Received: 27 January 2022 | Revised: 11 April 2022

Accepted: 5 June 2022

DOI: 10.1002/nop2.1280

RESEARCH ARTICLE

NursingOpen ) WILEY

Creating respectful workplaces for nurses in regional acute
care settings: A quasi-experimental design

Natasha Hawkins®
Matthew Clapham®

1The School of Nursing & Midwifery, The
University of Newcastle, Taree, New
South Wales, Australia

2The School of Nursing & Midwifery,
Faculty of Medicine and Health,
University of Sydney, Sydney, New South
Wales, Australia

3Department of Rural Health, The
University of Newcastle, Taree, New
South Wales, Australia

“The School of Nursing & Midwifery, The
University of Newcastle, Ourimbah, New
South Wales, Australia

5School of Nursing University of
Wollongong, NSW Australia Associate
Professor Australian Health Services
Research Institute (AHSRI) University of
Wollongong, New South Wales, Australia

SHunter Medical Research Institute, Lot 1
Kookaburra CCt, New Lambton Heights,
New South Wales, Australia

Correspondence

Natasha Hawkins, The School of Nursing
& Midwifery, The University of Newcastle,
Taree, New South Wales, Australia.

Email: tash.hawkins@newcastle.edu.au

Funding information

This work received no specific grant from
any funding agency in the public, commercial,
or not-for-profit sectors; however, the
University of Newcastle contributed towards
the cost of data analysis.

| Sarah Yeun-Sim Jeong? | Tony Smith® | Jenny Sim*?®

Abstract

Aim: To examine self-reported exposure and experiences of negative workplace be-
haviour and ways of coping of nursing staff before and after educational workshops.
Design: A Quasi-experimental design.

Method/Setting/Participants: Data were collected pre- /postworkshops using a
structured questionnaire. Nurses (N =230) from 12units in four regional acute care
hospitals were invited to complete a pre-intervention survey. Educational workshops
were then implemented by the organization at two of the hospitals, after which, fol-
low-up surveys were undertaken.

Results: There were 74 responses in the pre-intervention and 56 responses in the
postintervention time period. There were 111 participants who attended the educa-
tional intervention, 20% (n =22) completed the follow-up survey. Participants were
more likely exposed to work-related bullying acts and they used problem-focused
coping strategies and sought social support as a way of coping when exposed to
the negative behaviours. Overall, there was a decrease in both bullying and inci-
vility experienced by participants; however, our findings were unable to establish
that a statistically significant difference was made due to the implementation of the
intervention.

Study Registration: Australian New Zealand Clinical Trials Registry (Registration No.
ACTRN12618002007213; December 14, 2018).
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1 | INTRODUCTION

Despite the International code of ethics for nurses stating that
nurses should maintain “a collaborative and respectful relationship
with co-workers in nursing and other fields” (ICN, 2012), nurses
often liken their workplace to that of a battlefield (Darbyshire,
Thompson, & Watson, 2019; Farrell, 2001; Hawkins, Jeong, &
Smith, 2019). The internal conflict related to hierarchical stand-
ing, status and power in nursing persist (Hawkins et al., 2019;
Mikaelian & Stanley, 2016), with negative workplace behaviour
noted to impact upon nurses' job satisfaction even more than
salary (Simons, 2008).

2 | BACKGROUND

There are varying terms used interchangeably in the literature to de-
scribe the conflict and negative behaviours experienced by nurses
(Hawkins et al., 2019). Terms include, but are not limited to bullying,
incivility, horizontal violence, harassment and lateral violence (Clarke,
Kane, Rajacich, & Lafreniere, 2012; Hawkins et al., 2019). Although
used interchangeably, in reality the terms describe fluctuating levels of
behaviour by different perpetrators (Hawkins, Jeong, & Smith, 2021a,
2021b). Most definitions emphasize that negative acts must be re-
peated in order to be classified as bullying and harassment; however,
it is suggested that a single serious episode may also fit the definitions
(Einarsen, Hoel, & Notelaers, 2009). Due to the lack of a universally
accepted definition and the subjectiveness of bullying behaviours, the
actual pervasiveness is difficult to assess (Hawkins et al., 2019; Healy-
Cullen, 2017; Mikaelian & Stanley, 2016). Nevertheless, the subjective
element of the victim's perception needs to be recognized alongside
other discernible measures (Healy-Cullen, 2017).

Negative workplace behaviour has been described as a “silent ep-
idemic” (Murray, 2009), with victims and witnesses often hesitating
to speak up and report the behaviours (Mikaelian & Stanley, 2016;
Salvador et al., 2021). Consequently, negative behaviours often go
unreported and, in some cases, are accepted as the cultural “norm”
in the profession (Darbyshire et al., 2019; Hawkins et al., 2019;
Mikaelian & Stanley, 2016; Salvador et al., 2021). Despite the dif-
ferences in the reported incidence and prevalence, research has
consistently shown the adverse effects of such behaviour (Clarke
et al., 2012; Hawkins et al., 2019). Negative workplace behaviours
have been found to have damaging impacts upon individual
nurses emotional and physical health (Mikaelian & Stanley, 2016;
Salvador et al., 2021) and on quality of care and patient outcomes
(McNamara, 2012; Roche, Diers, Duffield, & Catling-Paull, 2010).
Research also indicates that ongoing negative behaviours impact
on organizations, being associated with high staff turnover, burn-
out and increased absenteeism and having the potential to damage
the reputation of organizations (Mikaelian & Stanley, 2016) and the
nursing profession.

As noted previously (Einarsen et al., 2009), negative workplace
behaviours can be classified into three categories: work-related
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bullying (e.g. unmanageable workloads or withholding informa-
tion); person-related bullying (e.g. being humiliated or ignored);
and physically intimidating bullying (e.g. being shouted at or even
threats of violence). There are many organizational factors, such
as culture, workload, stress levels and leadership styles that have
been identified as contributing to the prevalence of negative be-
haviour in the workplace (Karatuna, Jénsson, & Muhonen, 2020;
Wolf, Perhats, Delao, & Martinovich, 2021). Research also in-
dicates there are various antecedents that place individuals at
higher risk of exposure to negative workplace behaviour (Karatuna
et al.,, 2020). These include: the area of employment (e.g. high-
intensity areas); personality traits (e.g. low assertiveness); age;
length of service; years of experience; and being part of ethnic

minority (Karatuna et al., 2020).

