. In the seminar, the mapping of exiting violence preventive practices was
presented and the results were discussed. The discussion provided information on
existing practices for violence prevention and challenges encountered when employing
these practices. This led us to assume that the field notes from these seminars mainly
represent what is acceptable to say for line managers about violence prevention when in
the presence of their closest supervisor and the degree of managerial support line
managers have in connection to their violence preventive efforts. Participants from the
psychiatric units were all female. The three leadership seminars were conducted with
line managers from three different units, but within the same hospital sharing the same
head nurse who had one year of experience in the role and no earlier experience in
psychiatry. Within participants from the Prison and Probation Services, two were male
and two were female. The three leadership seminars were conducted with line managers
from three different units, but within the same detention sharing the same section chief
who had more than ten years of experience in the role.
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2.4.2.2 Field notes from leader coaching sessions
A total of 15 coaching sessions (nine in prisons and six in psychiatric units), lasting
approximately one-hour, were conducted. The coaching sessions were conducted by
members of the research team. In the coaching sessions, managers were encouraged to
identify an area that they wanted to improve in relation to their role in violence
prevention as well as to develop a concrete action plan with steps to complete between
the sessions. In this way, the coaching sessions provided insights into the leader’s
practical work and the challenges they face when preventing violence and threats.
Participants were the line managers from the pre-intervention interviews. In the
psychiatric units, also the practice development nurse participated.
2.5 Analytical approach
The data were analyses using thematic analysis, as this approach is well suited for
summarizing key features of large qualitative data sets and offer ‘thick descriptions’ of
the data (Braun & Clarke, 2006). The analysis was conducted as an iterative process
between empirical data and theoretical elaboration. We started out by coding the full
material with an inductive approach for explicit managerial efforts of violence
prevention and challenges in implementing such efforts. We coded the material for each
of the two sectors (psychiatry and prison and probation service) separately. The different
sources of data (interviews and field notes) were coded at the same time, using the same
codes for all types of sources. Each code was divided in a plus and minus sub-code,
which indicated an expression of success or a challenge faced in the use of a violence
preventive practice, respectively. This coding resulted in an overview of what
workplaces successfully used each practice and what workplaces were challenged in
using each practice (see appendix 3: Overview of workplaces using violence preventive
practices).
In the next analytical step, we searched for overall themes in the codes to group them
into types of prevention practices. For this purpose, we searched for frameworks that
could be used to guide our categorization of prevention activities. We first considered to
employ the Haddon Matrix (Haddon, 1968) that divides efforts of prevention of
accidents into three categories: before, under and after. This matrix has been used to
categorize violence preventive intervention in two reviews on the subject (Runyan et al.,
2000; Spelten et al., 2020). The Haddon Matrix, however, was not able to meaningfully
capture some of the practices described, which led us to the decision to use the
“Integrated intervention approach for workplace mental health” (LaMontagne et al.,
2014). Once we became familiar with the practices described by the line managers, this
model proved to be effective in informing our classification of the violence preventive
practices described by the line managers. Although the “Integrated intervention
approach for workplace mental health” addresses the prevention of mental health, it
builds on more general concepts of prevention stemming from public health,
organizational psychology, positive psychology, and medical science that can be applied
to other health outcomes or risk factors in psychosocial work environment, including
violence risk. The main tenet of the “Integrated intervention approach for workplace
mental health” is that effective workplace intervention depends on the integration of
three different approaches to mental health, which include: 1) prevent harm by reducing
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work-related risk factors for mental health problems (public health approach) 2) promote
the positive aspects of the work and the worker to ameliorate mental health (positive
psychology approach) and 3) manage mental health problems at the workplace when
they arise, regardless of cause (medical science approach) (LaMontagne et al., 2014). The
first author used these three categories of intervention first in a deductive way and,
secondly, in an inductive way. During the deductive phase, the identified prevention
practices were grouped in the three intervention categories described in the model:
prevent harm, promote the positive and manage illness. In the inductive phase, the first
author made a description for each category summing up the violence preventive
practices placed within each category thereby tailoring them to violence prevention with
new names ‘prevent violence’, ‘promote the positive’ and ‘manage episodes of violence’.
Two of the practices had aspects that were related to several preventive categories and
addressed e.g. both preventing violence and managing episodes of violence. These
aspects were either split into new practices or incorporated into previously classified
practices. This was, for example, the case with a practice called “being accessible as a
manager”. In their quotes, managers emphasized the fact of “being around” as
important for two reasons: 1) to provide support after minor incidents (manage episodes
of violence) and 2) to provide sparring in difficult situations (prevent violence). This
practice was therefore split and incorporated in these two other practices ‘providing
support after episodes of violence’ and ‘provide sparring in difficult situations’.
3 Results
We here present the line managers’ violence preventive practices within the three
aforementioned categories, that is, ‘promoting the positive’, ‘preventing violence’ and
‘managing episodes of violence’. Promoting the positive involves mainly the strengthening
of group- and organization-level factors facilitating violence prevention, such as a good
learning environment, building trust between managers and employees and promotion
of relational work with patients/inmates. In the preventing violence category, the focus is
on changing the work conditions to minimize risk factors (primary prevention) and
modify the employees’ responses to risky situations (secondary prevention). This
includes, for instance, arranging work shifts with sufficient staff and an optimal mix of
competencies. Managing violent episodes entails all the mitigating efforts surrounding the
episode of violence, such as providing immediate support after an incident and
enforcing registration practices. We found a substantial overlap in the practices used
across the two sectors. For each of the three types of practices, we present the practices
