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ABSTRACT 

Workplace bullying (WPB) in nursing is a workplace problem that can undermine 

the safety culture necessary to minimize adverse patient events and improve health care 

quality. Nurses continue to experience and report WPB despite a substantial and growing 

body of evidence reflecting the negative effects of WPB on nurses, published position 

statements and alerts, and the initiation of workplace violence policies and protocols. To 

decrease WPB and inform the development of effective anti-bullying interventions, there 

has been a shift in focus from individual factors and interpersonal relationships among 

nurses and health care workers to organizational factors that contribute to nurse-reported 

WPB. Thus, determining the association between the nursing work environment, which is 

comprised of modifiable organizational factors, and nurse-reported WPB is warranted. 

Furthermore, poor nursing outcomes associated with nurse-reported WPB are well 

documented. However, there is less empirical evidence establishing a link between nurse-

reported WPB and patient outcomes. In the context of the demand for safe, high quality 

patient care, it is important to further explore the associations between nurse-reported 

WPB and patient outcomes. 

The purpose of this dissertation was to explore the nursing work environment and 

patient outcomes (i.e., nurse-reported quality of care and patient safety grade) associated  
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with nurse-reported WPB. Using a concurrent Quan + Qual mixed methods research 

design, this goal was accomplished in a stepwise manner. First, the psychometric 

properties of the Short Negative Acts Questionnaire (SNAQ), the instrument used to 

measure WPB in this study, and its ability to identify WPB status in a sample of inpatient 

staff nurses working throughout Alabama was explored. Second, the associations 

between the nursing work environment and nurse-reported WPB, and nurse-reported 

WPB and patient outcomes were quantitatively explored using the identified WPB 

statuses. Third, a qualitative study was conducted to further understand how nurses’ 

experiences of WPB occurring within the nursing work environment influences their 

abilities to provide patient care. Lastly, the quantitative and qualitative results were 

integrated to identify components in each study strand that could enhance and clarify the 

research phenomenon. 

The resulting body of work indicated that the nursing work environment is 

associated with nurse-reported WPB and, in turn, nurses’ experiences of WPB are 

associated with patient outcomes (i.e., nurse-reported quality of care and patient safety 

grade) and to some extent, nurses’ abilities to provide patient care. Further, this research 

confirmed that the SNAQ is a reliable and valid instrument to explore WPB in a sample 

of inpatient staff nurses working throughout Alabama. The findings of this dissertation 

study are of interest to nursing/health care organization leaders and researchers as they 

seek to develop and implement strategies to improve health care quality and patient 

outcomes.  

Key words: disruptive workplace behaviors, Short Negative Acts Questionnaire, nursing 

work environment, patient outcomes, quality, safety  
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CHAPTER 1 

INTRODUCTION 

Health care organizations in the United States (U.S.) are under increased scrutiny 

and financial pressure to provide safe, high quality patient care (Agency for Healthcare 

Research and Quality [AHRQ], 2018a; Centers for Medicare and Medicaid Services, 

2010). Improving the nursing work environment is one approach health care 

organizations can utilize to enhance care delivery and patient outcomes (Djukic et al., 

2013; Institute of Medicine, 2004; Sloane et al., 2018). This approach assumes that 

organizational factors influence the behaviors of health care workers, including a 

worker’s ability to deliver care (Dang et al., 2016). The nursing work environment is 

defined as the “factors that enhance or attenuate a nurse’s ability to practice nursing 

skillfully and deliver high quality care” (Swiger et al., 2017, p. 76). Unfavorable nursing 

work environments are associated with poor nursing outcomes (i.e., burnout, job 

dissatisfaction, and increased intent to leave) (Aiken et al., 2012; Van Bogaert et al., 

2010) that can negatively influence care delivery and patient outcomes (Aiken et al., 

2012; Aiken et al., 2002; McHugh et al., 2011). Workplace bullying (WPB) is a prevalent 

issue that may undermine the nursing work environment necessary for nurses to skillfully 

practice and deliver care (Dang et al., 2016; The Joint Commission [TJC], 2008; Walrath 

et al., 2013).  

In 2008, TJC issued a sentinel event alert regarding intimidating and disruptive 

behaviors at work that undermine the culture of safety in health care organizations, 

contributing to medical errors, poor patient satisfaction, preventable adverse outcomes, 



 

2 
 

increased patient care costs, and the attrition of qualified health care workers, 

administrators, and managers (TJC, 2008). This alert called for health care organizations 

to address the issue of intimidating and disruptive workplace behaviors that threaten 

health care workers’ performance and mandated that health care organizations develop 

mechanisms to identify and alleviate such behaviors in the workplace (Sousa, 2012). In 

2016, TJC again responded to the continued prevalence of disruptive behaviors among 

health care workers, releasing an advisory on safety and quality issues entitled “Bullying 

Has No Place in Health Care” (TJC, 2016). In the advisory, the importance of civility 

among health care workers to promote improvements in quality and safety within health 

care organizations was highlighted (TJC, 2016). 

This chapter will provide the foundation and justification to study nurse-reported 

WPB that occurs in nursing work environments, and the potential influence this behavior 

has on patient outcomes. The specific purposes of this chapter are to introduce the 

concepts under study and present the research problem statement, background and 

significance, conceptual framework, and an overview of the three papers, including the 

respective research aims and questions that will guide and inform this three-paper 

dissertation.  

 

Problem Statement 

Despite a substantial and growing body of evidence reflecting the negative effects 

of WPB on nurses, published position statements and alerts, and the initiation of 

workplace violence policies and protocols, nurses continue to experience and report WPB 

(Berry et al., 2012; Crawford et al., 2019). To alleviate the behavior and inform the 
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development of effective anti-bullying interventions, there has been a shift in focus from 

individual factors (e.g., personality) and interpersonal relationships among nurses and 

health care workers to organizational factors that contribute to the presence of nurse-

reported WPB (Hutchinson et al., 2006; Mathisen et al., 2012). Thus, determining the 

association between the nursing work environment and nurse-reported WPB is warranted. 

Furthermore, poor nursing outcomes associated with nurse-reported WPB are well 

documented (Castronovo et al., 2016; D’Ambra & Andrews, 2014; Laschinger & Fida, 

2014; Sauer & McCoy, 2017). However, there is less empirical evidence establishing a 

link between nurse-reported WPB and patient outcomes (Houck & Colbert, 2017). In the 

context of the demand for safe, high quality patient care, it is important to further explore 

the associations between nurse-reported WPB and patient outcomes.  

 

Background and Significance 

Although nursing is a profession dedicated to the healing of and caring for the 

public, nurses have been consistently identified as a risk group for WPB (American 

Nurses Association [ANA], 2015; Waschgler et al., 2013). The high susceptibility has 

been attributed to the complexities associated with health care, including performance 

demands, rapid decision-making, interdisciplinary communication, and the daily physical 

and emotional challenges of patient care (Choi & Park, 2019; Giorgi et al., 2016; 

Trépanier et al., 2016). Current nurse-reported WPB prevalence data vary by study due to 

differing conceptual definitions; proliferation of similar, but not identical, concepts (e.g., 

incivility, horizontal violence, harassment, and disruptive behaviors); and instruments 
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used to measure WPB. However, researchers estimate that 27% to 80% of nurses have 

experienced WPB during their nursing career (Sauer & McCoy, 2017).  

 

Significance of the Nursing Work Environment 

Safe, high quality patient care is contingent upon interprofessional and intergroup 

teamwork, communication, and collaborative work environments (TJC, 2008; Vessey et 

al., 2009). Nurses are critical to ensuring the success of patient safety and quality 

improvement initiatives; they are the largest sector in the health care workforce (U.S. 

Department of Labor, Bureau of Labor Statistics, 2012) and provide the greatest number 

of direct care hours to patients (McHugh & Stimpfel, 2012; Stimpfel et al., 2019; TJC, 

2008). Research provides evidence that favorable nursing work environments are 

associated with better nurse, patient, and health care organizational outcomes (Aiken et 

al., 2008; Kazanjian et al., 2005; Kutney-Lee et al., 2009). However, WPB that occurs in 

nursing work environments threatens these outcomes (Sauer & McCoy, 2017; TJC, 

2008).   

 

The Impact of WPB on Nurses 

The negative outcomes reported by nurses who experience WPB, perpetuated by 

either nurses or other health care workers, are well documented throughout the nursing 

literature (Castronovo et al., 2016; Laschinger & Fida, 2014; Sauer & McCoy, 2017). 

Both poor mental (i.e., depression, anxiety, post-traumatic stress disorder) and poor 

physical health (i.e., hypertension, chest pain, headaches, gastrointestinal complaints, 

sleeplessness) are widely reported by nurses who experience WPB (Johnson & Trad, 
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2014; MacIntosh et al., 2010). Additionally, nurses who experience WPB have reported 

feelings of intimidation, a hesitation to ask for help or to ask questions related to patient 

care, and an increase in distraction or inability to concentrate on nursing care tasks 

(Hutchinson & Jackson, 2013). Although not direct patient outcomes, altered 

concentration and poor team communication both affect health care workers’ decision-

making and the ability to deliver safe care (Houck & Colbert, 2017). These outcomes also 

contribute to decreased work productivity, increased levels of burnout, job 

dissatisfaction, absenteeism, and an increased intent to leave or turnover (Sauer & 

McCoy, 2017; Vessey et al., 2009), which can negatively affect health care 

organizational outcomes (Castronovo et al., 2016; Sauer & McCoy, 2017; Vessey et al., 

2009).   

 

The Impact of WPB on Patient Outcomes 

Building on the nursing outcomes associated with nurse-reported WPB, there is a 

reasonably expected association between nurse-reported WPB and patient outcomes 

(Houck & Colbert, 2017); however, empirical research detailing the association is limited 

and inconclusive. The general understanding gained from current research is that nurse-

reported WPB is associated with poor patient outcomes, including an increase in patient 

falls (Roche et al., 2010), medication and treatment errors (Farrell et al., 2006; Roche et 

al., 2010; Rosenstein & Naylor, 2012; Rosenstein & O’Daniel, 2008; Rowe & Sherlock, 

2005), and delayed or missed nursing care (Coleman, 2018; Hogh et al., 2018; Roche et 

al., 2010). Nurse-reported WPB is also associated with adverse events, patient mortality 

(Farrell et al., 2006; Laschinger, 2014; Rosenstein & Naylor, 2012; Rosenstein & 
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O’Daniel, 2008), and patient dissatisfaction and complaints (Laschinger, 2014; Roche et 

al., 2010). However, there is existing empirical evidence that indicates nurses do not 

perceive WPB to influence job performance (Olsen et al., 2017) or patient safety (Chipps 

et al., 2013). 

 

Definition of WPB 

Throughout the literature, there is consistency regarding three attributes of WPB. 

First, the targeted individual perceives themselves to be on the receiving end of negative, 

unwanted behaviors (Leymann, 1996). The perception of the target is scrutinized because 

perception is subjective. Intentionality of the perpetrator’s behaviors is often used by 

researchers as an attempt to further delineate WPB from other forms of disruptive 

workplace behaviors (Einarsen et al., 2011). However, because intentionality is difficult 

to measure, the characteristic should not be included in the definition of WPB (Nielsen & 

Einarsen, 2018). The second attribute specific to WPB involves the presence of either an 

actual or perceived power gradient between the perpetrator and target (Einarsen et al., 

2009). Unlike horizontal violence, the inclusion of a power gradient produces an 

increasing sense of defenselessness experienced by the target (Leymann, 1996). Third, 

WPB is not a one-time incident but rather consists of repeated and persistent exposure to 

negative, unwanted behaviors for a prolonged time frame (Nielsen, 2009; Nielsen & 

Einarsen, 2018). The time frame necessary for behaviors to qualify as WPB remains a 

debate among researchers. While some speculate that a one-time incident of severe WPB 

is enough to have a lasting, negative impact on a target, others emphasize the importance 

of including a time frame of at least six months to ensure that the repeated nature of WPB 
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is being adequately measured (Einarsen et al., 2009; Nielsen, 2009). The repetitiveness 

and prolonged exposure to WPB are thought to result in the target’s depletion of coping 

mechanisms and resources (Leymann, 1996; Nielsen & Einarsen, 2018), further 

perpetuating feelings of defenselessness.  

Despite a general agreement that these three attributes must be present in the 

definition of WPB, researchers often use and study the concept of WPB interchangeably 

with other forms of disruptive workplace behaviors. The interchangeable use of these 

concepts, compounded by the lack of a standardized instrument to measure WPB, and 

discrepancy regarding the inclusion of intentionality in the WPB definition, has led to 

conceptual confusion of the phenomenon and a wide range of WPB prevalence data 

(Einarsen et al., 2009). These issues hinder understanding of the behavior in nursing; the 

far-reaching implications nurse-reported WPB has on organizational and policy levels; 

and the development of effective interventions to alleviate the behavior (Petrovic & 

Scholl, 2018). For the purposes of this dissertation, WPB is conceptually defined as: Any 

negative behavior, exhibited by an individual or group of either perceived or actual 

power, that was repeatedly and persistently directed toward another individual, who had 

difficulty defending him- or herself against the behavior, for a prolonged time frame (i.e., 

at least six months) (Anusiewicz et al., 2019; Nielsen & Einarsen, 2018). 

 

Measurement of WPB 

Due to the outcomes of nurses experiencing WPB, efforts to decrease the 

behavior is a shared interest among researchers, nursing administrators, and health care 

organizations. However, and in addition to issues related to defining WPB, 
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methodological concerns have created barriers for researchers to provide reliable and 

valid information regarding WPB. The ability to successfully define and measure WPB is 

fundamental to understanding the phenomenon. Two main methods are primarily used to 

measure WPB exposure, the self-labelling method and the behavioral experience method, 

which are both based on self-report and have differing strengths and limitations (Nielsen 

& Einarsen, 2018). Research indicates that different methods and research designs used 

to explore WPB impact results and the comparison of findings across studies (Nielsen, 

2009). These concerns are compounded by differing cultural norms that exist at varying 

levels (i.e., professional, institutional, regional, or national) (Jacobson et al., 2014; Lewis, 

2006; Salin et al., 2019). Cultural differences may influence how WPB is expressed and 

how targets perceive and react to the behaviors (Salin et al., 2019). In order to reduce the 

behavior, researchers should examine the cultural differences and structures that 

contribute to and potentially sustain WPB (Escartin et al., 2011). Furthermore, because 

nursing is considered a high-risk profession for WPB which threatens the provision of 

safe, high quality care (American Nurses Association, 2015), additional research on the 

use of methodology in this area and population is warranted (Nielsen, 2009).  

 

Conceptual Framework 

The conceptual framework that will be used to guide this dissertation is a 

modification of Donabedian’s (1966) structure, process, and outcome framework (see 

Figure 1). Donabedian’s (1966) framework is the most widely used framework in 

outcomes research and has been consistently used to inform and evaluate efforts to 

improve quality of care (Gallagher & Rowell, 2003; Swiger, 2017). Donabedian proposed 
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using a triad of categories, which includes structure, process, and outcome, to evaluate 

health care quality (Ayanian & Markel, 2016; Donabedian, 1966). “Structure” is defined 

as the settings, provider qualifications, and administrative systems through which patient 

care occurs; “process” includes the components of patient care delivered, specifically, 

what is actually done in giving and receiving care; and “outcome” focuses on patient 

recovery, restoration of function, and survival (Ayanian & Markel, 2016).  

 

Structure 

For the proposed study, Donabedian’s (1966) framework has been modified 

include the concepts of interest. The “structural” components of the proposed study 

include individual factors (i.e., gender, age group, race, and level of education), 

employment factors (i.e., unit type, shift type, years worked as a registered nurse [RN], 

years worked in present hospital, years worked on current unit, worked hours/week, and 

worked overtime/week), and organizational factors (i.e., region, rurality, and the nursing 

work environment).  

 

Nursing Work Environment 

The nursing work environment, an organizational factor, is the primary structural 

concept of interest in this dissertation study. The nursing work environment encompasses 

five domains (i.e., Nurse Participation in Hospital Affairs; Nursing Foundations for 

Quality Care; Nurse Manager Ability, Leadership, and Support of Nurses; Staffing and 

Resource Adequacy; and Collegial Nurse – Physician Relations) that are associated with 

various benefits, such as improved nurse, patient, and organizational level outcomes 
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(Lake, 2002; Swiger, 2017). The five domains were developed through research aimed at 

measuring nurse perceptions of the quality of nursing care and organizational 

characteristics of hospitals (Aiken & Patrician, 2000; Lake, 2002; Swiger, 2017). These 

domains were empirically tested with exploratory and confirmatory factor analyses 

(Lake, 2002).   

 

Process 

Perhaps the largest modification to Donabedian’s (1966) framework to this 

dissertation is the removal of the “process” category. In place of process is the 

intermediate outcome, nurse-reported WPB. Although there are several reasons to 

evaluate WPB as a process (Gamian-Wilk et al., 2017; Nielsen & Einarsen, 2018), the 

majority of studies examining WPB, including this dissertation study, use cross-sectional 

research designs or qualitative analysis of the target’s previous WPB experiences, which 

provides “snapshots” of the WPB phenomenon (Nielsen & Einarsen, 2018). Therefore, 

little is known about how WPB evolves, escalates, and de-escalates over time (Nielsen & 

Einarsen, 2018). To truly examine WPB as a process, studies must test a priori models 

with multiple assessment points that can capture the dynamics of WPB over short and 

long time periods (Nielsen & Einarsen, 2018). Therefore, this study will not explore 

“process.” 

 

Outcome 

The “outcome” category for this dissertation study represents patient outcomes 

reported by nurses (i.e., quality of care and patient safety). Defined by the Institute of 
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Medicine, quality of care is “the degree to which health care services for individuals and 

populations increase the likelihood of desired patient health outcomes and are consistent 

with current professional knowledge” (AHRQ, 2018b). Patient safety is defined as the 

avoidance and prevention of accidental or preventable patient injuries or adverse events 

resulting from the processes of health care delivery (AHRQ, n.d.). Nurses are an essential 

human resource for health care organizations, ranking highest in direct patient care hours 

(Stimpfel et al., 2019). As fundamental members of the health care team, nurses 

participate in care processes and observe subsequent clinical outcomes (Stimpfel et al., 

2019). Collectively, nurses have reported levels of quality of care (McHugh & Stimpfel, 

2012; Smeds-Alenius et al., 2016) and patient safety (Lawton et al., 2015) that align with 

objective patient outcomes and nursing sensitive indicators (Stalpers et al., 2016; 

Stimpfel et al., 2019). Thus, although objective patient outcomes will not be assessed 

directly in this dissertation study, using nurses as informants of patient care is valuable 

(McHugh & Stimpfel, 2012; Stimpfel et al., 2019). 
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Figure 1 

Conceptual Framework 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note. Conceptual framework depicting the associations tested between the nursing work 

environment (i.e., structure), nurse-reported WPB (i.e., intermediate outcome), and nurse-

reported quality of care and nurse-reported patient safety grade (i.e., patient outcomes).  

 

Structure  

Individual Factors 
• Gender (Male and Female) 
• Age Group (21-30, 31-40, 41-

50, >50) 
• Race (White, Black, Other) 
• Level of Education 

(Diploma/Associate, 
Undergraduate, Graduate) 

             Employment Factors 
• Unit Type (Medical, Surgical, 

Med/Surgical, Intensive Care, 
Obstetrics, OR/Recovery 
Room, Pediatrics, Psychiatry, 
Rehabilitation) 

• Shift Type (Day, Night, 
Combination) 

• Years worked as RN 
• Years worked in present hospital 
• Years worked on current unit 
• Hours/week 
• Overtime 

               Organizational Factors 
• Region (North, West, Southern, East, 

Southeast) 
• Rurality (Rural and Urban) 
• Nursing Work Environment – 

Practice Environment Scale of the 
Nursing Work Index (PES-NWI) 

1. Nurse Participation in 
Hospital Affairs 

2. Nursing Foundations for 
Quality of Care 

3. Nurse Manager Ability, 
Leadership, and Support of 
Nurses 

4. Staffing and Resource 
Adequacy 

5. Collegial Nurse – Physician 
Relations 
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Intermediate 
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Nurse-reported 
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Short Negative Acts 
Questionnaire 
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Care  

• Poor/Fair  
• Good/Excellent  

Nurse-reported Patient 
Safety Grade 

• Unfavorable 
(Failing/Poor/Acceptable) 

• Favorable (Very 
good/Excellent) 
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Purpose 

The purpose of this dissertation study is to explore the nursing work environment 

and patient outcomes associated with nurse-reported workplace bullying (i.e., nurse-

reported quality of care and patient safety). This dissertation encompasses three papers 

that report on the quantitative and qualitative strands of a concurrent Quan + Qual mixed 

methods research design used to address the study purpose (Plano Clark & Ivankova, 

2016). A concurrent Quan + Qual mixed methods design is a research design in which 

quantitative and qualitative data are collected and analyzed independently followed by 

the integration of the results from the quantitative and qualitative study strands. The 

purpose of integration in this dissertation study is to compare the quantitative and 

qualitative results to produce well-validated and substantiated findings through obtaining 

different but complementary data on the same research topic (i.e., nurse-reported WPB) 

(Creswell, 2003; Schoonenboom & Johnson, 2017). Paper One discusses the 

methodological concerns regarding the measurement of WPB; evaluates the 

psychometric properties of the Short Negative Acts Questionnaire (SNAQ), the 

instrument used to measure nurse-reported WPB in this dissertation study; and provides 

preliminary analysis necessary to address the aim of the quantitative study strand (Paper 

Two). The quantitative and qualitative study strands and results are presented in Papers 

Two and Three, respectively. The final chapter of this dissertation discusses the 

integration of the quantitative and qualitative study strand results and the overall 

conclusions and implications of the findings for future nursing research and stakeholders. 

An overview of the mixed methods procedures followed in this dissertation study is 

provided in Figure 2.  



 

14 
 

Figure 2 

Procedural Diagram: Overview of Mixed Methods Research Process  
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Overview of Three Papers 

Paper One – Measuring Workplace Bullying in a U.S. Nursing Population with the 

Short Negative Acts Questionnaire  

The purpose of Paper One is to present the psychometric analysis results of the 

SNAQ and provide the preliminary work needed for Paper Two. Paper One addresses 

Aim 1, which is to explore the psychometric properties of the SNAQ and its ability to 

identify WPB status in a U.S. sub sample of inpatient staff nurses who participated in the 

Alabama Hospital Staff Nurse Study (PI: Patrician) (Anusiewicz et al., 2020). Research 

questions to address Aim 1 include:  

Research Question 1a: What is the reliability and validity of the SNAQ? 

Research Question 1b: How is bullying status classified using a latent class analysis of 

the SNAQ? 

Research Question 1c: Using outcomes related to or potentially related to nurse-reported 

WPB, what is the comparison of WPB classification using the SNAQ and self-labelling 

item? 

This analysis is important due to the new development of the SNAQ and cultural 

considerations related to WPB (Notelaers et al., 2019). To the authors’ knowledge, the 

SNAQ has not yet been used to measure WPB in a U.S. nursing sample. Following 

recommendations from the developers of the SNAQ, a latent class analysis (LCA) was 

used to classify bullying status of nurses (Reknes et al., 2017). These results provide the 

information needed to address the aims of the quantitative study strand (Paper Two). In 

addition to providing an overview of the methodological concerns for measuring WPB in 
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research, Paper One concludes with recommendations for use and limitations of the 

SNAQ, and future research suggestions.  

 

Paper Two – Associations Among the Nursing Work Environment, Nurse-reported 

Workplace Bullying, and Patient Outcomes 

 The purpose of Paper Two is to present the results of the quantitative strand of 

this dissertation study. The quantitative strand addresses Aim 2, which is to explore the 

association between the nursing work environment, nurse-reported WPB, and patient 

outcomes. To address Aim 2, research questions include:  

Research Question 2a: What is the association between the nursing work environment 

and nurse-reported WPB? 