2.1 | Ways of coping

Another antecedent that has been identified in the literature is
the coping response of individuals when exposed to negative
workplace behaviour (Brande, Baillien, De Witte, Vander Elst, &
Godderis, 2016). Coping refers to a person’s cognitive and be-
havioural responses to manage or reduce a problem or stressor
(Folkman & Lazarus, 1985). These coping responses have been de-
scribed as being either problem-focused (dealing with the problem)
or emotion-focused (regulating emotions) (Folkman & Lazarus, 1985;
Hewett, Liefooghe, Visockaite, & Roongrerngsuke, 2018). The de-
gree to which an individual feels they can alter the problem or
stressor influences the type of coping response in any given situa-
tion (Folkman, Lazarus, Dunkel-Schetter, DelLongis, & Gruen, 1986;
Hewett et al., 2018). Problem-focused coping is used when an indi-
vidual feels the stressor can be altered, while emotion-focused cop-
ing is used when an individual acquiesces, accepting that nothing can
be changed (Folkman et al., 1986; Hewett et al., 2018; Senol-Durak,
Durak, & Elag6z, 2011). There can be negative psychological con-
sequences for the individual when there is a discrepancy between
their coping response and their actual ability to modify the stressor
(Vitaliano, DeWolfe, Maiuro, Russo, & Katon, 1990).

2.2 | Aregional perspective

The organizational impacts of negative workplace behaviour men-
tioned above are of particular concern in rural and regional health
facilities, which are already facing shortages of nursing workforce
(Jones, Rahman, & Jiaging, 2019). With the disparity in the distri-
bution of the nursing workforce between metropolitan and non-
metropolitan areas, there is ongoing international concern about
the future nursing staffing levels for rural and regional areas (Jones
et al., 2019; Trépanier, Gagnon, Mbemba, et al., 2013). Recruitment
and retention of nurses in those areas remains a challenge and, unfor-
tunately, the effects of such nursing shortages have been shown to
result in increased workloads, stress and difficult working conditions
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for those employed (Jones et al., 2019; Trépanier et al., 2013). In a
self-perpetuating cycle, increased workload and stress levels increase
likelihood of exposure to negative workplace behaviour (Hutchinson,
Wilkes, Jackson, & Vickers, 2010), which reduces staff retention.

2.3 | Justification for this study

Despite previous extensive research being undertaken, negative
workplace behaviour among nurses continues to be problematic
(Hartin, Birks, & Lindsay, 2019; Hawkins et al., 2019). This ongoing
negative culture must be addressed, particularly in rural and re-
gional areas, where staff recruitment and retention are challenging
(Trépanier et al., 2013). There is a scarcity of research examining strat-
egies implemented in acute care settings to address negative behav-
iour experienced by nurses. The existing knowledge about negative
behaviour mitigation needs to be strengthened, with very few stud-
ies having included comparison or control groups (Olsen et al., 2020).
Furthermore, very little evidence exists about the ways of coping of
nurses when exposed to negative behaviours and whether this is as-

sociated to the types of negative behaviour they are exposed to.

2.4 | Studyaim

Due to the different terms used, this study will use the term negative
workplace behaviour to encapsulate both the higher-level behav-
iours of bullying and the lower level, often tolerated, behaviours of
incivility. In response to the need for a comparative study, this study
aimed to investigate the self-reported exposure to and experiences
of negative workplace behaviours and ways of coping of nursing
staff before and after an implementation of an educational inter-
vention at four comparable-sized regional acute care hospitals with
same Local Health District in New South Wales (NSW), Australia.

The null hypotheses are that:

e There will be no statistically significant difference in self-reported
exposure to and experiences of negative workplace behaviours
between nurses at intervention compared to control sites; and

e There will be no statistically significant difference in self-reported
exposure to and experiences of negative workplace behaviours
among nurses after compared to before the intervention.

3 | METHODS

3.1 | Study design

The overarching study used a mixed method, sequential explanatory
design (Yu, 2009) with an embedded experimental component. The
study protocol (IRRID: PRR1-10.2196/18643) is reported elsewhere
(Hawkins et al., 2021a). This paper reports on the quantitative, ex-
perimental component and the implementation of the Respectful

Workplace Workshops by the Local Health District. Figure 1 illus-

trates that component of the study design.

3.2 | Setting and participants

This study included 12 medical or surgical wards in the four regional
acute care hospitals. The hospitals were selected due to being similar
size, with similar provision of services and case mix. Their co-location
in the same Local Health District meant that all four hospitals were
under the same executive leadership and were subject to the same bul-
lying and negative workplace behaviour policies and the same human
research ethics governance. However, the sites chosen are geographi-
cally separated to minimize potential contamination due to study sub-
jects communicating across sites during the intervention period. The
total targeted population at the time of Strand 1 data collection was
230 nurses and included new graduate nurses in their first 12months
of practice, Registered Nurses who had been employed for more than
1 year at a minimum of 0.6 full-time equivalent and senior Registered
Nurses in permanent leadership roles, comprising of nurse unit manag-
ers, clinical nurse educators and clinical nurse specialists.

During initial planning stages, nine employees across the
four hospitals were identified as having previously attended the
Respectful Workplace Workshops at other hospitals in the Local
Health District. Due to the low number of previously exposed par-
ticipants across the 12 wards; however, the risk of contamination
bias at a site level was considered minimal (Hawkins et al., 20213,
2021b). Nevertheless, these and any other participants who had
previously attended the workshops were excluded by an initial
survey screening question, “Have you previously completed the
Respectful Workplace Workshops?” Remaining participants were
allocated into clusters according to the hospital at which they
worked, and the survey participants were a volunteer sample from
each of the four hospitals. Preliminary sample size calculation as-
sumed a 30% response rate (n = 69) with 5% type 1 error and 80%
power to detect an effect size equivalent to 0.7 of the standard
deviation, thus necessitating recruitment of a minimum of 35 par-
ticipants for both the intervention and control arms of the study

(see Figure 1).

