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Workplace bullying is a significant problem in nursing organizations. Senior
registered nurses (RNs) are vulnerable to bullying in the workplace. The objectives of the
study were to explore perceptions of workplace bullying among senior RNs and to test the
causal relationship between the antecedents of workplace bullying at the organizational level
(organization culture and authentic leadership) and at the individual level (nursing
competence), and the consequences of workplace bullying (symptom experience and burn-
out). A multi-stage random sampling technique was used to recruit a sample of 288 RNs from
four regional hospitals under the jurisdiction of the Ministry of Public Health, Thailand. The
Thai version of Negative Acts Questionnaire was used to measure workplace bullying and
other self-report questionnaires were used to collected data. Descriptive statistic and structural
equation modeling (SEM) were used analyzed the data.

The results indicated that 13.54% (39/288) of senior nurses reported that they
had experienced workplace bullying. The modification of the hypothesized model fit the data
well (x2 = 159.006, df = 137, p = .096 and RMSEA = 0.024). This modified model showed
that organizational culture had a negative direct effect on workplace bullying (f = -0.356, p <
.05) and nursing competence had a negative direct effect on workplace bullying (p = -0.641, p
<.05), but authentic leadership had no effect on workplace bullying. Workplace bullying had
a positive direct effect on symptom experience (= 0.667, p <.001) and on burn-out ( =
0.42, p <.001). Symptom experience has a positive direct effect on burn-out ( = 0.554, p <
.001). This study demonstrates the relationship between antecedents of workplace bullying
and to consequences. The findings can be used by nurse administrators to develop strategies
for preventing workplace bullying by focusing on organizational culture and nursing

competence.
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CHAPTER 1
INTRODUCTION

Statements and significance of the problems

Workplace bullying is a widespread problem with destructive impact on
working life (Savasan & Ozgiir, 2018). It is also a prevalent phenomenon throughout
the world and continues to be a global issue (Einarsen, Hoel, Zapf, & Cooper, 2011;
Johnson & Rea, 2009; Karabulut; 2016; Simons, 2008; Valentine, Fleischman, &
Godkin, 2016). Workplace bullying is defined as unfavorable, systematic, repeated
and persistent actions for extended periods of six months or more and directed
toward an employee by one or more individuals in the workplace with the aim of
offending, humiliating and undermining the employee (Aleassa & Megdadi, 2014;
Einarsen et al., 2011; Giorgi et al., 2016; Hutchinson, 2013). A review of workplace
bullying literature used several terms to explain the phenomena such as mobbing
(Keashly, 2001; Sheehan, 1999), harassment (Pate & Beaumont, 2010; Strandmark,
& Hallberg, 2007), lateral or horizontal violence (Griffin 2004; Jacoba 2005) and
incivility (Felblinger, 2008; Keashly, 2001; Sheehan, 1999). However, many studies
have shown that healthcare occupations are identified as having higher rates of
workplace bullying, and one of those healthcare occupations professions is nursing
(Laschinger, Wong, & Grau, 2012; Wilson, Kendall, Fuller, Milton, & Possingham,
2011; Yildirim, 2009).

The World Health Organization [WHO] (2013) has identified the worldwide
increase inworkplace bullying as a serious threat to nurses’ health and well-being.
The WHO also recognizes the need to eliminate workplace bullying as a high priority
(WHO, 2013). According to nurse exposure in various regions around the world,
bullying has been found to be the most prevalent in the Middle East where the
workplace bullying rate is 39.7 percent (Spector, Zhou, & Che, 2014). According to
a study in the United Kingdom [UK], the prevalence of workplace bullying is
43 percent (Carter et al., 2013), while another study in the United States of America
[USA], reported the prevalence at 85 percent according to a statewide survey (Phelps
& Wilson, 2013). In addition, 15.1-23.0 percent of Korean nurses revealed bullying



(Han, Gu, & Y00, 2014; Lee, Lee, & Bernstein, 2013). In Hong Kong, the prevalence
of nurse bullying has been reported at 39.2 percent (Cheung & Yip, 2017). In Iran
22 percent of nurses have been occasionally bullied during the last year (Esfahani &
Shahbazi, 2014). In Thailand, 30.5 percent of new RNs have reported having been
bullied during the past six months (Sungwan, Deoisres, & Chaimongkol, 2017).
Despite evidence showing that workplace bullying is commonly found among nurses
and that this issue poses serious risks (Beech & Leather, 2006), this situation is rarely
recognized and little is known.

Workplace bullying in nursing involves several factors. Registered
nurses’ workplace bullying is multifaceted, consisting of both individual and
organizational factors (Einarsen, Hoel, & Cooper, 2003; Hutchinson, Wilkes, Jackson,
& Vickers, 2010; Oh, Uhm, & Yoon, 2016). Recently, several international
organizations, including the Joint Commission, have called for reporting workplace
bullying and identifying the factors potentially contributing to its existence in order to
find effective solutions and preventive strategies (Joint Commission, 2008). Research
onworkplace bullying among Registered nurses has identified many personal
(negative affect, work motivation) and organizational factors (organizational
volatility) that may facilitate or hinder workplace bullying (Arcangeli et al., 2014;
Etienne, 2014). Therefore, the antecedents of workplace bullying need to be explored
in this study. Although the antecedents of workplace bullying include many variables,
the main categories of antecedents associated with workplace bullying are
organizational culture and leadership (Samnani & Singh, 2012; Trépanier, Fernet,
Austin, & Boudrias, 2016; Yuseon & Kang, 2018). One of the strongest organizational
factors related to workplace bullying is nursing organizational culture, which was
found to be among the factors sharing the most powerful association with workplace
bullying (Yuseon & Kang, 2018; Johnson, 2016; Samnani & Singh, 2012).

Organizational culture is a pattern of basic assumptions considered valid
and taught to members to perceive, think and feel in the organization. Strong
organizational cultures can support and acknowledge positive behaviors as well as
negative behaviors causing barriers to progress (Guillaume & Austin, 2016).
Organizational culture could support workplace bullying as negative and
inappropriate behavior (Altman, 2010; Alvesson, 2015; Devonish & Devonish, 2017).



The effects of bullying on an organization’s culture can be devastating (Zeka, 2018).
Workplace bullying promotes a negative culture and a dissatisfaction of employees’
needs potentially leading to burn-out (Trépanier et al., 2016). In some cultures,
bullying and aggression are an effective way of achieving goals (Kelloway, Nielsen
& Dimoff, 2017). Organizational culture may support aggressive behaviors as a
practical method of motivating employees; incivility and rude behavior may emerge
if disrespectful behaviors from those harming others persist (Valentine et al., 2016).

The relationship between organizational culture and hostile workplace
behavior is that these behaviors may not be deviant from workplace norms. Rather,
they may be consistent with those norms (Salin, 2003). Among the abovementioned
factors, a significant place is occupied by organizational culture, which may be
related to bullying (Johnson, 2016; Pilch & Turska, 2015; Samnani & Singh, 2012).
Organizational culture may also allow certain forms of bullying (Salin, 2003).
Nurses’ experience with workplace bullying depends on the work environment and
organizational culture as a strict hierarchical, authoritative organizational atmosphere
that justifies workplace bullying (Hutchinson, Jackson, Wilkes, & Vickers, 2008).
Workplace bullying can disrupt productivity and potentially damage the
organization’s culture (Arora, Arora, & Sivakumar, 2016).

Workplace bullying is a direct result of management from leadership in the
organization and is an area requiring awareness (Clay, 2014). Leadership positions can
influence organizational culture to minimize the effects of workplace bullying.

A significant direct association has also been reported between workplace bullying
and authentic leadership (Davidson, 2017; Laschinger, Wong, & Grau, 2012; Li &
Wang, 2016). Authentic leadership [AL] has a negative direct effect on workplace
bullying, which in turn has a direct positive effect on burn-out (Laschinger & Fida,
2014; Laschinger et al., 2012). AL is newer to the list of leadership styles (Avolio &
Gardner, 2005). Some nursing leadership research indicates that AL influences a
reduction of workplace bullying and other negative factors present in the nursing
workplace (Davidson, 2017; Laschinger, Borgogni, Consiglio, & Read, 2015; Yuseon
& Kang, 2018). Nurse managers who demonstrate AL qualities may have positive
influences on the work environment, including lower rates of workplace bullying

(Laschinger et al., 2012; Read & Laschinger, 2015). Reducing workplace bullying



may help prevent nurse turnover, thereby lowering costs. Patient care may also be
improved if nurses feel more satisfied and comfortable with the work environment
(Laschinger, 2014; Laschinger, Wong & Grau, 2013; Read & Laschinger, 2015;
Wong & Giallonardo, 2013). Other than organizational factors, individual factors also
affect workplace bullying in nursing.

Nursing competence is a key determinant for the quality of patient care.
(Kendall-Gallagher & Blegen, 2009; Liu & Aungsuroch, 2018; Numminen,
Leino-Kilpi, Isoaho, & Meretoja, 2015). Competence is one of the individual factors
related to workplace bullying (Einarsen et al., 2003). Lack of competency among
nurses has been identified as a trigger for disruptive behaviors in the workplace,
including bullying (Einarsen et al., 2003, Walrath et al., 2010; Yuseon & Kang,
2018). Moreover, feelings of competence could create a feeling of perceived
fulfillment and higher self-esteem among nurses, which may inhibit nurses’
experiences with workplace bullying and influence the nurses’ perceptions of that
experience (Fornés et al., 2011). A study on the prevalence of perceived workplace
bullying among Jordanian Registered nurses working in private hospitals and factors
affecting nurses’ perceptions of workplace bullying revealed that perceived
competence is a significant influencing factor in perceived workplace bullying
(Obeidat, Qan’irl, & Turaani, 2018). Therefore, the present study needs to explore
the antecedents consisting of perceived nursing competency, authentic leadership and
organizational culture. Furthermore, the consequences of workplace bullying in
nursing are very important.

The consequences of workplace bullying are significantly related to
individuals and organizations (Duffy & Sperry, 2011; Einarsen et al., 2003;
Hutchinson et al., 2008; Hutchinson et al, 2010; Oh et al., 2016). Individual
consequences of workplace bullying include symptom experience in which
workplace bullying has the effect of increasing burn-out (Hutchinson et al., 2010;
Laschinger et al., 2012), health and well-being (Aiken et al., 2012; Hickson, 2013;
Riskin et al., 2015; Rosenstein & O’Daniel, 2008; Wilson & Phelps, 2013).
Workplace bullying has numerous negative effects in terms of individual

consequences involving both physical and psychologicalsymptoms of nurses such



as fatigue, headaches, indigestion, sleep disturbances, anxiety, anger, depression and
other post-traumatic stress disorder (PTSD) symptoms (Hutchinson et al., 2010;
Laschinger & Nosko, 2015; Reknes et al., 2016). Workplace bullying also affects
organizational consequences in the form of nurses' turnover (Hutchinson et al., 2010;
Laschinger et al., 2012; Samnani & Singh, 2012; Yuseon & Kang, 2018), patient
safety (Aiken et al., 2012; Hickson, 2013; Riskin et al., 2015; Rosenstein & O’Daniel,
2008; Williams, 2016; Wilson & Phelps, 2013) and quality of care (Ahliquist & Riehl,
2013).

One significant individual consequence is burn-out (Allen, Holland, &
Reynolds, 2015; Giorgi et al., 2016; Laschinger et al., 2012; Laschinger & Fida, 2014;
Ole, 2016; Trépanier, Fernet, & Austin, 2013). Burn-out is associated with negative
outcomes for nurses in many clinical settings, (Greenglass & Burke, 2001; Laschinger
& Fida, 2014), risk for turnover and other consequences at the organization level
(Estryn-Behar et al., 2007). Accordingly, the interest of the present study is to explore
the consequences of workplace bullying comprising symptom experience and burn-
out, because workplace bullying is a serious issue among Registered nurses (Trépanier
et al., 2016) that can be experienced by nurses of all ages (Gabrielle, Jackson, &
Mannix, 2008; Longo 2013; Namie, Christensen & Phillips, 2014; Purpora, Blegen, &
Stotts, 2012; Vessey, DeMarco, Gaffney, & Budin, 2009).

Older or senior nurses refer to staff nurses aged 40 years and up (Longo,
2013). Current nursing involves the development of Smart Nurse 4.0 in which
hospitals are developed into digital hospitals. Nurses serve everyone, everywhere,
anytime with technology and modern communication. Therefore, nurses must adapt
and develop the ability to use technology and computers. Older or senior nurses tend
to possess a sense of personal strength, a degree of competence and an air of success
with a “been there-done that” attitude. These attributes can also make them a target for
bullying (Longo, 2013). The experienced, competent nurse is seen as a threat in the
eyes of a bully. Generational differences may also influence relationships among
nursing colleagues in which baby boomers (born 1943 to 1960) are generally slow to
adjust to technology, generation x-ers (born 1961 to 1981) who became familiar with
computers at early age and know how to integrate information from a variety of

sources, and millennials (born 1982 and later) who have spent their entire lives around



computers and obtain much of their information via technological devices. Younger
nurses can bully older or senior nurses by treating them as though their knowledge or
competence is antiquated. Senior nurses can be excluded from social activities in the
unit, made fun of due to physician limitations and ignored by the younger nurses.

Of course, senior nurses who are baby boomers can bullied by younger nurses in

an effort to make them feel less competent (Townsend, 2015).

