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DIGITAL VIOLENCE AGAINST PRIMARY CARE PHYSICIANS:
FORMS, RISK FACTORS, CONSEQUENCES, AND
STRATEGIESFOR PREVENTION AND RESPONSE

Abstract. The digital transformation of the healthcare system in Ukraine has
substantially changed the professional activity of primary care physicians, expanding
opportunities for communication with patients, access to information, care navigation,
and continuity of follow-up. At the same time, the active introduction of electronic
services, patient portals, messaging applications, socia media, public review
platforms, and remote interaction channels has created a new range of occupational
risks, among which digital violence occupies a particularly important place. Thisissue
Is especially relevant for primary care physicians, as they remain in long-term and
repeated contact with patients and their family members, serve asthefirst point of entry
into the healthcare system, coordinate the patient pathway, and frequently commu-
nicate decisions that may conflict with patient expectations.

The am of this article is to systematise current scientific evidence on digital
violence against primary care physicians, clarify its conceptual boundaries, anayse its
principal forms, channels of manifestation, risk factors, and consequences, and identify
directions for prevention and organisational response. The literature review showed
that digital violence against primary care physicians includes abusive messages in
electronic communication channels, public humiliation on social media, discrediting
campaigns, dissemination of false information, threats, sexualised and discriminatory
remarks, harassment, and the unlawful disclosure of personal data. It adversely affects
the psycho-emotiona well-being of healthcare professionals and increases the risk of
anxiety, chronic stress, emotional exhaustion, occupational burnout, self-censorship,
avoidance of public professiona presence, and reduced job satisfaction.

Of particular concern is the ability of digital aggression to extend beyond
working hours and beyond the physical space of the hedthcare facility, thereby
blurring the boundaries between a physician’s professional and private life and
weakening the workforce resilience of the primary care sector. It is argued that digital
violence should be regarded as an independent form of occupational violence against
healthcare workers. Promising directions for counteraction include institutional
recognition of this problem, a zero-tolerance policy towards aggression, algorithms for

M4




Hypran «Tepcnexven Ta iHHosaLji HayKp
N24(62) 2026

ISSN 2786-4952 Online

documenting and responding to digital incidents, legal and psychological support for
affected staff, training in digital safety, improvement of the rules governing online
communication with patients, and further research into prevalence, risk factors, and the
effectiveness of preventive interventions in primary care.

Keywords: digital violence, primary care physicians, family medicine, primary
care, cyberbullying, workplace violence, occupational burnout, social media, patient
portals, digital safety.

Kpamapuyk Bosogumup BiktopoBuu goktop diutocodii 3 MeIUIMHH,
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U ®POBE HACUJIBCTBO 11010 JIKAPIB IEPBUHHOI
MEJIWYHOI JOIOMOI': CYYACHUH CTAH IPOBJIEMU,
HACJIIIKHA TA HAIPSIMU NPOTU I