3.3 | Data collection
After ethics approval and initial stakeholder consultation with
Directors of Nursing, the principal investigator (NH) visited each
ward to present about the research aims and hand out recruitment
packages, which contained the participant information statement
and the various questionnaires, as explained in detail elsewhere
(Hawkins et al., 2021a, 2021b). The questionnaire included three
parts, as follows
e Purpose-designed instruments to collect data about:

e Demographic characteristics

o Self-assessment of exposure to bullying and incivility
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FIGURE 1 Flow chart showing the
study data collection and analysis

Stakeholder Engagement ]

[ Ethics approval obtained from University and Local Health District (LHD) ]

[ Recruitment: Nursing staff in the Medical and Surgical Units at 4 hospitals in the LHD ]

Two ‘intervention’ hospitals and ‘two control’ hospitals

Intervention sites
(Workshop delivered)

Control sites
(No workshop delivered)

’ Hospital A ‘ ’ Hospital B ‘

’ Hospital C ‘ ’ Hospital D ‘
UnitD Unit J
Unit E UnitK

Unit L

STRAND 1: Baseline Data Collection (0 to 1 month)

Method: Survey
Sample: Nurses meeting criteria from both Intervention and Control sites

Respectful Workplace Workshops

Method: Face to face workshop delivery
Sample: Volunteer sample

STRAND 2: Follow-up Data Collection (5 to 11 months)

Method: Survey
Sample: Nurses meeting criteria from both intervention and control sites

Comparative Data Analysis

e The Negative Acts Questionnaire—Revised (Einarsen et al., 2009),
an instrument consisting of 22 items measuring exposure to neg-
ative workplace behaviours, with response alternatives on a 5-
point Likert-type scale, where the higher the score, the greater
the frequency of exposure to negative acts.

e The Ways of Coping Questionnaire (Folkman & Lazarus, 1985),
a 66-item instrument designed to examine coping processes in
stressful encounters.

Permission from the original authors was granted to use the
instruments. The pre-intervention surveys were first distributed
in March 2018 and postintervention surveys were distributed
in August 2018. Participants need not have completed the pre-
intervention survey to complete the follow-up. Questionnaires
could be completed in either hardcopy or online via Redcap (Harris
et al., 2009), a secure web-based application for building and man-
aging web-based surveys and databases. The clinical nurse educa-
tors at each hospital were sent reminder emails to distribute to all
potential respondents 2 and 4 weeks after the initial distribution
of the survey. Completed hardcopies could be returned either by
depositing them into brightly coloured boxes left in each ward’s
tearoom or by posting directly to the research team in reply-paid
envelopes that were given.

3.4 | The intervention

The Respectful Workplace Workshops comprised of three copy-
righted face-to-face training modules that were developed and de-
livered by the Local Health Districts' Respectful Workplace Team at
the two intervention sites. The aim of the modules was to promote
respectful workplace behaviour by improving communication be-
tween staff members for the purpose of recognizing, managing and
mitigating negative workplace behaviour (HNELHD, 2016). Training
occurred independently at each of the sites and all the facilitators
were pre-trained and adhered to the proposed course outline to
ensure standardized delivery of training across the two sites. The
workshops were made available to staff on various days at each site
over a three-month period, in order to increase attendance and mini-
mize disruption to work rosters.

Modules 1 and 2 required 2 hours of contact time and, to assist
with rostering, the team combined modules 1 and 2 into a sin-
gle four-hour workshop. Module 3 was for nurse unit managers
only and required a further 4 hours of face-to-face contact. The
first two modules aimed to challenge participants and encourage
reflection on responsibilities and contributions to support a re-
spectful workplace. Those modules provided participants with a
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structured conversation template to assist with clear, direct and
respectful communication, allowing for role-playing of these con-
versations to assist the translation of theory into practice. The
third module explored managers' roles in supporting the respect-
ful workplace and aimed to improve managerial skills by using res-
olution pathways and coaching of other staff. The modules used a
combination of training methods, including role-play, brainstorm-
ing, didactic teaching with PowerPoint presentations and work-
books. The use of a multicomponent intervention consisting of
information sharing, skill application and reflective processing is
supported in the literature to address incivility in nursing (Olsen
et al., 2020).

3.5 | Dataanalysis

Statistical analyses were performed using SAS v9.4. Numbers and
percentages of observations and, where relevant missing values,
were tabulated. Due to low counts, nurse unit managers, clinical
nurse educators and clinical nurse specialists were combined to
form the leadership Registered Nurses' category. Fisher’s exact test
was used for categorical data instead of a chi-squared test due to
low expected counts. Student’s t-test was used for mean difference
and Wilcoxon rank sum test for median to compare demographic
variables between control and intervention groups in the postint-
ervention time period and between pre- and postintervention. Age
was included as an ordinal variable in all demographic association
regressions. The parameter estimates for age can be interpreted
as increasing from any age category to the next highest category
changes the mean/median domain score by the parameter estimate.

Each question in the Negative Acts Questionnaire—Revised was
answered on a scale of 1 to 5, where: 1 =never; 2 =now and then;
3 =monthly; 4 =weekly and 5 =daily; however, scores were dichoto-
mized for the purpose of statistical analysis so that a score of 1 =no
exposure to negative acts and 2 or above indicated some exposure.
Negative act domain scores were calculated as the sum score from
each set of items in the domains. The association between demo-
graphic variables and the negative act domains were assessed using
quantile regression. Each domain score was regressed on demo-
graphic variables including parameters for the study design variables:
intervention/control; pre- /postintervention; and the intervention
time interaction. Parameter estimates with 95% confidence intervals
and p-values were derived using the re-sampling method.

For the Ways of Coping Questionnaire, each item was an-
swered on a scale of O to 3, where: O =not used; 1 =used some-
what; 2 =used quite a bit; and 3 =used a great deal. Each item was
then dichotomized, with a score of O meaning the strategy was not
used and 1 to 3 that it was used. Ways of Coping domain scores
were calculated as the sum from each set of items in the domains,
though not all items are used in calculating domain scores. The Ways
of Coping domains were assessed with multiple linear regression,
with each domain score regressed on demographic variables, includ-
ing parameters for the study design variables, as for Negative Acts

Questionnaire—Revised domains (above). Parameter estimates with
95% confidence intervals and p-values are given, with Huber-White
standard errors and confidence intervals also given. If there was a
relatively small number of responses missing in the domain, then
those missing questions were replaced with the average score for
that person; otherwise, that person was left out of analysis.

Changes in outcomes over the study were assessed with nor-
mal, quantile or logistic regressions where appropriate. Variables
included time (pre-/post-) treatment (intervention/control) and
treatment/time interaction. Parameter estimates or odds ratios,
95% confidence intervals, p- values for changes over time in inter-
vention and in control were calculated.

4 | RESULTS

There were 74 responses (32%) in the pre-intervention time pe-
riod, which included 28 in the control and 46 in the intervention
group, and 56 responses (24%) in the postintervention time pe-
riod, which included 19 in the control and 37 in the intervention
group. A total of 28.5% of participants (n = 16) from the postint-
ervention survey were matched as having also completed the pre-

intervention survey.