that are common across the two sectors, and then the practices found in one sector only.
For each practice, examples from the data material are presented as either quotes or plain
text. In the end of the section, an overview of all practices is shown in Table 2.
3.1 Practices for ‘promoting the positive’
Practices to promote the positive are early proactive preventive measures that managers
enact to enhance positive aspects in the workplace. The positive aspects are for instance
trust or engagement and constitute the fundament for more specific preventive practices
or practices for managing episodes of violence. The practices for promoting the positive
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are beneficial for several purposes but in this study, the line managers emphasize the
specific benefit of these practice in the violence preventive work.
3.1.1 Common practices for ‘promoting the positive’ across the two sectors
Creating a learning environment: Several managers in psychiatric units and prisons
reported that they try to create a learning culture, or what James Reason called a
reporting culture (Reason, 1997), that encourages employees to recognize and disclose
their knowledge gaps. This is crucial as learning new approaches to care and improving
professional knowledge and skills have a substantial role in violence prevention. To be
able to use the registration of violent episodes as a learning tool, it is necessary that
employees are willing to engage in reflective conversations about what has been done
and how it could have been done differently. In one psychiatric unit, a manager reported
that they have been working with their learning environment for a long time:
Interviewer: what I hear is that there can be a razor-sharp balance between learning and "you
made a mistake" - that is, guilt and…
Line manager Catherine: Yes it must never be in that way [...] I think we already at that time had
a good culture, in that people never came to expose each other’s weaknesses, to point fingers at
each other, to find faults […] I think we try to hold on to having different forums in the every
day’s life where we focus on learning.
(Interview, Psych 6)
In this example, the manager is working on creating a no-blame work environment,
where the norm is to evaluate daily risky circumstances such as forced medication. By
doing it frequently and in an appreciative way, they normalize these evaluative
situations, which makes employees more willing to engage in reflections on their own
practice. Such reflexivity is a basis for improving the violence preventive work and use
registration of episodes actively for learning.
Creating a good framework for relational work: All the managers emphasize relational work
with inmates and patients as one of the most important violence preventive measure.
This is because relational work helps with avoiding conflicts, de-escalating conflicts and
motivating inmates/patients to engage in less aggressive behavior; in prisons, good
relations are also sometimes useful for getting insider knowledge about possible planned
assaults between inmates or towards the personnel. Creating the best conditions for the
employees to engage in relation work is a way for the manager to support violence
prevention. A manager from the prison and probation services describes that the
relational work between employees and inmates is the responsibility of the employees,
but he emphasizes that he tries to promote good relationships to facilitate it:
Line manager Jack: I make sure they have the right frame for doing their work. I ensure they have
a relationship where they can trust me. Both the prison officers and the inmates. And I put a lot of
emphasis on that.
(Interview, PPS 5)
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What the manager is implicitly referring to is that employees should know they can
count on him to back up the decisions they take in relation to the inmates (e.g., when
making a rule exception to de-escalate a situation of potential conflict). On the other
hand, the inmates need to know that the manager will keep his word when he makes
agreements with them (e.g., that they can “earn” more smoking breaks if they behave
well and do not instigate conflicts with the staff). Creating a good frame can also include
more practical aspects such as securing that the relational work is easy to plan (e.g.,
planning specific resocializing/therapeutic sessions with inmates/patients such as sport
activities). In one leadership seminar and three coaching sessions from a detention
center, participants highlighted how time pressure and sickness absence among staff
represent severe challenges in terms of arranging these activities that also function as a
violence preventive measure.
3.1.2 Practices for ‘promoting the positive’ only found in psychiatry
Managing change: Several courses introducing new approaches to and tools for quality
care are continuously introduced in the psychiatric units, such as Trauma Informed Care
(an approach where a patient’s traumatic experiences in their childhood are taken into
consideration), NADA acupuncture (a specific acupuncture for patients that among
other things is useful to alleviate aggression), and Safewards (a series of interventions to
prevent conflict and coercion). These approaches and tools can function as resources for
violence prevention as methods that decreases arousal or as initiatives to improve the
relational work with the patients with the aim of avoiding conflicts. In the present study,
managers describe their efforts to successfully implement these tools, which include
different change management strategies to get everyone on board, such as using change
agents and accommodating skepticism and insecurity about change. In a leader coaching
session, the practice development nurse describes how the number of new approaches
and tools introduced represents an important challenge:
The practice development nurse describes a situation where she at a meeting suggests that they
can update some guidelines or similar documents and a colleague says "No, now you stop!" as an
expression for that now she should not suggest even more changes.
(Field note, leadership coaching session, Psych 4)
This field note suggests that the employees experience what could be named
‘intervention fatigue’. We refer to how the practice development nurse experiences this
fatigue in her colleagues and how they react with resistance to any kind of minor
changes such as updating a guideline. In relation to this challenge, in other coaching
sessions line managers describe their efforts to integrate the different approaches and
tools with the existing violence prevention practices. In this way, they hope to benefit
from synergy and therefore avoid overusing the employees’ mental resources.
3.1.3 Practices to ‘promote the positive’ only found in the prison and probation services
Creating motivation and engagement in the violence preventive work: Keeping up the
motivation for and engagement in the relational and violence preventive work can be
challenging when dealing with the inmates that are most likely to become violent and for
whom resocialization efforts seem to be unfruitful:
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Line manager Ann says: We are unconsciously extremely affected by the clients we are dealing
with - we are, and it gives a negative feeling […] They [the employees] feel that what they do
makes no sense.
(Field note supplemented with information from an audio file of the meeting,
coaching session, PPS 3)
Line manager Ann describes how demotivating it can be to work with inmates with poor