Research Question 2b: What is the association between nurse-reported WPB and nurse-

reported quality of care?  

Research Question 2c: What is the association between nurse-reported WPB and nurse-

reported patient safety grade? 

Cross-sectional analysis of data from the Alabama Hospital Staff Nurse Study (PI: 

Patrician) (Anusiewicz et al., 2020) was used to address Aim 2. The Alabama Hospital 

Staff Nurse Study was a statewide study utilizing methods similar to those outlined by 

Aiken and colleagues (2008). Data were first analyzed to determine the association 

between the nursing work environment and the presence of nurse-reported WPB. Next, 

the data were analyzed to determine the association between nurse-reported WPB and 

patient outcomes (i.e., nurse-reported quality of care and nurse-reported patient safety 
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grade). Random effects logistic regressions were used to determine associations 

controlling for individual, employment, and organizational factors (Li et al., 2011).  

 

Paper Three – How Does Workplace Bullying Influence Nurses’ Abilities to Provide 

Patient Care? A Nurse Perspective  

 Paper Three reports on the results of the qualitative strand of this dissertation 

study. The qualitative strand addresses Aim 3, which is to explore how WPB influences 

nurses’ abilities to provide patient care. Research questions to address Aim 3 include:  

Research Question 3a: How do nurses perceive the nursing work environment to 

influence their experiences of WPB? 

Research Question 3b: How do nurses perceive WPB influences their mental, physical, 

and emotional being? 

Research Question 3c: How do nurses perceive experiencing WPB influences their ability 

to provide patient care? 

A qualitative approach was used to conduct this study for three reasons. First, 

although there is a logical link that exists between nurse-reported WPB and patient 

outcomes, there is minimal and inconclusive empirical evidence establishing this link 

(Houck & Colbert, 2017). Second, one-item, nurse-reported measures were used in the 

Alabama Hospital Staff Nurse Study to assess complex concepts (i.e., quality of care and 

patient safety). The richness of qualitative data can therefore potentially provide further 

explanations and understanding of the influence of experiencing WPB on the quality of 

nursing care and overall patient safety. Third, nurses responding to the Alabama Hospital 

Staff Nurse survey were not asked to rate the quality of nursing care and overall patient 
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safety in the context of experiencing WPB. This may affect the quantitative results 

pertaining to the association between nurse-reported WPB and patient outcomes (i.e., 

nurse-reported quality of care and nurse-reported patient safety). Using purposive 

sampling, the qualitative study strand includes 15 inpatient staff nurses who have 

experienced WPB while working in a large academic medical center located in the 

southern region of the U.S. Individual, semi-structured interviews were conducted in-

person, and inductive thematic analysis was used to analyze verbatim interview 

transcripts in NVivo 12 software.   
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Definitions of Key Terms 

 In this section, key variables utilized throughout this dissertation are defined.  

 

“Mixed methods research is a research design with philosophical assumptions as 

well as methods of inquiry. As a methodology, it involves philosophical assumptions that 

guide the direction of the data collection and analysis of data and the mixture of 

qualitative and quantitative approaches in many phases in the research process. As a 

method, it focuses on collection, analyzing, and mixing both quantitative and qualitative 

data in a single study or series of studies. Its central premise is that the use of quantitative 

and qualitative approaches in combination provides a better understanding of research 

problems than either approach alone” (Creswell & Plano Clark, 2007, p. 5).  

“The concurrent Quan + Qual design is a mixed methods design in which 

researchers implement quantitative and qualitative strands concurrently or independent of 

each other with the purpose of comparing or merging quantitative results to produce more 

complete and validated conclusions” (Plano Clark & Ivankova, 2016, p. 120).  

“Triangulation is an argument for using mixed methods to obtain more valid 

conclusions about a phenomenon by directly comparing results obtained from 

quantitative methods to those obtained from qualitative methods for convergence or 

divergence” (Plano Clark & Ivankova, 2016, p. 81). 

 

Structural Variable 

The nursing work environment is defined as the “factors that enhance or attenuate 

a nurse’s ability to practice nursing skillfully and deliver high quality care” (Swiger et al., 
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2017, p. 76). The domains of the nursing work environment are measured using five 

subscales.  

The Practice Environment Scale of the Nursing Work Index (PES-NWI) is an 

empirically developed instrument used to measure the nursing work environment (Lake, 

2002). The PES-NWI is a self-reported instrument that instructs nurse respondents to 

indicate, using a 4-point Likert scale, their agreement that each item listed is present in 

their current work environment. The responses were coded as: strongly disagree = 1, 

somewhat disagree = 2, somewhat agree = 3, or strongly agree = 4. The five subscales 

include: 

1. Nursing Participation in Hospital Affairs (Subscale #1; 9 items) addresses 

concerns the nurses’ involvement in hospital and nursing department affairs (i.e., internal 

governance, policy decisions, and committees); opportunities for advancement; the 

presence of open communication with a responsive nursing administration; and the 

acknowledgment of a powerful, visible, and accessible nurse executive. 

2. Foundations for Quality of Care (Subscale #2; 10 items) emphasizes the 

nursing foundations for a high standard of patient care: 1) a pervasive nursing 

philosophy, 2) a nursing (rather than a medical) model of care, and 3) nurses’ clinical 

competence. 

3. Nurse Manager Ability, Leadership, and Support of Nurses (Subscale #3; 5 

items) focuses on the critical role of the nurse manager (i.e., their ability to lead, manage, 

and support nursing staff). 

4. Staffing and Resource Adequacy (Subscale #4; 4 items) measures the presence 

of adequate staffing and support resources to provide quality patient care. 
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5. Collegial Nurse – Physician Relations (Subscale #5; 3 items) focuses on the 

relationships between nurses and physicians, representing the nurses’ desires to have a 

positive working relationship with physicians. 

The composite score is the mathematically derived mean of the five subscales. 

Subscale scores are averaged, and then the composite score is generated by averaging the 

subscale scores.  This prevents the weighting of subscales that contain more items than 

others (Lake, 2002).  

 

Intermediate Outcome Variable 

Workplace bullying (WPB) involves any negative behavior, exhibited by an 

individual or group of either perceived or actual power, that was repeatedly and 

persistently directed toward another individual, who had difficulty defending him- or 

herself against the behavior, for a prolonged time frame (i.e., at least six months) 

(Anusiewicz et al., 2019; Nielsen & Einarsen, 2018). 

The Short Negative Acts Questionnaire (SNAQ) is a 9-item behavioral 

questionnaire developed by the Bergen Bullying Research Group to determine the 

perception of work-related, person-related, and physically intimidating bullying 

behaviors. Nurses were asked to report how frequently they have experienced the 

behaviors using a 5-point Likert scale. The responses were coded as: never = 1, now and 

then = 2, monthly = 3, weekly = 4, and daily = 5. A latent class analysis of the SNAQ was 

used to classify the bullying status of nurses. 
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Person-related bullying includes behaviors associated with an individual’s 

personal self (i.e., insulting remarks, excessive teasing, gossip and rumors, social 

isolation and exclusion).  

Work-related bullying includes behaviors associated with an individual’s work 

(i.e., being exposed to unreasonable deadlines, unmanageable workloads, or other types 

of behaviors that make the work situation difficult for the target). 

Physically intimidating bullying consists of overt physical violence or threats of 

violence. 

The self-labelling item is a single-item measure that provides the survey 

respondents a definition of WPB prior to answering how frequently they have 

experienced the behaviors using the same 5-point Likert scale as the SNAQ. The 

responses were coded as: never = 1, now and then = 2, monthly = 3, weekly = 4, and daily 

= 5. The self-labelling item was only used to address Aim 1 (Paper One).  

 

Patient Outcome Variables 

Quality of care is defined by the Institute of Medicine as “the degree to which 

health care services for individuals and populations increase the likelihood of desired 

patient health outcomes and are consistent with current professional knowledge” (AHRQ, 

2018b). In this dissertation study, quality of care was assessed using a single-item 

measure. Nurses were asked to answer the question: “In general, how would you describe 

the quality of nursing care on your unit?” The responses included: poor, fair, good, and 

excellent. For analyses, the responses were dichotomized into either fair/poor quality of 

care = 0 or excellent/good quality of care = 1.  
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 Patient safety is defined as the avoidance and prevention of accidental or 

preventable patient injuries or adverse events resulting from the processes of health care 

delivery (AHRQ, n.d.). In this dissertation study, patient safety was assessed using a 

single-item measure included in the AHRQ’s hospital survey on patient safety culture 

(i.e., patient safety grade) (Sorra et al., 2016). Nurses were asked to respond to the 

statement: “Please give your work area/unit in this hospital an overall grade on patient 

safety.” The self-report responses included: excellent, very good, acceptable, poor, or 

failing. For analysis, the responses were dichotomized into either an unfavorable patient 

safety grade (acceptable, poor, and failing) = 0 or a favorable patient safety grade 

(excellent and very good) = 1.  

 

Summary 

The purpose of this dissertation study was to explore the nursing work environment and 

patient outcomes (i.e., nurse-reported quality of care and patient safety) associated with 

nurse-reported WPB. This first chapter has introduced the research problem, background 

and significance, conceptual framework, and an overview of the three papers, including 

the respective research aims and questions that will guide and inform this three-paper 

dissertation. The final chapter of this dissertation will discuss the integrated results of the 

quantitative and qualitative study strands and provide overall conclusions and 

implications of the findings for future nursing research and stakeholders.   
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PAPER ONE 

MEASURING WORKPLACE BULLYING IN U.S. NURSING POPULATION WITH 
THE SHORT NEGATIVE ACTS QUESTIONNAIRE 

 
ABSTRACT 

Background: Decreasing nurse-reported workplace bullying (WPB) is an interest among 

researchers, nursing leaders, and health care organizations; however, varying conceptual 

definitions and measurement approaches of WPB have created barriers for researchers to 

provide reliable and consistent information regarding WPB. 

Objective: This paper aims to 1) evaluate the reliability and validity of the Short 

Negative Acts Questionnaire (SNAQ) in a United States (U.S.) nursing sample, 2) 

illustrate how to classify bullying status using the SNAQ and self-labelling item, and 3) 

compare WPB classification using the SNAQ and the self-labelling item. 

Methods: The internal consistency reliability and construct validity of the SNAQ in 943 

nurses was evaluated using Cronbach’s alpha and confirmatory factor analysis (CFA). An 

exploratory factor analysis (EFA) was conducted to explore the underlying structure of 

the SNAQ. The WPB status was identified using latent class analysis (LCA) of the 

SNAQ and by the self-labelling item, separately. The agreement of WPB between the 

two methods was evaluated with Cohen’s kappa. Using both the SNAQ and the self-

labelling item, the association between WPB status and variables related/potentially 

related to nurse-reported WPB was evaluated with random effects multiple logistic 

regression.  
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Results: The SNAQ had a good internal consistency reliability (α = 0.89). The CFA 

suggested that the construct validity of the SNAQ was acceptable even though the EFA 

indicated differences from the proposed dimensions. Among 935 nurses who responded 

to both the SNAQ and self-labelling item, 372 (39.8%) nurses were classified as 

“bullied” by the LCA of the SNAQ; however, only 70 (7.5%) nurses were classified as 

“bullied” by the self-labelling item. Despite the weak agreement, 67 (96.0%) of the 70 

nurses classified as “bullied” by the self-labelling item were also classified as “bullied” 

by the LCA. Further, nurse-reported WPB using the LCA of the SNAQ was significantly 

associated with job satisfaction, intent to leave, nurse-reported quality of care, and nurse-

reported patient safety grade (all p < 0.001), indicating high criterion validity of the 

SNAQ. 

Conclusion: The SNAQ is a reliable, valid, and convenient instrument to explore WPB 

in staff nurses working in hospitals throughout Alabama. We recommend the utilization 

and the LCA of the SNAQ for future WPB studies in U.S. nursing populations. 

Key words: SNAQ, validity, reliability, nurse, bullying  
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INTRODUCTION 

Nurse-reported workplace bullying (WPB) continues to be an international health 

care concern and workplace problem. Nursing literature is replete with studies examining 

various forms of bullying behaviors (i.e., incivility, horizontal violence, harassment, and 

disruptive workplace behaviors) and how experiencing such behaviors negatively affects 

nurse, patient, and health care organizational outcomes (Castronovo et al., 2016; Houck 

& Colbert, 2017; Vessey et al., 2009). Due to the negative consequences associated with 

nurses experiencing WPB (i.e., decreased job satisfaction, increased intent to leave, and 

poor patient outcomes) (Houck & Colbert, 2017; Laschinger, 2014; Vessey et al., 2010), 

researchers, nursing leaders, and organizations, including the American Nurses 

Association and The Joint Commission (TJC), have become increasingly interested in 

preventing nurse-reported WPB internationally (American Nurses Association, 2015; 

TJC, 2016). However, with the growing interest and cultural differences associated with 

WPB (Jacobsen et al., 2014; Johnson, 2011), there is now a great amount of 

inconsistency in defining, measuring, and determining how to identify targets and non-

targets of WPB. This has led to a wide range of frequency estimates reported in the 

literature, conceptual and methodological confusion, and difficulty in developing 

effective strategies to decrease bullying behaviors within health care organizations. To 

measure WPB, numerous approaches and instruments of varying complexity have been 

devised; however, issues remain with instrumentation in the research on WPB, including 

the development of psychometrically sound instruments (Keashly & Harvey, 2005; 
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Nielsen et al., 2010). To avoid underestimation or overestimation of the issue within 

nursing, develop and implement effective strategies to decrease nurse-reported WPB, and 

further inform policy, it is crucial to resolve issues associated with measuring nurse-

reported WPB in research.  

 

Definition of WPB 

Workplace bullying involves any negative behavior, exhibited by an individual or 

group of either perceived or actual power, that was repeatedly and persistently directed 

toward another individual, who had difficulty defending him- or herself against the 

behavior, for a prolonged time frame (i.e., at least six months) (Anusiewicz et al., 2019; 

Nielsen & Einarsen, 2018). Workplace bullying is not a single event and does not involve 

inevitable interactions or interpersonal conflicts that may occur when clear expectations 

and goals are set, progress is monitored, or constructive feedback is provided (Nielsen & 

Einarsen, 2018). Although commonly included in WPB definitions, intentionality on 

behalf of the perpetrator is not a defining attribute of WPB because intent is both difficult 

to establish and measure (Nielsen et al., 2016; Nielsen & Einarsen, 2018). With its many 

attributes, WPB is considered a complex phenomenon, complicating its measurement 

(Cowie et al., 2002; Einarsen et al., 2010).  

 

Measuring WPB 

Two main methods are used to measure WPB exposure: the behavioral experience 

method and the self-labelling method, which are both based on self-report (Nielsen & 

Einarsen, 2018). Researchers who employ the behavioral experience method provide 
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respondents with an inventory of negative behaviors and ask them to report how 

frequently they have been exposed to such behaviors over a given time frame (e.g., daily, 

weekly, monthly, for at least six months, one year) (Nielsen, 2009; Nielsen et al., 2010). 

In contrast, researchers using the self-labelling method will typically provide respondents 

with a definition of WPB and then ask them to respond to a single-item question 

concerning if and/or how frequently they have experienced WPB over a given time frame 

(Nielsen et al., 2010). Debate still exists regarding which time frame should be used to 

measure WPB exposure. Several researchers suggest at least six months, which is based 

on posttraumatic stress literature (Leymann, 1996; Nielsen, 2009). However, others 

advocate that experiencing WPB should occur for at least one year (Salin, 2001). Asking 

respondents to recall whether they have experienced WPB, or the behaviors listed in an 

inventory over any given time frame limits the reliability of findings for several reasons. 

First, as time passes, respondents are more likely to experience memory disintegration 

(Schat et al., 2006). Second, the ability to compare findings from studies using differing 

time frames can result in differences in the prevalence of WPB and outcomes (Nielsen, 

2009). This potentially interferes with understanding the severity and implications of 

WPB. In a meta-analysis (Nielsen, 2009) of 92 estimates of WPB prevalence rates, most 

applied a time frame of less than one year.  

Both methods have limitations; however, it is reported that the behavioral 

experience method is more advantageous than the self-labelling method for three reasons 

(Conway et al., 2018). First, the negative behaviors listed in the behavioral inventories 

are not explicitly referred to as “bullying” so that it may reduce under-reporting issues 

that frequently occur when using the self-labelling method, which requires respondents to 
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label themselves as targets of WPB (Conway et al., 2018). Second, when presented with a 

list of negative behaviors, respondents may be reminded of potential WPB that they 

would not have recalled if being administered the self-labelling method, which does not 

include specific negative behaviors (Conway et al., 2018). Third, unlike the self-labelling 

method, the behavioral experience method provides information about the nature of the 

negative behaviors listed (e.g., behaviors that are the most/least common), which can be 

useful when developing prevention strategies (Conway et al., 2018).  

 Although the behavioral experience method offers several advantages, a few 

limitations exist. Appropriately capturing a target’s perception of being bullied is 

important in determining their response to the experience and consequent health effects 

(Conway et al., 2018), but some negative behaviors listed in inventories may not be 

perceived as WPB by respondents (Nielson et al., 2010). Another limitation of the 

behavioral experience method is its inability to determine if targets have experienced 

difficulty defending themselves against the negative behaviors listed (Nielsen et al., 

2010), which is a primary attribute of WPB. Based on the strengths and limitations of 

both, it is recommended that the two methods be integrated in surveys investigating WPB 

(Nielsen et al., 2010).  

 The Negative Acts Questionnaire-Revised (NAQ-R), developed by the Bergen 

Bullying Research Group, is the most commonly used behavioral instrument to measure 

WPB internationally (Einarsen et al., 2009). The NAQ-R is a 22-item inventory used to 

determine the perception of three WPB dimensions: work-related, person-related, and 

physically intimidating bullying. Although the NAQ-R is a well-validated and reliable 

instrument, it is relatively long, creating difficulty for researchers to integrate the 
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instrument via online surveys (Notelaers et al., 2019). Several researchers have created 

shorter versions of the NAQ-R; however, researchers have not provided a rationale for 

item selection, or have based item selection on statistical criteria alone (Notelaers et al., 

2019). Thus, the Bergen Bullying Research Group recognized a need for a shortened 

version of the NAQ-R and developed the Short Negative Acts Questionnaire (SNAQ).  

 

Short Negative Acts Questionnaire 

The SNAQ (Table 1) is a 9-item behavioral inventory derived from the NAQ-R 

and is used to determine the perception of work-related, person-related, and physically 

intimidating bullying behaviors in the workplace. However, the psychometric properties 

of the SNAQ have not been well explored in different populations. Recently, the 

dimensionality and criterion validity of the SNAQ were explored in two European 

cohorts (Conway et al., 2018; Notelaers et al., 2019). In nursing, only the internal 

consistency reliability of the SNAQ has been evaluated in a Norwegian nursing sample 

(Cohen’s α = .75) (Reknes et al., 2017). Hence, it is warranted to explore the 

psychometric properties of the SNAQ, including the internal consistency reliability and 

validity in a U.S. nursing sample. 
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Table 1 

Workplace Bullying Self-labelling Item and the Short Negative Acts Questionnaire 
(SNAQ) 

Short Negative Acts Questionnaire (SNAQ) 
Dimension &  

Item # Behavior How Often 

Work 1 Someone withholding information which affects your 
performance  1 2 3 4 5 

Person 2 Spreading of gossip and rumors about you  1 2 3 4 5 

Person 3 Being ignored or excluded by people at work  1 2 3 4 5 

Person 4 Having insulting or offensive remarks made about you 
(i.e., habits, background, attitude or private life) 1 2 3 4 5 

Physical 5 Being shouted at or being the target of spontaneous anger 
(or rage) 1 2 3 4 5 

Person 6 Repeated reminders of your errors or mistakes 1 2 3 4 5 

Person 7 Facing a hostile reaction when you approach others 1 2 3 4 5 

Work 8 Persistent criticism of your work and effort 1 2 3 4 5 

Person 9 Being the subject of unwanted practical jokes 1 2 3 4 5 

Workplace Bullying Self-Labelling Item 
Definition: We define bullying as a situation where one or several individuals persistently, 
over a period of time, perceives themselves to be on the receiving end of negative actions from 
one or several person, in a situation where they have difficulty defending him or herself against 
these actions. It is not bullying when two equally strong opponents are in conflict with each 
other. A one-time incident of being the target of negative actions is not referred to as bullying. 
How often have you been bullied at work in the past six months? 1 2 3 4 5 

 

Note. Never = 1, Now and then = 2, Monthly = 3, Weekly = 4, Daily = 5 
 

WPB in Nursing 

Nurses have been consistently identified as a high-risk group for WPB (American 

Nurses Association, 2015; Waschgler et al., 2013). The high susceptibility of nurses to 

WPB has been attributed to the complexities associated with providing patient care 

within a demanding and rapidly evolving health care landscape (Blackman et al., 2015). 
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Many characteristics of work environments in health care, such as use of new 

technologies, often limited human and material resources, time pressure, life-threatening 

situations, high patient acuity, and documentation burden, have been identified as strong 

risk factors for WPB (Blackman et al., 2015; Salin & Hoel, 2011).  

Over the past few decades, WPB in nursing has received growing attention 

(Hutchinson et al., 2006). Yet WPB continues to persist within the nursing profession, 

despite a substantial and growing body of evidence reflecting the negative effects of 

WPB on nurses, patients, and health care organizations; published position statements 

and alerts; and the initiation of workplace violence policies and protocols (Crawford et 

al., 2019). In the context of providing safe, high-quality patient care and prioritizing 

clinician well-being, it is crucial to identify, use, and appropriately analyze well-validated 

and reliable instruments measuring nurse-reported WPB.  

 

Identifying Targets and Non-targets of WPB 

In addition to the difficulty of defining and identifying a psychometrically sound 

instrument to measure WPB, researchers face challenges of classifying targets and non-

targets of WPB when using a behavioral inventory. The literature identifies three primary 

methods for determining targets and non-targets of WPB when using behavioral 

inventories: the operational classification method (OCM) (Leymann, 1990), identification 

by non-arbitrary cutoff points (Conway et al., 2018; Notelaers & Einarsen, 2013), and the 

latent class analysis (LCA) approach (Notelaers et al., 2006; Reknes et al., 2017). The 

OCM applies a cutoff point corresponding to a minimum number of frequent negative 

behaviors reported by respondents to determine WPB status, which has been criticized 
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for the arbitrary selection of the cutoff points by researchers. Non-arbitrary cutoff point 

can be derived from receiver operating characteristics curve analyses using a “gold 

reference standard.” However, a “gold reference standard” may not exist, be easy to use, 

or vary among differing populations. Due to criticisms of the OCM (Notelaers & 

Einarsen, 2013) and limitations of non-arbitrary cutoffs points (Conway et al., 2018), the 

LCA approach is arguably the most suitable statistical technique to identify WPB targets 

(Reknes et al., 2017). An LCA systematically classifies respondents into mutually 

exclusive groups (latent classes) with respect to a given trait (i.e., exposure to WPB) that 

is not directly observed (Reknes et al., 2017). The advantage of the LCA approach 

includes the identification of the number of latent classes and the subjects based on data 

and best model fit, thus it is objective; and the LCA is not dependent upon distributional 

assumptions of data (Reknes et al., 2017).  

Because WPB is a prevalent issue experienced by nurses working throughout the 

U.S., and psychometrically sound instruments are warranted to measure WPB exposure, 

this study seeks to 1) evaluate the reliability and construct validity of the SNAQ in a 

sample of U.S. nurses working in hospitals located throughout Alabama, 2) determine 

targets and non-targets of WPB in this sample using an LCA of the SNAQ and the self-

labelling item, and 3) evaluate the criterion validity of the SNAQ by comparing results of 

the LCA using the SNAQ and results of self-labelling item, and then examining the 

association between WPB status identified by the LCA of the SNAQ and variables 

empirically associated with nurse-reported WPB (i.e., job satisfaction, intent to leave, 

nurse-reported quality of care, and nurse-reported patient safety). We hypothesize that 1) 

nurse-reported WPB will have a negative association with job satisfaction, nurse-reported 
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quality of care, and nurse-reported patient safety grade, and 2) nurse-reported WPB will 

have a positive association with a nurse’s intent to leave within the next 6 to 12 months. 