Anoraunis. [{udposa Tpanchopmalis cucteMu OXOpOHU 30pOB’S B YKpaiHi
ICTOTHO 3MiHWIAa Npo(eciiiHy AISIBHICTh JIKApIB MEPBUHHOI MEIUYHOI JOIOMOTH,
PO3IIMPUBIIA MOMJIMBOCTI KOMYHIKAIlli 3 MallleHTaMu, JOCTyIy 10 1H(opMailii,
MapipyTusauii Ta 06e3mepepBHOro CynpoBoay. BogHouac akTHBHE BIPOBAIKEHHS
EJICKTPOHHUX CEPBICIB, MAIIEHTCHKUX TMOPTAJiB, MECEHIKEPIB, COLIATBHUX MEPEK,
1aThopM My OIIYHUX BIATYKIB 1 JUCTAHIIIMHUX KaHAIIB B3a€EMO/I1i C(hOpMyBaIio HOBHIA
cnekTp mnpodeciiHUX PU3HKIB, Cepea SKUX OCOOJMBE MiCIe Mocifae mudpoBe
HACUJILCTBO. /{7151 nikapiB MEpBUHHOI MEIUYHOI TOTIOMOTH IIsl pobJieMa € 0COOIUBO
aKTyaJIbHOIO, OCKUIBKM caMe BOHHM IepeOyBalOThb y TPUBAJIOMY Ta IOBTOPHOMY
KOHTAaKT1 3 Mall€eHTaMHd W 4YJ€HaMHU iXHIX pOAWH, BUKOHYIOTH POJIb MEPUIOI TOYKU
BXOJly JI0 CHCTEMHU OXOPOHH 3[I0pOB’sl, KOOPAMHYIOTh MapHIPyT MAaIli€HTa 1 4acTo
KOMYHIKYIOTh PIIIEHHS, 110 MOXYTh CYNEPEUYUTH OUIKYyBaHHSAM mHaljieHTa. Meroro
CTaTTI € CUCTeMaTH3allisl Cy4YaCHUX HAyKOBUX JIaHMX I10JI0 HU(PPOBOTrO HACHIHCTBA
CTOCOBHO JIiKapiB MEPBUHHOI MEIUYIHOI TOTOMOTH, YTOYHEHHS OT0 OHATIHHUX MEXK,
aHaii3 OCHOBHUX (hOpM, KaHaJIB peasizallii, YWHHUKIB PU3UKY Ta HACIIJIKIB, a TAKOK
BU3HAYCHHS HAMPSIMIB TPO(UIAKTUKY 1 OpraHi3aiiifHOro pearyBaHHs. AHai3 JiTepa-
TypH TOKa3aB, M0 Iu(poBe HACKUILCTBO Mmoo JikapiB [IM]] oxormoe oOpasnusi
MOBIJIOMJICHHSI B €JIEKTPOHHUX KaHajlaX, IMyOJliYHE MPUHIKEHHS Y COLIaIbHHUX
Mepekax, TUCKpPEIUTAIHI KaMTaHii, TOMUPEHHsT HEMpaBAuBOi iH(popMaIlii, morpo-
3M, CEKCyaTi30BaHi i JUCKPUMIHAIIMHI BUCIIOBIIOBAHHSI, IEPECIIITyBaHHS Ta HE3aKOH-
HE MOIIMPEHHS NEePCOHAIBHUX JaHUX, HETaTUBHO BIUIMBA€E HA MCUXOEMOIIHUMI CTaH
MEIUYHUX TPAIIBHUKIB, MIJIBUIIYE PU3UK TPUBOTH, XPOHIYHOTO CTPECY, EMOIIMHOTO
BHCHaXEHHS, TPOQECiHHOr0 BUTOPaHHS, CAaMOIIEH3YPH, YHUKAHHS MyOI4HOI TIpode-
CIHHOI TPHUCYTHOCTI Ta 3HUXKEHHS 3aJI0BOJIEHOCTI mpareto. OcolOnuBy HeOe3mneky
CTAHOBUTH 3/IaTHICTh ITU(POBOI arpecii BUXOUTHU 3a MEX1 poOOYOTO Yacy i mpocTopy

175



HypHan «epcnexvien Ta iHHoBsaLji HayKp
Ne4(62) 2026

ISSN 2786-4952 Online

3aKJIaay, 1O CIPHUSE POSMUTTIO MEX MIXK MPO(ECIMHUM 1 MPUBATHUM KHUTTSIM JIiKaps
Ta mocnabIeHHIO KapoBOi CTIMKOCTI MepBUHHOI JaHKu. OOIpyHTOBAHO, IO U POBE
HACHJILCTBO CIIIJT PO3TISAATH SIK CaMOCTiiHY (popmy mpodeciiHOTO HACHIIHCTBA IIIO0
MEINYHUX MpaniBHUKIB. [lepCreKTHBHUMHU HampsiMaMu MPOTUIIl € 1HCTUTYIIIHE
BU3HAHHA I11€1 MPOOJIeMH, MOJITUKA HYJIHOBOI TOJEPAHTHOCTI J0 arpecii, aaroputMu
¢ikcaii Ta pearyBaHHS Ha IIUQPPOBI IHIKUICHTH, IPABOBA I TICHXOJIOTIYHA MIATPUMKA
MOCTPaXIAJIUX MPAI[iBHUKIB, HaBYaHHS ITU(POBIM Oe3nelll, YI0CKOHAICHHS MPaBUII
OHJIAMH-KOMYHIKAIli 3 MaIlleHTaMd Ta TMOJAJbIIl JOCTIHPKEHHS IOIIMPEHOCTI,
YUHHUKIB PU3UKY W €(PEKTHUBHOCTI NMPOMUIAKTUYHUX BTPYYaHb y cdepl MEepBUHHOI
MEJIMYHOI TOTIOMOTH.