perspectives of change. The phenomenon the manager describes in this coaching session
is also observed in psychiatry. To address this, for instance, in the intervention package
‘Safewards’ (aimed at preventing conflict and coercion), one of the actions is called
‘positive words’, according to which employees have to mention one positive aspect
about a patient in each hand-over situation and one positive aspect about the
collaboration in the care team (Bowers et al., 2015).
In the full data material, we did not find any leader describing successful practices
around creating motivation, although it is not described as a problem by the leaders from
psychiatric units. This might indicate in this sector there is a sufficient level of
engagement to enable employees to perform the violence prevention work. In a coaching
session, line manager Ann from a detention center describes an attempt to improve
motivation (or at least “turn down” the negativity) that, however, did not have the
desired effect. The initiative was to invite employees to complain outside instead of
contaminating the atmosphere for their co-workers. Employees however perceived it to
be an initiative to prevent people from saying anything negative.
The managers feel that some of the employees have a tendency to allocate the
responsibility for the work environment on the management and think managers should
“bring it on a silver plate” (field note, coaching session, PPS 3), while employees can just
complain about it and not make an effort themselves. At the same time, in the leadership
seminars both line managers and the section chief from the same detention describe how
they know and acknowledge (showing frustration for this) that employees feel that the
conditions for doing their relational work are demotivating. The mentioned reasons for
this are lack of time, no overlaps between shifts to pass on information on for instance
accords made with inmates, lack of staff meetings, lack of relevant courses, and cutbacks
in supervision.
Creating trust between manager and employees: The managers in the prison and probation
services also describe a climate of mistrust between managers and employees. In the preintervention interview, one manager openheartedly tells about this and emphasizes
long-standing social norms within the staff as a reason for its persistence:
Interviewer: Is that something special you experience in your department, or would we probably
find it in the other departments as well?
Line manager Joe: I think you'll find it everywhere. But it's particularly a thing in my
department. […] It has become so, one might say. In my department there is a ... you could say
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there is a high basic level of distrust of the outside world. Of the management, of prisoners, of you,
of the world. […] But one can ask oneself, why is it like that?? Well, it's because there are some
people working in there - and there has always been so - they have that as their value. "We cannot
trust the management". "We cannot trust any of you", and "we certainly cannot trust the
inmates"
(Interview, PPS 1)
The managers emphasize how trust is necessary for the employees to speak up about
what they need in relation to violence prevention. The trust is also necessary to create
engagement in violence prevention and a learning environment. One manager is
working actively with it, by, for instance, always letting his door open to signal that
nothing secret is going on in his office and that employees are always welcome (as it was
the case with the preceding manager):
Line manager Jack: No, it was the prison officers over there who said that it's actually quite nice
that your door is open all the time. Because under the former line manager, the door was often
closed. […] So one sat there [in front of the door] with a feeling that everything was so secret and
that they were not allowed to hear it. And they felt it was such an attack on them. Each time the
door was closed. Even though she knew, this prison officer, that it was not, it felt that way.
(Interview, PPS 5)
This was the only positive experience in the material, whereas in both the interviews and
the coaching sessions the majority of the line managers describe that they struggle to
overcome this long-standing lack of trust.
3.2 Practices for ‘preventing violence’
These practices are at the level of primary and secondary prevention, which refer,
respectively, to practices aimed at modifying the working conditions that may increase
the risk of violence/threats (often a conflict situation) and practices aimed at preventing
the conflict situation from developing into violence and threats. This preventive work is
largely overlapping with the core task, as situations with conflict and violence are also
incompatible with effective patient’s care as well as the containment and resocialization
of inmates. Most of these practices can therefore be seen as instrumental in the
performance of the core tasks.
3.2.1 Common practices for ‘preventing violence’ across the two sectors
Facilitating a common and fit-for-purpose approach to relational work within and between
departments: Study participants emphasize relational work as being the most important
measure for violence prevention in both sectors. Managers describe how the prevention
of conflicts and thereby threats and violence is related to the staff’s ability to balance the
need to abide by the rules and make individual exceptions in their relations with inmates
and patients. By sticking to the rules, the room for the patients/ inmates to play the staff
against each other is smaller, which prevents conflicts. On the other hand, having too
strict a regime that ignores the individuals can also create frustration and conflict. It can
therefore turn out to be a violence preventive act to occasionally make an exception from
the rules (e.g., if an inmate forgot to sign up for a bath and the prison officer knows that
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the girlfriend that he did not see for six months comes to visit that day, the prison officer
might let him take a bath). In a pre-intervention interview, one manager point out how
facilitating this balance is the first out of the three most important violence preventive
tasks he performs:
Line manager Patrick: […] yes, it's crucial to make this balance work. That is, between the hard
and the soft. It is so important that the officers also have the support of each other to make
estimates in both directions. So that it can be okay sometimes to step around the rules, and that it
can as well be okay to take the fights when they are to be taken. And that the employees manage to
agree with each other on what they do. There has probably been a culture for many years where it
has been the managers who have had to cut through and say, this is how we handle some
situations, but […] it is really unsuitable to work that way. First, it is enormously demanding
from a management point of view, because then you have to assess each individual case, […] So
you can say that my […] [focus is] on enabling the employees to make choices that are balanced.
(Interview, PPS 2)
With different types of inmates and patients, the balance needs to vary in order to best
prevent conflicts. Some managers report that they think their employees struggle with
striking this balance either because the manager wants to move the balance in a new
direction or because there has been a substantial change in the staff or the type of
inmates/patients they work with. The steps that the managers describe they take to