It is concerning that this high rate of bullying occurs among senior nurses
who are very experienced, clinically competent and highly educated. This evidence
indicates that bullying is not limited to targets who are new nurses (Johnson & Rea,
2009). Rather than just “eating our young”, workplace bullying strikes senior nurses,
too. (Townsend, 2015). Senior nurses, in particular, are at greater risk for this
phenomenon and are more likely to encounter bullying (Dellasega & Volpe, 2013).
Because they are placed in an unfriendly work atmosphere, senior nurses are likely
to be involved in improper situations either as offenders or prey. This is a risk for
senior nurses, who may have the problem, despite extensive experience in nursing.
The senior nurse, therefore, offers an opportunity to explore the phenomenon of
workplace bullying (Longo, 2013). However, many studies have suggested that ageist
beliefs are prevalent in nursing, perhaps reflecting common societal views (inability to
adapt to changing technology, less value than others), which can have the effect of
senior nurses being bullied in the workplace (Dychtwald, Erickson & Morison, 2006).
One study found staff with longevity to leave positions due to bullying (Vessey et al.,
2009). Therefore, the senior nurse offers a unique opportunity to explore the
phenomenon of bullying.

Thailand has an aging nursing workforce combined with a shortage of
nurses. The average, predominately female Thai nurse is aged 42.3 years and
workforce levels of nurses aged over 50 have risen from 20 percent (Sawaengdee,
2017). Limited research has been done on workplace bullying among senior
Registered nurses (RNs). However, the literature revealed one study that was
conducted to explore new RNs’ experiences with workplace bullying (Sungwan,
2018) and a few studies have been conducted to investigate workplace violence
specifically inthe Emergency Department (Kamchuchat, Chongsuvivatwong,
Oncheunijit, Yip & Sangthong, 2008; Rueanyod, 2014; Saimai, Thanjira,



Phasertsukjinda. 2010). One study about the crisis of the nursing shortage in Thailand
found the proportion of nurses aged 30-35 years who are still on the job to be only
50 percent of graduates in the same generation. Loss of middle-aged care (age 40-50)
accounts for approximately 70 percent of the same generation (Sawaengdee, 2017).
Little is known about the workplace bullying experienced by nurses, including the
prevalence and risk factors at both individual and organization levels (Kamchuchat et
al., 2008; Rueanyod, 2014). Hence, there is a vital need to study workplace bullying
in the senior RN population, including the antecedents and consequences associated
with workplace bullying that will in turn provide solutions for this serious problem.
Thus, the objectives of this study were to explore perceptions about
workplace bullying among senior RNs and test a causal relationship model between
senior RNs’ perception of the antecedents of workplace bullying at the organization
and individual levels. The findings from this study can contribute to developing
interventions to reduce workplace bullying among senior RNs and mitigate

the shortage of senior nurses in Thailand.

Research objectives

1. To examine the prevalence of workplace bullying among senior RNs in
Thailand.

2. Totest the causal relationship between the perceptions of senior RNs in
Thailand about the antecedents of workplace bullying consisting of nursing
competence, authentic leadership, organizational culture and consequences of

workplace bullying comprising symptom experience and burn out.

Research hypotheses
1. Authentic leadership has a negative direct effect on workplace bullying.
2. Organizational culture has a negative direct effect on workplace bullying.
3. Nursing competence has a negative direct effect on workplace bullying.
4. Workplace bullying has a positive direct effect on symptom experience
and burn out and indirect effect on burn out.

5. Symptom experience has a positive direct effect on burn out.



Conceptual framework of the study

The conceptual framework of the present study was based on the Bullying
at Work Model developed by Einarsen et al., (2003). This study explains the
antecedents consisting of nursing competency, authentic leadership, organizational
culture and the consequences comprising symptom experience and burn-out due to
bullying.

The antecedents of the framework propose that workplace bullying is
a complex and dynamic process that involves organization and individual antecedents.
Workplace bullying, the theoretical and empirical evidence of individual antecedents
of bullying from both the perspectives of the perpetrator and the victim targets or
recipients of a colleague or subordinate, influence both the victims’ targets or
recipients and perpetrators’ interactions. Furthermore, the aforementioned contribute
to the effects to the onset, escalation and consequences of the bullying process
(Einarsen et al., 2003).

At the organization antecedent of workplace bullying are key factors that
may increase the vulnerability of victims, targets or recipients of bullying behavior
and contribute to their responses to such acts. Organizational antecedents of bullying
are related to the changing nature of work, work organization, organizational culture
and climate and leadership, all of which are related to the quality of leadership
behavior as the main causes of workplace bullying (Einarsen et al., 2003).

At the individual antecedent level of workplace bullying, which can be
related to both the perpetrator or to the victims, the propensity of bully may enable
individuals in areas such as personality, the roles of individual characteristics, actual
or perceived lack of competency, examples of personal reasons of victims as deficits
in social skills and low performance (Einarsen et al., 2003). A study on the prevalence
of perceived workplace bullying among Jordanian Registered nurses found that
perceived competence is a significant influencing factor in workplace bullying
(Obeidat et al., 2018).

The consequences of workplace bullying have several effects on
organization problems such as reduced performance, absenteeism and turnover
(Giorgi, 2012; Topa-Cantisano, Depolo, & Morales Dominguez, 2007). Other

individual effects include the severe health problems of victims such as anger,



anxiety, sleep disorders, fatigue, concentration disorders, depression and somatic
disorders (Einarsen et al., 2011; Zapf & Einarsen, 2005).

The model comprises the following three major phenomena: 1) antecedents
of workplace bullying; 2) workplace bullying, and 3) consequences of workplace
bullying. According to the concept and literature review, the main phenomena of
workplace bullying in this study include the following: 1) antecedents of workplace
bullying at the organization level, namely, organizational culture consisting of
relation-oriented factors [RO], innovation-oriented factors [10], hierarchy-oriented
factors [HO] and task-oriented factors [TO]; authentic leadership consisting of
relational transparency [RT], moral-ethical perspectives [MP], balanced processing
[BP] and self-awareness [SA] and individual levels in nursing competency consisting
of nursing care (NC), value-based nursing care [VN], medical and technical care
[MT], care pedagogics [CP], documentation and administration of nursing care [DA],
development, leadership and organization of nursing care [DL]; 2) workplace bullying
consisting of work-related factors [WR], person-related factors [PR], and physical
intimidation [PI] and 3) consequences of workplace bullying, which could be related
to symptom experience consisting of anxiety [A], depression [D], and somatization
scales [S] and burn-out consisting of emotional exhaustion [E], depersonalization [D],
and personal accomplishment [P]. The conceptual framework is presented in Figure 1

below.
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Figure 1-1 Hypothesized model of the antecedents and consequences of workplace

bullying among Thai senior RNS.

Scope of the research

This study of senior Thai RNs was based on a model-testing research design
conducted with the aims of exploring and testing a model of the antecedents and
consequences of workplace bullying. The data was collected from June to October
2019 from RNs aged more than 40 years who had worked as staff nurses with work

experience in tertiary care hospitals under the Ministry of Public Health of Thailand.

Definition of terms

Workplace bullying refers to all situations where a senior RN perceives
him/herself to be a victim of systematic, negative behavior that is purposefully
targeted at the victim over a period of the past six months with the intent of doing
harm and where the victim is unable to defend him/ herself. This variable was
measured by the negative acts questionnaire revised [NAQ-R] developed by Einarsen
(2005) and translated into Thai version by Sungwan (2018).
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Authentic leadership refers to the senior nurses’ perceptions of a pattern of
leadership behavior of head nurses that draws upon and promotes both positive
psychological capacities and a positive ethical climate to foster greater self-awareness,
an internalized moral perspective, balanced processing of information and relational
transparency on the part of leaders working with followers and thereby fostering
positive self-development. This variable was measured by authentic leadership
questionnaire [ALQ] (Walumbwa, Avolio, Gardner, Wernsing, & Peterson, 2008).

Organizational culture refers to the senior nurses’ perceptions, thoughts
and feelings in relation to workplace bullying problems as invented, discovered or
developed by a given group as the senior nurses learn to cope with the problems of
external adaptation and internal integration in order to work well enough to be
considered valid. This variable was measured by the organizational culture
questionnaire (Hofstede, 1980).

Nursing competence refers to the ability of senior nurses to demonstrate
and integrate knowledge, critical thinking, affective states and psychomotor values
and skills in performing specific professional care activities both ethically and safely.
This variable was measured by the nurse professional competence [NPC] scale
(Nilssonet al., 2014).

Symptom experience refers to senior nurses’s perceive of the physical
and mental distress, that including symptom frequency, intensity, distress and
interpretation. This variable was measured by the brief symptom inventory [BSI]
(Derogatis & Melisaratos, 1983).

Burn out refers to a severe consequence of prolonged stress at work
developed when coping with the demands of work, particularly when the capacity of
senior RNs has been unbalanced for a long period of time. Three subscales were used
to measure burn-out among nurses: Emotional exhaustion [EE]; Depersonalization
[DP]; and Personal accomplishment [PA] (Mashlach & Jackson, 1981). Burn out was
also measured by the translated Maslach burn-out inventory-Thai version
(Summavart, 1989).



CHAPTER 2
LITERATURE REVIEWS

This study aimed to develop and test the hypothesized model of workplace
bullying among older RNs. This chapter describes the major concepts in the model
influencing organizational factor in workplace bullying experience, coping with
workplace bullying and consequence of workplace bullying among older RNSs.

This review of the literature embodies the following sections: 1) concept of workplace
bullying, 2) workplace bullying among nurse, and 3) models of workplace bullying.
The review of the literature provides the reader with studies that support the
phenomenon of workplace bullying and the perspective of the older RNs towards

bullying in the nursing workplace.

Concept of workplace bullying

Definition of workplace bullying

Many terms have been used to describe workplace bullying. For example,
workplace bullying is defined as a situation in which, over a period of time, one or
more persons are persistently on the receiving end of negative actions from one or
several others in a situation where the one at the receiving end has difficulties
defending against these actions (Einarsen et al., 2003). Therefore, the concept of
bullying at work refers to all situations where one or more persons feel subjected to
negative behavior from others in the workplace over a period of time and in a
situation where they are unable to defend themselves against these actions for
different reasons (Einarsen, 2005). The original definition of physical violence toward
another has grown to include more covert behaviors such as backbiting, blaming,
degrading and excluding others for the intense purpose of doing harm (Randle, 2003).

Workplace bullying is defined as unfavorable, systematic, repeated and
persistent actions over six or more months and directed toward an employee by one or
more individuals in the workplace with the aims of offending, humiliating and
undermining the employee (Aleassa & Megdadi, 2014; Giorgi et al., 2016;
Hutchinson, 2013). Leymann (1996) further specified that for someone to be
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classified as a victim of bullying, he/she should be subjected to two or more negative
actions on at least a weekly basis over at least six months. Thus, the major distinction
between bullying and other types of violence (lateral violence) is the repetitive,
persistent nature of bullying (Einarsen, Hoel, & Notelaers, 2009). Workplace bullying
could be physical (physical assault/ injury), psychological (insensitive/ rude remarks,
verbal abuse), involve social isolation (withholding information, ignoring a person),
or any combination of these forms (Etienne, 2014; Hutchinson, 2013; Hutchinson &
Jackson, 2015). Einarsen et al., (2003) defined bullying at work as harassing,
offending, socially excluding someone or negatively affecting someone's work tasks.
In order for the label of bullying (or mobbing) to be applied to a particular activity,
interaction or process, the action has to occur repeatedly and regularly (weekly) and
over a period of time (approximately six months). Bullying is an escalated process in
the course of which the person confronted ends up in an inferior position and becomes
the target of systematic negative social acts (Einarsen et al., 2003).

Moreover, the term workplace bullying (WPB) is used to refer to the term
horizontal violence (Workplace Bully Institute, 2011). People frequently refer to
horizontal violence in the workplace as WPB. Horizontal violence is, “sabotage
directed at coworkers at the same level within an organization’s hierarchy” and can
take place in any environment as long as unequal power relations exist (Dunn, 2003,

p 977). One difference between horizontal violence and WPB is that WPB is generally
a repetitive act by the perpetrator against the same target [S] in the form of verbal
abuse, offensive threatening, intimidating behaviors, and sabotage of the target’s
work. Horizontal violence encompasses these same characteristics, except that it is not
necessarily a repetitive act against the same target (Workplace Bully Institute, 2011).
When WPB occurs horizontally, the WPB behaviors originate between equally-
ranked practicing Registered nurses and not from chain of command delegation and
rank order directives. Therefore, this study explored horizontal workplace bullying.

In conclusion, this study defined workplace bullying as all situations in
which older RNs perceive themselves as victims of systematic, negative behavior that
is purposefully targeted at the victims over a period of time with the intent to do harm

and where the victim is unable to defend him or herself.
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Attributes of workplace bullying

Based on concept analysis conducted by Cahd, Leite, NObrega, Fernandes,
Costa, and Costa (2012), five essential attributes that express the nature of the concept
bulling were psychological violence, social exclusion of the worker, humiliation,
repetitive and prolonged nature, abusive conduct. Psychological violence is the most
strongly presented in the concept of bullying which concerns a deliberate, moral
offense, in which the aggressors, in verbal, subtle, dissimulated and intentional
manner, carry out discriminative, threats, public cooperation and coactions to achieve
the objective of isolating the victim (Pedroso et al., 2006). The anti-ethical behaviors
of the harasser occur by means of conducts such as depreciative comments, persistent
criticisms, shouting, demands of impossible tasks, excessive monitoring of the victim,
malicious rumors and threats in the sense of devaluating and isolating the worker in
order to degrade the work environment (Cahu et. al., 2012).