4.1 | Demographics

Table 1 shows a summary of the demographic variables in both the
pre- and postintervention data collection periods. The majority of
participants were female (n = 115, 88%) aged under 35years (n = 68,
53%) and had been working as a Registered Nurse for an average
of 10.4years, with an average of 73.8 hr of work per fortnight at
the time of data collection. Participants included new graduate
nurses (n = 38, 29%), Registered Nurses (n = 66, 51%) and leader-
ship Registered Nurses (n = 26, 20%). The participants worked on
medical wards (n = 81, 62%) and surgical wards (n = 49, 38%). Only
one demographic variable was statistically significant between the
pre- and postintervention surveys. Due to the time lapse between
the two data collection points, the new graduate nurses had been
employed for longer in the second survey (p =<0.001).

Over the three-month intervention period, a total of 13 work-
shops were held across the two intervention sites, with a total of
111 participants attending. This included 28 new graduate nurses,
3 nurse unit managers and 80 Registered Nurses. Out of those 111
participants, 20% (n = 22) completed the postsurvey. Those partic-
ipants included 8 new graduates (36%), 7 Registered Nurses (32%)
and 7 leadership Registered Nurses (32%) (See Table 1).

4.2 | Exposure to bullying and incivility

Table 2 shows the numbers and percentages of those participants
who self-identified exposure to bullying and incivility in the month
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TABLE 1 Demographics and descriptive characteristics of participants for both pre- and postintervention data collection

Variable Category Pre (n = 74)
Gender Female 68 (92%)
Male 6(8.1%)
Missing 0
Age 18-25 20 (28%)
26-35 19 (26%)
36-45 13 (18%)
46-55 10 (14%)
56-65 10 (14%)
Missing 2
Aboriginal or Torres Strait No 72 (99%)
Islander Yes 1 (1.4%)
Missing 1
Position NGN 20 (27%)
RN 43 (58%)
LNR 11 (15%)
Missing 0
NGN Employed under TPP No 2 (10%)
Yes 18 (90%)
Ward Medical 46 (62%)
Surgical 28 (38%)
Missing 0
Months as a NGN n 19
Mean (SD) 3.63(2.03)
Median (min, max) 3(1,10)
Years in current position n 67
Mean (SD) 9.49 (11.6)
Median (min, max) 6 (0.1, 44)
Years as an RN n 67
Mean (SD) 11.4(12.8)
Median (min, max) 6.3(0.2,44)
Work hours per fortnight n 74
Mean (SD) 73.8(9.4)
Median (min, max) 79 (48, 80)
Workshop attendees NGN 0
RN 0
LNR 0

Post (n = 56) Total (n = 130) p-Value
47 (84%) 115 (88%) 0.177
9 (16%) 15 (12%)

0 0

16 (29%) 36 (28%) 0.949
13 (24%) 32 (25%)

8 (15%) 21 (17%)

10 (18%) 20 (16%)

8 (15%) 18 (14%)

1 3

51 (93%) 123 (96%) 0.164
4(7.3%) 5(3.9%)

1 2

18 (32%) 38 (29%) 0.115
23 (41%) 66 (51%)

15 (27%) 26 (20%)

0 0

7 (39%) 9 (24%) 0.058
11 (61%) 29 (76%)

35 (63%) 81 (62%) 1.000
21 (38%) 49 (38%)

0 0

18 37

7.25(2.44) 5.39 (2.87) <0.0001?
7.25(3, 10) 5(1, 10) 0.0003°
56 123

6.31(9.23) 8.04 (10.7) 0.100°
2(0.17,42) 4.5(0.1,44) 0.117°
40 107

8.75 (11.9) 10.4 (12.5) 0.285°
0.92 (0, 36) 6 (0, 44) 0.124°
56 130

73.8(7.79) 73.8 (8.71) 0.978?
76 (40, 80) 76 (40, 80) 0.324°
8 (36%) 22 (20%)

7 (32%)

7 (32%)

Abbreviations: LNR, RNs in leadership or management roles; NGN, New graduate nurse; RN, Registered Nurse; TPP, Transition to practice program.

aStudents' t-test.
bMann-Whitney U-test.

prior to the data collection points. Across the total sample (n = 130)
31% of participants (n = 40) had experienced bullying. Overall, there
was less bullying experienced in the postintervention period, 27%
compared to 34% in the pre-intervention survey (See Table 2). There
was a decrease in both the intervention group and control group,
from 37% to 31% and from 29% to 21%, respectively. The odds
of having been bullied over the previous month were 33% less in

the control (OR 0.67 95%Cl 0.2 to 2.7) and 25% less in the inter-
vention group (OR 0.75 95%Cl 0.3 to 1.8). The intervention odds
ratio was 13% higher than the control odds ratio (OR 1.13, 95%Cl
0.2 to 5.8), meaning that, although not statistically significant, the
intervention group experienced less of a reduction in bullying than
the control group (See Table 2). Out of the 11 participants who in-
dicated they had experienced bullying in the previous 1 month, 5
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were participants who had attended the workshops. For those who
experienced incivility (n = 18), 11 were participants who attended
the workshops (See Table 2).

Participants who indicated they had experienced bullying
were asked to identify the perpetrators. They were able to select
multiple answers to reflect their bullying experiences. There was
a total of 42 responses from 25 participants who reported being
bullied in the pre-intervention survey and 29 responses from the
15 participants who reported being bullied in the postinterven-
tion survey. Overall, in the pre-intervention period, 48% (n = 12)
of participants identified managers as being the main perpetrator
of bullying; however, in the postintervention period, 73% (n = 11)
of participants identified Registered Nurse colleagues as the main
perpetrators.

There was a total of 59 participants (46%) in the study who re-
ported an exposure to incivility in the month prior to participating in
the surveys. Overall, there were fewer participants who experienced
incivility in the postintervention time period, 41% compared to 49%
in the pre-intervention survey (See Table 2). There was a decrease in
the number of participants who experienced incivility in the control
group from 57% to 26%; however, the intervention group reported a
rise from 44% to 50%. The odds of having experienced ‘incivility’ over
the last month were 73% less in the control (OR 0.27, 95%Cl 0.1 to 1)
and 25% more in the intervention group (OR 1.25, 95%Cl 0.5 to 3).
The intervention group odds ratio was over 4 times higher than that
of the control group (OR 4.67, 95%Cl 0.9 to 23), meaning that the con-
trol group reported a greater reduction of incivility over the previous
month, although again not statistically significant (See Table 2).