facilitate a balanced approach are to engage in continuous discussions with the staff (e.g.,
in staff meetings) and reflect upon the approach taken in specific situations in their daily
work. At times, some managers from the prison and probation services also suggest
employees that are too far from the desired balance to change department.
On a leadership seminar, a section chief reflects upon the challenge faced by line
managers while engaging in this continuous work in an organization where staff
meetings have been suspended due to cutbacks:
The section chief says: […] the staff meetings, where you could just look each other in the eyes 1-2
times a year and say how are we going to run this department - it's been suspended due to
cutbacks. Because when you work with people, it may be that you decide on a set of rules, but
when time goes by, someone pulls it in one direction, and someone pulls it in the other direction,
and then this staff meeting once in a while, where you can just get it pulled back on the track, it's
worth its weight in gold and we just do not have that. So that task is left on the managers table in
everyday life to get it pulled back in the middle. Now, it should not sound like constant lamenting
either, but those are just the conditions we have.
(Field note supplemented with information from an audio file of the meeting,
leadership seminar PPS 1)
The section chief is here pointing to the importance of having all the employees gathered
to pull them in the same direction. Other challenges described are mergers, where
different departments had to reconcile different care cultures, but also in the relations
between existing departments that have to cover for each other and that have different
care cultures.
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Sparring on difficult situations: The managers emphasize that being around physically in
the unit is important to provide sparring in difficult situations and, as a result, prevent
the escalation of events and create a sense of security among employees. This also
involves being a role model for the relational work as they expect the employees to
perform it. A line manager in a psychiatric unit gave this description when asked about
what she was doing to prevent violence as a manager:
Line manager Susan: […] I'm present and I'm visible and I'm appreciative in my approach and
listening and available and they know well that if they are in a situation, that they can not solve
here and now, well then they find out if it should be solved here and now, and if it should be
solved here and now, then they know that this - that is, my phone - it is not far away. Not even
when I'm home.
(Interview, Psych 4)
What line manager Susan refers to here is the management of risky situations. She
explains that employees need to be able to handle most of these situations by themselves,
as she is not present in 2/3 of the time in a three-shift system; her solution is therefore to
have her phone open all the time. This manager is emphasizing how this practice creates
a sense of safety for the employees but it is obviously also important for improving e.g.
ability to de-escalate.
Distributing emotional demands between employees: In both sectors, managers speak about
how they distribute the emotionally demanding tasks among the staff. This is typically
done by distributing “heavy” patients or inmates between the staff within the unit (in
psychiatry only) or between units or prisons to relieve the personnel for a while. Other
tasks that can be emotionally demanding is running for the alarm, and to distribute this
task evenly among staff the manager has to make sure that all new employees have
received physical de-escalation training. These practices are effective in preventing
violence as they reduce those emotional demands that may deplete the psychological
resources employees need to de-escalate situations. This manager from a detention sees
this effort as one of his primary violence preventive tasks:
Line manager Patrick: [...] Then there is moving around the inmates, so that the different wards
have a uniform distribution - yes, there is no wards that should be overloaded with violence, and
on the other hand no ward should just sit around doing nothing
(Interview, PPS 2)
Analyzing episodes or near-episodes: In most of the workplaces, managers and the work
environment representatives meet regularly (some every month, some four times a year)
to analyze the registered episodes of violence and threats and learn from them. Others
also discuss episodes in staff meetings once a month or use the yearly staff well-being
survey to determine if there are patterns according to which levels of violence or threats
increase or decrease. Along these lines, several units have procedures for reflecting on
incidents or near-incidents of coercion, either just after the incident or once a week/once
a month. In the prison and probation services, one manager declares he was planning to
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make an action plan during the coaching sessions to implement learning processes after
incidents or near-incidents of violence; however, he had to abandon the idea because of
two major episodes of violence occurred, as well as because of insufficient staffing and
high levels of sickness absence.
3.2.2 Practices for ‘preventing violence’ only found in psychiatry
Making good on-duty schedules: In psychiatric units, it is the responsibility of the line
manager to make the on-duty schedules. Managers report that they strive to ensure, in
each shift, a good combination of experienced and less experienced/temporary staff that
are known to work well together in order to guarantee the best possible violence
prevention.
Matching patients and employees’ experience/relations with patients: Managers describe that
employees and patients need to be matched on experience and relational quality to
ensure an effective prevention. For example, they make sure that the patients, upon
admission to hospital, go directly to the unit where they have been hospitalized before
and the staff therefore knows them. Another strategy line managers use to match staff
and patients is during the meeting at the beginning of a shift, where they make sure to
align the risk of aggression that a certain patient may pose (assessed with the Brøset
Violence Checklist Score) with the staff’s experience and relational quality with that
patient.
3.2.3 Practices for ‘preventing violence’ only found in the prison and probation services
Protecting employees’ mental resources: Managers describe how they put efforts into
making sure that reorganizations and large organizational changes do not impinge on
the mental resources that employees should use to interact with patients in a way that
violence is prevented. This mental energy is important as the de-escalating work often
involves being extra patient, be abreast of situations and be able to manage one’s own
emotions. This manager describes how difficult is this task as managers themselves
become frustrated by the many changes occurring:
Line manager Rick: […] We know if they get frustrated, you push down more. […] Our whole
reorganization that is coming now. It causes unrest in the group. And then it's up to the deputy
chief, the prison governor and I whether we can try to remove that frustration. Because we also
feel frustration.
(Interview, PSS 8)
In the interviews and coaching sessions there are no specific examples on how managers
handle organizational changes, but as these challenges are generic (and not specific to
violence prevention) suggestions for action could be taken from the change management