KarouoBi cjoBa: 1nudpoBe HACUIBCTBO, JIKapl NEPBUHHOI MEIMYHOT
JIOTIOMOTH, CIMelHa MeJIMIIMHA, IEPBUHHA MEIUYHA JIOTIOMOora, u(poBe 1IbKYBaHHS,
poboue HacWILCTBO, MpodeciiiHe BUTOpPAaHHS, COIllaIbHI MeEpexi, IMaIieHTChKI
nopTanu, uudpona Oe3mneka.

Problem statement in general terms and its connection with important scientific
and practical tasks. Violence against healthcare workers has long ceased to be a
problem confined to hospitals, emergency departments, or psychiatric services. Over
the past decade, it hasincreasingly assumed digital forms and has been enacted through
social media, messaging applications, email, patient portals, review platforms, remote
consultation services, and other channels of online communication [1, 2]. According
to the World Health Organization, up to 62% of healthcare workers experience various
forms of workplace violence during their professional careers, with verba abuse,
threats, and harassment predominating among non-physical forms [1]. The WHO
Regiona Office for Europe reports that approximately one in three doctors or nurses
in Europe experienced bullying or violent threats at work during the previous year, and
that unsafe working conditions are directly associated with poorer mental health
outcomes, sickness absence, and intentions to leave the profession [2].

For primary care physicians, this issue is especially acute. It is at the primary
care level that the longest and most frequent contact with patients and their familiesis
established; it is here that matters of referral, prescribing, temporary incapacity for
work, vaccination, long-term follow-up, chronic disease management, mental
healthcare, and palliative support are addressed. Therole of the primary care physician
as the coordinator of the patient pathway, while at the same time being the most
accessible representative of the healthcare system, increases the likelihood of conflict
when clinical or organisational decisions do not align with patient expectations [5, 6].

Despite its obvious benefits, the digitalisation of primary care has created new
channels for around-the-clock pressure on physicians: aggressive messages through
patient portals, public humiliation on social media, defamatory reviews, coordinated
discrediting campaigns, sexualised or discriminatory comments, threats of violence,
and the dissemination of personal data. Such actions affect not only the mental well-
being of an individual physician, but also the quality of communication, team
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interaction, trust in the doctor—patient relationship, and the workforce stability of
primary care [6, 8-14]. For this reason, digital violence should be recognised as a
distinct scientific, organisational, and managerial chalenge for contemporary
healthcare.

Review of recent research and publications that have initiated the resolution of
this problem and on which the author relies, with identification of previously
unresolved aspects of the general problem addressed in this article. The number of
studies devoted to violence against healthcare workers has increased substantially in
recent years. Systematic reviews and meta-analyses show that, on a global scale, non-
verbal and verbal psychological violence, verba abuse, threats, and harassment remain
the most common forms, while the COVID-19 pandemic further exacerbated the
problem [3, 4, 12, 16]. An umbrella review published in 2023 highlighted the
considerable variability in prevalence estimates depending on study design, while at
the same time confirming the consistency of the overall pattern: violence against
healthcare workers is a widespread phenomenon with marked psychologica and
organisational consequences [4].

The literature specifically devoted to primary care is far more limited; however,
recent studies already make it possible to delineate the specific features of violence in
this setting. A 2023 systematic review focusing on the global primary care workforce
showed that the prevalence of violent incidents in this sphere varies widely, ranging
from 45.6% to 90%, with verba abuse and other non-physical manifestations of
aggression being the most common forms[5]. A 2024 narrative review on primary care
clinicians emphasised that workplace violence in this setting is no longer confined to
traditional interpersonal conflict and increasingly includes online threats, harassment,
public humiliation, racist comments, sexual harassment, and reputational attacks [6].

A distinct body of recent publications concerns violence and bullying in the
digital environment. The problem lies in the fact that authors use different terms —
digital violence, cyberbullying, online aggression, digital incivility, and digital
harassment — without always clearly defining the boundaries between these concepts
[9, 14]. A 2025 systematic review explicitly pointed to the fragmented nature of
measurement tools and the absence of unified standards for assessing cyberbullying
among healthcare workers [14]. This conceptual ambiguity complicates comparisons
between studies and hinders the development of coherent preventive strategies.