The characteristics that differentiate moral harassment from other normal
day-to-day conflicts in work relationships are its intentionality and the repetitive and
prolonged nature, conditions most strongly related to the victim’s emotional
imbalance. Therefore, situations of stress, humiliation, conflicts and habitual
attributes, tensions and isolated incidents that occur punctually and in a nonsystematic
manner among participants of modern work organizations must not be considered
workplace bulling (Guimarées & Rimoli, 2006).

Types of workplace bullying

Workplace bullying can be indirect (covert behaviors) or direct (overt
behaviors) (Thomas, 2010). In addition to the numerous the types of workplace
bullying with many forms based on both empirical and theoretical evidence as
follows:

Zapf (1999) categorized five main types of bullying behavior: 1) Work-
related bullying, which may include changing the victim’s work tasks in some
negative way or making them difficult to perform, 2) Social isolation by not
communicating with somebody or excluding someone from social events, 3) Personal
attacks or attacks on someone’s private life by ridicule or insulting remarks or the
like, 4) Verbal threats in which somebody is criticized, yelled at or humiliated in

public, 5) Spreading rumors.
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Next, Zapf, Escartin, Einarsen, Hoel, and Vartia (2011) further studied and
concluded that are three types of bullying: downward bullying (bullying of managers
against subordinates), upward bullying (bullying of subordinates against managers)
and horizontal bullying (bullying of one colleague to one). Most of studies have
focused on downward bullying, some of the studies focused on horizontal bullying
and recent studies focused on upward bullying.

Lewis, Sheehan, and Davies (2008) reported four categories of bullying.
The first category is violence committed by strangers such as criminal or terrorist acts.
The second category is consumer or client-related bullying, which involves bullying
perpetrated by clients or consumers. Individuals outside of the organization are
responsible for this type of bullying. The third category is relational bullying, which
includes managerial and peer-to-peer bullying. The fourth category involves
organizational bullying, which is the failure to provide resources necessary to
complete job-related tasks or organizational goals.

The four main characteristics of workplace bullying are described as follows
(Einarsen et al., 2003; Matthiesen & Einarsen, 2010): 1) intensity; 2) repetition;

3) duration; and (4) power disparity. Intensity describes the number of aggressive acts
directed toward a specific person. Repetition is defined as a pattern of behavior that
occurs daily or weekly. The duration includes behavior occurring over an extended
period of time, usually six months or more. Power disparity is an imbalance of power
between the perpetrator and the target of the bullying where the target feels incapable
of stopping the bullying. These characteristics help define the bullying events.
Nevertheless, workplace bullying is more intense and involves more aggressive
behaviors. Therefor in this study focus workplace bullying by colleague from nurses

and multidisciplinary team.

Workplace bullying among nurses around the world

Workplace bullying in nursing continues to be a global problem (Johnson &
Rea, 2009; McKenna, Smith, Poole & Coverdale, 2003; Simons, 2008). Thus,
researchers have identified workplace bullying as a phenomenon with global
prevalence and an important issue for managers to consider across the world (Einarsen
etal., 2011; Lutgen-Sandvik, Tracy, & Alberts, 2007).
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Bullying in the nursing workplace, a subset of workplace bullying, has
existed in nursing for an extended period of time. Many consider bullying in the
nursing workplace to be a) a learned behavior (Lewis, 2006); b) normalized
(Hutchinson, Vickers, Jackson, & Wilkes, 2006); ¢) an accepted behavior among
most nurses (Corney, 2008); d) considered part of the job and e) a rite of passage in
the educational preparation of new nurses (Hinchberger, 2009). A phrase used by
many nurses to describe bullying in the nursing workplace is “nurses eat their young”.
It is easy to understand when the phrase “eating our young™ is used in relation to
bullying aimed at nursing students or novice nurses. However, it is important to
acknowledge that bullying also targets senior or experienced nurses (Moye, 2010).
The prevalence of workplace bullying in nurses is more widespread than among other
health professionals (Jahner, 2011), whereby 82.6 percent of nurses have reported
experience as victims of workplace bullying (Nwaneri, Onoka, & Onoka, 2016) and
32.4 percent are exposed to WPB behaviors at least twice weekly (Berry, 2015).

In the U.S.A., 85 percent of nurses reported in a statewide survey conducted (Nwaneri
et al., 2016) in Ohio, Kentucky and Indiana that and average of 21.3 percent of novice
nurses experienced daily WPB with 54.7 percent being the highest percentage (Berry
Gillespie, Gates, & Schafer, 2012). In Iran, 22 percent of nurses have occasionally
been bullied, and 69 percent have never been exposed to these behaviors during the
last year (Esfahani & Shahbazi, 2014). Over 70 percent of novice nurses have
experienced a sentinel WPB event directed at them 57.9 of the time. The WPB
behaviors were primarily perpetrated by nursing colleagues and leadership at 59.4
percent (Berry et al., 2012).

The WHO (2013) has identified the global increase in workplace bullying as
a serious threat to nurses’ health and well-being. The WHO also recognizes the need
to eliminate workplace bullying as a high priority (WHO, 2013). The American
Nurses Association Code of Ethics for Nurses also speaks to “improving health care
environments and conditions of employment conducive to the provision of quality
health care” (Ditmer, 2010). The Joint Commission (2008) acknowledges that
unresolved conflicts and disruptive behavior can adversely affect safety and quality of
care for patients (Ditmer, 2010). The occupational health and safety administration

[OSHA] states that bullying in the workplace is an example of workplace violence.
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The OSHA reports that 54 million Americans report being bullied at work. Because of
this data, the OSHA recommends providing education for employees to raise
awareness that the behavior is not acceptable, instruct employees about what to do if
they witness or are subjected to workplace violence and how to protect themselves
(OSHA, 2002). Furthermore, the American Association of Colleges and Nursing
[AACN] position statement recommends that all faculty members prepare nurses to
recognize and prevent all forms of violence in the workplace (Hinchberger, 2009).
As shown, professional organizations recognize the need to prepare nurses to manage
bullying in the workplace.

In a study of Australian nurses and bullying behaviors by Hutchison and
colleagues, the respondents reported three forms of bullying includeing personal
attacks (isolation, intimidation and humiliation); erosion of professional competence
and reputation (damaging professional identity and limiting career opportunities) and
attacks through work roles and tasks (obstruction of work or economic sanctions).
One-third of the study participants eventually left their positions because of bullying
(Hutchison et al., 2010).

An interview by Randle (2003) on pre-registration nursing program students
in the United Kingdom [UK] revealed bullying as a common theme. In other studies
such as one in Massachusetts nurses, 31 percent of the respondents reported specific
incidences of bullying (Simons, 2008). Members of the Washington State Emergency
Nurse Association completed a survey with 27 percent of the respondents reporting
they had experienced acts of bullying in the past six months (Johnson, 2009).

Workplace bullying among nurses in Thailand

In Thailand, little is known about the workplace bullying experienced
in professional nurses. Most of studies are about violence in professional nurses.

One study that was conducted to explore new RNs’ experiences with workplace
bullying (Sungwan, 2018) found 30.45 percent of new RNs to have self-identified as
having been bullied during the past six months. This modified model showed that
organizational climate has a negative direct effect on workplace bullying and
workplace bullying has a positive direct effect on burn-out. Burn-out has a direct
negative effect on job satisfaction and explains 82 percent of variances in job

satisfaction (Sungwan, 2018). However, the literature review revealed limited
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research to have been conducted on workplace bullying among older RNs. Therefore,
there is a need to study workplace bullying in older RN populations, its antecedents
and consequences in order to provide solutions for workplace bullying.

Workplace bullying and senior registered nurses

Bullying can be experienced by nurses of all ages (Longo, 2013). Because
experienced nurses tend to possess a sense of personal strength, a degree of
competence and an air of success with a “been there-done that” attitude, they can
become targets for bullying (Longo, 2013). Experienced nurses in particularly are at
higher risks for this phenomenon and more likely to encounter bullying (Dellasega &
Volpe, 2013). Although they are placed in unfriendly work atmospheres, senior nurses
are likely to be involved in improper situations either as offender or prey. There is a
risk for senior nurses, who more experienced, to have problems. Senior nurses,
therefore, offer an opportunity to explore the phenomenon of workplace bullying.
(Longo, 2013). Older employees often demonstrate competence, initiative, success
and high levels of personal strength, and these qualities tend to put them at risk for
being bullied as a result of jealousy (Strandmark & Hallberg, 2007).

Although nurses of all ages can be directly or indirectly involved with
inappropriate work behaviors, a recent survey of nurses within an age range of
41-50 years reported the highest frequency of exposure and/ or witnessing of
horizontal violence (Dumont, Meisinger, Whitacre, & Corbin, 2012). Nurses exposed
to bullying may become withdrawn or pull back from participation or involvement in
activities, have decreased work productivity and experience burn-out and emotional
exhaustion (Berry et al., 2012; Hutchinson et al., 2010). Senior nurses may already
be experiencing physical limitations (Friedrich, Prasun, Henderson, & Taft, 2011),
so additional physical or psychological challenges can have profound consequences.
In a survey, nurses in the 41-50-year and 51-60-year age groups reported more
personal effects from horizontal violence than younger groups (Dumont et al., 2012).
Senior nurses report distress and humiliation when they witness colleagues behaving
badly (Gabrielle et al., 2008), so the effects of bullying can be far-reaching when

bullying occurs.
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Bullying or ‘multi-generational issues’ with younger nurses can be
disempowering (Longo, 2013). Unstable and physically demanding work
environments exacerbated by high rates of turnover, changing health environments
and high workloads can also negatively affect nurses’ psychological and physical
health (Moseley, Jeffers, & Paterson, 2008; Schmidt & Diestel, 2013). Senior nurses
may also find it difficult to cope with the pace of technological changes and feel
less capable of maintaining professional competence in these circumstances
(Andrews et al., 2008).

However, many studies suggest that senior nurses beliefs are prevalent in
nursing, perhaps reflecting common societal views (inability to keep up with changing
technology, less value than others), which can affect senior nurses being bullied in
the workplace (Dychtwald et al., 2006). According to the Namie’s Workplace
Bullying Institute report that 65 million American workers are affected by bullying,
there are effects on nurses of all ages and levels of experience (Namie et al., 2014).
The Workplace Bullying Institute [WBI] U.S. (2011) interpreted that baby boomers
seek help by contending that employers characteristically seek to force out the more
experienced, higher paid employees. Moreover, a high proportion of nurses aged 50 to
64 years have reported being bullied (WBI, 2011).

Many studies have suggested that ageist beliefs are prevalent in nursing,
perhaps reflecting common societal views (inability to keep up with changing
technology, less value than others) which can affect older nurses being bullied in
the workplace (Dychtwald et al., 2006; Letvak, 2002). Older employees often
demonstrate competence, initiative, success and high levels of personal strength, and
these qualities tend to put them at risk for being bullied as a result of jealousy
(Strandmark & Hallberg, 2007). Therefore, the older nurse offers a unique opportunity
to explore the phenomenon of bullying.

Situation of senior registered nurses in Thailand

Today’s nursing shortage in Thailand is a result of not only inadequate
production over the past 30 years, but also a failure to retain qualified senior nurses,
because the loss of young nurses affects nurses still working as senior nurses. These

seniors may not work at full capacity, particularly in physically demanding or shift
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work due to full salary problems and inability to move to higher level positions.
These factors influencing the workforce levels of nurses aged over 50 have risen from
20 percent and average, predominately female Thai nurses are aged 42.3 years
(Sawaengdee, 2017). Healthcare facilities under the permanent secretary office [PSO],
Ministry of Public Health, has been facing a high attrition rate of new entrant nurses
due to a lack of civil servant posts. The degree of severity of this problem varies
across different facilities. The evidence from the demand and supply projection of
nurses from 2017 to 2021 and the literature review on the international experience in
addressing nursing shortages due to aging workforces in organization for economic
cooperation and development [OECD] countries (Sawaengdee, 2009) found that
healthcare facilities under the PSO required 136,520 Full-Time-Equivalent (FTE) of
nurses by the year 2021(Sawaengdee, 2017). In order to maintain an adequate supply
of skilled nurses and strengthen healthcare system in Thailand, there should be
approximately 112,170 civil servant posts for nurses (equivalent to 90% of FTE
requirement). This is in contrast to the current situation where there are only 71.87
percent of the estimated demands. Moreover, approximately 11.34 percent of the
current nurses (approximately 11,000 nurses) are temporary staff members
(Sawaengdee, 2017).

At present, RNs move to private hospitals at a rate of 1,000 nurses per year.
The Thai Nursing Council estimates that the private sector in Thailand will need
20,000 nurses over the next five years (Thai Nursing Council, 2016). A high nursing
turnover is a serious problem in our health care system and there is a dire need to
retain nurses. The literature review found that nurse tend to leave their positions over
a period of five years both in Thailand and aboard. In Thailand, the issue of nursing
commitment and engagement is frequently found in articles on nursing turnover.