 

METHODS 

Sample 

This study is part of the Alabama Hospital Staff Nurse Study, which surveyed 

currently employed registered nurses working in acute care hospitals located throughout 

Alabama. The recruitment and data collection methods used are reported elsewhere 

(Anusiewicz et al., 2020). The goal of the Alabama Hospital Staff Nurse Study was to 

explore the relationships between nursing sensitive indicators, patient experience, and 

hospital acquired infections. Data collection occurred between July 2018 and mid-

January 2019. A total of 1,354 nurses completed the survey, among which 943 and 935 

nurses responded to the SNAQ and the self-labelling item, respectively. Therefore, our 

sample included 943 nurses who completed the SNAQ, while analysis involving the self-

labelling item included only 935 nurses. The Alabama Hospital Staff Nurse Study was 

approved by the University of Alabama at Birmingham Institutional Review Board. 

 

Measures 

  In addition to demographic questions, single-item measures were used to assess 

nurse job satisfaction, intent to leave, nurse-reported quality of care, and nurse-reported 

patient safety grade in the Alabama Hospital Staff Nurse Study survey. Job satisfaction 

was measured using a 4-point Likert scale ranging from very dissatisfied to very satisfied. 

The responses were dichotomized into dissatisfied (moderately dissatisfied and very 
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dissatisfied) and satisfied (moderately satisfied and very satisfied). Intent to leave was 

assessed by asking nurses to report whether they planned to leave their present nursing 

position within 6 months, within 12 months, or no plans within the next year. The 

responses were dichotomized into yes (within 6 to 12 months) and no (no plans within the 

next year). To assess nurse-reported quality of care, nurses were asked to respond to the 

following question: “In general, how would you describe the quality of nursing care on 

your unit?” The self-report responses included: excellent, good, fair, and poor. In 

analyses, the responses were dichotomized into either good/excellent or poor/fair quality 

of care. Nurse-reported patient safety grade was assessed using the following statement: 

“Please give your work area/unit in this hospital an overall grade on patient safety.” This 

single-item measure is from the Agency for Healthcare Research and Quality (AHRQ) 

hospital survey on patient safety culture (Sorra et al., 2016). The self-report responses 

included: excellent, very good, acceptable, poor, or failing. In analysis, the responses 

were dichotomized into either favorable patient safety grade (very good and excellent) or 

unfavorable patient safety grade (failing, poor, and acceptable). 

To assess nurse-reported WPB, the nurses were asked to report the frequency of 

experiencing each of the nine behaviors listed in the SNAQ using a 5-point Likert scale 

(never = 1, now and then = 2, monthly = 3, weekly = 4, daily = 5). In the survey, the self-

labelling item followed the SNAQ. Nurses were asked to read the definition of WPB and 

report the frequency of experiencing WPB, as shown in Table 1. 
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Data Analysis 

All statistical analyses were conducted using R version 3.4.3. The characteristics 

of the sample were summarized with descriptive statistics: median (range) for continuous 

variables and frequency (proportion) for categorical variables. The internal consistency 

reliability of the SNAQ was evaluated using Cronbach’s alpha. Because the SNAQ 

contained three subscales, representing the three dimensions of WPB—work-related 

(items # 1 and 8), person-related (items # 2, 3, 4, 6, 7, and 9), and physically intimidating 

(item # 5)—the Cronbach’s alphas were calculated for all nine SNAQ items and for the 

first two dimensions (i.e., work-related and person-related). The construct validity of the 

SNAQ in our sample was evaluated using confirmatory factor analysis (CFA) with three 

factors (representing the three dimensions of WPB in the SNAQ), and the model fit was 

determined by the standardized root mean squared residual (SRMR), the root mean-

square error of approximation (RMSEA), and the comparative fit index (CFI). Model fit 

with SRMR < 0.08, CFI > 0.9, and RMSEA < 0.1 indicates that the data are consistent 

with the three-factor CFA model. Further, an exploratory factor analysis (EFA) was 

conducted to explore the underlying structure of SNAQ items in our sample. The WPB 

targets were first classified by the LCA of the SNAQ responses, using R package 

“poLCA.” To identify the optimal number of latent classes (i.e., number of different 

WPB statuses), eight LCA models (with two to nine classes) were specified and the 

number of latent classes was determined by the best model fit (i.e., the model with the 

lowest Bayesian information criterion [BIC]) (Notelaers et al., 2019). Given two models 

with very similar BIC values, the model with the smaller number of classes was chosen 

for parsimony reasons.  
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Based on discrepancies in the literature regarding the frequency of experiencing 

unwanted behaviors that constitute bullying, the WPB targets were then classified using 

the self-labelling item in two different ways: 1) labelling respondents as “bullied” if the 

nurse-reported an exposure frequency of either monthly, weekly, or daily; and 2) labelling 

respondents as “bullied” if the nurse reported an exposure frequency of either weekly or 

daily. The agreement of WPB status between the SNAQ and self-labelling item was 

evaluated using Cohen’s kappa, which was also used to evaluate the criterion validity of 

the SNAQ. The associations between nurse-reported WPB (using the LCA groupings for 

the SNAQ and the weekly or daily frequency coding method for the self-labelling item, 

which aligned with the WPB definition used in this study) and outcomes related or 

potentially related to WPB (i.e., job satisfaction, intent to leave, nurse-reported quality of 

care, nurse-reported patient safety grade) were explored through random effects logistic 

regression modelling with hospital as the random effect to account for the clustering (i.e., 

nurses were clustered within hospitals). The odds ratios (OR) and 95% confidence 

intervals (95% CI) were used to determine strength of the associations. 

 

RESULTS 

Description of Sample 

 The descriptive statistics of our sample are provided in Table 2. The majority 

(68.0%) of nurses were satisfied with their present job; however, 37.9% reported a desire 

to leave within the next 6 to 12 months. Nurses primarily reported good/excellent quality 

of care (84.1%) and a favorable patient safety grade (69.5%). 
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Table 2 
 
Descriptive Statistics of Study Sample (N = 943) 
 
Factors Median or N Range or % 
Age group   

21-30 336 36.0 
31-40 190 20.3 
41-50 154 16.5 
>50 254 27.2 

Age  37 21-73 
Gender   

Male 96 10.4 
Female 826 89.6 

Race   
Black or African American 104 11.5 
White 739 82.0 

         American Indian or Alaska Native, Asian/Pacific 
Islander, Other 58 

 
6.4 

Hispanic   
Yes 22 2.5 
No 851 97.5 

Education level   
Diploma/associate degree 304 32.8 
Undergraduate 521 56.1 
Graduate (master, DNP, PhD) 103 11.1 

Years as RN 8 0-50 
Years in hospital 4 0-42 
Years in unit 3 0-60 
Region   

North 74 7.8 
West 25 2.7 
Southern 80 8.5 
East 607 64.4 
Southeast 157 16.6 

Rurality   
Rural 50 5.3 
Urban 893 94.7 

Hospital size   
Small (<100 beds) 30 3.2 
Medium (101-250 beds) 129 13.7 
Large (>250 beds) 784 83.1 
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Work type 
Part-time 151 16.0 
Full-time 791 84.0 

Work status   
Temporary 22 2.3 
Permanent 920 97.7 

Unit type   
Medical 83 8.8 
Surgical 71 7.6 
Med/surgical 258 27.5 
Intensive care 310 33.0 
Obstetrics 91 9.7 
OR/recovery room 47 5.0 
Pediatrics 31 3.3 
Psychiatry 30 3.2 
Rehabilitation 17 1.8 

Number of patients on unit 21 1-50 
Number of patients assigned 4 0-20 
Number of RNs 6 1-45 
Number of LPNs 0 0-10 
Number of UAPs 2 0-7 
Shift type   

Day 571 60.7 
Evening/night 321 34.1 
Combination (day/night) 49 5.2 

Shift length   
8 hours 74 7.8 
12 hours 831 88.1 
Other 38 4.0 

Hours/week 36 0-60 
Overtime 2 0-55 
Job satisfaction   

Not satisfied 301 32.0 
Satisfied 641 68.0 

Intent to leave   
No plans within the next year 586 62.1 
Yes, within 6 to 12 months 357 37.9 

Nurse-reported quality of care   
Fair/poor 150 15.9 
Good/excellent 793 84.1 

Nurse-reported patient safety grade   
Unfavorable 288 30.5 
Favorable 655 69.5 
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Reliability of SNAQ in a U.S. Nursing Population 

The Cronbach’s alpha for the nine SNAQ items was 0.89, indicating good internal 

consistency reliability (Taber, 2018). Results for the individual subscales showed poor 

reliability for work-related SNAQ items (α = 0.54) but good reliability for person-related 

SNAQ items (α = 0.85).  

 

Validity of SNAQ 

Construct Validity  

To evaluate the construct validity of the SNAQ in our sample (i.e., whether the 

proposed underlying dimensions of the SNAQ were consistent with our data), we 

conducted a CFA using a three-factor model representing the work-related, person-

related, and physically intimidating bullying dimensions. Three model fit indices 

obtained from the three-factor model only indicated a marginal fit, with SRMR of 0.065, 

RMSEA of 0.163, and CFI of 0.845. Only the SRMR indicated a good fit (< 0.08), while 

RMSEA (>0.1) and CFI (<0.9) did not. To further explore the underlying structure of the 

SNAQ items in our sample, we then conducted an EFA. The results of the EFA with 

varimax rotation also suggested three factors in our sample, representing work-related, 

person-related, and physically intimidating bullying dimensions (Table 3). However, in 

this sample, SNAQ item #1 (i.e., Someone withholding information which affects your 

performance) loaded higher on the person-related factor than the work-related factor, and 

SNAQ item #6 (i.e., Repeated reminders of your errors or mistakes) loader higher on the 

work-related factor than the person-related factor. In addition, SNAQ item #7 (i.e., 
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Facing a hostile reaction when you approach others) was considered more of a 

physically intimidating behavior than person-related.  

With the new factors/dimensions from the EFA results, the CFA suggested a good 

model fit with SRMR of 0.040, RMSEA of 0.074, and CFI of 0.970. The good/acceptable 

internal consistency reliabilities were also observed in the three dimensions with 

Cronbach’s alphas of 0.84 for the work-related SNAQ items, 0.82 for personal-related 

SNAQ items, and 0.77 for physically intimidating SNAQ items.  

 

Table 3 
 
SNAQ Factor Loadings Based on EFA 
 
  Loadings 

Item # Behavior 

Factor 1 
Person 

 

Factor 2 
Work 

 

Factor 3 
Physically 

intimidating 

1 Someone withholding information which 
affects your performance 0.396 0.208 0.341 

2 Spreading of gossip and rumors about you 0.766 0.256 0.212 

3 Being ignored or excluded by people at 
work 0.688 0.153 0.270 

4 
Having insulting or offensive remarks made 
about you (i.e., habits, background, attitude, 
or private life) 

0.770 0.275 0.219 

5 Being shouted at or being the target of 
spontaneous anger (or rage) 0.236 0.275 0.701 

6 Repeated reminders of your errors or 
mistakes 0.277 0.633 0.346 

7 Facing a hostile reaction when you 
approach others 0.348 0.338 0.644 

8 Persistent criticism of your work and effort 0.281 0.861 0.287 

9 Being the subject of unwanted practical 
jokes 0.414 0.322 0.252 
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Criterion Validity  

The LCA suggested that the models with two, three, or four latent classes yielded 

similar model fitting. The two latent class model was chosen for the reason of parsimony 

in this analysis. The nurses in one latent class rarely reported monthly, weekly, or daily 

bullying in any of the nine SNAQ items and were therefore classified as “not bullied,” 

while the nurses in the other latent class more frequently reported monthly, weekly, or 

daily in one or more of the nine SNAQ items and were therefore classified as “bullied.” 

Using the LCA approach to analyze the SNAQ, 372 of 935 (39.8%) nurses reported 

experiencing WPB, whereas only 70 of 935 (7.5%) or 34 of 935 (3.6%) nurses reported 

experiencing WPB using the self-labelling item by the two different coding methods, 

respectively (Table 4). Almost all nurses who self-labelled as being bullied were also 

classified as being bullied using the SNAQ by LCA, despite the very weak agreement 

between the two methods (Cohen’s κ = 0.20 [0.16, 0.25]).  

 

Table 4 
 
Classification of WPB Status by SNAQ and Self-labelling Item 
 
    SNAQ  
    Not bullied Bullied Total 
Self-labelling* Not bullied 563 338 901 
 Bullied 0 34 34 
  Total 563 372 935 
Self-labelling** Not bullied 560 305 865 
 Bullied 3 67 70 
  Total 563 372 935 

 
Note. *Monthly, Now and then, and Never = not bullied; Daily and Weekly = bullied 

**Now and then and Never = not bullied; Daily, Weekly, and Monthly = bullied 
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To further explore the criterion validity of the SNAQ, we analyzed the 

associations between nurse-reported WPB, as measured by the SNAQ or self-labelling 

item, and outcomes related or potentially related to  nurse-reported WPB (Table 5). 

Associations between nurse-reported WPB and each outcome (i.e., nurse job satisfaction, 

intent to leave, nurse-reported quality of care, and nurse-reported patient safety grade) 

were statistically significant using the SNAQ (p < 0.0001). For example, the odds of 

intent to leave for nurses experiencing WPB is 2.5 times the odds for nurses not 

experiencing WPB in the SNAQ analysis. Nurses experiencing WPB were less likely to 

report good/excellent quality of care (OR = 0.32 [0.22, 0.47], p < 0.0001) or a favorable 

patient safety grade (OR = 0.38 [0.28, 0.51], p < 0.0001). Similar association and ORs 

were also observed between self-labelled WPB and these nurse-reported outcomes. These 

results indicated high criterion validity of the SNAQ.  

 

Table 5 

Predictive Validity of the WPB Measures 

 p value OR 
CI 

[LL, UL] 
Behavioral experience method (SNAQ) 

Job satisfaction < 0.0001 0.35 [0.26, 0.47] 
Intent to leave < 0.0001 2.50 [1.89, 3.32] 

Nurse-reported quality of care < 0.0001 0.32 [0.22, 0.47] 
Nurse-reported patient safety grade < 0.0001 0.38 [0.28, 0.51] 

Self-labelling item 
Job satisfaction 0.0096 0.39 [0.19, 0.79] 
Intent to leave 0.0050 2.74 [1.36, 5.55] 

Nurse-reported quality of care 0.0321 0.43 [0.20, 0.93] 
Nurse-reported patient safety grade 0.0005 0.28 [0.13, 0.57] 
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DISCUSSION 

 In this study we evaluated the reliability and validity of the SNAQ using a sample 

of U.S. registered nurses working in hospitals throughout Alabama. To the authors’ 

knowledge, this is the first study to assess WPB using the SNAQ in a U.S. nursing 

sample. The Cronbach’s alpha value for all nine SNAQ items suggested a high internal 

consistency reliability of the SNAQ in this sample. Despite the high overall reliability of 

the SNAQ, we originally observed a less than perfect construct validity by CFA. 

However, after rerunning the CFA using the EFA factor loadings that resulted in this 

study, the three model fit indices indicated a good fit. Additionally, the Cronbach’s alpha 

for the work-related dimension rose considerably (from 0.54 to 0.84). The new alpha 

values ranged from 0.77 (physically intimidating) to 0.89 (overall), indicating good 

internal consistency (Taber, 2018). Therefore, the new dimensions from our EFA are 

recommended for the utilization and interpretation of the SNAQ in U.S. nursing samples. 

Identifying consistent and easily interpretable, yet meaningful, dimensions in 

measures of WPB across varying samples is challenging (Nielsen et al., 2010). The 

differences of dimension belongings in the SNAQ items across samples can be partially 

explained by cultural variations, societal norms, and laws governing WPB among 

countries (Johnson, 2011). For instance, bullying behavior may be understood differently 

in varying cultural contexts as culture influences social phenomena and differs within 

local, regional, national, international, and organizational levels, with variations also 

occurring within organizations within the same country (Jacobson et al., 2014). Thus, the 

prevalence of WPB, the frequency of bullying behaviors, and which behaviors constitute 
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WPB may vary throughout differing levels of culture (Jacobson et al., 2014; Moayed et 

al., 2006). 

 It is not surprising that the percentage of nurse-reported WPB was considerably 

different when using the SNAQ and the self-labelling item. Indeed, because of the 

strengths and limitations of both, the two approaches are expected to yield different 

prevalence results (Nielsen, 2009; Nielsen et al., 2011). Since the SNAQ is a behavioral 

inventory, the identification of WPB targets is determined by the responses of several 

questions rather than a single answer. This aspect, along with the exclusion of the word 

“bullying” from behavioral inventories, may provide a more objective measure of WPB 

than the self-labelling method that reportedly underestimates the WPB status (Einarsen et 

al., 2009). Because each approach has strengths and limitations that the other does not 

have, authors recommend using both approaches in research, especially considering there 

is no gold standard for measuring WPB. Using both approaches provides a “balance” and 

allows for the reader to more transparently see the prevalence of the issue (Nielsen et al., 

2011). 

The ability of the SNAQ to categorize all or almost all (using both coding 

methods) nurses who labelled themselves as victims of WPB using the self-labelling item 

provides supporting evidence for the criterion validity of the SNAQ. Furthermore, the 

analysis using the SNAQ shows significant associations to all four outcomes assessed at 

the same time, providing additional evidence of the high criterion validity of the SNAQ. 

Additionally, and as depicted in Table 5, both the SNAQ and self-labelling item were 

significantly associated with all four outcomes and, remarkably, had fairly consistent ORs 

and 95% CIs. This indicates that although the prevalence rates differ between the two 



 

47 
 

approaches, both have good criterion validity in this sample. Due to the good criterion 

validity of the SNAQ and its ability to capture all or almost all nurses who were “bullied” 

as indicated by the self-labelling item, we support the recommendation for using the 

SNAQ in future WPB research. 

Importantly, knowledge about the two approaches to measuring WPB introduces 

an ethical concern for researchers because the prevalence rates of WPB vary significantly 

depending on which approach is used in research. To avoid data manipulation regarding 

the prevalence of WPB, it is suggested to integrate both approaches in studies to produce 

a balanced view (Nielsen et al., 2011). However, the SNAQ offers actionable data for 

researchers, nursing leaders, and health care organizations to inform and develop targeted 

prevention strategies or interventions, whereas the self-labelling item only provides a 

prevalence estimate of the issue within the workplace. This should be taken into 

consideration when exploring WPB in research. 

 

Study Limitations 

In addition to the previously addressed limitations of the methods used to assess 

WPB, a primary limitation of this study, and others measuring bullying, is that the 

prevalence of WPB is based on the study participant’s subjective interpretation of being 

victimized by bullying behaviors (Nielsen, 2009). The subjectivity introduces biases that 

can impact study results (Jahedi & Méndez, 2014; Podsakoff et al., 2003) and cause 

misinterpretation of findings. Additionally, in this study, both methods of measuring 

WPB used a 6-month time frame. The 6-month time frame was selected based on 

Leymann’s (1996) recommendation, which refers to posttraumatic stress literature. 
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According to posttraumatic stress literature, a 6-month time frame corresponds to when a 

reaction following a traumatic event has likely occurred. However, a longer time frame 

would be necessary if exploring the lifetime prevalence of bullying, while a shorter time 

frame would be more meaningful if researchers are interested in constant exposure to 

bullying (Nielsen, 2009). Researchers’ use of incompatible time frames also limits the 

comparability of bullying across studies (Nielsen, 2009). Further, the self-reporting bias 

can be another limitation since all the data are from memory recall.  

In this study, 372 nurses were classified as “bullied” by the LCA of the SNAQ; 

however, only 70 were classified as “bullied” by the self-labelling item. Although the 

LCA is the recommended approach for analyzing the SNAQ (Reknes et al., 2017), the 

difference in prevalence between the two methods makes it difficult to draw conclusions. 

This limitation, as with others mentioned above, stems from the subjective nature of 

bullying exposure. Nurses who were classified as “bullied” using the SNAQ might not 

actually perceive themselves as being bullied. Further, what one person perceives to 

constitute bullying may not be deemed as bullying by another. Although there are 

strengths to using behavioral inventories such as the SNAQ, it is important for 

researchers and readers to acknowledge the limitations of measuring behavioral concepts, 

and they should interpret results with caution. Lastly, this study used cross-sectional data, 

which hampers the ability to conclude causal relationships between WPB and job 

satisfaction, intent to leave, nurse-reported quality of care, and nurse-reported patient 

safety grade.  
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Future Research 

Notelaers and colleagues (2019) called for the testing and reporting of the 

psychometric properties of the SNAQ when used in different countries. Although the 

current study provides additional psychometrics of the SNAQ, we focused specifically on 

nurses working in hospitals located throughout one state in the U.S. Thus, further 

investigation is necessary to determine the generalizability of findings.  

 

CONCLUSIONS 

Using the EFA factor loadings in this study to reorganize the WPB dimensions, 

the SNAQ is a reliable and valid instrument to explore WPB in a sample of inpatient staff 

nurses working in hospitals throughout one state located in the U.S. In addition to its 

sufficient psychometric properties, the SNAQ is a convenient instrument that researchers 

can use in questionnaires if survey length is an issue. Therefore, the SNAQ is 

recommended for future nursing WPB research; in particular, its psychometric properties 

in different U.S. nursing samples can be further explored.   
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PAPER TWO 

ASSOCIATIONS AMONG THE NURSING WORK ENVIRONMENT,  
NURSE-REPORTED WORKPLACE BULLYING, AND PATIENT OUTCOMES  

 
ABSTRACT 

 
Background: Nurses continue to report experiencing workplace bullying (WPB), which 

may undermine the safety culture of healthcare organizations and threaten quality 

improvement initiatives and patient outcomes.  

Objectives: The aim of this study was to explore the association between the nursing 

work environment and nurse-reported WPB, and the association between nurse-reported 

WPB and patient outcomes (i.e., nurse-reported quality of care and patient safety).  

Methods: In this cross-sectional analysis, survey data were analyzed from inpatient staff 

nurses working in hospitals throughout Alabama (N = 943). The nursing work 

environment was measured with the Practice Environment Scale of the Nursing Work 

Index (PES-NWI). Nurse-reported WPB was measured with the Short Negative Acts 

Questionnaire (SNAQ). Patient outcomes were measured by single items for nurse-

reported quality of care and nurse-reported patient safety grade. Random effects logistic 

regressions were used to determine associations controlling for individual, employment, 

and organizational factors.  

Results: A total of 377 (40%) inpatient staff nurses reported experiencing WPB. A 

higher PES-NWI composite score was significantly associated with a lower risk of nurse-

reported WPB (OR = 0.16 [0.12, 0.22], p < 0.0001). Nurses experiencing WPB were less 

likely to report good/excellent quality of care (OR = 0.28 [0.18, 0.44], p < 0.0001) or a 

favorable patient safety grade (OR = 0.36 [0.25, 0.51], p < 0.0001).  
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Discussion: The findings from this study underscore the significant associations between 

the nursing work environment and nurse-reported WPB and between nurses’ WPB 

experiences and poorer nurse-reported patient outcomes. Workplace bullying may be 

threatening patient safety and quality of care improvement initiatives and must be 

addressed organizationally. Examining the nursing work environment using the PES-

NWI may provide direction for further understanding the presence of and effectively 

combating nurse-reported WPB at the organizational level. 