Similar to bullying behaviours, participants who indicated that
they had experienced incivility were also asked to identify the
main perpetrators of the uncivil behaviours. There was a total of
61 responses from 36 respondents in the pre-intervention sur-
vey and 32 responses from 23 respondents after the workshops.
Registered Nurse colleagues were identified as being the main
source of incivility in both the pre- (42%, n = 15) and postinterven-
tion (57%, n = 13) surveys. This was followed by managers, with
33% (n = 12) and 39% (n = 9), respectively, experiencing incivility
from managers. Students were the only designation not identified
as being perpetrators of either bullying or incivility across either

survey.

4.3 | Types of negative acts experienced

The most commonly reported negative acts experienced by par-
ticipants across all sites in both surveys included being exposed
to an unmanageable workload (75%, n = 97), having opinions and
views ignored (49%, n = 64), being given tasks with unreasonable
targets or deadlines (48%, n = 63), being humiliated or ridiculed
in connection with your work (47%, n = 61), someone withhold-
ing information, which affects your performance (44%, n = 57)
and being ignored or excluded (44%, n = 57; See Table S1). The
least commonly experienced negative acts across all sites in both
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TABLE 4 Correlation between negative acts and ways of coping
total scores

Pearson correlation

Pre- /postintervention N coefficient p-Value
Pre-Intervention 71 0.25 0.035
Postintervention 50 0.12 0.409

surveys included having practical jokes carried out by people you
do not get along with (8.5%, n = 11), threats or violence or physi-
cal abuse (13%, n = 17), hints or signals that they should quit their
job (17%, n = 22), being the subject of excessive teasing and sar-
casm (19%, n = 25) and being isolated from supportive peers (22%,
n = 29; See Table S1).

About the pre- and postintervention periods. For Domain
1—Work-related bullying exposure, the intervention group had a
median score change of -2 (95%Cl = -5.5 to 1.5) from the pre-
intervention time period (See Table 3). The difference between
the intervention and control groups in postintervention for
Domain 1—Work-related bullying exposure was 2 (95%Cl = -3.7 to
7.7), meaning that the intervention group decreased less than the
control group. There was also a statistically significant decrease in
the postintervention period in Domain 3—Physically intimidating
bullying in the intervention group (p = 0.041; See Table 3).

4.4 | Ways of coping

Participants used a variety of ways of coping when exposed to nega-
tive workplace behaviours. The most common ways of coping used
by participants for both the control and intervention sites for pre-
and postintervention surveys included concentrating on what they
had to do next (91%, n = 113); Trying to analyse the problem in order
to understand it better (90%, n = 110), Turning to a work or substi-
tute activity to take their mind off it (80%, n = 98) and Talking to
someone about how they were feeling (79%, n = 93; See Table S2).
The least common ways of coping included; Finding a new faith or
religion (9%, n = 11), Taking a big chance on something risky (20%,
n = 24), Refusing to believe that it happened (20%, n = 25) and taking
it out on other people (23%, n = 27; See Table S2). Across both the
control and intervention sites, both before and after the interven-
tion, Domain 1—Problem-focused coping strategies were the most
commonly used, followed by Domain 4—Seeking social support. The
22 participants who completed the workshops and the postinter-
vention survey, they were also more likely to use problem-focused
coping (mean = 24.5, SD = 8.6), followed by seeking social support
(mean = 13.7, SD = 5.6). Table 3 also shows the changes in mean
scores for all Ways of Coping domains for the intervention and con-
trol group in both the pre- and postintervention surveys. For the
intervention group there were statistically significant decreases in
Domain 4—Seeking support (p = 0.019) and Domain 6—Self-blame
(p = 0.011) as coping strategies after exposure to the Respectful
Workplace Workshops.
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4.5 | Correlations between negative acts and
ways of coping

There was a weak positive relationship between negative acts and
ways of coping total scores in the pre-intervention survey (Pearson’s
correlation coefficient; r = 0.25; p = 0.035), indicating that the type
of negative act a person is exposed to may influence ways of coping.
There was not enough evidence to conclude there was any correla-
tion between scores at the postintervention time period (p = 0.4; See
Table 4). When examining correlations between the Ways of Coping
8 domains and the Negative Acts Questionnaire-Revised 3 domains,
most were weakly positive (See Table S3). The highest correlations
were seen in the pre control group between Ways of Coping Domain
1—Problem-focused coping and Negative Acts Questionnaire
Domain 2—Person-related bullying (0.66, p =<0.001) and between
Ways of Coping Domain 2—Wishful Thinking and Negative Acts
Questionnaire Domain 1—Work-related bullying, (0.60, p =<0.001).
The postintervention group correlation between Ways of Coping
Domain 8—Keep to self and Negative acts Questionnaire Domain
2—Person-related bullying (0.58, p =<0.001) was also statisti-
cally significant, indicating that those who reported to exposed to

person-related bullying were more likely to keep to self.

5 | DISCUSSION

The 30% prevalence of exposure to negative workplace behaviour
among nurses in this study was similar to results of comparable ob-
servational studies (Johnson & Rea, 2009; Simons, 2008). This study
also aimed to investigate the effect of the Respectful Workplace
Workshops on the prevalence of negative workplace behaviours;
however, while study participants reported a decrease in both bul-
lying and incivility overall, the reduction was greater at the control
compared to the intervention sites. The intervention sites in this
study also reported an increase in the levels of reported incivility
from 44% in the pre-intervention time period to 50% in the postin-
tervention period. Previous studies have also reported an increase
in reporting of negative behaviours after the implementation of an
educational intervention. A previous study (Chipps & McRury, 2012)
reported an increase in negative acts from 13% to 25% in a pilot
study that involved an educational intervention that was designed to
improve coping ability in conflict situations. The proposed explana-
tion was that the increase in reporting of negative behaviours could
be attributed to a heightened awareness of previously covert behav-
iours (Chipps & McRury, 2012).

The improvements in the control group outcomes may be re-
lated to the participants' knowledge of being part of a study, known
as, the “Hawthorne effect” (Bourbonnais, Brisson, & Vézina, 2011).
Undertaking surveys of negative workplace behaviours at the control,
and the intervention sites may have prompted consideration of current
workplace behaviour and inadvertently led to behavioural changes.
Furthermore, in this study, the reduction of negative behaviours at
both the control and intervention sites may be partly attributable to

maturation of the nursing workforce, particularly the new graduate
nurses. As new graduate’s skills develop, they are increasingly in-
clined to “fit in” and “get the job done”, therefore, being less exposed
and sensitive to negative behaviours (Lima, Newall, Kinney, Jordan, &
Hamilton, 2014). Staff turnover during the period of the study, which
was not monitored, may have also contributed to confounding, as ob-
served in other studies (MclIntosh-Scott, Mason, Mason-Whitehead, &
Coyle, 2013). Another consideration in this study is that only a pro-
portion of participants from the intervention sites attended the educa-
tional intervention, thereby limiting its effects in that cohort.