literature.
Correction of conflict-initiating behavior: Some managers describe that they have employees
that are themselves sometimes initiating the conflicts or not doing anything to deescalate them. In these cases, the managers have to speak with the employees in person
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and report how difficult these conversations can be. In this interview, a manager gives
an example of the kind of conflict-initiating behavior it could be:
Jail Deputy Ryan: It is. In general, just the way you talk to other people. We have someone, not
right now, but someone who could easily stand and shout at the prisoners if she was angry about
something, or if she was not angry but did it anyway. That was her way of being, but that is what
we can talk about. "The conflicts that you get, and you get them repeatedly, you get them because,
it is possible that it is because…?".
(Interview, PPS 6)
Deputy Chief Ryan explains that the approach this employee is taking bears the potential
of provoking a pattern of repeated conflicts with the inmates. However, he does not go
into details about why the employee in question may be adopting this approach with the
inmates, but simply highlights how difficult these conversations can be.
3.3 Practices for ‘managing episodes of violence’
Practices to manage episodes of violence represent the actions that are undertaken after
an episode has occurred, and are often described in organizations’ policies on how to
handle episodes of violence and threats. The way episodes are managed is crucial in
diminishing the mental and physical health consequences for those exposed.
3.3.1 Common practices for ‘managing episodes of violence’ across the two sectors
Providing support after an incident: Managers describe different tasks related to the
provision of adequate support, which includes immediately moving the involved
employees away from severe situations for a short de-fusing (unstructured talks to calm
down and asses if there is further need for support), and arranging that colleagues from
other departments cover for them. Managers are also involved in arranging the longer
and more structured de-briefing sessions including the employees involved and a
trained de-briefer (managers are at times trained de-briefers themselves). In severe cases,
sickness absence conversations are also part of the after-care. For less severe episodes
(e.g., threats or emotionally demanding situations), managers emphasize the importance
of “being around” as the employees will not always take the initiative of approaching
the managers if they are not there. In one detention unit, managers formalized this
procedure by having smaller meetings of 10 minutes throughout the day to get a feeling
of the status of every employee:
Line manager Kent: […] Is there anyone you think she looks a bit down in the mouth,
then the on-duty officer can just take her in and say "are you ok and ready to go home?"
etc. in that way. Or he can give us a broad hint "just try to call", or "just try to keep an eye
on" when she is out next week, if she is completely ok. She did say she was, but I think
her voice was just a little like. We do watch out for each other a little, and I think that's
damn good this thing [referring to the meetings]. It has come to stay. That's also what the
staff says.
(Interview, PPS 6)
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Line manager Susan from a psychiatric unit makes the same point that it is sometimes
necessary to make sure employees feel it is legitimate to get help despite the resources
that this entails (e.g., the time needed for providing help and the colleagues that have to
cover for those who are temporarily moved away from work).
Adjusting tasks after episodes of violence or threats: In the prisons, managers have the
possibility to temporarily replace employees with staff from other low-risk departments
to relieve the pressure after experiences of violence or difficult encounters with an
inmate. Sometimes they also have the possibility to move an inmate to another unit. This
decision can be taken during a shift or in the follow-up conversations after the
registration of an episode. In psychiatric units, the adjustment of tasks occurs within the
department. In the following example, a manager speaks about how it can be important
for the employee to show up to work after an episode and how she accommodates the
type of patients and collegial support the employee gets:
Line manager Susan: No, or they should go to work because we have made an
agreement about how they go to work and who they are around, if they are at work.
Because it's also important to get back into the game.
(Interview Psych 4)
The way Susan describes these adjustments reveals a thorough knowledge of her
employees, and this is something she emphasizes as crucial for providing adequate
support after an episode. In one of the following coaching sessions however, she reports
that she is challenged in this endeavor by a too large span of control.
Practicing the workplace violence policies: A workplace’s violence policies typically
contain a definition of violence and threats, guidelines for reporting episodes, and
guidelines for subsequent employee support, including de-fusion, psychological and/or
medical first aid, debriefing and possibilities to see a psychologist. In addition, the
policies often include guidelines for reporting the episodes to the police for prosecution.
Line manager Gitte explains how reporting to the police can be challenging in practice
despite being established in the policies:
Interviewer: And the reporting to the police, whose responsibility is it? Is it you who has
to step in and take the decision?
Line manager Gitte: Yes, it's a bit of a mess because sometimes it's almost said that you
should not make police reports, and sometimes the department management wants to
know it and sometimes they don’t want to know it, and sometimes it is the line manager,
but the thing is, that it is the employee who makes the police report if they feel that a
police report must be made. […] Well, there is a guideline, there are guidelines on it. Yes
there are!
(Interview, Psych 7)
Gitte describes here that some employees do not want to report to the police because
they are afraid of witnessing, and afterwards having to face the patient in the hospital.
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As the manager, the employees are also uncertain if the report will be made by the
workplace so that they remain anonymous.
Another issue is the threshold of severity that an episode should reach for it to be
legitimacy reported. This issue is raised in the pre-intervention interviews by one
manager from each sector. The managers think that employees report too much – also
episodes in which they judge no harm was caused either psychologically or physically.
Further complicating the matter, the assessment of whether a person experienced
psychological damage is up to the individual judgment, and line managers has a specific
interest in not having too high rates of violence in their department, as they are
evaluated based on these numbers.
3.4 Types of violence preventive strategies
Table 6 provides an overview of the three types of violence preventive practices that we
identified in our analysis: preventing violence, promoting the positive and managing
episodes of violence. The practices above the thick line are the practices that were
observed in both sectors. Below the line are the practices observed in only one sector.
Table 2. Types of violence preventive practices described by line-managers from both sectors.