Key words: Nursing, work environment, violence, quality, safety  
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INTRODUCTION 

High quality, safe patient care is a fundamental expectation of an efficient and 

effective health care system (Institute of Medicine, 2001; Laschinger, 2014). As such, 

health care organizations in the United States (U.S.) continue to experience increased 

scrutiny and financial pressure to improve patient outcomes while reducing health care 

costs and enhancing patient experience (Agency for Healthcare Research and Quality 

[AHRQ], 2018; Centers for Medicare and Medicaid Services, n.d.). Representing the 

greatest proportion of the health care workforce (U.S. Department of Labor, Bureau of 

Labor Statistics, 2012), nurses spend the most time with patients, and often serve as 

mediators between members of the health care team and patients (Stimpfel et al., 2019). 

Thus, nurses are instrumental to facilitating patient healing, ensuring the delivery of 

quality and safe patient care, and preventing adverse events (Needleman & Hassmiller, 

2009).  

As emphasized in the 1999 Institute of Medicine report To Err Is Human: 

Building a Safer Health System, health care organizations can enhance patient outcomes 

by improving the organizational context in which care is provided (Sloane et al., 2018). 

The nursing work environment is a system foundation for nursing practice (Lake et al., 

2019). Favorable nursing work environments facilitate improved nurse outcomes, which 

enables nurses to optimally perform and provide quality patient care (Aiken et al., 2008; 

Aiken & Patrician, 2000; Lake et al., 2019). However, mounting evidence indicates that 

nurses’ well-being also influences the delivery of patient care and patient outcomes 
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(National Academy of Medicine, 2019; Rowe et al., 2019; Salyers et al., 2017). Nurses’ 

exposure to workplace bullying (WPB) may negatively influence nurse well-being and 

patient outcomes. 

Despite a substantial and growing body of evidence reflecting the negative effects 

of WPB on nurses, nurses continue to experience and report WPB internationally (Berry 

et al., 2012; Crawford et al., 2019). Researchers estimate that 27% to 80% of nurses have 

experienced WPB during their respective nursing careers (Sauer & McCoy, 2017). The 

experience of WPB in health care organizations may undermine safety culture in the 

workplace, potentially affecting the quality of nursing care and patient safety (Dang et al., 

2005; The Joint Commission [TJC], 2008, 2016; Walrath et al., 2013). The purpose of 

this paper is to explore the association between the nursing work environment and nurse-

reported WPB, and the association between nurse-reported WPB and patient outcomes 

(i.e., nurse-reported quality of care and patient safety grade).  

 

WPB in the Nursing Profession 

Workplace bullying involves any negative behavior, exhibited by an individual or 

group of either perceived or actual power, that was repeatedly and persistently directed 

toward another individual, who had difficulty defending him- or herself against the 

behavior, for a prolonged time frame (i.e., at least six months) (Anusiewicz et al., 2019; 

Nielsen & Einarsen, 2018). Empirical evidence establishes a clear link between the 

experience of WPB and poor mental and physical health among nurses (Sauer & McCoy, 

2017). In addition, nurses who have experienced WPB are also at risk for job 

dissatisfaction, decreased job performance, and an increased intent to leave their current 
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job or the nursing profession entirely (Houck & Colbert, 2017; Olsen et al., 2017). 

Researchers have therefore posited that due to the poor nursing outcomes associated with 

nurses who experience WPB and the strong associations between nursing and patient 

outcomes (Kutney-Lee, McHugh et al., 2009), there is a link between nurses experiencing 

WPB and poor patient outcomes (Houck & Colbert, 2017).  

Workplace bullying in nursing has been conceptualized as oppressed group 

behavior (Roberts, 1983). Because nurses are predominantly female and the 

organizational structure of health care is patriarchal, disempowerment of nurses may be 

fostered (Dong & Temple, 2011). According to Friere (1970), oppressed individuals are 

more likely to adopt oppressive behaviors against others, including those within their 

own group, rather than retaliate against their oppressors. In alignment with the oppressed 

group behavior theory, researchers have suggested that because nurses may be an 

oppressed work group, they are at increased risk for disruptive workplace behaviors, 

including WPB (Gillespie et al., 2017; Purpora et al., 2012). 

However, after over three decades of nurse-reported WPB inquiry (Meissner, 

1986; Sauer & McCoy, 2017), researchers have proposed alternate explanations for WPB 

in nursing, including individual (e.g., personality types) and organizational (i.e., 

organizational culture, leadership styles, performance demands) factors. Ultimately, 

understanding exposure to WPB and its effects requires focusing on a combination of 

individual and organizational factors (Mathisen et al., 2012). Because most individual 

nurse factors are not modifiable, exploring health care organizational factors that may 

contribute to the presence of WPB in nursing would likely be a productive focus for 
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research and the development of organizational level interventions to decrease WPB 

(Hutchinson et al., 2006; Hutchinson et al., 2008). 

 

Organizational Factors and Nurse-reported WPB 

Health care organizations are characterized as stressful for a multitude of reasons, 

including frequent organizational changes (Hauge et al., 2007), performance demands 

(Olsen et al., 2017), lack of interprofessional collaboration, and rapid decision-making, 

that can have serious implications for care delivery and patient outcomes (Koinis et al., 

2015). These stressors are compounded by a system-wide emphasis on cost containment, 

productivity, and efficiency at the same time that nurses are experiencing organizational 

constraints (Trépanier et al., 2016), high acuity workloads (Choi & Park, 2019; Giorgi et 

al., 2016), and differing leadership and managerial styles (Logan & Malone, 2018; 

Trépanier et al., 2016). Each of these organizational stressors are directly associated with 

increased rates of WPB. However, these stressors also frequently conflict with nurses’ 

goals of providing compassionate care (Henderson & Jones, 2017; Tierney et al., 2019). 

As a result, nurses often report high levels of role conflict, role ambiguity, and poor job 

control (Hauge et al., 2007; Olsen et al., 2017; Trépanier et al., 2016), all of which also 

are associated with increased reports of WPB.  

The nursing work environment is described as the organizational characteristics of 

a work setting that either “enhance or attenuate a nurse’s ability to practice nursing 

skillfully and deliver high quality care” (Lake, 2002; Swiger et al., 2017, p. 76). The 

nursing work environment encompasses five domains (Figure 1) that are the result of 

research conducted in the 1980s to 1990s seeking to understand the organizational factors 

of hospitals that had fewer problems attracting and retaining highly qualified nursing staff 
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(Aiken & Patrician, 2000; Kramer & Schmalenberg, 1991). These domains were 

empirically tested with exploratory and confirmatory factor analyses (Lake, 2002).   

 

Figure 1 

Domains of the Nursing Work Environment 

Domain Description 
Nurse Participation in 
Hospital Affairs 

Reflects nurses’ involvement in hospital and nursing 
department affairs (i.e., internal governance, policy decisions, 
and committees); opportunities for advancement; the presence 
of open communication with a responsive nursing 
administration; and the acknowledgment of a powerful, 
visible, and accessible nurse executive.  

Nursing Foundations 
for Quality of Care 

Emphasizes the nursing foundations for a high standard of 
patient care: 1) a pervasive nursing philosophy, 2) a nursing 
(rather than a medical) model of care, and 3) nurses’ clinical 
competence. 

Nurse Manager 
Ability, Leadership, & 
Support of Nurses 

Focuses on the critical role of the nurse manager (i.e., their 
ability to lead, manage, and support nursing staff). 

Staffing & Resource 
Adequacy 

Refers to the presence of adequate staffing and support 
resources to provide quality patient care. 

Physician – Nurse 
Relations 

Focuses on the relationships between nurses and physicians, 
representing the nurses’ desires to have a positive working 
relationship with physicians. 

 

To the authors’ knowledge, only two studies explore the association between the 

nursing work environment, as measured by the Practice Environment Scale of the 

Nursing Work Index (PES-NWI) (Lake, 2002), and incivility (Smith et al., 2018) and 

WPB (Yokoyama et al., 2016). Both studies reported significant bivariate associations 

between all five domains of the nursing work environment and the PES-NWI composite 

score and incivility (Smith et al., 2018) or WPB (Yokoyama et al., 2016).  
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Nurse-reported WPB and Patient Outcomes 

Few studies have empirically examined the association between nurse-reported 

WPB and patient outcomes (Arnetz et al., 2019; Laschinger, 2014). Of the studies that 

exist, the association remains inconclusive; however, the majority support an association 

between nurse-reported WPB (or other disruptive workplace behaviors) and poorer 

patient outcomes. Using nurse-reported patient outcomes, varying types of disruptive 

workplace behaviors, including nurse-reported WPB, have been shown to be associated 

with poorer patient care quality, adverse events (i.e., medication errors, nosocomial 

infections, falls, work-related injury, and patient complaints), and patient safety risk 

(Laschinger, 2014; Liu et al., 2019; Oh et al., 2016; Purpora et al., 2012; Wright & 

Khatri, 2015). However, additional evidence suggests that nurses do not perceive their 

experiences of WPB to influence job performance (Olsen et al., 2017) or patient safety 

(Chipps et al., 2013). When exploring direct patient outcomes, Arnetz and colleagues 

(2019) found that nurse-reported WPB was associated with central line-associated 

bloodstream infections, but not significantly associated with patient falls, catheter-

associated urinary tract infections, pressure injury, or ventilator-associated events. 

Additional evidence is needed to further determine the association between nurses 

experiencing WPB and patient outcomes.  

 

Conceptual Framework 

The conceptual framework (Figure 2) that guided this research was a modification 

of Donabedian’s (1966) structure, process, and outcome framework. Donabedian’s 

(1966) framework is the most widely used in outcomes research and quality improvement 
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(Gallagher & Rowell, 2003). Donabedian proposed using a triad of categories to evaluate 

health care quality. These categories include structure (i.e., settings, provider 

qualifications, and administrative systems through which patient care occurs), process 

(i.e., components of patient care delivered, specifically, what is actually done in giving 

and receiving care), and outcome (i.e., focuses on patient recovery, restoration of 

function, and survival) (Ayanian & Markel, 2016; Donabedian, 1966). 
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Figure 2 

Conceptual Framework 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note. Conceptual framework depicting the associations tested between the nursing work 

environment (i.e., structure), nurse-reported WPB (i.e., intermediate outcome), and nurse-

reported quality of care and nurse-reported patient safety grade (i.e., patient outcomes).  

 

Structure  

Individual Factors 
• Gender (Male and Female) 
• Age Group (21-30, 31-40, 41-

50, >50) 
• Race (White, Black, Other) 
• Level of Education 

(Diploma/Associate, 
Undergraduate, Graduate) 

             Employment Factors 
• Unit Type (Medical, Surgical, 

Med/Surgical, Intensive Care, 
Obstetrics, OR/Recovery 
Room, Pediatrics, Psychiatry, 
Rehabilitation) 

• Shift Type (Day, Night, 
Combination) 

• Years worked as RN 
• Years worked in present hospital 
• Years worked on current unit 
• Hours/week 
• Overtime 

               Organizational Factors 
• Region (North, West, Southern, East, 

Southeast) 
• Rurality (Rural and Urban) 
• Nursing Work Environment – 

Practice Environment Scale of the 
Nursing Work Index (PES-NWI) 

1. Nurse Participation in Hospital 
Affairs 

2. Nursing Foundations for Quality 
of Care 

3. Nurse Manager Ability, 
Leadership, and Support of 
Nurses 

4. Staffing and Resource Adequacy 
5. Collegial Nurse – Physician 

Relations 
o PES-NWI Composite Score 

Intermediate 
Outcome 

Nurse-reported 
Workplace 

Bullying 

Short Negative Acts 
Questionnaire 

(SNAQ) 
 

Patient Outcomes  
(Single item measures) 

 
Nurse-reported Quality of 
Care  

• Poor/Fair  
• Good/Excellent  

Nurse-reported Patient 
Safety Grade 

• Unfavorable 
(Failing/Poor/Acceptable) 

• Favorable (Very 
good/Excellent) 
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MATERIALS AND METHODS 

Design, Sample, and Data Sources 

This cross-sectional study was part of the Alabama Hospital Staff Nurse Study 

(Anusiewicz et al., 2020). Nurses who were currently employed at an acute care hospital 

in an inpatient setting within the state of Alabama and were not advanced practice 

registered nurses (RN) were included in the study. Nurses who had an Alabama nursing 

license but an out-of-state address were excluded. A total of 1,354 inpatient staff nurses 

responded to the Alabama Hospital Staff Nurse Study web-based survey. A total of 943 

nurses completed the Short Negative Acts Questionnaire (SNAQ), the instrument used to 

measure nurse-reported WPB, constituting the sample for this study. Data collection 

occurred between July 2018 and mid-January 2019. 

 

Study Variables 

Nurse-reported WPB 

Nurse-reported WPB was measured using the SNAQ, a 9-item behavioral 

instrument that determines the perception of work-related, person-related, and physically 

intimidating bullying behaviors in the workplace (Notelaers et al., 2019). Nurses were 

asked to report the frequency of experiencing each of the nine behaviors listed in the 

SNAQ using a 5-point Likert scale (never = 1, now and then = 2, monthly = 3, weekly = 

4, or daily = 5). A latent class analysis (LCA) was used to identify nurses who were and 

who were not bullied in the workplace (Anusiewicz et al., 2020). An LCA systematically 

classifies respondents into mutually exclusive groups with respect to a given trait (i.e., 

exposure to WPB) that is not directly observed (Reknes et al., 2017). The advantage of 
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the LCA approach includes the objective identification of groups based on data, 

independent of distributional assumptions (Notelaers et al., 2006; Reknes et al., 2017). 

Based on the results of the LCA, we dichotomized participating nurses into either bullied 

or not bullied groups. The SNAQ had a Cronbach’s alpha of 0.89 in this sample. 

 

Nurse-reported Quality of Care 

Nurse-reported quality of care was assessed using a single-item measure. Nurses 

were asked to answer the question: “In general, how would you describe the quality of 

nursing care on your unit?” The responses included: poor, fair, good, and excellent. For 

analyses, the responses were dichotomized into either poor/fair or good/excellent quality 

of care. The validity of this single-item measure has been established in several studies 

(Kutney-Lee, Lake et al., 2009; McHugh & Stimpfel, 2012; Sochalski, 2004).  

 

Nurse-reported Patient Safety Grade 

Nurse-reported patient safety grade was assessed using a single-item measure 

included in the AHRQ’s hospital survey on patient safety culture (Sorra et al., 2016). The 

single item asked nurses to respond to the statement: “Please give your work area/unit in 

this hospital an overall grade on patient safety.” The self-report responses included: 

excellent, very good, acceptable, poor, or failing. For analysis, the responses were 

dichotomized into either a favorable patient safety grade (excellent and very good), or an 

unfavorable patient safety grade (acceptable, poor, and failing). Nurse-reported patient 

safety grade has moderate to high correlation with the composite scores of the AHRQ’s 

hospital survey on patient safety culture (Sorra & Dyer, 2010). 
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Nursing Work Environment 

The nursing work environment was measured using the Practice Environment 

Scale of the Nursing Work Index (PES-NWI) (Lake, 2002). The PES-NWI is a 31-item, 

empirically developed instrument that aims to measure modifiable factors in the nursing 

work environment that either support or detract from a nurse’s ability to provide quality 

care (Aiken et al., 2012). In the survey, nurses indicated the extent to which certain work 

environment characteristics are present in their current job (Lake, 2002; Patrician et al., 

2010). Using a 4-point Likert scale, the nurses’ responses were coded as: strongly 

disagree = 1, somewhat disagree = 2, somewhat agree = 3, or strongly agree = 4.  Each 

of the subscales were scored separately by calculating the mean of the items within the 

subscale. The subscale means were averaged to create a PES-NWI composite score 

(Lake, 2002). Scores close to 3.00 indicate that participants “agree” that the desirable 

characteristics are present in their nursing work environment. The PES-NWI has strong 

construct, discriminant, and concurrent validity and good subscale and composite score 

internal consistency reliability (α ≥ .70) (Bonneterre et al., 2008; Swiger et al., 2017). 

Additionally, the PES-NWI has been endorsed by the National Quality Forum (2004) and 

is collected as part of the National Database of Nursing Quality Indicators (Gajewski et 

al., 2010; Swiger, 2017). In this sample, the PES-NWI had an overall Cronbach’s alpha 

of 0.96, indicating high internal consistency reliability (Bland & Altman, 1997; Tavakol 

& Dennick, 2011). The reliability of the individual subscales also was high with the 

Cronbach’s alpha ranging from 0.86 to 0.90 in this sample.   
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Individual, Employment, and Organizational Factors 

 The survey assessed individual, employment, and organizational factors using 

one-item measures (Figure 2). Individual factors included gender, age group, race, and 

level of education. Employment factors included unit type, shift type, years worked as an 

RN, years worked in present hospital, years worked on current unit, worked hours/week, 

and worked overtime/week. Organizational factors included region, rurality, and the 

nursing work environment.  

 

Statistical Analysis 

The data were analyzed using R version 3.4.3. The descriptive statistics were 

summarized as median and range for continuous variables and as frequency and 

proportion for categorical variables. To determine the factors associated with nurse-

reported WPB, bivariate analyses were conducted using random effects logistic 

regression accounting for the hierarchical nature of the data (i.e., nurses nested within 

hospitals) (Li et al., 2011). Nurse-reported WPB was the dependent variable and each of 

the individual, employment, and organizational factors were independent variables, with 

hospital as the random effect. The strength of each association was determined by the 

unadjusted odds ratios (OR) and 95% confidence intervals (95% CI [LL, UL]). The 

associations between nurse-reported WPB and the nursing work environment (the PES-

NWI subscale and the composite scores) were examined with bivariate analyses. Further, 

the adjusted associations between nurse-reported WPB and the nursing work environment 

were assessed using multiple random effects logistic regression modelling, with nurse-

reported WPB as the dependent variable, each of the individual subscale scores along 
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with the PES-NWI composite score as the independent variable, and hospital as random 

effect, adjusting for covariates. These covariates were selected based on their theoretical 

relevance and/or the p values (≤ 0.200) in the bivariate analyses aforementioned (Bursac 

et al., 2008). In cases of multicollinearity caused by highly correlated covariates, only the 

variables with the most theoretical relevance were included. The adjusted ORs and 95% 

CIs were obtained from the multiple regression modelling. Similar analyses were 

conducted to assess the factors associated with nurse-reported patient outcomes and to 

explore the unadjusted and adjusted association between patient outcomes and nurse-

reported WPB. All tests were two-tailed with alpha levels of 0.05. 

 

RESULTS 

Sample Characteristics 

 Descriptive statistics for the sample are provided in Table 1. Most nurses worked 

in an urban setting (94.7%) in the eastern region of Alabama (64.4%). The sample was 

predominantly non-Hispanic white (82.0%), female (89.6%), and represented ages 21 to 

73 years old (Mdn = 37). Over half of the nurses held an undergraduate (bachelor’s) 

degree (56.1%), followed by diploma or associate degree (32.8%), and then graduate 

degree (11.1%). Nurses had worked as an RN for a median of 8 years (range = 0-50). 

Most nurses worked day shift (60.7%) with a median of 36 hours per week and minimal 

overtime (median of 2 hours/week). Nurses primarily reported good/excellent quality of 

care (84.1%) and a favorable patient safety grade (69.5%). 
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Table 1 

Descriptive Statistics of Study Sample (N = 943) 
Factor Median or n Range or % 

Individual factors 
Age group   

21-30 336  36.0 
31-40 190 20.3 
41-50 154 16.5 
>50 254 27.2 

Gender   
Male 96 10.4 
Female 826 89.6 

Race    
Black (non-Hispanic) 104 11.5 
White (non-Hispanic) 739 82.0 
Other 58 6.4 

Education level   
Diploma/associate degree 304 32.8 
Undergraduate 521 56.1 
Graduate (master, DNP, PhD) 103 11.1 

Employment factors 
Years worked as an RN 8.00 0-50 
Years worked in present hospital 4.00 0-42 
Years worked on current unit 3.00 0-60 
Unit type   

Medical 83 8.8 
Surgical 71 7.6 
Med/surgical 258 27.5 
Intensive care 310 33.0 
Obstetrics 91 9.7 
OR/recovery room 47 5.0 

Pediatrics 31 3.3 
Psychiatry 30 3.2 
Rehabilitation 17 1.8 

Shift type   
Day 571 60.7 
Evening/night 321 34.1 
Combination (day/night) 49 5.2 

Hours/week 36 0-60 
Overtime/week 2 0-55 
Organizational factors 
Region of Alabama   

North 74 7.8 
West 25 2.7 
Southern 80 8.5 
East 607 64.4 
Southeast 157 16.6 

Rurality   
Rural 50 5.3 
Urban 893 94.7 

 Note. DNP = Doctor of Nursing Practice; PhD = Doctor of Philosophy; RN = Registered 

Nurse  
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Factors Associated with Nurse-reported WPB 

The LCA of the SNAQ suggested 40% (n = 377) of nurses reported experiencing 

WPB in the past 6 months. The bivariate analysis suggested that education (i.e., 

individual factor), as well as worked hours/week and worked overtime/week (i.e., 

employment factors) were associated with nurse-reported WPB (Table 2). Nurses with a 

graduate degree were more likely to report experiencing WPB when compared to nurses 

with a diploma/associate degree (OR = 1.76 [1.10, 2.82], p = 0.0192). One more worked 

hour/week and one more worked overtime hour/week were associated with a 3% or 2% 

increase of the odds of reporting WPB (OR = 1.03 [1.02, 1.05]; p < 0.0001 and OR = 1.02 

[1.00, 1.04]; p = 0.0126, respectively). 
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Table 2 

Association of Nurse-reported WPB with Individual, Employment, and Organizational 

Factors (Bivariate Analysis) 

Factor Raw OR [95% CI] Raw p value 
Individual Factors 
Gender: male (ref = female) 1.12 [0.72, 1.75] 0.6019 
Age group (ref = 21-30)  0.3029 

31-40 1.39 [0.95, 2.02] 0.0875 
41-50 1.11 [0.74, 1.67] 0.6171 
>50 0.99 [0.70, 1.42] 0.9696 

Race (ref = white)  0.6133 
Black or African American 0.80 [0.52, 1.25] 0.3301 
Other 0.93 [0.53, 1.63] 0.7943 

Education level (ref = diploma/associate)  0.0502 
Undergraduate 1.30 [0.95, 1.77] 0.0962 
Graduate (master, DNP, PhD) 1.76 [1.10, 2.82] 0.0192 

Employment Factors 
Years worked as an RN 1.00 [0.98, 1.01] 0.4640 
Years worked in present hospital 1.00 [0.98, 1.02] 0.9240 
Years worked on current unit 1.01 [0.99, 1.02] 0.4838 
Unit type (ref = ICU)  0.1660 

Medical 1.30 [0.78, 2.14] 0.3107 
Surgical 0.93 [0.53, 1.61] 0.7882 
Med/surgical 0.94 [0.66, 1.34] 0.7255 
Obstetrics 0.64 [0.38, 1.08] 0.0930 
OR/recovery room 1.98 [1.04, 3.74] 0.0364 
Pediatrics 0.86 [0.38, 1.95] 0.7168 
Psychiatry 1.42 [0.66, 3.08] 0.3696 
Rehabilitation 1.41 [0.51, 3.91] 0.5111 

Shift type (ref = Day)  0.9598 
Evening/night 0.96 [0.72, 1.28] 0.8000 
Combination (day/night) 1.03 [0.56, 1.89] 0.9300 

Hours/week 1.03 [1.02, 1.05] <0.0001 
Overtime/week 1.02 [1.00, 1.04] 0.0126 
Organizational Factors 
Region (ref = North)  0.1403 

West 0.80 [0.27, 2.44] 0.7004 
Southern 0.59 [0.27, 1.26] 0.1704 
East 0.44 [0.23, 0.84] 0.0129 
Southeast 0.53 [0.26, 1.09] 0.0839 

Rurality: rural (ref = urban) 0.68 [0.33, 1.40] 0.2980 
Nurse participation in hospital affairs 0.28 [0.22, 0.35] <0.0001 
Nursing foundations for quality of care 0.20 [0.15, 0.27] <0.0001 
Nurse manager ability, leadership, and support of 

nurses 0.35 [0.30, 0.42] <0.0001 

Staffing and resource adequacy 0.40 [0.34, 0.48] <0.0001 
Collegial nurse – physician relations 0.40 [0.33, 0.50] <0.0001 
PES-NWI composite score 0.17 [0.13, 0.23] <0.0001 

Note. The p values were obtained from an F test in a simple random effects logistic 

regression with WPB as dependent variable and hospital as random effect. 
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Association Between the Nursing Work Environment and Nurse-reported WPB 

The PES-NWI subscale and composite scores for the two WPB status groups (i.e., 

not bullied and bullied) are shown in Table 3. Across all nurse respondents, regardless of 

WPB status, the mean PES-NWI composite score was 2.84 ± 0.62, and subscale scores 

ranged from 2.51 for staffing and resource adequacy to 3.08 for nursing foundation for 

quality of care. Among nurses who reported being bullied, the mean PES-NWI composite 

score was 2.50 ± 0.56, and subscale scores ranged from 2.13 for nurse manager ability, 

leadership, and support of nurses to 2.82 for collegial nurse – physician relations. Among 

nurses who did not report being bullied, the mean PES-NWI composite score was 3.07 ± 

0.56, and subscale scores ranged from 2.76 for staffing and resource adequacy to 3.28 for 

nursing foundations for quality of care.  