It has previously been reported that organizations generally
do not have a good track record of managing or preventing nega-
tive workplace behaviours, with educational awareness campaigns
and zero tolerance policies being the main avenue of mitigation
(Georgakopoulos, Wilkin, & Kent, 2011; Hodgins, MacCurtain, &
Mannix-McNamara, 2014). It has been suggested that it is futile
to implement individually focused educational interventions in the
belief that negative workplace behaviour will be mitigated if indi-
viduals' knowledge, ability to recognize and responses to bullying
are addressed (Johnson & Rea, 2009). The findings from this study
support that perspective, given that individually focused interven-
tions have little or no influence on the most prevalent type of bully-
ing identified in this study, which was work-related bullying through
being exposed to an unmanageable workload. This suggests that no
one intervention fits all circumstances and organizations should un-
dertake diagnostic testing of the types of negative behaviours oc-
curring in order to tailor interventions to address the negative acts
being experienced by their employees.

As well as exposure to unmanageable workloads, the other
common type of bullying experienced by participants in this study
was being given tasks with unreasonable or impossible deadlines.
[Correction added on 20 August 2022 after first online publication:
The first word 'And' was changed to 'As well as' in the preceding
sentence.] With many respondents indicating that they had been
bullied by their managers, nurses in managerial and leadership roles
are pivotal in reducing this type of negative behaviour. Safe Work
Australia (2016) states that “senior management commitment in
identifying, preventing and responding to workplace bullying is one
of the key factors for preventing unreasonable behaviour”. In a re-
cent study undertaken by Al-Bsheish, Bin Mustafa, Ismail, Meri, and
Dauwed (2019), it was identified that perceived management com-
mitment to safety and quality empowered nurses and enhanced their
commitment to safe work practices. However, the lack of training for
nurse unit managers in the management of negative workplace be-
haviour has been reported as a barrier to mitigation (Hartin, Birks,
& Lindsay, 2020). The Respectful Workplace Workshops interven-
tion in this study included nurse unit manager targeted training in
conjunction with individual coaching, although there was very little
participation by nurse unit managers, with only 3 out of 12 nurse unit
managers attending the workshops and only 1 completing the postin-
tervention survey. Whether attendance at educational workshops
would improve the confidence and competence of nurse unit man-

agers in managing negative behaviour warrants further investigation.
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It is evident that negative workplace behaviour in nursing is
a complex phenomenon, as are individuals' coping responses
with “constantly changing cognitive and behavioural efforts to
manage stressors” (Folkman et al., 1986). The nature of individ-
uals' unique coping responses when exposed to stressors can-
not be accounted for in the randomization of participants. It was
found that study participants used various coping mechanisms
and both the intervention and control groups were more likely to
implement problem-focused coping strategies and sought social
support when exposed to negative workplace behaviour. This sug-
gests that participants viewed negative workplace behaviour as
a modifiable stressor. Previous studies have alluded to the con-
cern for the participants' wellbeing when there is a mismatch be-
tween coping styles and the modifiability of the stressor (Folkman
et al., 1986; Senol-Durak et al., 2011). With participants in this
study reportedly using problem-focused strategies in an effort
to change persistent negative workplace behaviours, there needs
be consideration of the impact of these behaviours remaining de-
spite the action-orientated attempts by participants to alter the
situation.

The pre-intervention control group had the strongest correla-
tions between problem-focused coping and person-related bully-
ing, and between wishful thinking and work-related bullying. This
indicates that the participants viewed person-related bullying as a
modifiable stressor but viewed work-related bullying acts as non-
modifiable. It has been reported previously that nurses often feel
powerless and that they have no control over their workload or re-
sources (Hutchinson et al., 2010). Unfortunately, these workplace
conditions remain a strong predictor of negative workplace be-
haviour in the nursing profession (Hutchinson et al., 2010). There is a
need for consideration as to who is accountable for the modification

of such organizational conditions.

5.1 | Limitations

While findings from this study have strengthened evidence related
to organizational interventions to mitigate negative workplace be-
haviour among nurses, there are some limitations to be noted.
A major difficulty in intervention studies that rely on behavioural
changes is to ensure that the intervention actually produces the an-
ticipated outcome. Unfortunately, there was insufficient evidence
to indicate the Respectful Workplace Workshops were the source
of changes in the levels of negative behaviours experienced by par-
ticipants in this study. Due to the nature of quasi-experimental re-
search design, true randomization of participants was not possible
and it is not possible to be certain that the differences noted in the
postintervention survey were due to the intervention or to uncon-
trollable variables, such as staff changes and skill development or
even perhaps pre-existing differences among the participants in the
groups. Although, no demographic variables were noted to be sta-
tistically significant between the control and intervention groups,
the nature of studying individuals with their own subjective views
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of negative behaviours and unique coping responses is fraught with
confounding factors. That combined with the small sample size of
this study, and limited time and resources, limits its generalizabil-
ity of the findings. The response rates in the surveys were also less
than optimal; however, this is a common limitation in organizational
research (Biggs, Brough, & Barbour, 2014) and the responses are
comparable to similar interventional studies in healthcare settings
(Biggs et al., 2014; Hopkinson, Dickinson, Dumayas, Jarzombek, &
Blackman, 2020).

5.2 | Recommendations

Though the sample size was small, the intervention used in this study
did not produce a detectable effect. It is recommended that further
consideration be given to the best approach to mitigate negative
workplace behaviour. As these behaviours have such a prolific and
persistent existence in nursing, the delivery of a once off, one size
fits all workshop in an organization is not sufficient as a standalone
measure to modify workplace culture. Regular monitoring of work-
place culture through staff consultation should be priority. In addi-
tion, the findings from this study suggest a need for assessment of
negative behaviours in an organization prior to tailoring of any inter-
vention to mitigate these behaviours. The consideration of the ef-
fect of work-related bullying, such as workloads and lack of resources
upon individuals, also needs to be forefront in the minds of hospital
administrators when aiming to develop a respectful workplace cul-
ture (Hutchinson, Jackson, Wilkes, & Vickers, 2008). Future research
should examine how interventions could be individually tailored to
the types of negative behaviours occurring in organizations in order
to greater influence the civility norms. Those studies should include
larger sample sizes and nurses of varying levels, such as nurse ad-
ministrators and executives, nurse unit managers, Registered Nurses,
Enrolled Nurses and assistant nurses, to give a more holistic picture
of hierarchical standing and its influence upon behaviours.