Studies addressing specific channels of digital aggression are aso important. A
survey of physiciansin the United States showed that 23.3% of respondents had been
subjected to personal attacks on social media, while approximately one in six women
physicians reported online sexual harassment [8]. Research into written aggression in
patient portals demonstrated that text messages may contain insults, accusations,
ultimatums, and threats, thereby effectively functioning as a digital analogue of verbal
workplace violence [9]. Analysis of messages within electronic medical systems
likewise revealed the presence of profane language and violence-related words in the
stream of communications directed at physicians [10].

M7



HypHan «epcnexvien Ta iHHoBsaLji HayKp
Ne4(62) 2026

ISSN 2786-4952 Online

This article is based on a narrative review of publications indexed in
PubMed/MEDLINE, as well as relevant documents issued by the World Health
Organization and the WHO Regiona Office for Europe, published predominantly
between 2019 and 2026. The analysis included systematic reviews, meta-analyses,
narrative reviews, and qualitative and quantitative studies addressing violence against
healthcare workers, primary care, online aggression, harassment in the digital
environment, and el ectronic communication with patients.

The search was conducted using combinations of the following terms. workplace
violence, cyberbullying, online harassment, primary care, family medicine, patient
portal messages, and social media abuse. Priority was given to studies examining non-
physical and digital forms of aggression, as well as research relevant to outpatient and
primary care settings. Publications dealing exclusively with physical violence without
describing psychological or digital manifestations, as well as studies without a
sufficiently clear link to the professional healthcare environment, were excluded. This
approach made it possible to combine general patterns of violence against healthcare
workers with evidence most relevant to the primary care context.

Despite the evident growth of scientific interest, a number of aspects remain
insufficiently studied. Thereis alack of research specifically focused on primary care
physicians rather than healthcare workersin general; there is no established definition
of digital violencein the medica environment; thereisinsufficient evidence regarding
organisational, legal, and technological mechanisms of counteraction; and dataremain
limited on the impact of digital aggression on the workforce resilience of primary care
within specific national healthcare systems. These unresolved issues are precisely those
to which the present article is devoted.

Theaim of thisarticleis, on the basis of anarrative review of the contemporary
literature, to clarify the conceptual boundaries of digital violence against primary care
physicians, systematise its principal forms, channels of manifestation, risk factors, and
consequences, and outline practice-oriented directions for prevention and organisatio-
nal response.

Presentation of the main research material with full substantiation of the
scientific findings obtained. Conceptua differentiation is fundamentally important
for the correct analysis of this problem. In the contemporary literature, thetermsdigital
violence, cyberbullying, online aggression, digital incivility, and digital harassment
are often used interchangeably, although they are not exact synonyms. Cyberbullying
usually refers to repeated hostile behaviour, whereas digital violence is more
appropriately regarded as a broader concept that also encompasses single but
potentially seriousincidents.

The notion of digital incivility, in turn, denotes awider spectrum of breaches of
communicative norms and does not always imply aclear intent to cause harm. For this
reason, in the professional environment of primary care it is more appropriate to use
the broader category of digital violence, as it better reflects the clinical, ethical, legal,
and organisational dimensions of the problem [9, 14].
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Inthisarticle, digital violence against aprimary care physician is proposed to be
understood as a set of intentional aggressive, humiliating, discriminatory, sexualised,
threatening, or harassing acts carried out through digital channels of communication in
connection with the physician’s professional activity and causing, or capable of
causing, psychological, social, professional, or physical harm. Thisworking definition
Is broader than the concept of cyberbullying, as it encompasses not only repeated
hostile behaviour but also single high-risk incidents — for exampl e, the publication of
personal data, targeted discrediting campaigns, or direct threats of violence [1, 6, 14].

On the basis of the literature, it is reasonable to distinguish at least five
interrelated forms of digital violence against primary care physicians. 1) direct
interpersonal  aggression in closed electronic channels, 2) public reputational
aggression in the open digital space; 3) harassment and escal ation across more than one
digital channel; 4) violations of privacy through the dissemination of persona data;
and 5) sexualised and discriminatory aggression. This classification is of practica
value because different forms of digita violence require different response tools —
ranging from moderation of communication channels and technical filters to legal
support and the involvement of law enforcement agencies [6, 8, 9, 14].