Thailand has an ageing nursing workforce combined with a shortage of
nurses. The average, predominately female, Thai nurse is aged 42.3 years, and
workforce levels of nurses aged over 50 have risen from 20 percent in which the
proportion of 30-35-year- old nurses who are still on the job is only 50 percent of
graduates of the same generation. Loss of middle-aged care (age 40-50) is
approximately 70 percent in the same generation (Sawaengdee, 2017). Furthermore,

little is known about the extent to which workplace bullying may have affect nurses’



21

decisions to leave and the nursing shortage. The data has reported that the workforce
is expected to have a shortfall of 43, 988 RNs in Thailand by the year 2019 (Srisuphan
& Sawaengdee, 2012). Thus, there is a dire need to study workplace bullying in senior
RNs populations. Therefore, the purpose of this study was to examine workplace

bullying among senior RNs. Consequences of Workplace Bullying.

Models of workplace bullying

Currently, many models of workplace bullying have been developed and
constructed. The current state of the science of workplace bullying may be best
summarized as evolving. There are some studies in the international literature on
WPB model indicating that antecedents can be individual and organizational, while
both organizations and individuals are the consequences for the victims. Researchers
of bullying in the workplace have posited several explanatory theories, with the most
popular and often referenced being the oppression theory. The premise of the
oppression theory is that nurses are an oppressed segment of health care workers.
Unable to lash out at oppressors, nurses lash out and bully one another (Freire, 1970).

The theoretical framework of this study of workplace bullying was the
model developed by Einersen et al. (2003). The Einersen model is an established and
widely used model. The concept of bullying at work is about repeated actions and
practices that are directed against one or more workers, are unwanted by the victim,
may be carried out deliberately or unconsciously, clearly cause humiliation, offence
and distress, and may interfere with job performance and/or cause an unpleasant
working environment (Einarsen and Raknes, 1997). Bullying is a process and
empirical studies indicate that bullying is not an ‘either/ or’ phenomenon, but rather a
gradually evolving process (Einarsen, 2000; Leymann, 1990; Zapf and Gross, 2001).
Hence, the concept of bullying at work is related to persistent exposure to negative
and aggressive behaviors of a primarily psychological nature (Einarsen, 1996;
Leymann, 1996) and describes situations where hostile behaviors are systematically
directed at one or more colleagues or subordinates leading to a stigmatization and
victimization of the recipient[S] (Bjorkqvist, Osterman, & Hjelt-Back, 1994;
Leymann, 1996). This model offers a comprehensive view of the process of workplace

bullying. Workplace bullying refers to the same phenomenon, namely the systematic
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mistreatment of a subordinate, colleague, or superior, which, if continued, may cause
severe social, psychological and psychosomatic problems in the victim. The
framework proposes interrelationships among inhibiting and enabling antecedent
factors, the perceptions of the victim and the influence of organizational action in the
process of workplace bullying. This model explains the antecedents and consequences
of bullying. Bullying is characterized by multi-causality involving a range of factors
found at many explanatory levels, depending on whether focus is on the behavior of
the actor or the perceptions, reactions and responses of the target. The high pace of
change, intensifying workloads, increasing work hours and uncertainty with regard to
future employment that characterize contemporary working life in many countries
influence the level of stress of both perpetrator and victim. In addition, the tolerance
of organizations and their management of bullying cases must also to some extent be
seen in light of prevailing societal factors. Following the debate on objective and
subjective bullying, this model distinguishes between the nature and causes of
bullying behavior as exhibited by the alleged offender, and the nature and causes of
the perceptions of the target of these behaviors (Einarsen et al., 2003).

‘ Cultural and socio-economical factors ‘

v v Y v +
v

L. Organisational action

Organsiational * Tolerance/intolerance, Social support
TECFC‘"'-? - * Retaliation/retribution, Policy
|nh|bltmg enforcement Effects
aggressive on the
behaviour organisation

— v ¥ Immediate k.
Bullying Bullying behavioural —/
—_—

behaviour behaviour reactions by

as exhibited > | as perceived | > | the victim -
/ + by the A |bythe A | * Emotional \

perpetrator victim * Behavioural Effects
Individual, social, T T on 17"9 -t
and contextual individual
antecedents of . . T
aggressive Individual characteristics of the victim,
behaviour * Demographical factors and social circumstances
* Personality and personal history -

Figure 2-1 A theoretical framework for the study and management of workplace
bullying (Einarsen et al., 2003, p. 23).
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Concerning the measurement of bullying at work, most studies measure
subjective bullying by one of the following two methods: perceived exposure to
bullying behaviors, or perceived victimization from bullying at work. Studies
measuring exposure to bullying behaviors follow an approach developed by Leymann
(1990) in which respondents are presented with an inventory of negative behaviors
identified with bullying. Bullying is then operationalized by defining the criteria for
when a person is being bullied. The two most frequently used instruments in this
tradition are the Leymann Inventory of Psychological Terror (LIPT) (Leymann, 1990)
and the Negative Acts Questionnaire (Einarsen & Raknes, 1997; Hoel & Cooper,
2000; Mikkelsen & Einarsen, 2002). The second method is derived from research on
bullying among children (Olweus, 1994) presenting respondents with a definition of
bullying followed up by questions regarding the frequency and duration of exposure
for those who have identified or labelled their experience as bullying according to the
definition given. This approach was introduced by Einarsen and Raknes (1991) and
later used in several studies (Einarsen & Skogstad, 1996; Hoel & Cooper, 2000;
Mikkelsen & Einarsen, 2001; O’Moore, 2000). Hence, Einarsen (1996) argued that the
optimal measurement of bullying at work included both methods, as this will bring
information on both the nature and intensity of perceived behaviors as well as on the
subjective perception of being victimized by these behaviors (Mikkelsen & Einarsen,
2001; Salin, 2001).

Freire’s model of oppressed group behavior has served as a basis for other
studies on horizontal violence in nursing. Freire created the model based on his
research with Brazilians who had been dominated by Europeans. These natives were
restricted and exploited by those possessing greater influence, reputation and status,
just as nurses in years past were viewed by some physicians as second-rate caregivers
unworthy of professional recognition. Originally, Freire (1970) found in his study that
influential and dominant Europeans a) identified their norms and values as the proper
ones in society and then used their power to impose them; and b) determined which
attributes (skin color, language, food, and clothing) were to be respected and
rewarded. The oppressed group and the oppressors eventually derived that the
oppressed group was inherently inferior. If nursing organizations continue to allow the

demeaning acts of WPB among practicing Registered nurses, this destructive,
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ritualistic cycle will continue (Freire, 2003). Freire’s (2003) framework was chosen as
an expression of oppression in nursing. A review and critique of other theorists’
frameworks on oppression as they apply to nursing assisted in exploring the relevance
of WPB in nursing as related to Freire’s framework.

Leymann (1990, 1993, 1996), who has been influential in many European
countries, argued strongly against individual factors as antecedents of bullying,
especially when related to issues of victim personality. Instead, he advocated a
situational outlook where organizational factors relating to leadership, work design
and morale of management and workforce are seen as the main factors. This model
has the following four factors that are prominent in eliciting bullying behaviors at
work: 1) deficiencies in work-design; 2) deficiencies in leadership behavior; 3) the
victim’s socially exposed position and 4) low departmental morale. Leymann (1996)
also acknowledged that poor conflict management might be a source of bullying, but
in combination with inadequate organization of work. However, he again strongly
advocated that conflict management is an organizational issue and not an individual
one (Leymann, 1996).

Hutchinson’s model of Bullying in the Nursing Workplace consisted of three
constructs that served as an alternate explanation of bullying. The model was the
outcome of a mixed methods study of Registered nurses in Australia. This model
comprises three concepts including organizational antecedents of bullying, bullying
acts and the consequences of bullying. Bullying contributes to distress and avoidance
at work, health effects and work and career interruption. The model predicts that
bullying is more prevalent in institutions where certain organizational characteristics
create a favorable climate. While the model confirms the place of organizational
characteristics in workplace bullying, the underlying power dynamics have not
previously been canvassed in any detail. However, the Hutchinson et al., (2008) model
did not reveal a direct relationship between workplace bullying and turnover intention;
turnover intentions were greater as a function of reported physical and psychological
symptoms. Because the consequences of WPB are significantly related to individuals
and organizations with potential impact, most of the variables are proposed in the
model (Einarsen, 2005).
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Therefore, a review of previous studies on workplace bullying led this study
to construct the model of WPB among older RNs based on the theoretical framework
of of workplace bullying by Einersen et al. (2003) and evidence variables such as
authentic leadership, organizational culture and perceived nursing competence that are
directly related to workplace bullying and its negative consequences, symptom

experience and burn-out.

Antecedents of workplace bullying

According to the Einersen model on the antecedents of workplace bullying
(WPB), a number of studies have investigated potential causes of this phenomenon.
The antecedents of workplace bullying refer to what triggers bullying behaviors.
As such, antecedents can be individual. Registered nurses’workplace bullying is
multifaceted, consisting of individual and organizational factors (Einarsen et al., 2003;
Hutchinson et al., 2010; Oh, Uhm, & Yoon, 2016). The influencing factors of
workplace bullying can be categorized based on individual and organizational factors.
However, Purpora et al. (2012) emphasized organizational factors rather than
individual factors, explaining the mechanism of bullying among nurses as oppression
theory. Hutchinson et al. (2010) also presented a multidimensional model of bullying
in the nursing workplace and reported that organizational factors were the most
critical antecedents of bullying.

Individual antecedents can be related to the victim or perpetrator.
The environmental antecedents refer to organizational cultures, stressful work
environments, and weak leaders (Matthiesen & Einarsen, 2010). Many organizational
and personal characteristics are positively associated with workplace bullying among
nurses. However, this study focused on individual variables such as perceived nursing
competency and organization variables such as organizational culture and authentic
leadership.

Organizational antecedents of workplace bullying

Organizational factors have been identified as potential risk factors
including leadership, work organization, job design, organizational culture and social
climate. In addition, a number of studies have indicated that organizational factors

such as the work atmosphere, communication style, organizational climate and
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leadership style are related to workplace bullying (Hoel & Salin, 2003). In this study,
organizational factors in workplace bullying focused on organizational culture and
authentic leadership.

Organizational culture

Definition of organizational culture

Currently, many models have been developed and constructed on
organizational culture. The Hofstede concept of organizational culture is an
established and widely used model. Geert Hofstede is one of the prominent
researchers in cultural studies who successfully identified the classification of culture
and simplify the concept of cross-culture management. His work on culture thus far
represents the most influential study in the field of cross-cultural management (Fang,
2010). In the 1980s, Hofstede first published the results of his study of more than
100,000 employees at the multinational IBM in 40 countries (Hofstede, 1989).
Hofstede attempted to locate value dimensions across which cultures vary. In his
concept of cultural dimensions, he described the individualism-collectivism
dimension from loosely structured to tightly integrated. The masculinity-femininity
dimension describes how a culture’s dominant values are assertive or nurturing.
Power distance refers to the distribution of influence within a culture. Uncertainty
avoidance reflects a culture’s tolerance of ambiguity and acceptance of risk.

Hofstede (1980) defined culture as “the collective programming of mind
which distinguishes the members of one human group from another in the interactive
aggregate of common characteristics that influences a human group’s response to its
environment”. Organizational culture refers to a system of shared assumptions, values,
and beliefs that show people what is appropriate and inappropriate behavior
(Schein, 1990).

Influence of organizational culture on workplace bullying

One of the strongest organizational factors related to workplace bullying is
the nursing organizational culture. Nursing organizational culture was found to be
among the factors most powerfully associated with workplace bullying (Yuseon &
Kang, 2018). The relationship between organizational culture and hostile workplace
behavior is that these behaviors may not be deviant from workplace norms. Rather,

they may be consistent with them (Salin, 2003). Among the abovementioned factors, a
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significant place is occupied by organizational culture which may be related to
bullying (Pilch & Turska, 2015). Organizational culture may allow certain forms of
bullying (Salin, 2003). Over the last 20 years, a number of studies have been
conducted on the individual and organizational antecedents of bullying (Hoel &
Salin, 2003; Salin, 2003; Zapf & Einarsen, 2003). Many surveys refer to specific
organizational problems related to bullying, including poor conflict management and
work organization (Leymann, 1996), hectic and competitive organizational
environments (Salin, 2003) stressful working environments (Hauge, Skogstad, &
Einarsen, 2007; Hoel, Glasg, Hetland, Cooper, & Einarsen, 2010) and communication
(Vartia, 1996). The main findings have been concerned with the organizational
antecedents, which are under management control to a greater extent than other kinds.
Nurses experience with workplace bullying depending on their work environment and
organizational culture as a strict hierarchical organizational atmosphere and
authoritative power that justifies workplace bullying. The role of organizational
culture in preventing and responding to bullying may be key to eliminating workplace
bullying. As such, educational programs, institutional policies and legislations that
help to avoid undesirable (bullying-promoting) organizational cultures would be
required (Hutchinson et al., 2008).