Bivariate analysis suggested that for every 1-unit increase in the PES-NWI 

composite score (e.g., from a score of 2.00 to a score of 3.00) the odds of reporting being 

bullied decreased by 83% (OR = 0.17 [0.13, 0.23]; p < 0.0001). After controlling for 

covariates including individual (gender, age group, race, and education), employment 

(unit type and hours per week), and organizational (region) factors, similar results were 

observed with an adjusted OR of 0.16 [0.12, 0.22], p < 0.0001 (Table 3). Similar 

associations also were found between nurse-reported WPB and all five subscales of the 

nursing work environment (Table 3).  
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Table 3 

Adjusted Association Between Nurse-reported WPB and the Nursing Work Environment 

Characteristics  

Model PES-NWI 

Not 
bullied 

(n = 566) 
Mean 

Not 
bullied 

(n = 566) 
SD 

Bullied 
(n = 377) 

Mean 

Bullied 
(n = 377) 

SD 

Not bullied vs. 
bullied 

Adj. OR [CI]* 

1 Nurse participation in 
hospital affairs 2.97 0.66 2.38 0.68 0.28 [0.22, 0.36] 

2 Nursing foundations 
for quality of care 3.28 0.51 2.79 0.61 0.21 [0.15, 0.28] 

3 
Nurse manager ability, 
leadership, and support 
of nurses 

3.10 0.77 2.13 0.79 0.35 [0.29, 0.43] 

4 Staffing and resource 
adequacy 2.76 0.83 2.39 0.82 0.34 [0.28, 0.43] 

5 Collegial nurse – 
physician relations 3.24 0.62 2.82 0.72 0.38 [0.30, 0.48] 

6 PES-NWI composite 
score 3.07 0.56 2.50 0.56 0.16 [0.12, 0.22] 

Note. * Models adjusted for: gender, age group, race, education, unit type, hours/week, 

and region (all risk factors (p ≤ 0.200) for WPB). 

 

Nurse-reported WPB and Patient Outcomes 

Nurse-reported Quality of Care 

Bivariate analyses showed that individual (race and education) and employment 

(years as an RN, years in unit, unit type, and overtime) factors and WPB were 

significantly associated with nurse-reported quality of care (p < 0.05) (Table 4). Non-

Hispanic Black or African American nurses were less likely to report good/excellent 

quality of care when compared to non-Hispanic white nurses (OR = 0.59 [0.35, 1.00], p = 

0.0487). Nurses with a graduate degree were less likely to report good/excellent quality 

of care when compared to nurses with a diploma/associate degree (OR = 0.57 [0.32, 
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1.00], p = 0.0486). Nurses who had been working longer as an RN were more likely to 

report good/excellent quality of care (OR = 1.02 [1.01, 1.04], p = 0.0114). Furthermore, 

nurses who had worked longer on their current unit (OR = 1.03 [1.00, 1.06], p = 0.0390) 

were more likely to report good/excellent quality of care. Our results also suggested that 

the unit type was significantly associated with nurse-reported quality of care, for 

example, nurses working in medical and medical/surgical units were less likely to report 

good/excellent quality of care when compared to nurses working in intensive care (OR = 

0.44 [0.23, 0.82], p = 0.0093; OR = 0.50 [0.31, 0.78], p = 0.0027, respectively). 

Bivariate analysis suggested that nurses who experienced WPB were less likely to 

report good/excellent quality of care (OR = 0.32 [0.22, 0.47], p < 0.0001) compared to 

nurses who did not experience WPB. After controlling for covariates including individual 

(gender, race, and education), employment (unit type, years as an RN, and hours per 

week), and organizational (rurality) factors, similar results were observed with an 

adjusted OR of 0.28 [0.18, 0.44], p < 0.0001.    
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Table 4 

Associations Between Good/Excellent Nurse-reported Quality of Care and Individual, 

Employment, and Organizational Factors (Bivariate Analysis) 

Factor Raw OR [95% CI] Raw p value 
Individual Factors 
Gender: male (ref = female) 0.91 [0.51, 1.61] 0.7390 
Age group (ref = 21-30)  0.1210 

31-40 0.71 [0.44, 1.13] 0.1510 
41-50 1.11 [0.64, 1.93] 0.7130 
>50 1.31 [0.80, 2.14] 0.2870 

Race (ref = white)  0.0053 
Black or African American 0.59 [0.35, 1.00] 0.0487 
Other 0.41 [0.22, 0.76] 0.0046 

Education level (ref = diploma/associate)  0.0216 
Undergraduate 1.19 [0.79, 1.78] 0.4057 
Graduate (master, DNP, PhD) 0.57 [0.32, 1.00] 0.0486 

Employment Factors 
Years worked as an RN 1.02 [1.01, 1.04] 0.0114 
Years worked in present hospital 1.02 [1.00, 1.05] 0.0572 
Years worked on current unit 1.03 [1.00, 1.06] 0.0390 
Unit type (ref = ICU)  0.0071 

Medical 0.44 [0.23, 0.82] 0.0093 
Surgical 0.64 [0.31, 1.29] 0.2117 
Med/surgical 0.50 [0.31, 0.78] 0.0027 
Obstetrics 1.18 [0.56, 2.50] 0.6614 
OR/recovery room 7.10 [0.95, 53.22] 0.0565 
Pediatrics 1.33 [0.38, 4.69] 0.6609 
Psychiatry 0.54 [0.21, 1.43] 0.2145 
Rehabilitation 0.64 [0.17, 2.39] 0.5022 

Shift type (ref = day)  0.2510 
Evening/night 1.12 [0.76, 1.65] 0.5660 
Combination (day/night) 0.60 [0.30, 1.21] 0.1550 

Hours/week 0.98 [0.96, 1.00] 0.1090 
Overtime/week 0.98 [0.96, 1.00] 0.0240 
Organizational Factors 
Region (ref = North)  0.4793 

West 0.48 [0.14, 1.63] 0.2410 
Southern 0.64 [0.26, 1.57] 0.3260 
East 0.94 [0.42, 2.10] 0.8820 
Southeast 1.10 [0.46, 2.62] 0.8360 

Rurality: rural (ref = urban) 2.73 [0.91, 8.19] 0.0732 
Nurse-reported WPB 
Bully status: bullied (ref = not bullied) 0.32 [0.22, 0.47] <0.0001 

Note. The p values were obtained from a simple random effects logistic regression with 

nurse-reported quality of care as dependent variable and hospital as random effect. 
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Nurse-reported Patient Safety Grade 

Bivariate analyses showed that individual (age group, race, and education), 

employment (years in hospital, years in unit, and unit type), and organizational (region 

and rurality) factors were significantly associated with nurse-reported patient safety grade 

(p < 0.05) (Table 5). For example, non-Hispanic Black or African American nurses were 

less likely to report a favorable patient safety grade when compared to non-Hispanic 

white nurses (OR = 0.59 [0.38, 0.91], p = 0.0177), and nurses who had worked longer on 

their current unit and in their current hospital were more likely to report a favorable 

patient safety grade (OR = 1.03 [1.01, 1.06], p = 0.0065; OR =1.02 [1.00, 1.04], p = 

0.0385), respectively. Nurses who worked in rural hospitals were more likely to report a 

favorable patient safety grade when compared to nurses who worked in urban hospitals 

(OR = 3.15 [1.27, 7.80], p = 0.0132).  

Bivariate analysis suggested that nurses who experienced WPB were less likely to 

report a favorable patient safety grade (OR = 0.38 [0.28, 0.51], p < 0.0001) compared to 

nurses who did not experience WPB. After controlling for covariates including individual 

(gender, race, and education), employment (unit type, shift type, years as an RN, and 

hours per week), and organizational (region and rurality) factors, similar results were 

observed with an adjusted OR of 0.36 [0.25, 0.51], p < 0.0001.  
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Table 5 

Associations Between Favorable Nurse-reported Patient Safety Grade and Individual, 

Employment, and Organizational Factors (Bivariate Analysis) 

Factor  Raw OR [95% CI] Raw p value 
Individual Factors 
Gender: male (ref = female) 1.16 [0.71, 1.88] 0.5570 
Age group (ref = 21-30)  0.0122 

31-40 1.30 [0.86, 1.96] 0.2134 
41-50 0.87 [0.57, 1.33] 0.5127 
>50 1.71 [1.15, 2.54] 0.0075 

Race (ref = white)  0.0021 
Black or African American 0.59 [0.38, 0.91] 0.0177 
Other 0.45 [0.25, 0.78] 0.0045 

Education level (ref = diploma/associate)  0.0218 
Undergraduate 1.28 [0.93, 1.78] 0.1353 
Graduate (master, DNP, PhD) 0.70 [0.43, 1.13] 0.1412 

Employment Factors 
Years worked as an RN 1.01 [1.00, 1.03] 0.0586 
Years worked in present hospital 1.02 [1.00, 1.04] 0.0385 
Years worked on current unit 1.03 [1.01, 1.06] 0.0065 
Unit type (ref = ICU)  <0.0001 

Medical 0.51 [0.29, 0.87] 0.0143 
Surgical 0.48 [0.27, 0.85] 0.0123 
Med/surgical 0.32 [0.22, 0.47] <0.0001 
Obstetrics 1.01 [0.56, 1.81] 0.9782 
OR/recovery room 3.18 [1.09, 9.31] 0.0349 
Pediatrics 1.10 [0.42, 2.89] 0.8527 
Psychiatry 0.66 [0.28, 1.54] 0.3342 
Rehabilitation 0.30 [0.11, 0.84] 0.0225 

Shift type (ref = day shift)  0.1251 
Evening shift/night shift 1.15 [0.84, 1.57] 0.3886 
Combination (both day-night shift) 0.59 [0.32, 1.10] 0.0958 

Hours/week 0.99 [0.97, 1.01] 0.1878 
Overtime/week 0.99 [0.97, 1.00] 0.1240 
Organizational Factors 
Region (ref = North)  0.0007 

West 0.34 [0.13, 0.87] 0.0236 
Southern 1.06 [0.54, 2.07] 0.8657 
East 1.41 [0.85, 2.36] 0.1874 
Southeast 0.80 [0.45, 1.43] 0.4574 

Rurality: rural (ref = urban) 3.15 [1.27, 7.80] 0.0132 
Nurse-reported WPB 
Bully status: bullied (ref = not bullied) 0.38 [0.28, 0.51] <0.0001 

Note. The p values were obtained from a simple random effects logistic regression with 

nurse-reported patient safety grade as dependent variable and hospital as random effect. 
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DISCUSSION 

Following Donabedian’s (1966) structure, process, outcomes framework, and 

using a sample of inpatient staff nurses working in Alabama, this study explored the 

association between the nursing work environment and nurse-reported WPB, and the 

association between nurse-reported WPB and patient outcomes (i.e., nurse-reported 

quality of care and patient safety grade). The findings indicate that the nursing work 

environment is significantly associated with nurse-reported WPB and that nurses who 

experience WPB report poorer patient outcomes.  

 

Frequency of Nurse-reported WPB 

 In this study, 40% (n = 377) of nurses reported experiencing WPB in the past 6 

months. This percentage is comparable to the 44% reported by TJC (2016), and was 

obtained following methodological recommendations by research leaders in the area of 

WPB (Notelaers et al., 2019; Reknes et al., 2017). Nurses were more likely to report 

experiencing WPB if they had a graduate degree and worked more hours/week or more 

overtime hours/week. Interestingly, individual factors (i.e., gender, age group, and race) 

were not significantly associated with nurse-reported WPB. 

We also found that WPB was not significantly associated with years as an RN, 

years worked in present hospital, or years worked in current unit. These findings, along 

with age group being non-significant, refute the well-used idiom “nurses eat their young” 

and the idea that the more clinical experience, seniority, and familiarity with a 

unit/hospital a nurse has, the less likely they are to be bullied (Granstra, 2015; Koh, 2016; 

Yokoyama et al., 2016). This finding contradicts a large amount of nursing research that 
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had suggested newly licensed nurses are at highest risk for experiencing WPB (Flateau-

Lux & Gravel, 2014; Laschinger et al., 2010; Leong & Crossman, 2016; Rush et al., 

2014; Simons & Mawn, 2010). Based on our findings, and in line with others (Johnson & 

Rea, 2009; Purpora et al., 2012), we believe it would be beneficial to broaden the focus of 

WPB to the nursing workforce in general and emphasize the need to further explore 

organizational factors for intervention development, as nurse-reported WPB can 

transcend individual and employment factors.  

Also, our bivariate findings indicate that unit type was not significantly associated 

with nurse-reported WPB. This finding contradicts literature underscoring that fast-paced 

units characterized by higher patient acuity (i.e., operating room or intensive care) often 

have higher rates of WPB (Ariza-Montes et al., 2013; Park et al., 2015). Further, the non-

significant association suggests that working in a health care setting is generally stressful, 

demanding, and hierarchy oriented, placing nurses at risk for WPB despite unit type. We 

recognize that our findings are from one study of inpatient staff nurses in Alabama but 

encourage readers, researchers, and nursing administrators to expand their understanding 

of the scope of WPB in nursing as a problem that may potentially threaten the entire 

workforce rather than nurses in specific unit types or with particular individual or 

employment factors. 

 

Nurse-reported WPB and the Nursing Work Environment 

Until recently, research using the PES-NWI to measure the nursing work 

environment has largely focused on the instrument’s composite score, with minimal 

analysis conducted using the individual subscale scores (Swiger, 2017). Exploring the 
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subscales, or domains, of the nursing work environment that have the strongest 

associations with nurse-reported WPB could provide more actionable strategies to 

decrease nurse-reported WPB from an organizational level, and subsequently improve 

patient outcomes. 

In this study, although all five domains of the nursing work environment were 

significantly associated with nurse-reported WPB, nursing foundations for quality care 

had the strongest association (OR = 0.21 [0.15, 0.28], p < 0.0001), followed by nurse 

participation in hospital affairs (OR = 0.28 [0.22, 0.36], p < 0.0001), after adjusting for 

individual, employment, and organizational factors (i.e., gender, age group, race, 

education, unit type, hours per week, and region). Both domains reflect attributes of the 

nursing work environment that empower nurses through promoting autonomy, increasing 

nurses’ control over their practice, and providing organizational support (Aiken & 

Patrician, 2000). This finding is not surprising given that role conflict, role ambiguity, 

poor job control, and a lack of autonomy (Hauge et al., 2007; Olsen et al., 2017; 

Trépanier et al., 2016) are all associated with increased reports of WPB. Our study 

reinforces the importance of encouraging health care organizations to support their 

nursing workforce through improving the nursing work environment, and focusing on 

these two domains in particular.  

Overall, our findings support the conclusion that the nursing work environment, 

the primary organizational factor explored in this study, contributes to nurse-reported 

WPB. Notably, our findings also indicate that WPB can transcend individual and 

employment level factors. Therefore, the issue of nurses experiencing WPB cannot be 

addressed in the workplace by focusing on individual, employment, or organizational 
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factors alone (Ariza-Montes et al., 2013; Mathisen et al., 2012). In short, nurse-reported 

WPB is a multicausal phenomenon that will require commitment by nurses, nursing 

administrations, and health care organizations to combat such behaviors through 

employing multifaceted approaches.  

 

Nurse-reported WPB and Patient Outcomes 

Our study supports an association between nurse-reported WPB and poorer nurse-

reported patient outcomes (i.e., quality of care and patient safety grade). In this study, 

nurses experiencing WPB were less likely to report good/excellent quality of care (OR = 

0.28 [0.18, 0.44], p < 0.0001) or a favorable patient safety grade (OR = 0.36 [0.25, 0.51], 

p < 0.0001) after adjusting for respective individual, employment, and organizational 

factors. These findings add to the literature on the link between nurses’ experiences of 

WPB and patient outcomes.  

Laschinger (2014) reported that WPB has unfavorable effects on nurse-reported 

patient quality of care through its impact on nurse perceptions of patient safety risk. In 

the wider context of improving patient care and increasing patient satisfaction, the 

negative influence of WPB on patient outcomes, whether through the quality of care 

provided or patient safety, should propel the science forward to improve the nursing work 

environment as an avenue for WPB intervention. Previous research shows that improving 

nursing work environments has an additive benefit of improving nurse, patient, and 

organizational outcomes (Aiken et al., 2011; Lake et al., 2019; Wei et al., 2018).  
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Future Research 

Based on significant associations in this study between the nursing work 

environment and nurse-reported WPB, and nurse-reported WPB and patient outcomes, 

future research should be conducted to determine if nurse-reported WPB is a potential 

mediator between the nursing work environment and patient outcomes. This would 

further inform the development of WPB interventions, wherein through targeting the 

domains of the nursing work environment, researchers and health care organizations may 

more effectively decrease nurse-reported WPB, and subsequently improve patient and 

health care organizational outcomes.  

 

Limitations 

 This study used cross-sectional data and therefore cannot determine causal 

relationships between variables. The targeted sample of inpatient staff nurses working in 

hospital settings in one state limits the generalizability of the findings to nurses working 

in other settings. We also were unable to identify the perpetrators of WPB toward nurses, 

limiting our understanding of WPB among nurses. Additionally, although nurses are 

valuable informants of the overall quality and safety in hospitals, nurse-reported patient 

outcomes were assessed using one-item measures rather than direct outcomes provided 

by institutional data.  

 

CONCLUSIONS 

 The results of this study suggest that the nursing work environment is associated 

with nurse-reported WPB, and that nurses’ experiences of WPB can threaten patient 
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outcomes (i.e., nurse-reported quality of care and patient safety grade). Improving the 

nursing work environment is one approach health care organizations can utilize to 

enhance care delivery and improve patient outcomes (Djukic et al., 2013; Institute of 

Medicine, 2004; Kane et al., 2007). Additionally, examining the nursing work 

environment using the PES-NWI may potentially provide direction for further 

understanding the presence of and effectively combating nurse-reported WPB at the 

organizational level.  
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PAPER THREE 

HOW DOES WORKPLACE BULLYING INFLUENCE NURSES’ ABILITIES TO 
PROVIDE PATIENT CARE? A NURSE PERSPECTIVE  

 
ABSTRACT 

Aims and objectives: To explore how workplace bullying (WPB) influences nurses’ 

abilities to provide patient care. 

Background: Nurses’ experiences of WPB undermines nursing work environments and 

potentially threatens their abilities to provide patient care. Although there is a logical link 

between nurses’ experiences of WPB and poor patient care, additional exploration is 

necessary as current evidence remains underdeveloped and inconclusive. 

Design: Qualitative descriptive study.  

Methods: Fifteen inpatient staff nurses who have experienced WPB while working in 

one hospital located in the southern region of the United States participated in individual, 

semi-structured interviews. Inductive thematic analysis was used to analyze verbatim 

interview transcripts in NVivo 12 software. The Consolidated Criteria for Reporting 

Qualitative Research was used to guide the reporting of study findings. 

Results: Three themes, and respective subthemes, were generated from data analysis: 1) 

WPB as part of the nursing work environment, 2) WPB’s influence on nurses, and 3) 

WPB’s influence on patient care. Workplace bullying was perceived to be inherent in the 

unit’s nursing work environment; nurses felt that they were targets of WPB because 1) 

they were new nurses, 2) there was an abuse of power, or 3) the nature of the work 

occasioned it. Each nurse was mentally and emotionally influenced by their WPB 
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experience, and although some nurses perceived that WPB did influence their ability to 

provide patient care, others did not. 

Conclusions: Increased focus of organizations on supporting new nurses and managing 

relational attributes of the nursing work environment are needed to reduce WPB. Nurses 

in formal and informal positions of power should be educated and held accountable for 

the behavioral expectations of the organization and their influence in fostering and 

sustaining a favorable nursing work environment. Providing nurses with an environment 

free of WPB remains important to supporting their ability to provide patient care.   

Relevance to clinical practice: Because the nursing work environment is the context in 

which nursing processes occur, understanding how nurses perceive the nursing work 

environment to influence their experiences of WPB may inform the development of 

organizational-level interventions to reduce the behavior. Furthermore, exploring how 

nurses’ experiences of WPB influences their abilities to provide patient care raises 

awareness about and further increases our understanding regarding WPB implications. 

Key words: Bullying, nurses, patient care, workplace   
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INTRODUCTION 

Workplace bullying (WPB) is conceptually defined as any negative behavior, 

exhibited by an individual or group of either perceived or actual power, that was 

repeatedly and persistently directed toward another individual, who had difficulty 

defending him- or herself against the behavior, for a prolonged time frame (i.e., at least 

six months) (Anusiewicz et al., 2019; Nielsen & Einarsen, 2018). Despite increased 

awareness and efforts to reduce the behavior, WPB remains an issue nurses regularly 

experience (Crawford et al., 2019; Thompson, 2013). Over the past 30 years (Meissner, 

1999; Sauer, 2012), research on WPB in the nursing profession has rapidly evolved due 

to the potential implications for nursing, patient, and health care organizational outcomes. 