Practices used
in both
sectors

Promoting the
positive

Preventing violence

Managing episodes of
violence

Creating a learning
environment

Facilitating a common
approach to relational work
within and between
departments

Providing support after an
episode of violence or
threats

Create a good frame
for relational work

Sparring with employees in
situations involving difficult
patients/inmates

Adjustment of tasks after
episodes of violence or
threats

Distributing emotional
demands between
employees

Practice the workplace
violence policies

Analyze episodes or nearepisodes
Practices used
in just one of
the sectors

Change management
of new efforts
beneficial to the
violence preventive
work (Psychiatry)

Making good on-duty
schedules
(Psychiatry)

Create trust between
manager and
employees
(PPS)

Matching employees and
employee
experience/relations with
patients
(psychiatry)

Create motivation and
engagement in
violence prevention
activities (PPS)

Correction of conflictinitiating behavior
(PPS)

Protecting employees’
mental resources (PPS)
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4 Discussion
In the present study, the aim was to investigate what types of practices line managers
use for preventing violence in two high-risk sectors. We found that managers described
a variety of practices, which were categorized in ‘promote the positive’, ‘prevent
violence’ and ‘manage episodes of violence’. The findings are in line with the existing
research on violence preventive climate that also focus on the managements role in
violence prevention. Theoretically, the violence prevention climate is “perceived by
employees when management emphasizes the control and elimination of violence and verbal
aggression.” (Spector et al., 2007) p. 120. The practices that managers report using in this
study are indeed related to the three climate-related factors practices, policies and
pressure for ignoring violence prevention policies. Specifically, our results show that
encouragement to register episodes, taking reports of violence seriously, staffing, and
not ignoring violence prevention policies (e.g., providing support after incident) because
of time pressure, are part of the practices that managers describe they use to prevent
violence.
Our findings converge with the results of quantitative studies (Gadegaard et al., 2018;
Spector et al., 2015) showing that managers efforts, as operationalized according to the
violence prevention climate scale, are related to the risk of violence. We also found that
managers describe several other practices that they perceive to be important for violence
prevention. Some of these other practices belong to the category we named “promoting
the positive”. The latter represents a proactive approach that builds on the strengths of
the organization, which is rarely captured in the violence prevention literature, despite
being recommended in organizational health and safety interventions (LaMontagne et
al., 2014; Zwetsloot et al., 2020). Initiatives promoting the positive have been emphasized
as a motivator for organizations to initiate action (LaMontagne et al., 2014) and seem in
this study to create a basis (in terms of trust, learning environment and engagement) for
some of the more specific actions needed in the management of violent episodes, such as
the ability to analyze episodes of violence.
We also found that line managers of both sectors describe several challenges in their
violence preventive efforts. It is known from workplace mental health management
research that the managers’ own work environment can influence their management
practices and consequently the mental health of the employees (Biron, 2018; Skakon et
al., 2010a; Tafvelin et al., 2019). The same was observed in accident prevention by a
qualitative study of supervisors in the construction industry, which showed that “role
overload, production demands, formal procedures, and workforce characteristics hindered
supervisors’ engagement in safety leadership. In contrast, social support (especially from the
organization and co-workers) and perceived autonomy promoted supervisors’ engagement in
safety leadership.” (Conchie et al., 2013). This is in line with findings of the present study
showing that time pressure, the use of a three-shift system, leader span, and sickness
absence/turnover posed significant challenges for the line managers’ violence preventive
efforts. It has to be noted that some of the challenges described by line managers are
outside the scope of organizational interventions and can be addressed on a higher
management or political level. This includes aspects described by line managers as
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creating high time pressure, such as documentation, overcrowding, staffing and frequent
organizational changes.
There was a substantial overlap in the practices described in psychiatry and in the prison
and probation services. Although this might seem surprising on the surface, the two
sectors share a number of features. Firstly, both psychiatric hospitals and prisons are
what Ervin Goffman called total institutions, wherein everyday life is tightly scheduled
by an authority and the spheres of sleeping, working and playing are integrated and
carried out along with the other “inmates” of the institution (Goffman, 1961). While the
aims of the two institutions differ, the structure of the institution is in Goffmans’
perspective the same, therefore creating similar conditions, which influence the
occurrence of violence and how violence can be prevented (in this case primarily
through good relations). Secondly, in Denmark the two sectors share some
organizational characteristics such as a three-shift system and high levels of sickness
absence or turnover; in addition, both are public service organizations governed through
political decisions. These similarities may result in the line-managers from the two
sectors sharing comparable challenges and opportunities in their violence prevention
practices, such as creating a common and fit-for-purpose approach to relational work
and developing a learning environment.
Despite this substantial overlap, we also find some strategies that are described only in
one of the two sectors. This could be due to differences that still exist between them. For
example, in Denmark there is currently a strong focus on diminishing coercion in
psychiatry. This probably affects violence prevention in a positive direction, as both aims
of reducing coercion and preventing violence share a common basis in the prevention of
conflicts between personnel and patients. The sectors also differ with regard to formal
leadership training, where managers in psychiatry describe having more formal
leadership training and better opportunities of sparring and support. Formal leadership
training gives generic skills of change management that enables practices such as the
protection of employees’ mental resources during change processes and the
implementation of tools that can be resources to the violence preventive work.