The model of workplace bullying in the nursing workplace by Hutchinson
et al. (2010) refers to organizational tolerance and reward as well as informal alliances
as bullying antecedents directly reflecting an organization's culture or atmosphere.
Recent evidence suggests that more pro-social organizational cultures (those that are
more relationship- oriented) are less likely to manifest workplace bullying (Tambur &
Vadi, 2012). A relationship-oriented organizational culture stresses the flexibility of
the organization and focuses on human relationships. Related to the model of
influencing factors and consequences of workplace bullying among nurses through
structural equation modeling, observation of a significant direct effect indicated the
influence of a relationship-oriented organizational culture on workplace bullying.
Relationship-oriented organizational cultures had a negative direct effect on
workplace bullying (f =-.48, p <.001), thereby explaining 24.0 percent of the
variability in workplace bullying (Yuseon & Kang, 2018).
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In Asian studies, a multivariate logistic regression analysis revealed that
the odds of being a victim of bullying were 2.58 times as high among nurses in
a hierarchy-oriented culture as among nurses in a relation-oriented culture [95%
confidence interval (1.12, 5.94)]. The results suggest that the types of nursing
organizational culture are related to workplace bullying in Korean nurses. Pilch and
Turska (2015) noted minimal research exist on how organizational culture relates to
bullying development. Organizational culture allows levels of disrespect in the daily
atmosphere in the workplace (Hofstede, 2015). Yuseon and Kang (2018) studied
the relationships between organizational culture and workplace bullying among
Korean nurses and found relationship between organizational culture and workplace
bullying can determine the relationships between different organizational culture
types and workplace bullying including all significant variables in the univariate
analyses as covariates. There was no problem with multicollinearity for the regression
model because the variance inflation factors of all independent variables, including
organizational culture, were between 1.18 and 3.27 (p =.006). Ma, Wang, and Chien,
(2017) studied hospital nurses’ attitudes, negative perceptions and negative acts
regarding workplace bullying and found relationships between organizational culture

and workplace bullying (r=-0.07, p < 0.05).

Authentic leadership

A theory of authentic leadership has been emerging over the last several
years from the intersection of the leadership, ethics and positive organizational
behavior and scholarship literature (Avolio & Gardner 2005; Cameron, Dutton &
Quinn, 2003; Luthans, 2002; Luthans & Avolio, 2003).

Definition of authentic leadership

Luthans and Avolio defined authentic leadership “as a process that draws
from both positive psychological capacities and a highly developed organizational
context, which results in both greater self-awareness and self-regulated positive
behaviors on the part of leaders and associates, thereby fostering positive
self-development” (Luthans & Avolio, 2003). The definition of Walumbwa et al.
(2008) goes beyond the notion of being true to oneself and reflects several
assumptions composed of authentic leadership. The above study defined authentic
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leadership [AL] as "a pattern of leader behavior that draws upon and promotes both
positive psychological capacities and a positive ethical climate to foster greater
self-awareness, an internalized moral perspective, balanced processing of information
and relational transparency on the part of leaders working with followers, thereby
fostering positive self-development" (Walumbwa et al., 2008, p. 94). Based on the
definition, authentic leadership comprises four related dimensions borrowed from
Kernis' four components of authenticity, namely self-awareness, internalized moral
perspective, relational transparency and balanced processing. These four components
have been investigated and empirical evidence supports that a core AL factor
comprises the relationships among the four components. (Walumbwa, Wang, Wang,
Schaubroeck, & Avolio, 2010; Walumbwa, Luthans, Avey, & Oke, 2011).

Avolio and Gardner (2005) incorporated components from transformational,
charismatic, servant and spiritual leadership theories that demonstrate characteristics
compatible with their vision of what AL would encompass. Based on their analysis,
authentic leadership theory contains the following key features:

1. Self-awareness - The authentic leader must have self-awareness, as a
foundation for all other components of AL. Knowledge of oneself is fundamental to
achieving the ability to demonstrate the other three components.

2. Balanced processing - The authentic leader is able to take into account all
aspects of a situation and consider all sides, even when they differ from personal
beliefs, and make a justified decision.

3. Moral/ Ethical behavior - The authentic leader makes decisions and
demonstrates the behaviors expected of a person who lives a highly moral life.

4. Relational transparency - The authentic leader conducts him or herself in
a way that leaves no doubt as to their intentions. Followers feel confident that facts are
not hidden from them.

Authentic leadership [AL] is newer to the list of leadership styles. The
literature has not discussed AL in any significant way until the past fifteen years.
Henderson and Hoy (1983) first brought the terminology of leadership authenticity to
the forefront with the development of the Leader Authenticity Scale as an attempt to
operationalize the concept. It was fifteen more years before any significant additional
work occurred with AL (Duignan & Bhindi, 1997). Avolio and Gardner (2005) began
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the work of moving AL up to the level of theory development. Some nursing
leadership research indicates that AL influences the reduction of WPB and other
negative factors present in the nursing workplace. Laschinger, Borgogni, Consiglio
and Read (2015) are actively involved in research to measure the effects of AL in
nursing.

An authentic leadership refers to a style emphasizing positive relationships
between employees and an ethical culture (Walumbwa et al., 2008). AL may have
some power to dissuade bullying, reduce burn-out and promote employee
empowerment (Laschinger, 2012). Specific correlations may be present between the
components of WPB and the characteristics of AL among nursing unit managers.
Gaining insight through further research of these issues is important. Nurse managers
who demonstrate AL qualities may have positive influences on the work environment,
including lower rates of WPB. Lowering WPB may help prevent nurse turnover,
thereby lowering costs. Patient care may also be improved if nurses feel more satisfied
and comfortable with the work environment (Read & Laschinger, 2015; Laschinger &
Fida, 2014; Laschinger, 2012; Laschinger, Wong, & Grau, 2013; Wong &
Giallonardo, 2013). Furthermore, there is a negative association between managerial
authentic leadership and workplace bullying among nurses (Laschinger, Wong &
Grau, 2012; Read & Laschinger, 2013).

Influence of Authentic Leadership on Workplace Bullying

Nurses work in a stress-filled world every day that requires the best
teamwork and collaboration possible allowing patients to get the care they deserve.
Nurse Managers who lead with authenticity may be better equipped to close this
chapter in the nursing profession. (Laschinger & Fida, 2014) AL may have some
power to dissuade workplace bullying, reduce burnout and promote employee
empowerment. Specific correlations may be present between the components of
workplace bullying and characteristics of AL among nurse managers. (Laschinger,
2012).

Laschinger and Fida (2014) found correlations among all the variables
considered. According to the findings, AL is significantly and negatively correlated

with workplace bullying r =-.37 and significantly correlated with both burn-out

and turnover dimensions. Davidson (2017) applied Spearman's rank-order correlation
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to analyze the relationships between AL and WB, thereby finding a strong negative
correlation between AL and WB rs (83) =-.717 (p < 0.01). An analysis of covariance
indicated a significant association with the level of WB experienced by staff RNs,
(p < 0.01) after adjusting for demographic variables. Exploratory factor analysis
determined a one-factor structured based on a scree plot of egin values with all items
of the ALI loading from .669-.896. Confirmatory factor analysis utilized the one-
factor structure for a final best-fit model (y2 = 107.3, df = 70, p = .003; TLI = 0.95,
CFI = 0.96, RMSEA = 0.08). This study gives support to using the ALI in nursing
leadership research. Yuseon and Kang (2018) studied Influencing Factors and
Consequences of Workplace Bullying among Nurses: A Structural Equation
Modeling found authentic leadership, relationship-oriented organizational culture
and workplace bullying to explain 27 percent of the variance in PsyCap. Authentic
leadership (b = .15) and workplace bullying (b = .33) had direct effects on PsyCap.
Relationship-oriented organizational culture had direct (b = .19) and total
(b = .35) effects on PsyCap and an indirect effect (b = .16) on PsyCap through
workplace bullying. Read and Laschinger (2013) found Workplace incivility and
bullying were significantly related to authentic leadership Authentic leadership
(r = -.35%) and The effects of authentic leadership, six areas of worklife, and
Laschinger et al. (2012) studied occupational coping self-efficacy on new graduate
nurses’ burnout and mental health: A cross-sectional study found authentic leadership
(b = -.34%).

Individual antecedents of workplace bullying

Apart from the organization antecedents significant to workplace bullying,
the individual antecedents are also important. Several studies have been conducted on
individual factors about the personality of victims and perpetrators affecting
workplace bullying (Discenza, 2018; Jaafar, Jalali, & Dahalan, 2017; Nielsen, Glasg,
& Einarsen, 2017; Nielsen & Knardahl, 2015; Savasan & Ozgiir, 2018), but
competence is one individual factor with important effects on workplace bullying
(Einarsen et al., 2003). A review of the international literature revealed few studies on
nursing competence effects on workplace bullying. Thus, further study is required to

explain the effects of nursing competence.
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Nursing competence

Definition of competence

Competence is an antecedent of workplace bullying and a frequently used
word that is defined inconsistently in the literature (Fleming & Holmes, 2005).
International Council of Nurses [ICN] (1997, p. 44) defines competence as “a level of
performance demonstrating the effective application of knowledge, skill and
judgment”. Fukada (2018) conducted a study entitled “Nursing Competency:
Definition, Structure and Development”. The definitions of holistic, integrated nursing
competency were explored by analyzing graduation achievement goals as related to
enhancing the development of nursing competency (Conference for Nursing
Education Model), the International Competency Standards Framework for General
Nurses (International Council of Nurses) and the Scope and Standards of Nursing
Practice (American Nurses Association). Na Kayama et al., defined nursing
competency as “the ability to take action by combining knowledge, skills, values,
beliefs and experience acquired as a nurse”. Liu and Aungsuroch (2018), asserted that
nursing competency trends toward definitions using a holistic lens and behavior
statements reflecting the skills, knowledge, attitudes and judgment required for
effective performance in the nursing profession. Srisathidnarakur (2007) provided the
meaning of professional nurse competency, namely the characteristics, knowledge,
ability, aptitude and nursing practice skills according to the roles of professional
nurses, further asserting that nursing professional competence is the outcome of
nursing education. Professional competence embodies three interrelated dimensions:
being, knowing and doing. Competence, therefore, is stated as a broad description of
nurses’ behaviors (cognitive, affective and psychomotor) that are amenable to
assessment (Baramee, 2003).

In Thailand, the nursing council stipulated that graduates register and
receive professional licenses in accordance with the regulations of the Nursing
and midwifery profession act of 1985 amended by the nursing and midwifery
professional act (No. 2) 1997 concerning the core competencies necessary for nursing
and midwifery professionals. To make the services of nursing professionals, midwives
or nursing and midwifery effective, potential for self-development and continuous

work development are required. Previously, 14 competencies of professional nurses



33

were defined until the approval of the Nursing Council Committee at the 4th/ 2009
meeting. On 24 April 2009, the Nursing Council announced the new professional
nursing competency with a total of performances as follows: competency 1: ethics,
code of conduct and the law; competency 2: core nursing and midwifery practices;
competency 3: professional characteristics; competency 4: leadership, management
and quality improvement; competency 5: academics and research competencies;
competency 6: communication and relationships; competency 7: information
technology and competency 8: social competency.

In nursing competence, the effective application of a combination of
knowledge, skills and judgment are demonstrated by an individual in daily practice or
job performance. In the performance of nursing roles meeting the standards required
in employment, competence reflects the knowledge, understanding and judgment,
range of cognitive, technical or psychomotor and interpersonal skills; and a range of
personal attributes and attitudes (International Council of Nurses, 2008). Nursing
competence is the ability to demonstrate and integrate knowledge, critical thinking,
affective and psychomotor values and skills to perform particular professional care
activities both ethically and safely (Liu & Aungsuroch, 2018; Nilsson et al., 2014;
Nkosi and Uys, 2005). Nursing competence is a key determinant of the quality of
patient care. Limited professional nursing competence has been found to negatively
influence patient care outcomes leading to increased patient morbidity (increased
medication errors, nosocomial infections, pressure ulcers and hospital length of stay)
and mortality (Aiken et al., 2017, 2014; Falk, Alm, & Lindstrém, 2014; Kendall-
Gallagher & Blegen, 2009).

Influence of nursing competence on workplace bullying

Lack of competence among nurses has been identified as a trigger for
disruptive behaviors in the workplace, including bullying (Walrath et al., 2010).
Similarly, several studies have reported that junior nurses with less competent skills
are more likely to experience workplace bullying by their seniors than more
experienced, competent nurses (Ekici & Beder, 2014; Ovayolu, Ovayolu, & Karadag,
2014; Yildirim, 2009). On the other hand, feelings of competence could create a
feeling of perceived fulfillment and higher self-esteem among nurses, which may
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inhibit their experience with workplace bullying and/or influence their perceptions of
that experience (Fornés et al., 2011).

Obeidat et al. (2018) studied the relationships between perceived competence
and perceived workplace bullying among Registered nurses in
a cross sectional survey finding relationships between perceived workplace bullying
and perceived competence (r =-0.407). This study revealed that perceived
competence is a significant influencing factor on perceived workplace bullying and
the most significant predictor of bullying in the regression model among all other
independent predictors. To our knowledge, this study is the first to provide
quantitative support for the impact of perceived competence on perceived workplace
bullying among Registered nurses. Lack of competency among nurses was identified
as a trigger for disruptive behaviors in the workplace including bullying (Walrath et
al., 2010). Similarly, several studies have reported that junior nurses with less
competent skills are more likely to experience workplace bullying by their seniors
than more experienced, competent nurses (Ekici & Beder, 2014; Ovayolu et al., 2014;
Yildirim, 2009). On the other hand, feelings of competence could create a feeling of
perceived fulfillment and higher self-esteem among nurses, which may inhibit their
experience with workplace bullying and/ or influence their perceptions of that
experience (Fornés et al., 2011).