Although WPB has long been understood in terms of oppressed group behavior, this 

conceptualization fails to acknowledge potential issues in the nursing work environment 

that may influence why WPB continues to occur (Hutchinson et al., 2006). Described as 

the organizational characteristics that either “enhance or attenuate a nurse’s ability to 

practice nursing skillfully and deliver high quality care” (Swiger et al., 2017, p. 76), the 

nursing work environment is the context in which all nursing processes take place 

(Swiger, 2017). Thus, the nursing work environment has a key role in providing the 

foundation necessary for positive nurse, patient, and health care organizational outcomes 

(Aiken et al., 2011; Lake et al., 2019; Laschinger 2014; Wei et al., 2018). However, WPB 

threatens the favorability of the nursing work environment.  
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Additionally, with the demand for high-quality, safe patient care, understanding 

how nurses’ experiences of WPB influence nurses’ abilities to provide patient care has 

garnered attention from researchers, nursing and health care leadership, and organizations 

including The Joint Commission (TJC, 2008; 2016) and the American Nurses 

Association (2015). Due to the poor nursing outcomes associated with WPB (e.g., poor 

mental and physical health, job dissatisfaction, turnover, decreased communication 

among health care workers, altered thinking and concentration) (Hutchinson & Jackson, 

2013; Sauer & McCoy, 2017), it follows then that there is a link between nurse-reported 

WPB and poor patient care (Houck & Colbert, 2017). However, empirical evidence to 

support this link is limited and remains inconclusive (Houck & Colbert, 2017). Because 

nurses are at increased risk for experiencing WPB (Gillespie et al., 2017; Purpora et al., 

2012) and are valuable informants of health care quality and safety (McHugh & Stimpfel, 

2012), obtaining nurses’ perspectives is beneficial to further understanding how nurses’ 

experiences of WPB may influence patient care. Therefore, the purpose of this study was 

to explore how WPB influences nurses’ abilities to provide patient care. To provide 

context, attributes of the nursing work environment were explored to determine how the 

environment may influence nurses’ experiences of WPB. The following research 

questions guided data collection and analysis: What attributes of the nursing work 

environment influence nurses’ experiences of WPB? How do nurses perceive WPB 

influences their mental, physical, and emotional well-being? How do nurses perceive 

experiencing WPB influences their ability to provide patient care?  
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Conceptual Framework 

Donabedian’s (1966) structure, process, and outcome framework, which is widely 

used to inform and evaluate efforts to improve quality of care (Gallagher & Rowell, 

2003; Swiger, 2017), guided this study. Donabedian proposed using a triad of categories, 

which includes structure, process, and outcome, to evaluate health care quality (Ayanian 

& Markel, 2016; Donabedian, 1966). “Structure” is defined as the settings, provider 

qualifications, and administrative systems through which patient care occurs; “process” 

includes the components of patient care delivered, specifically what is actually done in 

giving and receiving care; and “outcome” focuses on patient recovery, restoration of 

function, and survival (Ayanian & Markel, 2016). According to Donabedian’s (1966) 

framework, structure influences processes, which influences outcomes. In this study, 

“structure” was conceptualized as the nursing work environment because it is the context 

in which all nursing processes occur. Neither “process” nor “outcomes” were directly 

explored in this study; however, and in line with the framework, it would follow that 

WPB occurring within the nursing work environment would influence nurses’ abilities to 

provide patient care, which would influence “processes,” and in turn, would influence 

patient “outcomes.” 

 

METHODS 

Reported here are the findings from the qualitative study strand of a larger 

concurrent, mixed methods study seeking to explore nurse-reported WPB in the southern 

region of the United States (U.S.). A qualitative, descriptive approach was chosen 

because it is appropriate for exploration and involves remaining close to the data with 
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limited researcher interpretation (Sandelowski, 2000). Thus, the approach captures the 

perspective of the participant, providing understanding of the meaning the participant 

gives to a phenomenon or event, such as WPB (Sandelowski, 2000).  

 

Sampling and Recruitment 

One large academic medical center located in an urban setting in the southern 

region of the U.S. was selected for recruitment based on established stakeholder 

relationships, stakeholder interest in the study, and the research team’s access to the 

nurses working at the hospital. Specific study eligibility criteria included: 1) being a full-

time inpatient staff nurse working at the study hospital when the bullying experience 

occurred, 2) being bullied by another nurse or health care worker at study hospital, and 3) 

experiencing behaviors that align with the definition of nurse-reported WPB used for this 

study. Purposive sampling (Bradshaw et al., 2017) was used to recruit nurses who met 

study criteria and had experienced WPB within the past year. The sample size for this 

study was based on data saturation (Bradshaw et al., 2017; LoBiondo-Wood & Haber, 

2014). Thus, the research team aimed to collect detailed contextual and exhaustive 

descriptions and participant quotes (i.e., “rich, thick” descriptions) that would provide 

ample information to answer research questions (Fusch & Ness, 2015; Lincoln & Guba, 

1985). Our target sample was 15 to 20 nurses.    

 

Data Collection 

Following Institutional Review Board approval, inpatient staff nurses were 

recruited to participate in individual interviews using a recruitment email disseminated in 
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November 2019 by the hospital’s Director of the Center for Nursing Excellence. 

Interview data were collected between November 2019 and March 2020. Nurses who 

were interested in participating in the study were able to reach out to the principal 

investigator (PI) (CA) for further information regarding the study. The PI screened each 

nurse to determine if they met study eligibility, and if so, individual interviews were 

scheduled. Due to the sensitivity of the research topic, importance of maintaining 

participant confidentiality, and input from stakeholders, individual interviews were 

determined to be the most appropriate form of qualitative data collection (Mack et al., 

2005; Sagoe, 2012). Individual, semi-structured interviews lasting approximately 45 

minutes to 1 hour were conducted in-person at the nurse’s preferred location, date, and 

time to reduce nurse participant burden and assure confidentiality. Each nurse was asked 

for a preferred pseudonym that would be used throughout the interview, analysis, and 

dissemination of findings. Prior to beginning the interview, each nurse was asked to 

complete a demographic questionnaire. After interview completion, nurses were 

compensated with a $25 VISA gift card for their contributions to the study. 

Development of the interview questions was informed by the study purpose; 

research questions; current nursing literature; and Donabedian’s (1966) structure, 

process, outcomes framework. To determine attributes of the nursing work environment 

that were perceived to influence nurses’ experiences of WPB, questions and probes were 

developed to obtain descriptions of 1) the relationships among nurses and health care 

workers, and 2) how the nurses felt valued and supported by the hospital and led by their 

nursing administration, including their nurse manager. A broader question was also 

developed to determine if there were any additional characteristics of the nurse’s unit that 
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were perceived to create an environment that influenced the nurse’s experiences of WPB. 

Next, because research suggests that patient outcomes are negatively affected by nurses’ 

experiences of WPB due to the personal impacts of WPB on nurses, questions and probes 

were developed to capture the nurses’ WPB experiences and how the experiences 

influenced the nurses’ physical, mental, and emotional being. These questions served to 

provide the link between nurses’ experiences of WPB and if or how their ability to 

provide patient care was influenced. After discussing how the nurses were personally 

influenced by their WPB experiences, a broad question was then developed to determine 

if nurse participants perceived WPB to influence their patient care. This question was 

important to ask first so that the nurse participants could explain their own perception of 

how WPB influences their ability to provide patient care without the assumption that 

there is a negative relationship. Then, additional probes were developed to further 

determine how the quality of care and patient’s safety were influenced. The chronological 

order of the interview questions and probes were guided by the conceptual framework.  

Prior to interviews, two pilot interviews were conducted with inpatient staff 

nurses working at the study hospital to further inform the interview guide. Pilot interview 

transcripts were reviewed with the expert methodologist (NI) on the study to incorporate 

appropriate adjustments to the interview guide to ensure the questions and probes would 

provide “rich, thick” descriptions that would sufficiently address the study purpose. 

Additionally, members of the research team who provided content expertise (GG, PP, and 

PS), reviewed the interview questions and probes to further ensure their appropriateness. 

Table 1 includes a sample of the interview questions and probes. 
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Table 1  

Sample Interview Questions  

Workplace bullying 
as part of the 
nursing work 
environment 

1. How do you think you are valued as a nurse at the 
hospital? 

2. How would you describe your nurse manager’s ability 
to lead and support the nursing staff? 

3. How would you describe the collaboration or 
relationships between nurses on your unit? 

4. What characteristics of your unit or work environment 
do you perceive to foster workplace bullying? 

Workplace 
bullying’s influence 
on nurses 
 

1. How has/did workplace bullying affect you personally? 
2. How has/did workplace bullying affect your mental 

health? 
3. How has/did workplace bullying affect your physical 

health? 
Workplace 
bullying’s influence 
on patient care 

1. How do you think that your experiences of workplace 
bullying affect/affected your ability to provide patient 
care? 

2. How does workplace bullying influence the quality of 
care you provide/provided to your patients? Why do 
you think it does or does not affect the quality of care? 

 3. How does workplace bullying influence the overall 
safety of your patients? Why do you think it does or 
does not affect patient safety? 

 4. How, if at all, does being bullied distract you from your 
work? 

5. How does being bullied potentially affect your 
willingness to ask questions about your patients or 
nursing care tasks? 

6. How, if at all, does being bullied affect your ability to 
think clearly at work? 

 

Data Analysis 

Nurses’ interviews were audio-recorded and transcribed verbatim by a 

professional transcription company. Transcripts were verified for accuracy and uploaded 

for analysis into NVivo 12 software. Data were analyzed iteratively with data collection 

using an inductive thematic analysis approach consistent with steps outlined by Guest et 

al. (2012). All analysis was conducted by the PI (CA) with guidance and oversight from 
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the expert methodologist (NI) and content experts (GG, PP, and PS). First, all transcripts 

were actively read and verified to facilitate data immersion and familiarity. Second, 

transcripts were coded line-by-line using the open coding technique to generate initial 

subthemes. Third, subthemes were further grouped into overarching themes. Finally, the 

themes and subthemes were presented to the research team (GG, NI, PL, PP, and PS) for 

further refinement to ensure that the themes and subthemes were informative and 

representative of the textual data.  

 

Establishing Trustworthiness 

 Strategies to ensure study rigor followed criteria outlined Lincoln and Guba 

(1985) (i.e., credibility, dependability, transferability, and confirmability). Member 

checking of transcripts helped to ensure there was no misinterpretation of what nurse 

participants shared during their interviews (Maxwell, 2012). To facilitate the member 

checking process, the study PI developed and provided summaries of each interview to 

the respective participant for their review. All 15 nurses received an interview summary; 

six notified the PI that the interview summary accurately reflected their WPB 

experiences. The remaining 10 nurses did not respond. Researcher bias was identified 

through reflexive journaling and discussion with the research team, who represented 

differing professional backgrounds and expertise. Additionally, an audit trail inclusive of 

all analytic procedures was kept and used to facilitate discussion with the research team 

(GG, NI, PL, PP, and PS) and expert methodologist (NI). Emergent codes and themes 

were also regularly discussed with select committee members (PP and NI). Lastly, 

information regarding the study population has been provided, allowing readers to 
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determine the extent to which their situation aligns with the research context, and thus, 

whether the findings can be transferred (Merriam & Tisdell, 2015).  

 

RESULTS 

Fifteen nurses who met inclusion criteria were interviewed; the nurse 

demographics are found in Table 2. Only female nurses participated in this study, and 

over half (60%) of the nurses held a bachelor’s degree. All nurses were working full-time 

(36 hours/week) and were providing direct patient care when they experienced WPB. 

Although all nurses were employed at the same large, academic medical center, they 

represented various units. Most nurses were moderately satisfied with their job but 

intended to leave within the next 6 to 12 months. Summaries of WPB experiences for 

each nurse participant are provided in Table 3. Three themes, and related subthemes, 

emerged from the data analysis: 1) WPB as part of the nursing work environment, 2) 

WPB’s influence on nurses, and 3) WPB’s influence on patient care. Table 4 presents the 

themes, related subthemes, and illustrative nurse quotes.  
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Table 2  

Demographics and Questionnaire Summary of All Participants (N = 15) 

Question n (%) or Median (Range) 
Gender 15 (100.00) 

Female  
Age 34 (22-58) 
Race  

White 7 (46.67) 
Black or African American 2 (13.33) 
American Indian or Alaska Native 1 (6.67) 
Asian/Pacific Islander 4 (26.66) 
Other 1 (6.67) 

Education level  
Associate degree 3 (20.00) 
Bachelor’s degree 9 (60.00) 
Graduate (master, DNP, PhD) 3 (20.00) 

Years as an RN 4.5 (<1-36) 
Unit type  

Medical 2 (13.33) 
Surgical 1 (6.67) 
Medical/surgical 4 (26.66) 
Intensive care 5 (33.34) 
OR/recovery room 1 (6.67) 
Psychiatry 2 (13.33) 

Shift type  
Day 7 (46.67) 
Night 6 (40.00) 
Combination 2 (13.33) 

Shift length  
12 hours 15 (100.00) 

Hours/week  36 (36-40) 
Overtime/week 5 (0-24) 
Job satisfaction  

Very dissatisfied 3 (20.00) 
Moderately dissatisfied 4 (26.66) 
Moderately satisfied 7 (46.67) 
Very satisfied 1 (6.67) 

Intent to leave  
Yes, within the next 6-12 months 10 (66.67) 
No plans within the next year 5 (33.33) 

Quality of care  
Poor 0 (0.00) 
Fair 3 (20.00) 
Good 10 (66.67) 
Excellent 2 (13.33) 

Recommend hospital  
No 1 (6.67) 
Yes 14 (93.33) 

 



 

115 
 

Table 3  

Brief Bullying Descriptions of Nurse Participants 

Betty was a new nurse who was bullied primarily by her nurse manager during her orientation period. 
After requesting an extension to her orientation, Betty noticed she was starting to be mistreated.  
Sarah was a new nurse who was bullied by two nurses on her unit. The first nurse was well-known for 
having a constant attitude and belittling other nurses. The other, a circulating nurse, would ridicule Sarah 
for differences in approaches to patient care.  
Polly was verbally harassed by her nurse manager in a private room on the unit with the door locked. 
Shortly afterwards, the nurse manager removed Polly as a charge nurse.  
April was a new nurse who explained her relationships with the other nurses as “hostile” and said that 
they would “snap” at her. After confronting her bully about a medication that was left out, the bully said 
to April, “You better watch your back around here.”  
Jessica, a new nurse, was bullied by two circulating nurses who were good friends. These nurses were 
hyper-focused on Jessica’s work performance and would purposefully look for something Jessica did 
wrong and escalate the situation to the nurse manager without discussing them with Jessica first.   
Tina was bullied by her preceptor during her orientation and simultaneously undermined by her 
Assistant Nurse Manager (ANM) and nurse manager. The bullies threatened that if Tina reported the 
bullying, she would be fired for improper patient documentation, which Tina states is a fabrication of the 
truth.  
Alice was a charge nurse who asked a staff nurse to admit a patient. The staff nurse ignored Alice’s 
request and later reported Alice to the nurse manager, CNO, and HR for embarrassing her. Her claims 
dismissed, the staff nurse filed a lawsuit against Alice and reported her to the state Board of Nursing.  
Melissa was a new nurse. Her first preceptor was disengaged and did not adequately orient her. After 
advocating for a change in preceptor, Melissa was then bullied by her new preceptor and gossiped about 
by other nurses on the unit for being behind in her nursing skillsets.  
Lee was an ANM who was treated unequally by her new nurse manager. Lee was instructed to do tasks 
outside of her nursing role (e.g., cleaning bedside commodes) and was repeatedly tricked and wrongly 
accused of actions she did not do in an attempt to fire her.  
Suzanne was an experienced nurse but new to the unit. A clique on the unit would spread gossip and 
rumors about Suzanne regarding her physical appearance and personal life.  
Darcy was a new nurse who quickly learned that if you are new, you must struggle first to earn your 
rank on the unit. Senior nurses would either not help or begrudgingly help Darcy with patient care. 
Darcy explained there was no teamwork on the unit.   
Rose was a new nurse who was bullied by her ANM and a more senior nurse. The ANM would 
repeatedly give Rose unfair patient assignments that were unsafe due to the high acuity. Rose described 
the other nurse as a “blatant” bully, who would “insult” and “intimidate” any new nurse. 
Candy was a new nurse who reported being bullied via email and in-person by her nurse manager. The 
nurse manager would publicly scold and belittle her (and other nurses) for asking questions/for help, 
creating a culture of fear.  
Beth was primarily bullied by an ANM, who was known for making new nurses feel incompetent. For 
over a year, the ANM would bully Beth through unfair patient assignments every time she came to work. 
This lasted until Beth could clinically handle the workload and gained seniority status. Now, Beth 
witnesses the ANM doing the same to other new nurses. 
Gwen was a new nurse who reported being bullied by a senior nurse on the unit after a discrepancy with 
a patient. In addition to gossiping and spreading rumors, the senior nurse would refuse to communicate 
with Gwen, even regarding patient care. This behavior has lasted for a year despite HR involvement.  
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Theme 1: Workplace Bullying as Part of the Nursing Work Environment 

Workplace bullying was perceived to be inherent in the unit’s nursing work 

environment; nurses felt that they were targets of WPB because 1) they were a new nurse, 

2) there was an abuse of power, or 3) the nature of the work occasioned it. All three 

reasons led to feelings of frustration as the nurses realized WPB was an accepted norm 

within their work environment. Ultimately, the nurses reasoned that for the bullying to 

stop, they had to “take it” until they gained more nursing experience, were promoted to a 

leadership role, or through leaving the unit altogether.  

 

Being a New Nurse 

The nurses expressed that being a new nurse in an established nursing work 

environment was a primary reason they perceived to experience WPB. Being new mainly 

meant the nurse was new to the nursing profession, but in some cases, it meant being new 

to the unit. New nurses shared that they were frequently bullied by their preceptors or 

other nurses with more clinical experience during their orientation period or shortly after 

orientation completion. Some nurses described their preceptors as disengaged, gossipy, or 

belittling and explained that the preceptors rushed them when providing care. Others 

commented that the nurses with more clinical experience would be hyper-focused on 

their work, intentionally looking to find something wrong to purposefully get them in 

trouble. The nurses also described situations of feeling hazed or drowning in their work 

without receiving help, even upon request. Betty shared, “I was bullied every day 

because the nurses saw me drown in my work as a new nurse [and] chose to ignore me 

and gossip rather than help me.” Although age discrimination was perceived to cause 
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WPB in some of the nurses’ experiences, the nurses primarily attributed the bullying to 

being new to the profession, having to earn the respect from the more experienced nurses. 

Darcy explained, “[It’s] the experienced versus the inexperienced nurse… it’s almost a 

ranking atmosphere…[bullying] is like a part of the workplace, and you just gotta get 

your rank. You’ll be here for a couple a years, and then you’ll be all right kinda thing.” 

Essentially, the nurses expressed needing to earn their place on the unit, which was 

achieved primarily through struggling to perform patient care. The struggling often 

occurred until the nurses either gained more experience themselves or were promoted to a 

leadership role on the unit. Rose, who was bullied by receiving unfair patient assignments 

explained, “After a while with the assistant nurse manager [the bully], that kind of died 

off because after I had gained enough experience—you could give me whatever [patient 

assignment], and it’s fine at this point, but as a new nurse, that was really horrible.” The 

nurses expressed frustration with the process of having to earn respect through struggling 

with patient care or workload and talked about the importance of teamwork in nursing 

and the desire for their preceptors or the more experienced nurses to remember what it 

was like to be new to the profession: “I feel like in nursing, if you don’t have teamwork, 

there’s no nursing. You can’t really work as a nurse if you don’t have a good team to 

support you” (Sarah).  

 

Abuse of Power  

The nurses noted that the bully was able to acquire and subsequently abuse power 

that was obtained either through their formal leadership role on the unit (e.g., nurse 

manager, assistant nurse manager [ANM], or charge nurse), informally based on the 
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years of nursing experience they had, or by being a “favorite.” Over half of the nurses 

identified the bully as a nurse in a leadership role. Being in leadership was perceived by 

the nurses to create feelings of entitlement, which resulted in “power trips.” Polly shared, 

“Nursing leaders can become power hungry [and] let the position justify negative 

behavior.” However, if the bully did not hold a formal leadership role, they typically had 

more nursing experience. The more years of nursing experience the bully had, the more 

clinical expertise they gained and the greater were their informal power and authority on 

the unit. Jessica explained, “They know they are valued employees due to their 

experience so they aren’t necessarily worried about any real repercussions from the 

nurse managers, should the bullied nurse report it.” 

 Lastly, the nurses explained that if the bully was not in a leadership role 

themselves or had more nursing experience, they were often favored by nursing 

management. Favoritism allowed for the bullying behavior to remain unchallenged on 

units and created a culture of acceptance within the nursing work environment. Rose 

shared, “My preceptor told me, ‘Don't bother saying anything because she’s [the bully] a 

pet. She’s a favorite, and nothing will get done. It’ll just make you look bad, so just don’t 

say anything. Just suck it up and take it.’” Indeed, “taking it” was how Rose and many of 

the new nurses decided to handle the bullying, as they either waited until they gained 

more nursing experience or obtained a leadership role themselves, or in some situations, 

transferred units in hopes that the bullying would not occur in the new unit.   
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Nature of the Work 

The nurses expressed that the high stress and demanding nature of nursing work 

influenced their experiences of WPB. Stress typically resulted from the “busy flow on the 

unit” (Tina) or the patient population. The stress, demands, and patient needs increased 

frustration among nurses and other members of the health care team. Sarah shared, “I 

believe that the type of work that we [nurses] do is a very high stress job. The stakes are 

very high and there is a lot of responsibilities that are expected of us. I believe that that 

in itself is what causes so much stress that it develops in[to] a pattern of bullying.” Other 

nurses discussed the emotional and physical demands of their patients and trying to meet 

their patients’ needs while simultaneously suppressing their own. After putting aside their 

own needs over time, however, nurses began to experience frustration and emotional and 

physical exhaustion, heightening the tensions among the nurses and health care team, 

often resulting in WPB. “We have a very difficult patient population, and because of that, 

you never know what you’re gonna come in and have, and it’s stressful. It’s just there is a 

lot of stress” (Katie). Although the nurses enjoyed their work and caring for patients, 

they discussed how the stress of their “specialized” and “very difficult” patient 

population (Beth) was worsened by the fast pace and high demands of their workload and 

environment.  

 

Theme 2: Workplace Bullying’s Influence on Nurses 

Each nurse discussed how experiencing WPB influenced their mental and 

emotional well-being (i.e., self-doubt, feelings of defenselessness, and emotional 

distress); however, none felt the bullying influenced them physically. How the bullying 
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influenced the nurses depended largely on the repetitiveness of the behavior and the lack 

of support they perceived to have on their unit to successfully stand up for themselves.  

 

Self-doubt  

Self-doubt was commonly discussed by the nurses as a result of experiencing 

WPB. Particularly, self-doubt was expressed by new nurses who felt ridiculed by their 

preceptors for being too slow or as a result of the bully being hyper-focused on the 

patient care provided by the nurse. The continued criticism, harsh comments regarding 

their work performance, and other bullying tactics decreased the nurses’ self-confidence, 

leaving them with feelings of incompetence, which they already struggled with because 

they were new to the profession. In some situations, the WPB led nurses to question their 

self-worth: “When you have somebody’s life in your hands and you’re made to feel 

incompetent and not good enough to be there, I think that probably is one of worst 

feelings in the world” (Beth). Ultimately, the self-doubt led nurses to question their 

nursing abilities in providing patient care or their choice of nursing as a career. Betty 

shared, “It made me doubt myself. It made me wonder if I was really in the right field… 

made me feel like I wasn’t good enough. I wasn’t meant to be a nurse. I was stupid.”   

 

Feelings of Defenselessness  

For various reasons, nurses expressed feelings of defenselessness while 

experiencing WPB. Nurses knew that their bullies were experienced nurses who brought 

much clinical expertise to the unit and often held leadership roles because of how long 

they had been working as nurses on the unit. In several situations it was explained how 
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everyone on the unit knew who the “bully” or “bullies” were and who the “target” was. 

However, due to the bullies’ position on the unit, the behaviors remained unopposed. 

This allowed for a culture of silence or acceptance to be formed on units. Jessica stated, 

“They’re [the bullies are] so highly regarded on the unit. They’re very experienced, and 

they are great nurses. I will say that. They both hold charge nurse positions or ANM 

positions so they’re my higher ups. I feel like I don’t really have a say in this kinda stuff.” 

Nurses also mentioned that because the bully and the other nurses working on the unit 

had previously established relationships and they were the new nurse, they felt they 

lacked the necessary support to effectively defend themselves. Nurses perceived that too 

much was against them to successfully contest their situation. Sarah said, “I felt like 

everybody knew each other already. They’ve been working with each other for years and 

I’m this new person.” The feelings of defenseless caused many nurses to leave their 

current nursing job because they felt leaving was the only way to escape the bullying. 