6 | CONCLUSIONS

Negative behaviours are a statistically significant workplace stressor
and there appears to be no easy fix. Organizations have a duty of care
to their staff to give a safe working environment free from negative
behaviours. The use of educational interventions and zero tolerance
policies continue to be the mainstream approach; however, there
is limited evidence supporting the use of educational interventions
as a standalone means to address the problem, particularly when
zero tolerance policies are not enforced by management. The find-
ings from this study support that a one size fits all approach is not
sufficient to mitigate negative workplace behaviour and that using
education as a “tick box approach” is unlikely to be effective in de-
veloping sustainable cultural changes in organizations. The interplay
of various personal, professional and organizational workload fac-
tors make for a complex problem requiring a multifactorial solution.



HAWKINS ET AL.

&I_Wl LEy_NursingOpen

Open Access,

AUTHOR CONTRIBUTION
All the listed authors meet the authorship criteria and are in agree-

ment with the content of the manuscript.

ACKNOWLEDGEMENT
The authors wish to thank all participants and hospitals involved in
this project.

CONFLICT OF INTEREST
The authors declare no conflict of interest.

DATA AVAILABILITY STATEMENT

Due to the sensitive nature of the questions asked in this study, sur-
vey respondents were assured raw data would remain confidential
and would not be shared. Data not available/The data that has been

used is confidential.

ETHICAL APPROVAL

Ethics approval was from the local Human Research Ethics
Committee (NSW HREC Reference No: HREC/17/HNE/596). All
participants were assured of their anonymity and were informed
that participation was voluntary and they were able to withdraw
from the study at any time without giving an explanation. Consent
was implied by completion of the questionnaire.

ORCID

Natasha Hawkins "= https://orcid.org/0000-0003-4265-884X

REFERENCES

Al-Bsheish, M., Bin Mustafa, M., Ismail, M., Meri, A., & Dauwed, M.
(2019). Perceived management commitment and psychological
empowerment: A study of intensive care unit nurses' safety. Safety
Science, 118, 632-640.

Biggs, A., Brough, P., & Barbour, J. P. (2014). Enhancing work-related atti-
tudes and work engagement: A quasi-experimental study of the im-
pact of an organizational intervention. International Journal of Stress
Management, 21(1), 43-68.

Bourbonnais, R., Brisson, C., & Vézina, M. (2011). Long-term effects of
an intervention on psychosocial work factors among healthcare
professionals in a hospital setting. Occupational and Environmental
Medicine, 68(7), 479-486.

Brande, W., Baillien, E., De Witte, H., Vander Elst, T., & Godderis, L.
(2016). The role of work stressors, coping strategies and coping re-
sources in the process of workplace bullying: A systematic review
and development of a comprehensive model. Aggression and Violent
Behavior, 29, 61-71.

Chipps, E. M., & McRury, M. (2012). The development of an educational
intervention to address workplace bullying: A pilot study. Journal
for Nurses in Staff Development, 28(3), 94-98.

Clarke, C. M., Kane, D. J.,, Rajacich, D. L., & Lafreniere, K. D. (2012).
Bullying in undergraduate clinical nursing education. The Journal of
Nursing Education, 51(5), 269-276.

Darbyshire, P., Thompson, D. R., & Watson, R. (2019). Nursing’s fu-
ture? Eat young. Spit out. Repeat. Endlessly. The Journal of Nursing
Management, 27(7), 1337-1340.

Einarsen, S., Hoel, H., & Notelaers, G. (2009). Measuring exposure to
bullying and harassment at work: Validity, factor structure and psy-
chometric properties of the negative acts questionnaire-revised.
Work and Stress, 23(1), 24-44.

Farrell, G. A. (2001). From tall poppies to squashed weeds*: Why don't
nurses pull together more? Journal of Advanced Nursing, 35(1), 26-33.

Folkman, S., & Lazarus, R. S. (1985). If it changes it must be a process:
Study of emotion and coping during three stages of a college
examination. Journal of Personality and Social Psychology, 48(1),
150-170.

Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., DeLongis, A., & Gruen,
R. J.(1986). Dynamics of a stressful encounter: Cognitive appraisal,
coping, and encounter outcomes. Journal of Personality and Social
Psychology, 50(5), 992-1003.

Georgakopoulos, A., Wilkin, L., & Kent, B. (2011). Workplace bullying:
A complex problem in contemporary organizations. International
Journal of Business and Social Science, 2(3), 1-20.

Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde,
J. G. (2009). Research electronic data capture (REDCap)—A
metadata-driven methodology and workflow process for providing
translational research informatics support. Journal of Biomedical
Informatics, 42(2), 377-381.

Hartin, P., Birks, M., & Lindsay, D. (2019). Bullying in nursing: Is it in the
eye of the beholder? Policy, Politics & Nursing Practice, 20(2), 82-91.

Hartin, P., Birks, M., & Lindsay, D. (2020). Bullying in nursing: How has
it changed over 4 decades? Journal of Nursing Management, 28(7),
1619-1626.

Hawkins, N., Jeong, S., & Smith, T. (2019). New graduate registered
nurses' exposure to negative workplace behaviour in the acute
care setting: An integrative review. International Journal of Nursing
Studies, 93, 41-54.

Hawkins, N., Jeong, S., & Smith, T. (2021a). Creating respectful work-
places for nurses in regional acute care settings: Protocol for a se-
quential explanatory mixed methods study. JMIR Research Protocols,
10(1), e18643.

Hawkins, N., Jeong, S., & Smith, T. (2021b). Negative workplace behav-
ior and coping strategies among nurses: A cross-sectional study.
Nursing & Health Sciences, 23(1), 123-135.

Healy-Cullen, S. (2017). Is workplace bullying in the eye of the beholder?
Journal of Mediation & Applied Conflict Analysis, 4(2), 563-577.
Hewett, R., Liefooghe, A., Visockaite, G., & Roongrerngsuke, S. (2018).
Bullying at work: Cognitive appraisal of negative acts, coping, well-
being, and performance. Journal of Occupational Health Psychology,

23(1), 71-84.

HNELHD. (2016). Respectful. Workplace Policy (HNELHD Pol16-01).

Hodgins, M., MacCurtain, S., & Mannix-McNamara, P. (2014). Workplace
bullying and incivility: A systematic review of interventions.
International Journal of Workplace Health Management, 7(1), 54-72.

Hopkinson, S. G., Dickinson, C. M., Dumayas, J. Y., Jarzombek, S. L., &
Blackman, V. S. (2020). A multi-center study of horizontal violence in
United States military nursing. Nurse Education in Practice, 47, 102838.