Trépanier, Fernet, and Austin (2013) studied workplace bullying and
psychological health at work concerning the mediating role of satisfied needs for
autonomy, competence and relatedness. The results of this study, conducted among
1179 nurses in Quebec, Canada, provide support for the model. Workplace bullying
negatively predicted work engagement through employees’ unsatisfied needs for

autonomy, competence (r =-0.3) and relatedness. Workplace bullying was also found

to positively predict burn-out through a lack of satisfaction of employees’ need for
autonomy. Invariance analysis also confirmed the robustness of the model across
gender and job status. Implications for workplace bullying research and managerial
practices were discussed.

Measurements of nurse competence

The International Council of Nurses identified 17 indicators within three

domains of the framework for general registered nurses’ [RNs’] competencies to
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advocate for global nursing competency (ICN; Alexander & Runciman, 2003). Liu
and Aungsuroch (2018) conducted a current literature review of Registered nurses’
competency in the global community and found six instruments were to measure
generalist RN competencies across countries. This review explored five developed
instruments used to assess general nurses’ competency. These were the European
questionnaire tool (EQT1 and EQT2; Cowan, Wilson-Barnett, Norman, & Murrells,
2008), competence inventory for Registered nurses (Liu, Kunaviktikul, Senaratana,
Tonmukayakul, & Eriksen, 2007; Liu, Yin, Ma, Lo, & Zeng, 2009), Australian
national competency standards for Registered nurses (Andrew et al., 2008; Cowin et
al., 2008), competence scale for senior clinical nurses (Akamine et al., 2013) and the
Holistic nursing competency scale (Takase & Teraoka, 2011). The EQT1, EQT2,
competence inventory for Registered nurses, and the Australian national competency
standards for Registered nurses were originally developed in the European Union,
China and Australia, respectively. The competence scale for senior clinical nurses and
holistic nursing competency scale were developed in Japan.

A new instrument for measuring competence in nursing has been
developed by a Swedish research group. The instrument is called the nurse
professional competence [NPC] Scale and is based on national guidelines, the WHOs
European Strategy for Nursing and Midwifery. The NPC Scale consists of 88 items
distributed in eight competence areas and measures self-reported professional
competence (Nilsson et al., 2014). The NPC translated the Scale into English to
facilitate international use of the instrument (Nilsson, Gardulf, & Lepp, 2016). A short
version of the nurse professional competence scale for measuring nurses' self-reported
competence contained 35 items developed by Nilsson, Engstrom, Florin, Gardulf &
Carlsson (2018). The review of related literature found only one cross sectional survey
study on the relationship between nursing competence and workplace bullying among
Registered nurses by using the NPC Scale (Nilsson et al., 2014). Thus, the interest of
the present study was to use a short version of the nurse professional competence
scale (35-item NPC Scale) (Nilsson et al., 2018).
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Consequences of workplace bullying

The consequences of workplace bullying had significance related to
individuals and organizations (Duffy & Sperry, 2011) in which bullying is a source of
diminished job performance (Hague et al., 2007; Lutgen-Sandvik et al., 2007;
Mikkelsen & Einarsen, 2002). From a humanistic perspective, this predominantly
psychological scope has been utilized to address workplace bullying at an individual
level, and many of the studies conducted have been clearly linked to emotional effects
and therapeutic practices. This concrete research field has provided a sufficiently
broad view and a group of scholars who have studied the influence of micro-
organizational factors (role conflict, leadership, political aspects or organizational
culture) on individual conduct (Einarsen et al., 2003). Consequently, the review of the
present study was based on the study and management of bullying (Einarsen et al.,
2003).

Workplace bullying and symptom experience

Workplace bullying has consequences for nurses. Targets of bullying
reported increasing physical and emotional distress and maladies (Lim, Cortina, &
Magley, 2008). Hutchinson et al. (2008) categorized the consequences of bullying as
a) normalization of bullying in work teams; b) distress and avoidance at work and
¢) health effects leading to interruption of work and career.

The report of a study by Kozakova, Buzgova, and Zelenikovéa (2018) found
14.3 percent of nurses to have been subjected to mobbing in the previous six months.
There were no statistically significant correlations between being subjected to
mobbing and education, age, or length of service. Regarding the psychological
consequences of mobbing, there were statistically significant associations between
mobbing and sadness (r =0.411), depression (r =0.355) and anxiety (r =0.327).

Duru, Ocaktan, Celen, and Orsal (2018) studied in the effects of workplace
bullying perception on psychological symptoms in a structural equation approach
finding levels of perceived workplace bullying to increase with increasing scores
for the BSI and BSI sub-dimensions of anxiety, depression, negative self-image,
somatization and hostility (all p < 0.001). One point increase in the workplace
bullying perception score was associated with a 0.47 point increase in psychological

symptoms evaluated by the BSI. Moreover, the workplace bullying perception scores
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were most strongly affected by the scores of anxiety, negative self-image, depression,
hostility and somatization (all p < 0.05). (r = .0.536).

Yuseon and Kang (2018) conducted a study on the influencing factors and
consequences of workplace bullying among nurses in a structural equation modeling
finding workplace bullying to have direct (b = .36) and total (b = .51) effects on
symptom experience and indirect effects (b = .15) on symptom experience through
PsyCap.

Recognizing that an individual cannot cope with persistent stressors can lead
to negative health problems (Reknes et al., 2016). According to Reknes et al. (2016),
workplace bullying among nurses was the main predictive factor regarding
psychological health outcomes including anxiety, depression, and fatigue. Workplace
bullying can, therefore, be considered a serious stressor. In particular, when an
individual has concluded that she/he cannot manage the persistent stressful situation
of bullying, maladaptive responses ensue in the form of physical and psychological
symptoms (Read & Laschinger, 2015; Reknes et al., 2016).

Nurses' experiences with workplace bullying have many negative effects in
nurses who experience constant workplace bullying with various physical and
psychological symptoms including fatigue, headaches, indigestion, sleep disturbances,
anxiety, anger, depression and other posttraumatic stress disorder (PTSD) symptoms
(Hutchinson et al., 2010; Reknes et al., 2016; Laschinger & Nosko, 2015). Workplace
bullying causes symptom experience or exhaustion and eventually increases nurses'
turnover intention (Hutchinson et al., 2010; Laschinger et al., 2012). According to a
study by Sounart (2008), up to 90 percent of nurses have witnessed or been the targets
of WPB, and some experts fear that this trend could push more nurses out of the
clinical setting. Sounart (2008) also stated that nurses who are bullied in the workplace
often develop psychological side effects such as post-traumatic stress disorder,
anxiety, depression and insomnia, each of which can result in poor work performance.

Workplace bullying and burn-out

Burn-out is defined as ““a state of emotional, mental and physical exhaustion
caused by excessive and prolonged stress. It occurs when you feel overwhelmed and
unable to meet constant demands” (Smith, Segal, & Segal, 2012). Burn-out is

customarily conceptualized as a syndrome characterized by the three components used
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for this study, namely emotional exhaustion, depersonalization and reduced personal
accomplishment (Maslach & Leiter, 2008).

Several studies have linked exposure to workplace bullying with burn-out
(Bowling & Beehr, 2006; Laschinger & Fida, 2014). Extensive research has been
done to indicate that burn-out is a problem for healthcare workers, particularly nurses.
According to Giorgi, Leon-Perez, and Arenas (2015) studied bullying among nurses
and its relationship with burn-out and organization climate, finding workplace

bullying to be associated with burn-out (B=0.47). Also related to the study of

Allen et al. (2015) examined the relationship between bullying and burn-out and found

bullying to be a significant cause of burn-out (f=0.37, p < .001). Moreover,

Laschinger, Grau, Finegan, and Wilk (2010) tested a model linking new graduate
nurses' perceptions of structural empowerment and experiences with workplace
bullying and burn-out in Canadian hospitals. According to Laschinger and Nosko
(2015), it was indicated that workplace bullying predicted turnover intentions through
reported physical and psychological health symptoms. Therefore, although workplace
bullying may not directly lead to turnover intentions, the repeated experiences of
negative symptoms due to workplace bullying could lead to turnover intentions.
However, workplace bullying and nurse manager ability, leadership and support of
nurses also had direct effects on burn-out (Kay, 2015).

In another study of 286 nurses, all of whom were female respondents,
Yildirim (2009) found that 21 percent had been exposed to bullying behaviors. It was
concluded that WPB is a measurable problem that leads to decreased ability to
concentrate, lack of work motivation and commitment, poor productivity and poor
relationships with patients, managers and colleagues.

Workplace bullying creates several adverse effects on nurses and work
environments. WPB is a potential antecedent of burn-out and intent to leave. For
example, in a study of Portuguese nurses, there was a significant relationship between
bullying and burn-out with symptoms of burn-out at a higher level and greater
frequency among those reporting having been bullied (Sa & Fleming, 2008).
Additionally, researchers have reported that verbal abuse contributes to 16-24 percent

of staff turnover.



More research needs to be conducted and more work needs to be done to
understand and rectify high turnover rates in addition to acknowledging and
addressing WPB among hospital nurses. According to the findings, workplace
bullying is significantly related to all components of burn-out in addition to related
health outcomes such as burn-out and job turnover by activating cognitive
mechanisms that may over time deplete available coping resources. Burn-out results
from prolonged exposure to negative demands in the workplace (Maslach & Leiter,
2008).

In conclusion, the literature review revealed the antecedents, experiences
and consequences of workplace bullying among senior Thai RNs. A theoretical
framework for the study and management of workplace bullying was used as a
guideline for developing and testing the hypothesized model for the study.
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CHAPTER 3
RESEARCH METHODOLOGY

This chapter describes the research methodology used in the proposed study
and includes the research design, population and sampling, research settings, research

instruments, protection of human rights, data collection and data analysis procedures.

Research design

Model-testing design was used in this study. Structural equation modeling
[SEM] was used to test the hypothesized model of workplace bullying among senior
RNs. The antecedents included perceived nursing competence, organizational culture
and authentic leadership. The consequences were burn-out and symptom experience
in workplace bullying among senior RNs. SEM examined the structure of
interrelationships expressed in a series of equations. These equations depicted all of
the associations among constructs or latent variables. Additionally, SEM depict the
relationships among the observed variables and provide a better way of empirically
examining a theoretical model by involving both the measurement model and a

structural model in one analysis (Hair, Black, Babin, & Anderson 2010).

Population and sample

Target population

The target population of this study was staff nurses aged more than 40 years
and working in tertiary care hospitals under the Ministry of Public Health of Thailand
in 2019.

Sample Size and Sampling Technique

Sample

The sample was RNs working in tertiary care hospitals under the Ministry of
Public Health of Thailand, who met the following inclusion criteria for participation
in the study: 1) age more than 40 years; 2) good health with no mental disorders and

no physical problems such as cancer.
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Sample size

The sample size estimation in the proposed study was based on structural
equation model testing. Hair et al. (2010) stated that a sample size of SEM must be
based on a set of factors. Kline (2011) suggested that a “typical” sample size in studies
with SEM is approximately 200 cases corresponds to the approximate median sample
size and a minimum ratio of at least five respondents per estimate parameter. There
were 52 estimated parameters in this study (23 errors, 23 factors loading, and 6 path
coefficients). Based on the above suggestion, the minimum sample ratio 5:1 resulted
in a sample size of 260 subjects. For dropout, incomplete responses and non-returned
questionnairs, an additional 12 percent was included. Additionally, a dropout rate of
an additional 12 percent was added for incomplete responses and questionnaires
returned. Therefore, a total of 288 participants were recruited for this study.

Setting

This study focused on RNs working in tertiary care hospitals under
Thailand’s Ministry of Public Health. Hospitals in Thailand that can also be
categorized by bed size and hospital level. For example, community hospitals were
grouped from the first level to the middle-level (F1-M2) with a capacity of 30-120
beds (780 hospitals) middle level (M1) or small regional level hospitals with a
capacity of 120-200 beds (35 hospitals), standard level [S] or large regional hospitals
with a capacity of 200-500 beds (48 hospitals) and advance level hospitals [A] with
a capacity of over 500 beds (33 tertiary care hospitals) (Bureau of Health Policy and
Strategy, Ministry of Public Health., 2010). The standard [S] and advance [A] level
hospitals have many units offering special care and specialists. This study examined
the complex organizational structure of these hospitals and staff nurses must have
specialty skills. Consequently, the settings of the study were hospitals performing
multi-specialty care. Hence, the researcher selected the setting in standard [S] and
advance [A] level hospitals under the Ministry of Public Health of Thailand.

Sampling

A multi-stage random sampling method was used to recruit subjects from 33
tertiary care hospitals under the Ministry of Public Health of Thailand.

First, the study area was divided into four cluster regions in Thailand:

northern region, northeastern region, central region and southern region.



42

Second, one hospital was randomly selected from each of the above four

regions. Thus, the northern region was represented by Utaradit Hospital, the

northeastern region was represented by Buriram Hospital, central region was

represented by Ayuthaya Hospital and the southern region was represented Nakorn Si-

Thammarat Hospital.