 

Emotional Distress  

Although the nurses did not identify any physical impacts that resulted from 

experiencing WPB, they did express a wide variety of mental and emotional health 

effects that influenced their well-being. These effects ranged from “crying quite a bit” 

(Suzanne), to varying levels of anxiety, to symptoms of post-traumatic stress disorder and 

even thoughts of death. The extent to which nurses were affected mentally or emotionally 

depended on a few aspects of their situation, including the frequency of the bullying and 

whether the nurse had any additional support on the unit. Jessica stated, “It hasn’t 



 

122 
 

affected me so much that I feel out of sorts or that I can’t control myself in the 

environment. I have instances where I’ve just left work and cried in my car.”  

As the bullying continued, nurses explained how they noticed they were not 

themselves anymore. Sometimes, these feelings led nurses to seek clinical help and 

support, or at least consider it:  

I had gone through the first 25 years of my life never having an issue, high school, 

college, no issue. Then I get up here for less than a year, and I’m wigging out…I 

actually did end up going— I just went to an urgent care because I was sick of 

feeling that way. I was sick of feeling down and freaking out and worrying all the 

time. They did put me on Zoloft for a little while. (April)  

Nurses noted that it was not so much the bullying behaviors they experienced that wore 

them down mentally or emotionally, but rather the repetitiveness of the bullying 

experiences. There was a difference between experiencing a bullying behavior every now 

and then versus every time the nurse came to work. Lee explained, “When you constantly 

deal with little stuff like that every day, you start to get anxious about goin’ to work 

because you don’t know who gonna come at you that day.” For most of the nurses, every 

day they worked, they were bullied to some degree. The consistency of the bullying 

behaviors eventually caused nurses to feel, as Alice described, “emotionally wiped.” 

 

Theme 3: Workplace Bullying’s Influence on Patient Care 

The nurses were divided on whether they perceived experiencing WPB to 

influence their ability to provide patient care. While several nurses expressed that their 

patients were the priority, others could not deny that, because the bullying influenced 
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them personally, created distraction, or decreased their willingness to ask questions or for 

help, their ability to provide patient care was subsequently influenced negatively. These 

nurses did not want their patient care to be impacted but they could not keep the bullying 

experiences from interfering with how they provided care.  

 

My Patient Is the Priority  

Several nurses declared that patient care came first; this was the one thing these 

nurses strived to protect. Although the nurses did not hide how experiencing WPB 

influenced them personally, whether through self-doubt, feelings of defenselessness, or 

emotional distress, several were adamant that patient care was their highest priority. The 

nurses described pushing aside their feelings and what was occurring on the unit to 

ensure their patient was not impacted negatively. Patient care was important to the 

nurses, who felt a duty to provide that care as best they could: “Our patients are our 

focus…I think my focus and my heart is not to—my intentions are never to harm patients, 

even though my emotions are hurt. I couldn’t do that” (Polly).  

However, the nurses expressed that although they would not allow their WPB 

experiences to impact their patient care, they were more likely to avoid asking the bully 

questions regarding patient care or for help due to frequent pushback (i.e., being mocked 

for asking a stupid question, eye rolling, sighing). The nurses acknowledged that they see 

how this could hinder patient care but explained developing relationships with other 

nurses on the unit who they felt comfortable asking questions or for help. The nurses’ 

strong resolve to do what was right by the patient ultimately prevailed as they pushed 
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aside their own feelings and frustrations to do what they needed to appropriately care for 

their patients. Darcy shared:  

I just feel like I’m looked at differently and that if I ask for help, it’s like, “Oh, you 

should know that already, and you don’t, and that’s a big deal.” You gotta learn. 

You don’t learn unless you ask. It’s made me more timid to ask for help, and I’m 

very selective on who I do ask for help. I know that sounds like a huge safety issue 

for patients, but I make sure that I’m asking someone I know that knows their stuff 

and will come and help me.  

Like Darcy, many nurses had a very practical attitude when discussing how they 

addressed WPB and patient care. The nurses were dogged in ensuring that patients 

received the care they needed, even if it meant having to be uncomfortable so they could 

ask the bully their question or for help. Despite their resolve, the nurses did not conceal 

that it was difficult to face their bully as it often caused undue stress and anxiety. Yet as 

patient advocates, the nurses were determined to take the actions necessary to prioritize 

the patient and their care.  

 

Bullying Influences Patient Care  

Although many nurses were resolute that their patients were the priority, others 

expressed that experiencing WPB did negatively affect their ability to provide patient 

care, whether it be the quality of care or in some cases, the patient’s safety. These nurses 

expressed that the bullying distracted them, which consequently interfered with their 

patient care. For example, April shared, “Overall, the patient care did go down with me 

because I was constantly nervous on the job. I didn’t need to be nervous because of the 
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people I worked with and how they treated me ’cause I was already nervous enough 

being a new nurse.” Ultimately, the nurses felt they could not sufficiently deliver the care 

they desired to provide because of what was occurring outside of the patient’s room and 

the varying ways the bullying influenced them personally or their work performance. 

Several nurses were keenly aware of how they were not able to provide the care they 

knew they could provide had they not been dealing with WPB. Beth explained: 

I feel like me personally, I give the best care to my patients when I’m calm and my 

head isn’t worried about what is gonna happen with this person [the bully]…My 

dad used to come home from school and his dad would spank him and then ask 

him what he did wrong. That’s what this is like. “I know I’ve done somethin’ 

wrong, and I know I’m gonna get in trouble for it,” so your mind isn’t there 

focused on the patient and what they need. Patients can feel that disconnect. 

Like others, Melissa felt her decreased willingness to ask questions regarding patient care 

was the main reason her patient care was negatively influenced: “My preceptor, she 

literally told me, ‘There is a such thing as asking dumb questions,’ ’cause I would ask her 

a lot of questions, and she told me that, and I was like—started keeping my mouth shut 

after that.”  

How patient care was influenced, in part, depended on the type of bullying the 

nurses experienced. For example, Rose explained that when she started her first nursing 

job, she was bullied through unmanageable workloads, i.e., patient assignments; she 

received the highest acuity patients every time she worked with one particular ANM, who 

was in charge of patient assignments. This ultimately influenced her ability to provide 

good patient care: “As a brand-new nurse, given the kind of patient load that I was 
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expected to care for from this particular person, that absolutely affected the quality of 

care…I knew that when I showed up and she was there, I knew I’d be getting them both, 

which was not safe because of the acuity of it” (Rose). 

Interestingly, some nurses were more apt to allow the quality of their care to 

diminish as a result of experiencing WPB rather than allowing the safety of their patients 

to be compromised. To the nurses, quality of care encompassed being there for the patient 

or having the ability to spend time with them. Nurses explained that although quality of 

care is an important aspect of caring for a patient, it was not as crucial as the patient’s 

safety:  

If I’m just trying to hold it together, and I can't ask a question, then I felt like 

there were times when I wasn’t completely sure about what I was doing, and I 

was afraid to ask; although, when it comes to patient safety, then I’m pretty much 

like I will take the risk of looking stupid in asking a question versus hurting a 

patient.” (Candy) 

 Additionally, some new nurses were told they were too slow or could not be on 

the unit after a certain time and therefore needed to hurry up and finish. This caused the 

nurses to feel rushed while at work, which negatively influenced the patient’s safety and 

quality of care. Tina shared, “I don’t stay in the room because I hear her [preceptor] 

saying you’re just too slow. I do a real quick assessment. Yeah. I’ll probably miss 

something because I’m going too fast because I don’t want anybody to think I’m too 

slow.” The new nurses were frustrated because they wanted to learn and perform the 

patient care tasks correctly but felt they could not do so because of the reprimands by 

their bullies who were their preceptors or nurse managers.   
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Table 4  

Results of Data Analysis: Qualitative Themes, Subthemes, and Illustrative Quotes 

Themes Subthemes Illustrative Quotes 
WPB as part 
of the 
nursing 
work 
environment  

Being a new 
nurse 

• “It was very civil, but it was let’s just let our 
young person drown over here because she’s 
gotta figure it out on her own. It’s not 
supposed to be that way. You’re supposed to 
work together as a group to build that nurse’s 
confidence and also provide good patient 
care.” (April) 

• “I have heard of instances where they have 
targeted one or two other people, but I think 
that once they see something that you do 
wrong, the kinda just keep tabs on you. Then 
it’s the same people that they keep writing 
[you] up essentially, and I am unfortunately 
one of those people.” (Sarah) 

Abuse of power • “I think the manager had a soft spot for the 
two people who were the main bullies.” 
(Rose) 

• “I think sometimes who you know might 
influence what position you get or what 
behavior is excused.” (Polly) 

Nature of the 
work 

• “I believe that the type of work that we do is 
a very high stress job. The stakes are very 
high and there is a lot of responsibilities that 
are expected of us. I believe that that in itself 
is what causes so much stress that it develops 
in a pattern of bullying.” (Sarah) 

• “I think it’s just the demands, the emotional 
and physical and mental demands that nurses 
face because, physically, you’re on your feet 
for 12 hours a day, pretty much, and there 
were times I wasn’t even able to go to the 
bathroom, let alone eat, but we’re expected 
to know a whole lot and not make mistakes. 
Then, like I said, the emotional thing. You 
can get attached to a patient, and something 
happens with them, or you have a patient 
that just treats you like crap, and you’re 
supposed to just take it…It’s a hard 
profession. I love it still, but it’s a hard 
profession.” (Candy) 
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WPB’s 
influence on 
nurses  

Self-doubt • “I didn’t even have a lot of direct contact 
with her, but it was still enough. She would 
make just nurses feel very inadequate, like 
during report, like they didn’t do their job or 
nurses would be—so many of my coworkers 
on nights, they would end up crying during 
report. Just make you feel like you didn’t do 
your job.” (Suzanne) 

• “Now, it just makes me so mad because once 
you develop as a nurse and you understand 
all the roles that you play and the importance 
of being able to trust your coworkers, being 
able to trust your higher ups, the fact that 
there is a wedge in that and we can’t run like 
a well-oiled machine, and you’ve got nurses 
doubting themselves—I feel like 9 times out 
of 10, if you’re a nurse, it’s ’cause you were 
called to be a nurse. To have somebody 
doubt the calling that God’s put on your life 
is extremely infuriating to me. The fact that 
we feel like we can’t do anything about it 
makes it all the worse.” (Beth) 

 Feelings of 
defenselessness 

• “I felt like I was in a hopeless, helpless 
position.” (Polly) 

• “There’s actually only two people that I’ve 
had problems with. Sometimes that’s all you 
need, really. One person’s a lot sometimes.” 
(Sarah) 

 Emotional 
distress 

• “I felt like I was an outsider, and no one 
liked me, and so no one really cared if I was 
hurting, and no one really cared about me.” 
(Betty) 

• “Lack of confidence and I was just crying all 
the time at home, and I really felt like there 
was somethin’ wrong with me. I wasn’t a 
good nurse. I wasn’t smart.” (Melissa) 

WPB’s 
influence on 
patient care 

My patient is 
the priority 

• “I don’t think it did affect me. I’m focused 
when I’m doing patient care. I don’t think 
that really affected me.” (Alice) 

  • “I still do everything I can for my patients, 
regardless of what anyone thinks. To me, 
nursing, it’s about having the team and in the 
end, it’s really about the patient. For me, my 
patients are everything. If I have a patient, 
I’m gonna do my best to make them 
comfortable, and happy, and just in no pain 
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and just try to make their experience as 
pleasant as possible. I don't care what anyone 
else thinks.” (Sarah) 

 Bullying 
influences 
patient care 

• “There’s been several times, literally several 
times, that we’ve had to do trend trackers 
because of issues, safety issues, that have 
happened with nurses and patients because 
the nurse is scared to go and get help.” 
(Beth) 

  • “I think that the fact that she won’t 
communicate with me or give me shift report 
or listen to my shift report…that’s the 
problem.” (Gwen) 

 

 

DISCUSSION 

Using Donabedian’s (1966) structure, process, and outcome framework as 

guidance, the purpose of this study was to explore how nurse-reported WPB influences 

nurses’ abilities to provide patient care. Drawing on the perspectives provided by nurses 

during the interviews, the nurses perceived their experiences of WPB to occur in their 

nursing work environment because they were new nurses, there was an abuse of power, 

and due to the demanding, stressful nature of the work of nursing. The new nurses 

perceived that they were more susceptible to being bullied because they had lower levels 

of established organizational support and there was a lack of appropriate leadership and 

management to help mitigate their situations. Existing literature states that new nurses are 

especially vulnerable to experiencing WPB (Beecroft et al., 2008; Sauer, 2012) due to 

their more junior status within the organizational hierarchy (Rush et al., 2014). The 

hierarchy in health care has been identified as a primary reason WPB occurs in nursing 

work environments as it creates power differentials among health care workers, which if 

left unchecked, as was commonly experienced by the nurses in this study, can lead to 
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opportunities for an abuse of power, and subsequently, increases the likelihood for WPB 

to occur. In addition to the hierarchical structure, WPB often occurs due to the complex 

and demanding nature of health care work. This finding is in line with the work 

environment hypothesis and Job Demands-Resources model (Bakker & Demerouti, 

2007), which both underscore that the characteristics of jobs and work environments are 

important determinants in workers’ health, well-being, and attitudes toward their work 

(Broeck et al., 2011; Hauge et al., 2007). Stressful and chaotic work environments or jobs 

that are characterized by high demands (e.g., workload and role conflict) and a lack of job 

resources (e.g., social support and work autonomy) can give rise to behaviors such as 

WPB.  

According to Donabedian’s (1966) framework, good structure should promote 

good processes, which should promote good outcomes. Workplace bullying occurring 

within the nursing work environment jeopardizes this flow and hinders health care 

quality. Although the findings from this study are not generalizable, they indicate that the 

orientation period and role of nursing leaders and nurses with more experience can be 

relational attributes of the nursing work environment that influence nurses’ experiences 

of WPB. Therefore, it is important to develop organizational-level strategies that provide 

support to new nurses and also educate preceptors, nurses in leadership roles, and nurses 

with more experience regarding the influence they have in creating and sustaining a 

favorable nursing work environment. These efforts could improve the structure of health 

care organizations which in turn can improve subsequent processes and outcomes.   

The influence WPB had on nurses’ abilities to provide patient care was perceived 

differently among the nurses who participated in this study. By some, WPB was thought 
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to influence patient care through its negative effects on nurses’ mental and emotional 

well-being (i.e., self-doubt, feelings of defenselessness, and emotional distress) or 

through creating distractions while at work and decreasing the nurses’ willingness to ask 

questions or for help regarding patient care. Yet although several nurses perceived their 

WPB experiences to negatively influence their ability to provide patient care, others 

expressed that patients were their highest priority, and therefore, perceived no influence. 

This finding contradicts most research in this area where the consensus is that nurses’ 

experiences of WPB negatively influences patient outcomes and/or patient care (Houck 

& Colbert, 2017).  

Differing bullying severities and duration of exposure, perpetrators, 

organizational support levels, and relational aspects of the nurses’ bullying narratives 

should be considered as likely influencers of nurses’ WPB experiences and how WPB 

may influence patient care. Additionally, perhaps the divergent perceptions among nurses 

relate to individual factors including levels of resiliency, emotional intelligence, or self-

efficacy, which were not explored in the interviews. These factors have been empirically 

shown to have a mediating role in the relationship between WPB and an individual’s 

health (Anasori et al., 2020; Fida et al., 2018; Hutchinson & Hurley, 2013; Meseguer-de-

Pedro et al., 2019). Thus, a nurse’s ability to provide patient care may not be influenced 

despite experiencing WPB due to such individual factors. Based on the findings from this 

study, the influence of WPB on nurses’ abilities to provide patient care may not be as 

straightforward as generally understood. 
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Limitations 

This study has several limitations. First, according to the definition of WPB, the 

bullying behaviors must typically occur for at least six months (Nielsen, 2009). However, 

not all nurses in this study experienced WPB for a full six months. The time frame of 

bullying exposure remains a debate among researchers (Nielsen, 2009). Further, although 

many nurses were currently experiencing WPB at the time of the interview, a few had 

previously experienced WPB and were now removed from the situation. This may 

introduce recall bias due to memory disintegration (Schat et al., 2006). Second, this study 

only considered the perspectives from 15 nurses working in one hospital located in the 

southern region of the U.S. Therefore, and in line with qualitative research, the findings 

from this study cannot be generalized to other populations. Additionally, not exploring 

the perspectives of the patients that these nurses cared for potentially limits a more 

comprehensive understanding of how nurses’ experiences of WPB influences their ability 

to provide patient care from the patient’s perspective. However, obtaining the patient’s 

perspective was not the aim of this study. Last, due to the nature of qualitative research, 

there is a potential for bias in the qualitative results interpretation (Merriam & Tisdell, 

2015); however, the descriptive research design used involves remaining close to the data 

and emphasizes minimal levels of interpretation.  

 

Future Research 

Based on findings from this study, future research should be conducted to further 

determine attributes of the nursing work environment that may influence nurses’ 

experiences of WPB. Additionally, because some nurses in this study did not perceive 
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WPB to influence their ability to provide patient care, more research is needed to further 

understand the influence of WPB on patient care. Research exploring individual nurse 

factors (e.g., resiliency, emotional intelligence, or self-efficacy) may provide 

explanations for why there was a divide in perception for how WPB influences nurses’ 

abilities to provide patient care.  

 

Relevance to Clinical Practice 

Nurses continue to experience WPB in health care organizations (Crawford et al., 

2019). Through obtaining nurses’ perspectives, the findings from this study suggest the 

need for health care organizations and nursing leaders to place increasing focus on 

relational attributes of the nursing work environment to reduce WPB behaviors. 

Additionally, it is important to educate nurses with formal or informal power, whether 

through their nursing role (i.e., preceptors, charge nurses, ANMs, nurse managers) or 

more years of experience, about the behavioral expectations of the organization and the 

influence they have in fostering and sustaining a favorable nursing work environment. 

Further, although continued exploration of how nurses’ experiences of WPB influences 

their ability to provide patient care is necessary, the findings provide additional 

understanding of the potentially far-reaching implications nurse-reported WPB has on 

patient care and patient outcomes. 

 

CONCLUSIONS 

This qualitative study explored how nurses’ experiences of WPB, occurring 

within the nursing work environment, may influence their abilities to provide patient 
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care. The nurses perceived WPB as an inherent characteristic of the nursing work 

environment because they were targets of bullying for reasons they could not readily 

change (i.e., being a new nurse, an abuse of power by formal and informal nursing 

leaders, or due to the nature of the work). Although several nurses perceived WPB did 

negatively influence their abilities to provide patient care, others, and in contrast to what 

is widely understood, did not, primarily because nurses tended to place the patients’ well-

being above their own.     

 

What does this paper contribute to the wider global clinical community? 

• Organizational interventions to decrease the prevalence of nurses experiencing 

WPB should be acutely focused on educating nursing leaders (i.e., preceptors, 

charge nurses, ANMs, nurse managers) and nurses with more experience about 

behavioral expectations and their influential role in creating and sustaining a 

culture of safety within the nursing work environment.  

• The interviews with nurses provide differing perspectives for how WPB 

influences nurses’ abilities to provide patient care, underscoring the desire and 

commitment nurses have to providing high-quality, safe patient care. 
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CHAPTER 5 

DISCUSSION 

 The purpose of this dissertation was to explore the nursing work environment and 

patient outcomes (i.e., nurse-reported quality of care and patient safety grade) associated 

with nurse-reported workplace bullying (WPB). Using a concurrent Quan + Qual mixed 

methods research design, this goal was accomplished in a stepwise manner, resulting in 

the production of three papers. Paper One described the psychometric properties of the 

Short Negative Acts Questionnaire (SNAQ), the instrument used to measure WPB in this 

dissertation, and provided preliminary analysis needed to address the aims of the 

quantitative study. Papers Two and Three reported on the quantitative and qualitative 

study strands and results, respectively. The concurrent Quan + Qual design allowed for 

the integration of results generated from the quantitative (Paper Two) and qualitative 

(Paper Three) study strands to produce substantiated overall findings through obtaining 

different but complementary data on nurse-reported WPB (Creswell, 2003; 

Schoonenboom & Johnson, 2017). The objective of this final chapter is to present an 

overview of the study findings from each paper, provide an integration of findings from 

the quantitative and qualitative study strands, and generate overall conclusions of the 

dissertation study. In addition, limitations and implications of this study will be addressed 

along with future research suggestions.  
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Overview of Study Findings 

Paper One Findings 

In addition to assessing the methodological challenges regarding the measurement 

of WPB in research, Paper One: 1) evaluated the reliability and validity of the SNAQ in 

an Alabama nursing sample, 2) illustrated how to classify bullying status using a latent 

class analysis (LCA) of the SNAQ and self-labelling item, and 3) compared WPB 

classification using the SNAQ and the self-labelling item. This was part one of the 

quantitative strand of the dissertation study. The Cronbach’s alpha value for all nine 

SNAQ items (α = 0.89) suggested a high internal consistency reliability of the SNAQ in 

this sample. Despite the high overall reliability of the SNAQ, we originally observed a 

less than perfect construct validity by confirmatory factor analysis (CFA). However, after 

re-running the CFA using the exploratory factor analysis (EFA) loadings that resulted in 

this study, the three model fit indices indicated a good fit. Additionally, the Cronbach’s 

alpha for the work-related dimension rose considerably (from 0.54 to 0.84). The new 

alpha values ranged from 0.77 (physically intimidating) to 0.89 (overall), indicating good 

internal consistency (Taber, 2018). Therefore, the new dimensions from our EFA are 

recommended for the utilization and interpretation of the SNAQ in U.S. nursing samples.  

Additionally, among 935 nurses who responded to both the SNAQ and self-

labelling item, 372 (39.8%) nurses were classified as “bullied” by the LCA of the SNAQ; 

however, only 70 (7.5%) nurses were classified as “bullied” by the self-labelling item 

using the weekly, daily, or monthly frequency coding method. Despite the weak 

agreement (Cohen’s α = .75), 67 (96.0%) of the 70 nurses classified as “bullied” by the 

self-labelling item were also classified as “bullied” by the LCA. Further, nurse-reported 
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WPB using the LCA of the SNAQ was significantly associated with job satisfaction, 

intent to leave, nurse-reported quality of care, and nurse-reported patient safety grade (all 

p < 0.0001), indicating high criterion validity of the SNAQ. Overall, the findings indicate 

that the SNAQ is a reliable, valid, and convenient instrument to explore WPB in staff 

nurses working in hospitals throughout Alabama. Paper One concludes by suggesting 

further psychometric testing of the SNAQ and a recommendation to utilize the LCA of 

the SNAQ for future WPB studies in U.S. nursing samples.  

 

Paper Two Findings 

Paper Two discussed the results of quantitative analyses designed to explore the 

association between the nursing work environment and nurse-reported WPB, and the 

association between nurse-reported WPB and patient outcomes (i.e., nurse-reported 

quality of care and nurse-reported patient safety grade). The results demonstrated that 

after controlling for covariates including individual (gender, age group, race, and 

education), employment (unit type and hours per week), and organizational (region) 

factors, a higher composite score on the Practice Environment Scale of the Nursing Work 

Index (PES-NWI) (Lake, 2002) was significantly associated with a lower risk of nurse-

reported WPB (OR = 0.16 [0.12, 0.22], p < 0.0001). Interestingly, bivariate analysis 

indicated that the majority of individual (i.e., gender, age group, and race) and 

employment (i.e., years worked as a registered nurse, years worked in present hospital, 

years worked on current unit, unit type, and shift type) factors were not significantly 

associated with nurse-reported WPB, with the exception of education, hours per week, 

and overtime per week. These findings suggest that WPB can transcend individual and 
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employment factors and therefore support existing literature that advocates for a 

multifaceted approach to combat bullying behaviors in the workplace (Ariza-Montes et 

al., 2013; Mathisen et al., 2012). According to a systematic review (Stagg & Sheridan, 

2010), most WPB interventions, which are primarily focused on the individual level, 

produce minimal changes in bullying or violent behaviors in the workplace. Thus, 

developing organizational-level interventions, guided by information gleaned from 

measuring the nursing work environment using the PES-NWI, can potentially offer a 

more effective approach to decreasing the prevalence of WPB, especially in conjunction 

with individual-level interventions and WPB education.  