A further finding is that, while we identified a variety of practices used by the
participating line managers, most managers use only a fraction of them. This suggests
that, despite the substantial knowledge available on how to prevent violence, not all linemanagers are aware of the wide spectrum of violence preventive practices they can
enact. This point to a need of more knowledge exchange between line-managers in order
to identify best practices and needs for training.
Strengths, limitations and future research
The present study is one of the few investigating how line managers in sectors with a
high risk of workplace violence describe their violence prevention practices. A strength
of this study is that it is not only based on interviews with line managers, but also on
field notes from coaching sessions aimed at addressing some of the challenges line
managers chose to work with. In this way, we were able to draw on rich qualitative data
that gave more insight into difficult situations but also solutions that the managers were
trying to implement.
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The interviews were conducted as part of an intervention study, meaning that at the time
of the interviews researchers and managers already knew that they would be working
together for a long period of time. This might have had positive effects on the interviews,
as the interviews were only one of many interactions the researchers had with the
managers in order to prepare for the intervention. The managers might have been more
motivated to explain their situation, as they knew that more meetings and activities
would follow giving them the possibility to take up the same issues again.
It is a limitation that the study was conducted in only one country. Both sectors studied,
psychiatric units and prisons, can in fact differ between countries. Denmark is known for
a high standard in healthcare services, including mental healthcare (Bauer et al., 2012).
The prison and probation service has a strong focus on resocialization (The Danish
Prison and Probation Service, 2012). In both sectors, establishing good relationships with
patients and inmates is highly valued. The opportunities for and attitudes toward
violence prevention expressed by the line managers in this study might therefore be
influenced by the national context. It would be valuable to compare the results of this
study with studies from other countries characterized by different contexts.
The overlap between the two sectors suggests that the results from this study might be
generalizable to other sectors in Denmark that share the same characteristics and that
have high risk of violence such as specialist schools, hospitals, or care homes. However,
it is unlikely that the practices found in this study would be useful in low-risk sectors or
in workplaces where client contact is brief, such as for example ticket inspectors.
Future research is needed to test if implementing interventions to improve the described
violence preventive practices proves effective and ultimately creates a safer work
environment in high-risk sectors. It would also be interesting to map top-management’s
violence preventive practices, as it would allow a more comprehensive assessment of the
resources and challenges in organizational-level violence prevention.
Practical implications
The present study suggests that the inclusion of a strength-based approach in the design
of workplace violence prevention programs could improve the success of such
preventive efforts. To successful use of practices necessitates the development of a
whole set of different skills related to interpersonal relationships,
appreciative/motivational communication, change management, de-escalation skills, and
knowledge on psychological reactions before, during and after potentially traumatic
episodes. Interventions to improve these skills should be comprehensive in scope and
account for the fact that the line-managers’ very work environment might prove at times
to be an obstacle in developing and putting these skills into practice. We suggest the use
of coaching as a tool for intervening on these practices, as we did in the Integrated
Violence Prevention intervention (Jaspers et al., 2019) and the integrated accident
prevention study (Kines et al., 2013). The utility of management coaching has been
previously shown as an effective tool to obtain pre-defined goals for management and
change employees’ perception of their behaviors (Grover & Furnham, 2016).
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5 Conclusions
In the present study, we found that line managers in psychiatry and the prison and
probation services use a variety of violence prevention practices that can be categorized
into three categories: ‘promoting the positive’, ‘preventing violence’ and ‘managing
episodes of violence’. Practices promoting the positive, such as ‘creating a learning
environment’, represent a proactive approach, which is a neglected area in violence
prevention. This study suggests that practices promoting the positive provide the basis
for more specific practices, such as analyzing episodes of violence. Among the
participating managers, all used some of the identified practices but none used all of
them, meaning that knowledge on possible practices to prevent violence exists but this
knowledge is not necessarily available in all workplaces. Managers also described
several challenges in connection to the use of the identified preventive practices. The
main challenges mentioned were time pressure, the three-shift system, span-of-control,
and sickness absence/turnover. The practices used and the challenges encountered in the
two sectors largely overlapped, which could mean that they are generalizable to other
sectors sharing similar conditions as the psychiatry and the prison and probation
services, such as special schools and institutions and care homes. Further studies should
test the identified practices’ effect on risk of violence.
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8. Appendices
Appendix 1. Interview-guides
Pre-intervention interview with managers from the Prison and Probation Services.
Introduction
2 min
Presentation of
interviewers

Who are we and what role do we have in the intervention?

3 min

Optionally: short presentation of the project
1. Mapping of violence prevention practices (for use in
management and employee seminars)

Presentation of the
purpose of the
interview

Other participants in the project group and their roles.

2.

Mapping of motivation and context for participation in the
project (for evaluation use).

In connection with the presentation at the management seminar
and the employee seminar, we would like to reproduce important
themes from the interview. If there is something that you do not
think we should take on, please let us know - then we will not take
it to the seminars. You can let us know now, but you can also
contact us later if it becomes relevant.