Third, 72 subjects were randomly selected from a list of senior nurses aged

more than 40 years and working in each tertiary care hospitals. Resulting in total of

288 RNs from 33 tertiary care hospitals as shown in Figure 3-1 below.

Senior RNs in 4 Regional Areas

Northern

(6 tertiary care hospitals)

Central

(13 tertiary care hospitals)

Simple Random Sampling

North Eastern

(8 tertiary care hospitals)

A

Southern

(6 tertiary care hospitals)

A

Utaradit
Hospital (n = 317)

Rayong
Hospital (n = 257)

Burirum
Hospital (n = 240)

Nakorn Sritummarat
Hospital (n =518)

Simple |Random Sampling

Figure 3-1 Multi-stage random sampling technique for the study

n=72

Senior RNs in 4 Regional areas: n = 288
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Instruments

Data were collected through the use of the following seven instruments:

1) a personal demographic information questionnaire; 2) Authentic leadership
questionnaire [ALQ)]; 3) an organizational culture questionnaire; 4) negative acts
questionnaire revised [NAQ-R]; 5) brief symptom Inventory-18 [BSI-18]; 6) maslach
burn out inventory [MBI] and 7) nursing competence questionnaire [NPQ].

The details of these instruments are described as follows:

1. Personal demographic information

The personal demographic information questionnaire was developed by the
researcher to collect data on age, gender, marital status, position at work, years of
nursing experience, type of unit, experience witnessing the bullying of a colleague
and feelings of being bullied in the workplace.

2. Authentic leadership questionnaire [ALQ)]

The ALQ was developed by Sikkhaphan (2015) and used to assess
perceptions of senior nurses to authentic leadership of their head wards. This
questionnaire consisted of 16 items categorized into four subscales with five items on
relational transparency, four items on moral-ethical perspectives, three items on
balanced processing and four items on self-awareness. The participants were asked to
rate on a four-point scale (0 =strongly disagree; 1 =disagree; 2 =not sure; 3 =agree
and 4 =strongly agree). The ALQ total scores ranged from 0 to 64. Higher total scores
indicated higher levels of authentic leadership of head wards. Cronbach’s alpha
coofficiant of the 16 items was .90 (Sikkhaphan, 2015). A confirmatory approach was
used to test the underlying dimensions of the ALQ (Sikkhaphan, 2015).

3. Organizational culture [OC] questionnaire

Organization culture was measured by using the questionnaire of the
organizational culture Hofstede's concept (1980) developed and validated by
Apisakkul (2006). This questionnaire contained four domains classified into six
characteristics with a total of 26 items in six subscales covering the following areas:
power distance (5 items); uncertainty avoidance (5 items); individualism (5 items) and
collectivism (5 items); masculinity (5 items) and femininity (5 items). The participants

rated each item on a 5-point scale ranging from 1 =never expressed,;
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2 =slightly expressed; 3 = moderate expression; 4 =very expressive and 5 = most
expressive. Total scores ranged from 26 to 130. Higher scores indicated better
respondents’ organizational cultures. In terms of reliability evidence, Cronbach’s
alpha for the 26 items in the Organizational culture [OC] was .73, which indicated
internal consistency (Hofstede, 1995). A confirmatory approach was used to test the
underlying dimensions of the Organizational culture [OC].

4. Negative acts questionnaire revised [NAQ-R]

The NAQ-R was measured by the Thai version of NAQ-R Inventory, which
was originally developed by Einarsen et al., (2009) and translated into a Thai version
by Sungwan (2018). In the present study, the questionnaire was used to examine
the level of bullying among Thai nurses. It contained 25 items intended to measure
exposure to bullying within the six months preceding data collection. The first
22 items of the NAQ-R focused on the aspects of bullying by measuring the following
three inter-related factors: work-related factors (7 items); person-related factors
(12 items) and physical intimidation factors (3 items) (Einarsen et al., 2009). The last
item identified self-labeled victimization from bullying during the last six months
preceding data collection. Items were rated on a five-point scale as follows:

1 =never; 2 =seldom; 3 =monthly; 4 =weekly and 5 =daily.

Total scores ranged from 22 to 110 points. The frequency of each item in the
NAQ-R indicated the prevalence of negative acts. Low scores indicated rare to
minimal exposure to negative behavior, whereas high scores were associated with
frequent to constant exposure to negative behavior (Einarsen, Hoel & Notelaers,
2009). The NAQ-R can be scored in its entirety, as well as evaluated according to its
factors; work-related bullying, person-related bullying, and physical-related bullying.
Notelaers and Einarsen (2013) reported a total score of 33 or lower (< 33) indicates
that a participant is not being bullied at work, a total score between 34 and 45 (34-45)
indicates occasional bullying, and a total score over 45 (46-110) is indicative of daily
bullying.

In terms of reliability evidence, Cronbach’s alpha for the 22 items in the
NAQ-R scored.95, which indicated excellent internal consistency (Einarsen et al.,
2009). A confirmatory approach was used to test the underlying dimensions of the

NAQ-R with three distinguishable measurement models.
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5. Brief symptom inventory-18 [BSI-18]

Symptom experience was measured by using the brief symptom
inventory-18 (BSI-18) originally developed by Derogatis (2000) to assess
participants’psychological functioning. The survey included 18 items as a short form
of the BSI composed of the following three subscales: anxiety, depression and
somatization scales. This tool comprised 18 items in the following four subscales:
somatization (5-items); depression (6-items); anxiety (4-items) and panic (3-items).
A 5-point Likert scale was used to rate the items in terms of degree of suffering
over the last seven days with total scores ranging from 0 (not at all) to 4 (very
serious). Items were rated on a five-point scales as follows: 0 =none; 1 =slight;

2 =moderate; 3-much and 4 =most. Total score ranged from 0 to 72 points. Higher

scores indicated higher numbers of negative symptoms over the past seven days. In
terms of reliability evidence, Cronbach’s alpha for the 22 items in the brief symptom
Inventory-18 [BSI-18] was .95. A confirmatory approach was used to test the
underlying dimensions of the BSI-18 with three distinguishable measurement models.
6. Maslach burn out inventory [MBI]
The MBI was measured by the Thai version of the Maslach burn out
inventory [MBI] originally developed by Maslach, Jackson, and Inventory (1981)
and translated into Thai by Summawart (1989). The instrument contained 22 items
with the following three subscales: emotional exhaustion (EE); depersonalization [DP]
and personal accomplishment [PA]. The inventory was used to measure level of burn-
out. The frequency scale was labeled at each point, ranging from 0 (never) to
6 (daily). Each item was rated by using a 7-point rating scale with scores ranging

from 0= (never experience the feeling or attitude) to 6 = daily experience with

the feeling or attitude. Each subscale was scored separately and individual scores
were not combined to obtain a total score. Total score ranged from 0 to 132. Higher
scores indicated a higher degree of experienced burn-out. In terms of reliability
evidence, Cronbach’s alpha for the 22 items in the Maslach burn-out inventory
[MBI] scored.87, which indicated internal consistency (Maslach et al., 1981).

A confirmatory approach was used to test the underlying dimensions of the MBI

with three distinguishable measurement models.
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7. Nurse professional competence [NPC]

Nursing competence was measured by the NPC scale short form (NPC
scale-SF) containing 35-items developed by Nilsson et al., (2018) for measuring
self-reported professional competence among Registered nurses (Nilsson et al., 2014).
The 35 items on the NPC Scale were based on competence requirements for
Registered nurses [RNs]. The original NPC scale (an 88-item version of the NPC
scale) was published by World Health Organization (WHO). (2001).

The theoretical framework of the NPC contained categories with the
following six factors: Nursing care (5 items), value-based nursing care (5 items),
contributing to a holistic view of the patients’ medical and technical care (6 items),
care pedagogics (5 items), documenting and administering nursing care (8 items),
developing leadership and organization of nursing care (6 items). The frequency scale
was labeled at each point within a range from 1 (very low level)to 7 (very high level).
Total scores ranged from 35 to 245. Higher scores indicated a higher degree of
nursing competence. Content validity was confirmed by six expert groups composed
of nurses and nurse managers. In terms of reliability evidence, Cronbach’s alpha for
the 35 items in the NPC scale short form [NPC scale-SF] scored.98, which indicated
internal consistency (Nilsson et al., 2014). A confirmatory approach was used to test
the underlying dimensions of the NPC scale-SF.

Psycometric properties of the instruments

Validity

The content validity of all instruments were validated in previous studies.
However, the construct validity of each questionnaire was tested in this study using
confirmatory factor analysis, which was carried out under the AMOS program to
estimate the detailed measurement model.

Four of the quesionaires had been previously used in Thailand. The
Authentic leadership questionnaire [ALQ] was developed by Sikkhaphan (2015).
The organizational culture questionnaire was developed and validated by Apisakkul
(2006). The Negative acts questionnaire revised [NAQ-R] was developed by
Einarsen et al., 2009 and translated into a Thai version by Sungwan (2018).

The Maslach burn out inventory [MBI] was developed by Maslach et al., (1981)
and translated into Thai by Summawart (1989).
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Translation of instruments

Two original English quesionaires were translated in this sudy. The forward
and backward translation methods were used in this process (Brislin, 1970). At first,
the original English versions of the scales were translated into the Thai language by
two doctoral prepared bilingual (Thai and English) experts. After performing a
separate initial translation, the two versions were compared and the differences in
translation were resolved. Next, the translation questionnaires were given to another
bilingual translator who back-translated the items into English without access to the
original survey with additional proficient bilingual linguists who had never seen the
original English version. Finally, the major advisor, who is a bilingual native Thai
speaker reviewed and compared the contents of each item in terms of cultural
acceptability, grammatical accuracy and item structure between the original and back
translated English versions of each of the tools.

Reliability

The internal consistency reliabilies of all quesionaires were
tested with 30 staff nurses working at a tertiary hospital (Rayong Hospital). The
acceptable reliability value was 0.80, whereas a new instrument can be 0.70 or over
(Polit & Beck, 2012).Cronbach's alpha values for the instruments were as shown in
Table 3-1.



Table 3-1 Variables and questionnaire related to measures used in the analysis

Variable Measurement Level of No.of  Cronbach’s Alpha  Cronbach’s
measurement  items Alpha for
present
study
Workplace Thai version of the Interval 22 .90 .95
Bullying Negative Acts by Sungwan (2018)
Questionnaire
(NAQ-R)
Authentic Authentic leadership Interval 16 .98 .90
Leadership questionnaire [ALQ] by Sikkhaphan.
(2015)
Organizationa  Organizational Culture Interval 26 a7 .73
| Culture questionnaire by Apisakkul.
(2006)
Nursing Nurse professional Interval 35 .70 .98
Competence competence [NPC] by Nilsson et al.,
(2018)
Symptom Brief Symptom Interval 18 91 .95
Experience Inventory-18 (BSI-18) by Derogatis (2000)
Burn-out Maslach Burn Out Interval 22 .90 .87
Inventory (MBI) by Summawart
Thai version (1989)
Total 139

Ethical considerations
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Prior to data collection, approval was obtained from the Institutional Review

Board [IRB] for Graduate Studies, Faculty of Nursing, Burapha University, number of

the IRB approval 01-06-2562. After receiving permission to conduct the study, the

researcher contacted the human rights research board committees of each hospital . All

of the staff RNs who volunteered to participate were informed about the research

objectives and methods. The participants were assured of data confidentiality and

voluntary participation. No more than minimal risks were anticipated in answering the

questions. The participants were allowed to withdraw from the study any time without

penalty or loss of benefits after informed consent was obtained. The presentation of

the findings maintained the confidentiality of individual responses. The questionnaires
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were completed by nurses during their private time. The data were kept in locked
cabinets and only the researcher had access to the data, which will be destroyed over

years.

Data collection procedures

Data collection started after the IRB approval from Faculty of Nursing,
Burapha University. Then the researcher submitted a research proposal to the four
research ethics committees of the tertiary care hospitals under Thailand’s Ministry of
Public Health in four provinces: 1) Rayong Hospital, IRB number is RYH REC
No.E012/2562 2) Buriram Hospital, IRB number is 15 0032.102.1/21, 24/08/62; 3)

Utaradit Hospital; IRB number is ;12/2019 and 4) Nakorn Sritummarat Hospital, IRB
number is 33/2562, depending on the condition of each tertiary care hospital in the
provinces. Next, the researcher made preliminary contact with the all of the four
hospitals. Data collection was conducted as follows:

1. The researcher contacted the nurse directors at all of the selected
hospitals at the appropriate time for collecting data after the research permission had
been granted.

2. The researcher selected research coordinators from each hospital to help
collect data. The researcher trained the research coordinators before collecting data on
issues on how to randomly sample, how to complete each questionnaire, how to
motivate completion of the questionnaires and how to check for completed
questionnaires before sending the package of questionnaires to return to the
researcher.

3. The research coordinators selected the participants who met the
inclusion criteria with ages of more than 40 years at each hospital. The participants
were selected by the simple random sampling method from the name list of each
hospital.

4. The researcher packaged the questionnaires with the following: information
sheets, informed consent forms, questionnaires and return envelopes, then distributed the
packages to the potential participants by requesting cooperation in completing the

questionnaires in their private time. The information sheets explained the objectives of
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study, the methods for assurance of confidentially, anonymity, right to withdraw and time
frame for completion of the questionnaires.

5. The research coordinators asked the participants to return the completed
questionnaires the following week or within the following week and invited the
participants to place their questionnaires in a designated box placed at each hospital.

6. The researcher coordinators checked each page of the questionnaires
for the completion. The questionnaires returned in sealed envelopes were collected
from the designated boxes at each hospital by the research coordinators.