Hutchinson, M., Jackson, D., Wilkes, L., & Vickers, M. H. (2008). A new model
of bullying in the nursing workplace: Organizational characteristics as
critical antecedents. ANS. Advances in Nursing Science, 31(2), E60-E71.

Hutchinson, M., Wilkes, L., Jackson, D., & Vickers, M. H. (2010).
Integrating individual, work group and organizational factors:
Testing a multidimensional model of bullying in the nursing work-
place. Journal of Nursing Management, 18(2), 173-181.

International Council of Nurses. (2012). The ICN Code of Ethics for
Nurses. https://www.icn.ch/sites/default/files/inline-files/2012_
ICN_Codeofethicsfornurses_%20eng.pdf

Johnson, S. L., & Rea, R. E. (2009). Workplace bullying: Concerns for
nurse leaders. The Journal of Nursing Administration, 39(2), 84-90.

Jones, A, Rahman, R. J,, & Jiaging, O. (2019). A crisis in the countryside-
barriers to nurse recruitment and retention in rural areas of high-
income countries: A qualitative meta-analysis. Journal of Rural
Studies, 72, 153-163.

Karatuna, I., J6nsson, S., & Muhonen, T. (2020). Workplace bullying in the
nursing profession: A cross-cultural scoping review. International
Journal of Nursing Studies, 111, 103628.


https://orcid.org/0000-0003-4265-884X
https://orcid.org/0000-0003-4265-884X

HAWKINS ET AL.

Lima, S., Newall, F.,, Kinney, S., Jordan, H. L., & Hamilton, B. (2014). How
competent are they? Graduate nurses self-assessment of compe-
tence at the start of their careers. Collegian, 21(4), 353-358.

Mclntosh-Scott, A., Mason, T., Mason-Whitehead, E., & Coyle, D. (2013).
Key concepts in nursing and healthcare research. Sage.

McNamara, S. A. (2012). Incivility in nursing: Unsafe nurse, unsafe pa-
tients. AORN Journal, 95(4), 535-540.

Mikaelian, B., & Stanley, D. (2016). Incivility in nursing: From roots to
repair. Journal of Nursing Management, 24(7), 962-969.

Murray, J. S. (2009). Workplace bullying in nursing: A problem that can’t
be ignored. Medsurg Nursing, 18(5), 273-276.

Olsen, J. M., Aschenbrenner, A., Merkel, R., Pehler, S.-R., Sargent, L.,
& Sperstad, R. (2020). A mixed-methods systematic review of in-
terventions to address incivility in nursing. The Journal of Nursing
Education, 59(6), 319-326.

Roche, M., Diers, D., Duffield, C., & Catling-Paull, C. (2010). Violence to-
ward nurses, the work environment, and patient outcomes. Journal
of Nursing Scholarship, 42(1), 13-22.

Safe work Australia. (2016). Guide for Preventing and Responding to
Workplace Building. https://www.safeworkaustralia.gov.au/doc/
guide-preventing-and-responding-workplace-bullying

Salvador, J. T., Algahtani, F. M., Al-Madani, M. M., Jarrar, M. T. K.,
Dorgham, S.R., Victoria Reyes, L. D., & Alzaid, M. (2021). Workplace
violence among registered nurses in Saudi Arabia: A qualitative
study. Nursing Open, 8(2), 766-775.

Senol-Durak, E., Durak, M., & Elagéz, F. O. (2011). Testing the psychomet-
ric properties of the ways of coping questionnaire (WCQ) in Turkish
university students and community samples. Clinical Psychology &
Psychotherapy, 18(2), 172-185.

Simons, S. (2008). Workplace bullying experienced by Massachusetts
registered nurses and the relationship to intention to leave the or-
ganization. ANS. Advances in Nursing Science, 31(2), E48-E59.

N H 89
ursingOpen ~-WILEY

Open Access,

Trépanier, A., Gagnon, M.-P.,, Mbemba, G.I. C., C6té, J., Paré, G., Fortin, J.-
P., Duplaa, E., & Courcy, F. (2013). Factors associated with intended
and effective settlement of nursing students and newly graduated
nurses in a rural setting after graduation: A mixed-methods review.
International Journal of Nursing Studies, 50(3), 314-325.

Vitaliano, P. P., DeWolfe, D. J., Maiuro, R. D., Russo, J., & Katon, W.
(1990). Appraised changeability of a stressor as a modifier of the
relationship between coping and depression: A test of the hypothe-
sis of fit. Journal of Personality and Social Psychology, 59(3), 582-592.

Wolf, L. A., Perhats, C., Delao, A. M., & Martinovich, Z. (2021). Validation
of a grounded theory of nurse bullying in emergency department
settings. International Emergency Nursing, 56, 100992.

Yu, C. H. (2009). Book review: Creswell, J., & Plano Clark, V. Designing
and conducting mixed methods research. Thousand oaks, CA: Sage.
Organizational Research Methods, 12(4), 801-804.

SUPPORTING INFORMATION
Additional supporting information can be found online in the

Supporting Information section at the end of this article.

How to cite this article: Hawkins, N., Jeong, S-S., Smith, T., Sim,
J., & Clapham, M. (2023). Creating respectful workplaces for
nurses in regional acute care settings: A quasi-experimental
design. Nursing Open, 10, 78-89. https://doi.org/10.1002/
nop2.1280



https://www.safeworkaustralia.gov.au/doc/guide-preventing-and-responding-workplace-bullying
https://www.safeworkaustralia.gov.au/doc/guide-preventing-and-responding-workplace-bullying
https://doi.org/10.1002/nop2.1280
https://doi.org/10.1002/nop2.1280

	Creating respectful workplaces for nurses in regional acute care settings: A quasi-­experimental design
	Abstract
	1|INTRODUCTION
	2|BACKGROUND
	2.1|Ways of coping
	2.2|A regional perspective
	2.3|Justification for this study
	2.4|Study aim

	3|METHODS
	3.1|Study design
	3.2|Setting and participants
	3.3|Data collection
	3.4|The intervention
	3.5|Data analysis

	4|RESULTS
	4.1|Demographics
	4.2|Exposure to bullying and incivility
	4.3|Types of negative acts experienced
	4.4|Ways of coping
	4.5|Correlations between negative acts and ways of coping

	5|DISCUSSION
	5.1|Limitations
	5.2|Recommendations

	6|CONCLUSIONS
	AUTHOR CONTRIBUTION
	ACKNOWLEDGEMENT
	CONFLICT OF INTEREST
	DATA AVAILABILITY STATEMENT

	ETHICAL APPROVAL
	REFERENCES