Paper Two also included results supporting an association between nurse-reported 

WPB and poorer patient outcomes (i.e., nurse-reported quality of care and nurse-reported 

patient safety grade). The analyses demonstrated that nurses experiencing WPB were less 

likely to report good/excellent quality of care (OR = 0.28 [0.18, 0.44], p < 0.0001) or a 

favorable patient safety grade (OR = 0.35 [0.25, 0.51], p < 0.0001), after adjusting for 

respective individual, employment, and organizational factors. These findings support a 

growing body of evidence that indicates disruptive workplace behaviors occurring in 

health care organizations negatively affect patient outcomes (Houck & Colbert, 2017; 

The Joint Commission [TJC], 2008, 2016). Paper Two concludes by suggesting that 

improving the nursing work environment can not only enhance care delivery and improve 

patient outcomes (Djukic et al., 2013; Institute of Medicine, 2004; Kane et al., 2007), but 

may also provide nurses the favorable working conditions, relationships, and support 

necessary to potentially decrease nurse-reported WPB.  
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Paper Three Findings 

Paper Three focused on the results of qualitative analysis employed to further 

explore how the nursing work environment influences WPB and how nurse-reported 

WPB influences nurses’ abilities to provide patient care. Workplace bullying was 

perceived to be ingrained in the unit’s nursing work environment; nurses felt that they 

were targets of WPB because 1) they were new nurses, 2) there was an abuse of power, 

or 3) the nature of the work occasioned it. First, being a new nurse meant to most “new to 

the nursing profession”; however, in some cases, it meant being new to the unit. New 

nurses were frequently bullied by their preceptors or other nurses with more clinical 

experience during their orientation period or shortly after orientation completion. The 

nurses described situations of feeling hazed or drowning in their work without receiving 

help and expressed a sense of having to earn their place on the unit, which was achieved 

primarily through struggling to perform patient care. Second, the nurses noted that the 

bully was able to acquire and subsequently abuse power that was obtained either through 

their leadership role on the unit (e.g., nurse manager, assistant nurse manager [ANM], or 

charge nurse), the years of nursing experience they had, or by being a “favorite.” Over 

half of the nurses identified the bully as a nurse in a leadership role. Third, the nurses 

expressed that the high-stress, demanding nature of nursing work could often increase 

burden and tensions among nurses and other members of the health care team. The work 

demands not only included workflow and workload, but also the emotional and physical 

demands of patients as the nurses tried to meet their patients’ needs while simultaneously 

suppressing their own. The nurses perceived that work demands naturally developed into 



 

147 
 

patterns of WPB, which further normalized the disruptive behavior within the nursing 

work environment.  

  Additionally, the qualitative study findings expand our understanding of how 

nurses’ experiences of WPB may influence their abilities to provide patient care. 

Interestingly, the nurses’ perceptions were divided. Several nurses expressed that their 

patients were the priority. Although these nurses did not hide how experiencing WPB 

influenced them personally, whether through self-doubt, feelings of defenselessness, or 

emotional distress, they were adamant that patient care was their highest concern and that 

doing what it took to ensure their patient was not impacted negatively was important to 

them. However, other nurses acknowledged that because the bullying influenced them 

personally, created distraction, or decreased their willingness to ask questions or for help, 

consequentially, their ability to provide patient care was negatively influenced.  

Differing bullying severities and duration of exposure, perpetrators, existing 

support levels, and relational aspects of the nurses’ bullying narratives should be 

considered as likely influencers of nurses’ WPB experiences and how WPB influences 

patient care. Additionally, perhaps the differing perceptions among nurses relates to 

individual factors including levels of resiliency, emotional intelligence, or self-efficacy, 

which were not explored in the interviews. These factors have been empirically shown to 

have a mediating role in the relationship between WPB and an individual’s health 

(Anasori et al., 2020; Fida et al., 2018; Hutchinson & Hurley, 2013; Meseguer-de-Pedro 

et al., 2019). 
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Integration 

  In this section, meta-inferences from the integration of the results from the 

quantitative and qualitative study strands are briefly introduced to address the purpose of 

this dissertation, which was to explore the nursing work environment and patient 

outcomes (i.e., nurse-reported quality of care and patient safety grade) associated with 

nurse-reported WPB. Triangulation, or the combining of the quantitative and qualitative 

results, was used to identify components in the two study strands that could enhance our 

understanding of nurse-reported WPB (Creswell et al., 2006). A planned future 

publication (Paper Four) derived from this dissertation will provide a more 

comprehensive integration of study findings. The integrated findings regarding the 

influence of the nursing work environment on WPB and the influence of WPB on patient 

outcomes and/or patient care are presented below. 

 

Influence of the Nursing Work Environment on WPB 

In the quantitative study strand, all five of the nursing work environment domains, 

as measured by the PES-NWI (Lake, 2002) subscales and composite score, were 

significantly associated with nurse-reported WPB. After adjusting for individual (gender, 

age group, race, and education), employment (unit type and hours per week), and 

organizational (region) factors, the nursing foundations for quality care domain had the 

strongest association to nurse-reported WPB (OR = 0.21 [0.15, 0.28], p < 0.0001), 

followed by the nurse participation in hospital affairs domain (OR = 0.28 [0.22, 0.36], p < 

0.0001). Both domains reflect attributes of the nursing work environment that empower 
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nurses through promoting autonomy, increasing nurses’ control over their practice, and 

providing organizational support (Aiken & Patrician, 2000).  

In the qualitative study strand, the nurses were asked to discuss characteristics of 

the nursing work environment that they perceived to influence their experiences of WPB. 

Workplace bullying was considered inherent in the nursing work environment as the 

behaviors experienced by the nurses were attributed to being new to the profession or 

unit, abuses of formal and informal power, and the nature of nursing work demands. Only 

one theme, an abuse of power, aligns with one domain (i.e., nurse manager ability, 

leadership, and support) of the nursing work environment as measured by the PES-NWI. 

Nurse manager ability, leadership, and support focuses on the critical role of the nurse 

manager. Among nurses who were identified as “bullied” in the quantitative study strand, 

the mean score for the nurse manager ability, leadership, and support of nurses domain 

was 2.13 ± 0.79. This mean score indicates that the bullied nurses did not “agree” that the 

desirable attributes of their nurse manager were present in their nursing work 

environment. Although the nurse participants in the qualitative study strand expressed 

that nurses in both formal and informal leadership positions abused power, therefore 

expanding beyond the nurse manager role, this finding supports literature that identifies 

those in leadership and management to be primary perpetrators of WPB (Hoel et al., 

2010; Rayner et al., 2002), and underscores the important role of nursing leadership in 

creating and sustaining healthy nursing work environments (Bowles et al., 2019; Shirey, 

2006). Although leadership styles were not explored in this study, they could explain the 

abuse of power by nurses in formal and informal leadership positions. In the nursing 

literature, authentic leadership has been identified as the preferred leadership style for 
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creating and sustaining healthy nursing work environments that: 1) are respectful and 

fair, 2) have a strong sense of trust among management and employees, 3) value 

communication and collaboration and view individuals as assets, and 4) encourage 

individuals to feel physically and emotionally safe (Shirey, 2006). Due to the strong 

influence leaders have in organizational culture, nurses in formal and informal leadership 

positions who have potentially destructive leadership styles (e.g., autocratic or laissez-

faire) can perpetuate environments that are primed for WPB (Kaiser, 2017).   

The two other themes (i.e., being a new nurse and the nature of the work) that 

were identified through qualitative data analysis do not fully align with the domains of 

the nursing work environment as measured by the PES-NWI in the quantitative study 

strand. Being a new nurse represents two employment factors (i.e., years as a registered 

nurse and years worked on current unit) that were not significantly associated with WPB 

in the quantitative study strand. Although the quantitative and qualitative results are 

conflicting, these findings support literature that demonstrates WPB can transcend 

individual and employment factors (Ariza-Montes et al., 2013; Granstra, 2015; 

Hutchinson et al., 2010; Koh, 2016) and emphasizes the need for multifaceted WPB 

interventions. Further, although being a new nurse is not one of the domains of the 

nursing work environment, the valued status of nurses, the level of support nurses have in 

developing their skillsets and providing quality care, and how well nurses are led and 

managed are represented by three nursing work environment domains including nurse 

participation in hospital affairs; nursing foundations for quality of care; and nurse 

manager ability, leadership, and support. Similar to the low mean score for the nurse 

manager ability, leadership, and support of nurses domain (2.13 ± 0.79), the mean scores 
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for nurse participation in hospital affairs domain (2.38 ± 0.68) and for nursing 

foundations in quality of care (2.79 ± 0.61) were also low among nurses who were 

identified as “bullied” in the quantitative study strand. Thus, all three mean scores 

indicate that the desired attributes, represented by each respective domain, were not 

present in their nursing work environments.  

Perhaps these three domains are especially critical for a nurse new to the 

profession or to a unit. When integrating these results, it appears that providing nursing 

work environments that place value on nurses and the care they provide is important to 

potentially reducing nurse-reported WPB. Further, it is essential for nursing work 

environments to be led by a responsive, supportive, and fair nursing administration (i.e., 

charge nurse, ANM, nurse manager, nurse executive). Improving organizational justice 

and providing adequate support for nurses in all career stages should be a priority for 

nursing and health care organization leaders interested in supporting the nursing 

workforce and decreasing WPB. Because the nursing work environment underlies and 

drives the nursing processes within a health care organization, strategies directed at 

changing and improving the nursing work environment are most effective (Olds et al., 

2017). Thus, further exploration of nursing work environments should occur to develop 

targeted WPB interventions. 
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Table 1 

Influence of the Nursing Work Environment on WPB 

Quantitative results Qualitative results Convergence or divergence 
of datasets 

• Nurse manager ability, 
leadership, and support 
of nurses domain mean 
score = 2.13 ± 0.79 

• Abuse of power 
o Only qualitative 

theme that aligns 
with nursing work 
environment domain 
as measured by the 
PES-NWI 

• Convergence 
o Qualitative findings 

expand our 
understanding of the 
importance of nursing 
leaders beyond the 
nurse manager 

• Years as an RN and 
years worked on 
current unit were not 
significantly associated 
with nurse-reported 
WPB 

• Being a new nurse 
o Represents nurses 

new to the profession 
or new to a unit 

• Divergence 
o The individual 

findings do not 
support each other but 
do support literature 
that suggests WPB 
requires multifaceted 
interventions 

• Nurse participation in 
hospital affairs 
o Mean = 2.38 ± 

0.68  
• Nursing foundations 
for quality of care  
o Mean = 2.79 ± 0.61 

• Nurse manager ability, 
leadership, and support  
o Mean = 2.13 ± 0.79 

• Being a new nurse, 
nature of work + abuse 
of power 
o Represent: 

1. Valued status 
of nurses 

2. Organizational 
support and 
justice 

3. Leadership 

• Convergence 
o Both sets of findings 

enhance each other 
and underscore the 
importance of 
favorable nursing 
work environments 

 

Influence of WPB on Patient Outcomes and Care 

 In the quantitative study strand, nurses experiencing WPB were less likely to 

report good/excellent quality of care (OR = 0.28 [0.18, 0.44], p < 0.0001) or a favorable 

patient safety grade (OR = 0.36 [0.25, 0.51], p < 0.0001). One theme (i.e., bullying 

influences patient care) that emerged in the qualitative study strand represented nurses’ 

perceptions that experiencing WPB negatively affected patient care, whether it was the 

quality of care provided or the patient’s safety, which are distinct but interrelated 
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concepts. Thus, findings from both datasets support the idea that nurses’ experiences of 

WPB negatively influences patient quality and safety outcomes and nurses’ abilities to 

provide patient care. However, using the qualitative data, our understanding of the 

association between nurse-reported WPB and poorer patient outcomes is enhanced as 

nurses described why the bullying influenced their ability to provide patient care. 

Ultimately, nurses perceived that patient care was negatively influenced either indirectly 

through the personal effects of experiencing WPB, including self-doubt, feelings of 

defenselessness, or emotional distress, or directly through increased distraction, an 

inability to think clearly at work, or decreased communication and willingness to ask 

questions or for help. 

Discrepancy, however, was also identified among the quantitative and qualitative 

study strand results regarding the influence of WPB on nurses’ abilities to provide patient 

care. In the quantitative study strand, nurse-reported WPB was negatively associated with 

nurse-reported quality of care and patient safety grade. However, in the qualitative study 

strand, several nurses expressed that their patient was the priority and subsequently felt 

that their experiences of WPB did not threaten their ability to provide patient care, 

especially ensuring the patient’s safety. This discrepancy identified during integration of 

the quantitative and qualitative study strand results suggests that the association between 

nurse-reported WPB and patient outcomes and/or patient care may not be as straight-

forward as generally understood. 

The integrated findings regarding patient care support two sides of a minimal 

amount of existing literature demonstrating the inconclusive influence of nurses’ 

experiences of WPB on patient outcomes and/or patient care. While the quantitative 
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findings indicate a strong, negative association between nurse-reported WPB and patient 

outcomes (i.e., nurse-reported quality of care and patient safety grade) and support the 

majority of published literature, the conflicting qualitative findings provide insight into 

why other research indicates WPB does not influence job performance (Olsen et al., 

2017) or patient safety (Chipps et al., 2013). Individual factors such as resiliency, 

emotional intelligence, selflessness, or self-efficacy, were not explored in this dissertation 

study. Exploring these individual factors could potentially explain why some of the 

nurses participating in the qualitative study perceived WPB to influence their ability to 

provide patient care and why others did not. Interestingly, and as previously noted, 

research indicates that individual factors are not necessarily determinants of whether an 

individual is a target of WPB. However, these factors may be important in determining 

how a nurse reacts to WPB and, consequently, how WPB influences their abilities to 

provide patient care. These possibilities highlight the complexities of the WPB 

phenomenon.  
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Table 2 

Influence of WPB on Patient Outcomes and Care 

Quantitative results Qualitative results Convergence or divergence  
of datasets 

• Nurses experiencing 
WPB were less likely to 
report good/excellent 
quality of care or a 
favorable patient safety 
grade 

• Bullying influences 
patient care 
o Indirectly  

 Mental/ 
emotional 
impact 

o Directly  
 Increased 

distraction 
 Inability to 

think 
clearly 

 Decreased 
willingness 
to ask 
questions or 
for help 

• Convergence  
o Qualitative findings 

enhance our 
understanding of why 
patient care is 
influenced when a 
nurse experiences 
WPB 

• Nurses experiencing 
WPB were less likely to 
report good/excellent 
quality of care or a 
favorable patient safety 
grade 

• My patient is my 
priority 

• Divergence 
o Qualitative findings 

provide insight into 
possible explanations 
for why existing 
research indicates 
WPB does not 
influence job 
performance or patient 
safety   

 

Overall, this dissertation study supports research demonstrating that WPB can 

transcend individual and employment level factors and reinforces the need to develop 

organizational-level WPB interventions. Such interventions should target improvements 

in each of the five identified characteristics of the nursing work environment. Further, 

this study provides additional and supporting evidence regarding the link between nurse-
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reported WPB and patient outcomes and/or patient care. Although more is understood, 

the link remains inconclusive and therefore warrants further exploration. 

 

Limitations 

There are several limitations to this dissertation study. The first limitation is based 

on variables used during the quantitative study strand. Global, one-item measures were 

used in the Alabama Hospital Staff Nurse Study to assess patient outcomes (i.e., nurse-

reported quality of care and patient safety grade). Further, the nurses who responded to 

the Alabama Hospital Staff Nurse Study survey were not asked to rate the quality of 

nursing care and patient safety grade in the context of experiencing WPB. This may have 

affected the quantitative results pertaining to the association between nurse-reported 

WPB and patient outcomes (i.e., nurse-reported quality of care and patient safety grade). 

Although use of these one-item measures limits our understanding of the complexity of 

quality care and patient safety in relation to nurse-reported WPB, other health services 

researchers have successfully utilized these one-item measures and have reported results 

that indicate their good predictive validity (McHugh & Stimpfel, 2012; Sochalski, 2004; 

Sorra & Dyer, 2010). This research provides evidence that nurses’ perceptions of the 

quality and safety of health care are valuable (McHugh & Stimpfel, 2012). Thus, 

although quality of care and patient safety are complex concepts to assess in research, the 

use of these one-item measures in the quantitative study strand is acceptable based on 

previous empirical research. 

 Next, during the qualitative strand, purposeful sampling was used to collect data 

from nurses who have experienced WPB. However, there were differences in inclusion 
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criteria for both the quantitative and qualitative study strands. In the qualitative study 

strand, not all nurses had experienced WPB for at least six months, and some had 

experienced WPB more than one year ago. Obtaining nurses’ perceptions of their 

previous WPB experiences introduces issues pertaining to memory disintegration and 

recall bias (Schat et al., 2006). In addition, data from the two study strands were collected 

from different nursing samples. Preferably, the qualitative strand would have included a 

subsample of nurses who responded to the Alabama Hospital Staff Nurse survey. 

Unfortunately, identification of survey respondents was not possible because no survey 

identifier was used. Such sampling issues limit interpretive consistency and the ability to 

generate meta-inferences during integration (Collins & Onwuegbuzie, 2013; 

Onwuegbuzie & Johnson, 2006). However, both nursing samples were inclusive of only 

inpatient staff nurses working in acute care hospitals in the same region. 

 

Implications 

 In this section, implications of this study will be addressed for nursing/health care 

organization leaders and the research community. 

 

Implications for Nursing/Health Care Organization Leaders 

 Currently, there is limited evidence to indicate the value of one WPB intervention 

over another, which makes it difficult for nursing/health care organization leaders to 

manage the issue (Stagg & Sheridan, 2010). Although additional research exploring the 

association between the nursing work environment and nurse-reported WPB should be 

conducted, the findings from this dissertation study provide nursing/health care 
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organization leaders a beginning focus for targeting attributes of the nursing work 

environment that may be influencing nurses’ experiences of WPB. Further, although the 

perpetrators of WPB were unable to be identified in the quantitative study strand, the 

qualitative results suggest that nursing leaders and those with more clinical experience 

are frequently the perpetrators of the bullying behaviors. The nurses also perceived that 

the persistence of WPB within the nursing work environment was because the 

perpetrators held leadership roles. Unfortunately, this finding is in line with other WPB 

research (Cleary et al., 2010; Namie, 2017; Vessey et al., 2009) and is not surprising, as a 

power gradient between the bully and target is a defining attribute of WPB (Anusiewicz 

et al., 2019; Nielsen & Einarsen, 2018).  

However, there are different types of power that relate to WPB (Prestia, 2018). In 

the qualitative study, the primary power types described were informational and 

legitimate power, as nurses with more experience or working in leadership roles were 

commonly reported as the bully. Thus, and echoing the call from The Joint Commission 

(TJC, 2016), those in nursing/health care organization leadership must be aware of their 

influence in creating and sustaining a favorable, civil nursing work environment that 

minimizes WPB. Bringing awareness to the behavior within the nursing work 

environment, coupled with continuing education regarding appropriate professional 

behaviors and ensuring that all health care workers, including those in leadership roles, 

are held accountable for modeling desirable behaviors, can potentially help decrease 

WPB prevalence. Establishing favorable nursing work environments characterized by a 

caring culture can be difficult to sustain, especially in health care organizations that are 

demanding and complex (Prestia, 2018). However, nursing and health care organization 
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leaders must diligently work to prioritize improving nursing work environments to better 

nurse, patient, and health care organizational outcomes.  

Lastly, improving clinician well-being is becoming an increasing interest in health 

care organizations as an important part of improving the U.S. health care system 

(National Academy of Medicine, 2019). Thus, the findings from this study may assist 

leaders within other health care disciplines in supporting their workers. The nursing work 

environment represents the organizational factors important to aspects of nursing; 

however, other health care workers, including physicians; occupational, physical, and 

respiratory therapists; and patient care technicians, also work within the health care 

organization. Considering that working in health care increases the likelihood of 

experiencing WPB (Namie, 2013), the findings from this dissertation can potentially be 

transferable to other health care disciplines and work environments within health care 

organizations. Thus, leaders within health care organizations should consider the 

applicability of findings from this study to improve the work environments of their 

respective disciplines.  

 

Implications for Research 

 Due to the methodological concerns surrounding WPB research, it is crucial for 

researchers interested in exploring WPB to 1) clearly delineate WPB from other forms of 

disruptive workplace behaviors to decrease conceptual confusion, 2) acknowledge the 

limitations regarding the measurement approaches used to assess WPB, and 3) describe 

in detail the analysis conducted to determine bully classification. Adhering to these 

suggestions will facilitate the comparison of WPB studies, which is crucial to 
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determining more accurate prevalence rates and understanding the impact and 

implications of WPB. Additionally, exploring WPB as a process is necessary to further 

understand how WPB evolves, escalates, and de-escalates. Research findings and 

implications can be strengthened if researchers remain aware of the methodological 

limitations of exploring WPB and adhere to methodological recommendations described 

in the literature.   

 

Future Research 

  Future research in line with this dissertation includes: 1) a mediation analysis, 2) 

use of direct patient outcomes and exploring individual factors that may influence the 

link between nurse-reported WPB and patient outcomes and/or patient care, and 3) 

testing the effectiveness of multifaceted WPB interventions. First, based on the 

significant associations between the nursing work environment and nurse-reported WPB, 

and nurse-reported WPB and patient outcomes (i.e., nurse-reported quality of care and 

patient safety grade) found in this dissertation study, research should be conducted to 

determine if nurse-reported WPB is a potential mediator between the nursing work 

environment and patient outcomes. This would further inform the development of 

organizational-level WPB interventions, wherein through targeting the domains of the 

nursing work environment most associated to nurse-reported WPB, researchers and 

nursing/health care organization leaders can perhaps more effectively decrease the 

behavior. However, variations in nursing work environments may occur within and 

across health care organizations, as not all are managed the same or achieve the same 

levels of important work environment characteristics, including staffing or support from 
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administrators (Clarke & Aiken, 2008; Lake & Friese, 2006) Thus, it is important to 

further explore differing nursing work environments using the PES-NWI to determine 

which domains to target for environment-specific intervention development.  

Second, to further determine the influence that nurse-reported WPB has on patient 

outcomes and/or patient care, future research should use direct patient outcomes archived 

on public domains (e.g., www.cms.gov). Use of direct patient outcomes data would not 

only further our understanding of the influence of nurse-reported WPB on patient 

outcomes and care delivery, but would also increase the rigor of research in this area and 

further assist in evaluating the impact of nursing on health care. Additionally, future 

research should explore individual factors (e.g., resiliency, emotional intelligence, 

selflessness, or self-efficacy) that may potentially explain why some nurses perceive 

WPB to influence patient care and others do not. Lastly, research is needed to test the 

effectiveness of WPB interventions that incorporate both individual and organizational-

level strategies to decrease WPB in nursing work environments. Doing so would further 

guide intervention development and research. 

 

Conclusions 

 High quality, safe patient care is a fundamental expectation of an efficient and 

effective health care system (Institute of Medicine, 2001; Laschinger, 2014). To achieve 

this expectation, discussions of health care quality, efficiency, and nursing care must be 

harmonized (Needleman & Hassmiller, 2009). As health care organizations continue to 

develop and implement strategies to better patient outcomes, identifying and minimizing 

issues within the nursing work environment that may negatively influence nurse well-

http://www.cms.gov/
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being are important to explore. Nurse-reported WPB is a commonly experienced 

systematic workplace problem that threatens nurse well-being and hinders better nurse, 

patient, and organizational outcomes (American Nurses Association, 2015; Hutchinson et 

al., 2010; TJC, 2008, 2016). Thus, efforts to create and sustain favorable nursing work 

environments continue to be paramount in health care safety and quality improvement 

initiatives as they allow nurses, unencumbered by WPB, to provide optimal nursing care.  
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