5 min

Brief presentation of
the leader himself

Contextual factors
5 min
Motivation for
participation

5 min

Mental resources, staff
cuts, high staff
turnover, competing
change processes,
changes in
management
For the mapping
5 min
Incidence of violence
and threats

10 min

10 min

Culture and attitudes

Existing structures and
policies for violence
prevention

In the context of the scientific evaluation, information from this
interview will be treated confidentially and all citations will be
anonymized.
How long have you been employed in your current position?
Professional background?
Daily tasks?
Who made the decision that your work unit should participate in
the project? Were you involved in the decision? Do you agree with
the decision?
What do you hope you get out of your participation?
Do you see any barriers for a good intervention process?
How do you think you can handle potential barriers?
How much energy do you think you as an organization have the
opportunity to put into the intervention?
What does the situation look like in relation to the occurrence of
violence and threats?
Compared to before, do you experience it as a growing problem, is
it something that takes up a lot of energy in your work?
How is the attitude towards violence and threats in your work unit?
Do you think one has to accept a certain level of violence and
threats when working with this group of inmates?*
What do you have to accept?
What does this acceptance mean in terms of making an active
effort to prevent these incidents?
What do you think is the most important thing to work with when
preventing violence and threats?
What do you do to prevent violence and threats?
What works well?
What is challenging?
What structures do you already have that support the violence
preventive work? E.g., fixed routines, fixed procedures,
requirements in relation to training, dressing, standardization…
How is the cooperation between management and employees in
relation to violence prevention?
Who has been involved in shaping your violence prevention policy?
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Existing structures
5 min
Previous experience
with similar projects
Rounding off the interview
10 min
Rounding off the
interview

Do you have experience from other similar projects?
If you were to mention three things that are important focus points
for your work in supporting the violence prevention work in the
department - what should it be?
Is there anything you think you can do to prevent violence
specifically as a leader?
Do you have anything you would like to add in relation to the
upcoming work with Integrated Violence Prevention that we have
not been around that you would like to talk about?

[Introduce leadership seminar and explain what the seminar is
going to contain. Prepare the manager for the presence of the top
manager as well as elements of the management evaluation. Bring
a copy of the questionnaire.]
Additional questions, if there is time
5 min
Existing employeeWhat influence do employees have on work environment work?
involving culture
Are employees used to being involved in various processes?
5 min
Existing structure for
How is the work environment organization structured?
work environment work
Can also
Do you have a Organizational Health and Safety Organization?
be clarified by
Who is in the group(s)?
mail
How often do they meet?
What have they been working with over the last year?
* marks a difference in the interview guide depending on which industry the leader is from. The questions
are adjusted to suit the target group as best as possible.
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Appendix 2. Field note template.
Department and activity:
Facilitator(s):
Content of the activity
How did the activity proceed and which adjustments or omissions were made? (Chose 1-2
tangible examples to illustrate the points)

The context
How is the mental resources for participating in the intervention? How was that evident
throughout the activity? What consequences did it have?

Are there competing change processes?

How does the staffing/ turnover affect their possibilities of implementing the intervention?

How is their motivation for participation? How is it expressed?

Culture and way of working
How is the culture at the workplace? What characterizes the dialogue?
Do they seem familiar or unfamiliar with the way of working that we introduce in the activity?
How is that expressed?
Process
How was the relation between the participants? How was that evident in the way they
interacted?
How was the relation between the facilitator(s) and the participants?
How were the roles divided between eventual several facilitators and how did it affect the
process?

-

How did the four auxiliary processes (from the framework of Dejoy (2005) affect the change
process?
Trust between manager and employees
Balanced attributions of responsibilities in the violence preventive work
Affective commitment to the workplace
Reciprocity between manager and employees in the violence preventive work
Is there anything else you noticed that is worth noting?
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Appendix 3. Overview of work units using the violence preventive practices.
Violence preventive practices
found in both sectors
Create a learning environment
Create a good frame for relational
work
Facilitating a common and fit-forpurpose approach to relational
work
Sparring on difficult situations
Distributing emotional demands
Analyze episodes or nearepisodes
Adjustment of tasks after
episodes of violence
Providing support after an
incident
Practice the violence policy of the
workplace
Violence preventive practices
only found in psychiatry
Change management
Making good on duty schedules
Matching patients and employee
experience/relations with patients
Violence preventive practices
only found in PSS
Create motivation and
engagement in the violence
preventive work
Create trust between manager
and employee
Protecting employees mental
resources
Correction of conflict initiating
behavior

128

Workplaces sucessfully
practicing
Psych 2, Psych 5, psych 6
Psych 2, PPS 5

Workplaces challenged but
trying
PPS 1, PPS 2, PPS 3, PPS 4
PPS 1, PPS 2, PPS 3

Psych 6, Psych 7

Psych 1, Psych 8, PPS 1, PPS 2,
PPS 3, PPS 4

Psych 2,
Psych 8,
Psych 6,
1, PPS 2
Psych 1,
Psych 6,
Psych 4,

Psych 4, Psych 6,
PSS 1, PSS 5, PSS 6
Psych 7, Psych 8, PPS

---

Psych 3, Psych 5,
Psych 7, PSS 4
Psych 7, PPS 3, PPS 5

PSS 1, PSS 2

PPS 3

PPS 1

Psych 4, Psych 7, PPS 2, PPS 4

Psych 8, PPS1, PPS 3

Psych 2, Psych 4

Psych 7, PPS 3, PPS 5

Psych 4, Psych 6, psych 7
Psych 2, Psych 6, Psych 8
Psych 6, Psych 7, Psych 8

Psych 3, Psych 5, Psych 8
Psych 1
----

---

PPS 1, PPS 2, PPS 3

PSS 5

PPS 1, PPS 2, PPS 3

PSS 5, PSS 8

PSS 1

---

PSS 1, PSS4, PSS 5
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