Tablel
Formsof digital violence against primary care
physicians, typical channels, and consequences
Form Typical channe Exa_tmples_of Potential
manifestations consequences
Emotional distress,
Direct written eﬁillm%gggiig Insults, accusations, a?/);?guaﬁégrgf
aggression T ultimatums, threats :
applications electronic
communication
Self-censorship,
Public Social media, Public humiliation, reduced
reputational review platforms, | discrediting, false professional
aggression open forums negative reviews visibility,

reputational |osses

Harassment in

Multiple platforms
simultaneoudly,

Intrusive repeated

Anxiety, sense of

danger, risk of

thedigital fivate m o contact, coordinated escalation into

environment P =SSAgES, attacks, surveillance ) :
comments offline conflict

Dissemination of
Violation of Public posts, chats, pirsonal dz;ta, R;]'Sk of p;rgés;cal
rivacy review websites photograpns, arm, need for
P contact details, legal protection
place of work
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Form Typical channel Exgmpl&pf Potential
manifestations consequences
Psychological
Sexualised and Socia media, Sexual hgrassment, traumatisation,
N racist or :
discriminatory messages, discrimi withdrawal from
. iscriminatory :
aggression comments remarks public
communication

The vulnerability of primary care physiciansto digital violence can be explained
by a combination of clinical, communicative, and organisational factors. First, primary
care is based on long-term and repeated interactions with patients and their family
members, which increases the likelihood of accumulated mutual frustration. Second, it
is the primary care physician who most often communicates the limitations of the
system: the absence of an indication for antibiotics, the impossibility of immediate
referral, the need to wait, changes in therapy, and issues relating to vaccination, pain
control, or mental healthcare. Third, the digitalisation of primary care has sharply
increased the volume of electronic interaction and, consequently, the number of
potentia points of conflict [5, 6, 10, 11].

One of the most typical forms of digital violenceiswritten aggression in clinical
communication channels. A study of messages that nurses forwarded as abusive or as
causing marked distress showed that the most traumatic were persona attacks,
accusations, ultimatum-like demands, and threats [9]. Thisis of particular importance
in primary care, where electronic correspondence with patients is increasingly
becoming a routine component of daily work. Unlike a spoken conflict, a written
message is preserved, can be reread, forwarded, copied, and used for further escalation,
thereby leaving a more lasting psychological impact [9, 10].

Another critical channel is socia media. For the primary care physician, social
mediamay serve asatool for health education, professional self-presentation, scientific
communication, and engagement with the community. However, public visibility
increases the risk of personalised attacks. Qualitative and quantitative studies describe
false negative reviews, coordinated bullying, sexualised messages, threats of rape or
death, appeds to employers demanding punishment of the physician, and the
dissemination of personal information [8, 12, 13]. All of thisturnsdigital visibility into
a space of potential professional danger.

A significant feature of digital violence is its capacity for escalation and for
blurring the boundaries between professional and private space. Whereas in the
traditional model a conflict often ends once the patient |eaves the consulting room, in
the digital format pressure may continue around the clock, intrude into time outside
work, and multiply through reposts, screenshots, comment chains, and the invol vement
of third parties [12, 13]. For the primary care physician, thisis particularly dangerous
in relation to vaccination, addiction, reproductive heath, mental health, chronic pain,
and other socially polarised issues, where amedical position often comes into conflict
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with intense emotions and distrust. The consequences of digital violence may be
considered on at least three levels. At the individual level, these include anxiety,
emotional exhaustion, irritability, sleep disturbances, somatic distress, and a reduced
sense of safety and professional confidence. At the professional level, they include
avoidance of difficult topics in communication, self-censorship, withdrawa from
public presence, restriction of educational activity, a greater tendency towards
defensive medicine, and lower job satisfaction. At the systemic level, they include
deterioration of team climate, the loss of publicly active physicians, weakened
workforce resilience, and a reduced capacity of primary care to exercise leadership
within the community. Accordingly, the available evidence suggests that digita
violence should be viewed not only as an individua psycho-emotional problem, but
also asafactor capable of affecting the quality of communication, trust in medical care,
and the sustainability of workforce provision in primary care [2, 6, 12-14].

It is also important to take into account the unequal distribution of risk. Women
in healthcare more often encounter sexualised forms of harassment; representatives of
stigmatised ethnic or racial groups face attacks related to origin, appearance, or accent;
and highly visible physicians are at greater risk of coordinated reputational attacks [8,
13, 17]. Organisational responses must therefore be not only universal, but also
sensitive to the gendered and discriminatory dimensions of digital aggression.

A further problem is the under-reporting of incidents. In primary care, a
substantia proportion of non-physical aggression is not recorded at all because of the
belief that “nothing will change”, the absence of a clear procedure, unwillingness to
spend time on reporting, shame, or fear of escalation [5, 6]. In the case of digital
violence, an additional factor arises: it is often not perceived as “real” workplace
violence, especialy if theincident occursin the evening, at home, or on aprivate page.
Yetitisprecisaly this apparent status of being “outside work” that makes the problem
so insidious, because digital channels have in fact become an extension of the
professional space.

As regards counteraction, the analysis of the literature provides grounds for
speaking of a multi-level model of response. At the organisational level, effective
prevention of violence requires a zero-tolerance policy towardsall forms of aggression,
explicitly covering social media, patient portals, email, messaging applications, public
reviews, and other digital channels [1, 2, 15]. A primary care facility should have a
clear agorithm for documenting incidents, preserving evidence, escalating cases
involving threats, informing managers, involving legal services, and, where necessary,
notifying law enforcement agencies.

At the technological level, appropriate tools include systems for the early
detection of aggressive messages, such as filters for offensive language, automated
flagging of high-risk content, separate folders or buffersfor toxic messages, centralised
moderation of some patient communications by administrative staff, template
boundary-setting responses, and minimisation of the publication of physicians’
personal data on open resources [9, 10]. For patient portals, the introduction of rules of
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use and warning notices prior to message submission appears promising. Such
measures do not replace organisational policy, but they may reduce the physician’s
direct exposure to abusive content.

At the individual and team level, important measures include training in digital
safety, privacy settings, algorithms for responding to online harassment, skills in
documenting incidents, establishing boundariesin online communication with patients,
and psychologica support for affected staff. However, the available reviews indicate
that training alone cannot be considered a sufficient response: it may improve staff
knowledge and attitudes, but evidence of a real reduction in the level of aggression
remains limited [15]. Training should therefore form part of a broader safety system
rather than replace it.

A synthesis of the literature makes it possible to argue that digital violence
against primary care physiciansis not an accidental side effect of digitalisation, but a
new and persistent form of occupational risk. It emerges at the intersection of the mass
transition to electronic communication, the growing public visibility of healthcare
workers, the low threshold for anonymous aggression, socia polarisation around
medical issues, and the high emotional burden inherent in primary care. Thisis where
the problem has not only practical but also conceptual significance: digital violence
should be regarded not merely as a variant of interpersonal conflict, but as a factor
weakening the workforce resilience of primary care and limiting its communicative
and educational potential.

The present review has several limitations. First, the terminology used in this
field remains heterogeneous, which makes direct comparison of findings across
different studies difficult. Second, a substantial proportion of the available evidence
concerns healthcare workers in general, whereas studies specifically focused on
primary care physicians remain insufficient. Third, the literature lacks validated
instruments for measuring digital violence and standardised approaches to its
recording. Accordingly, some of the conclusions of this article are based on a
combination of direct evidence relating to primary care and the broader evidence base
on violence against healthcare workers.

Conclusions from this study and prospects for further research in this area.

1. Digital violence against primary care physicians should be regarded as an
independent form of occupational violence that is enacted through el ectronic channels
of communication and encompasses direct written aggression, public humiliation,
reputational attacks, harassment, violations of privacy, as well as sexualised and
discriminatory forms of abuse.

2. The specific features of primary care — long-term doctor—patient
relationships, high intensity of communication, the coordinating role of the family
physician, and the growing proportion of electronic contacts — increase the

vulnerability of this sector to digital aggression and its cumulative consequences.
3. The available evidence suggests that digital violence is associated not only
with psycho-emotional distress and occupational burnout, but also with self-
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censorship, withdrawal from public professional activity, deterioration in commu-
nication, and weakening of the workforce resilience of primary care.

4. The scientific evidence base on this topic remains fragmented: thereis alack
of an established conceptual framework, validated measurement tools, and studies
focused specifically on primary care physicians and on particular national contexts.
This determines the need for further standardisation of terminology, indicators, and
approaches to the recording of digital incidents.

5. The most promising directions for counteraction include institutional
recognition of digital violence as an occupational risk, a zero-tolerance policy towards
aggression, clear procedures for documenting and responding to incidents,
technological tools for moderation and filtering, legal and psychological support for
staff, and evaluation of the effectiveness of preventive interventionsin primary care.
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