7. The researcher received all of the questionnaires with a response rate of
100 percent from the research coordinators and screened for completeness before
analyzing the data obtained. The obtained data were analyzed by using the appropriate

statistical analyses.

Data analysis

Data analysis was performed by using a statistical software program.
The details of the data analysis are described as follows:

1. The demographic data of the samples were analyzed by descriptive
statistics including frequency, percentage, mean and standard deviation. Furthermore,
the percentage of each category was shown.

2. Structural equation modeling [SEM] was conducted to statistically test the

hypothesized model on workplace bullying.



CHAPTER 4
RESULTS

This chapter presents the research findings, including the participants’
characteristics, descriptive statistics of the major study variables, testing of

assumptions and testing of the research hypotheses.

Participants’ characteristics

The initial sample was 288 subjects from four regional hospitals of the
Thailand’s Ministry of Public Health. Most of the participants were females (97.92%)
aged 40-44 years (44.79%), married or cohabiting (64.93%) had graduated at the
bachelor degree level (88.54%), had 21-30 years of working experience (51.04%) held
professional nurse positions (70.49%) had monthly income equal to 30,000 - 40,000
baht and were assigned to a surgery ward (16.67%).

Table 4-1 Demographic characteristics of the sample (n =288)

Characteristics n %

Gender

Male 6 2.08

Female 282 97.92
Age (years)

40-44 129 44,79

45-49 73 25.35

50-54 50 17.36

55-59 34 11.81
Marital status

Single 72 25.00

Married 187 64.93

Widowed 9 3.13

Divorced/ Separated 20 6.94
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Characteristics n %
Education level
Bachelor degree 255 88.54
Master degree 33 11.46
Work experience
Less than 10 years 3 1.04
11-20 years 94 32.64
21-30 years 147 51.04
31-40 years 43 14.93
40 years & up 1 0.35
Position
Registered nurse, Practitioner level 83 28.82
Registered nurse, Professional level 203 70.49
Registered nurse, Senior professional level 2 0.69
Monthly income
Less than 20,000 baht 1 .35
20,000 - 30,000 baht 26 9.03
30,000 - 40,000 baht 98 34.03
40,000 - 50,000 baht 93 32.29
More than 50,000 baht 70 24.31
Ward
Medical ward 38 13.19
Surgery ward 48 16.67
Obstetrics and gynecology 35 12.15
Pediatrics 23 7.99
Intensive care unit 35 12.15
Out patient 38 13.19
Operation room 29 10.07
Special rard 42 14.58
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Workplace bullying

The results of this study show the highest rated behaviors of negative acts
(ated weekly) to include being exposed to an unmanageable workload (n =18,
6.25%); spreading of gossip and rumors about you (n =2, 0.69%) and having
someone withholding information that affects your performance (n =1, 0.35%); being
ordered to do work below your level of competence (n =1, 0.35%); having key areas
of responsibility removed or replaced with more trivial or unpleasant tasks (n =1,
0.35%); being shouted at or being the target of spontaneous anger (or rage) (n =1,
0.35%); being subjected to practical jokes carried out by people you don’t get along
with (n =1, 0.35%); being given tasks with unreasonable or impossible targets or
deadlines (n =1, 0.35%);excessive monitoring of your work (n =1, 0.35%). And
the daily rating included only being ordered to do work below your level of
competence (n =1, 0.35%). These data are shown in table 4-2. The full table of
frequencies of bullying behaviors is found in appendix E.

Table 4-2 Frequency and percentages of perceived negative acts reaching workplace
bullying (n = 288)

NAQ-R item N (%)
Weekly Daily Total

1. Someone withholding information that affects  1(0.35) 0(0.00)  1(0.35)
your performance

2. Being humiliated or ridiculed in connection 0(0.00) 0(0.00)  0(0.00)
with your work

3. Being ordered to do work below your level of  1(0.35) 1(0.35) 2(0.69)
competence

4. Having key areas of responsibility removed or  1(0.35) 0(0.00)  1(0.35)
replaced with more trivial or unpleasant tasks

5. Spreading of gossip and rumors about you 2(0.69) 0(0.00)  2(0.69)
6. Being ignored, excluded or isolated from 0(0.00) 0(0.00)  0(0.00)

others
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NAQ-R item n(%)
Weekly Daily Total

7. Having insulting or offensive remarks made about ~ 0(0.00)  0(0.00)  0(0.00)
your person (habits and background), your attitudes
or your private life
8. Being shouted at or being the target of spontaneous  1(0.35)  0(0.00)  1(0.35)
anger (or rage)
9. Being subjected to intimidating behavior such as 0(0.00) 0(0.00) 0(0.00)
finger-pointing, invasion of personal space, shoving,
blocking/barring the way
10. Hints or signals from others that you should quit 0(0.00) 0(0.00) 0(0.00)
your job
11. Repeated reminders of your errors or mistakes 0(0.00) 0(0.00) 0(0.00)
12. Being ignored or facing a hostile reaction when 0(0.00) 0(0.00) 0(0.00)
you approach
13. Persistent criticism of your work and effort 0(0.00) 0(0.00) 0(0.00)
14. Having your opinions and views ignored 0(0.00) 0(0.00) 0(0.00)
15. Being subjected to practical jokes carried out by 1(0.35) 0(0.00)  1(0.35)
people you don’t get along with
16. Being given tasks with unreasonable or 1(0.35) 0(0.00)  1(0.35)
impossible targets or deadlines
17. Having allegations made against you 0(0.00) 0(0.00)  0(0.00)
18. Excessive monitoring of your work 1(0.35) 0(0.00)  1(0.35)
19. Pressure not to claim something to which youare  0(0.00)  0(0.00)  0(0.00)
entitled (sick leave, holiday entitlement, travel
expenses)
20. Being the subject of excessive teasing and 0(0.00) 0(0.00)  0(0.00)
sarcasm
21. Being exposed to an unmanageable workload 18(6.25) 0(0.00) 18(6.25)
22. Threats of violence or physical abuse or actual 0(0.00) 0(0.00)  0(0.00)

abuse
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For the question [Item 23] asking the participants whether they felt they had
experienced workplace bullying within the last six months, most senior nurses
answered that they had never experienced workplace bullying (86.46%, n = 249),
thereby indicating that they had not experienced workplace bullying within the last six
months. Some of the senior nurses (13.54%, n = 39) responded “Yes, but only rarely”.
Approximately 9.72 (n = 28) of the nurses indicated they had experienced some form

of bullying within the previous six months. These data are presented in Table 4-3.

Table 4-3 Prevalence of perceived negative acts reaching workplace bullying

(n =288)
Rating categories Frequency %
No 249 86.46
Yes 39 13.54
Yes, but only rarely 28 9.72
Yes, Now and then 8 2.78
Yes, Several times per week 1 0.35
Yes, Almost daily 2 0.69

For the question [Item 24] that asked the participants who were bullied at
work to state they were bullied by whom. This item can answer more than one but all
participant responded only one perpetrator. Most of the senior RNs stated that a
colleague (23.08%, n =9) or immediate superior (10.26%, n = 4)was the perpetrator
and other supervisors/ managers in the organization (51.28%, n =20). These data are
presented in Table 4-4.
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Table 4-4 Frequency and percentages of perpetrator (n = 39)

Perpetrator Frequency %
Colleagues 9 23.08
Immediate Supervisor 4 10.26
Other Supervisors/ Managers in the Organization 20 51.28
Subordinates 6 15.39

For the question [Item 25] that asked the participants to state the number and
gender of their perpetrators, the senior RNs mainly stated number of perpetrators as
subordinates being female at 48.72%. Moreover, the number of male perpetrator was

less than females. These data are shown in Table 4-5.

Table 4-5 Frequency and number of perpetrators (n = 39)

Perpetrator Female Male
Frequency % Frequency %
Colleagues 9.00 23.07 0.00 0.00
Immediate Supervisor 7.00 17.95 2.00 5.13
Other Supervisors/ Managers in the 4.00 10.26 0.00 0.00
Organization
Subordinates 19.00 48.72 1.00 2.56

The sum score of NQA-R shows that indicated that they had not being
bullied at work (RNs 86.46%, n = 249) indicated that they had occasional bullying
(12.50%, n = 36). Nevertheless, the scores indicated that senior RNs had daily
bullying (1.04%, n = 3) which was different from their feelings that they had
experienced workplace bullying within the last six months only. These data shown in
Table 4-6.
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Table 4-6 Frequency of exposure to workplace bullying (n =288)

Rating categories Frequency %
No bullying at work (< 33) 249 86.46
Occasional bullying (34-45) 36 12.50
Daily bullying (46-110) 3 1.04

The overall mean score on the NAQ-R that measures workplace bullying
had a value that was fairly low in the range of possible scores (M = 32.76, SD = 4.48).
The mean scores of the three subscales (work-related, personal-related, and physical
intimidation) also had values that were in the lower range of possible scores
(M =10.60,SD=2.12; M = 17.92, SD = 3.30; M = 4.24, SD = 0.80, respectively).
The overall mean score was approximately one point lower than the threshold cutoff
score of 33 for the NAQ-R for workforce bullying. Given the large SD, some
individual scores would have met the statistical criteria for workforce bullying. These

data are shown in Table 4-7.

Table 4-7 Descriptive statistics of workplace bullying and its subscales (n =288)

Variable Possible Actual M SD
range range
Workplace bullying 22-110 23-42 32.76 4.48
(Overall)
Work related factors 5-35 7-17 10.60 212
Person-related factors 12-60 12-27 17.92 3.30
Physical intimidation 3-15 3-6 4.24 0.80

factors

Descriptive statistics of antecedences, consequences of variables
The conceptual framework of this study was guided by a conceptual model

for the study and management of bullying at work developed by Einersen et al.,
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(2003). The model had three antecedences variables including: organizational culture,
authentic leadership, nursing competency, and two consequences variables including
symptom experience and burn-out. Descriptive statistics for each variable can be
described as follows:

Organizational culture

These results indicate that both overall organizational culture and its
subscales were moderate. The organizational culture had scores of M = 97.15,
SD =5.21. Its subscales, namely power distance, uncertainty avoidance, individualism
and collectivism, and masculinity and femininity had potential scores of M = 12.64,
SD =1.89; M =20.90, SD = 2.28; M = 29.75, SD = 2.31; M = 33.86, SD = 2.79,
respectively. The scores for each cultural dimension were interpreted as shown in the
table below. Senior RNs perceived the organizational culture to have high scores for
masculinity and had moderate scores for Uncertainty Avoidance. The descriptive

statistics of the organizational culture and its subscales are described in Table 4-8.

Table 4-8 Descriptive statistics of overall organizational culture and its subscales

(n =288)
Variable Possible Actual M SD
range range

Organizational culture 26-130 84-108 97.15 521
(Overall)
Power distance 4-20 7-18 12.64 1.89
Uncertainty avoidance 6-30 16-26 20.90 2.28
Individualism and 8-40 23-35 29.75 231
collectivism
Masculinity and femininity 8-40 28-40 33.86 2.79

Authentic leadership

The overall mean score on the authentic leadership had a value that was fairly

low in the range of possible scores (M =44.77, SD =5.51). The mean scores for the
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four subscales (transparency, morality/ ethics, justice, self-awareness) also had values
that were in the lower range of possible scores (M = 13.59, SD =2.18; M = 11.85,
SD=1.96; M =8.37,SD =1.42; M = 10.95, SD = 1.94, respectively). These data are
shown in Table 4-9.

Table 4-9 Descriptive statistics for authentic leadership and its subscales (n =288)

Variable Possible Actual M SD

range range
Authentic leadership (Overall) 0-60 32-56 44.77 551
Relational transparency 0-20 9-20 13.59 2.18
Moral-ethical perspectives 0-16 6-16 11.85 1.96
Balanced processing 0-12 5-12 8.37 1.42
Self-awareness 0-12 5-12 10.95 1.94

Nursing competence

The overall mean score for nursing competency was 203.85, (SD = 15.29).
The mean scores of the six subscales (nursing care, value-based nursing care,
contributions to a holistic view of the patients medical and technical care, care
pedagogics, document and administration nurses, development leadership and
organization of nursing care) also had values that were in the lower range of possible
scores (M = 28.35, SD = 4.28; M = 35.60, SD = 4.36; M = 29.17, SD = 3.29;
M =29.93, SD = 2.96; M = 47.24, SD = 5.00; M = 33.56, SD = 4.54, respectively).
These data are shown in Table 4-10.
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Table 4-10 Descriptive statistics on nursing competency and its subscales (n =288)

Variable Possible  Actual M SD
range range

Nursing competence (Overall) 35-245 168-231 203.85 15.29
Nursing care 5-35 19-35 28.35 4.28
Value-based nursing care 5-35 24-42 35.60 4.36
Contributing to a holistic view of 6-42 20-34 29.17 3.29
Patients’ medical and technical care

Care pedagogic 5-35 25-35 29.93 2.96
Document and administrative nurse 8-56 32-56 47.24 5.00
Development leadership and 6-42 18-42 33.56 4.54

Organization of nursing care

Symptom experience

The overall mean score on symptom experience was moderate (M = 33.06,
SD =10.26). The mean scores of the three subscales (anxiety, somatization,
depression) were also lower (M = 4.24, SD = 0.80; M = 16.26, SD = 4.40; M = 8.72,
SD = 4.43, respectively). These data are shown in Table 4-11.
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Table 4-11 Descriptive statistics of symptom experience and its subscales (n = 288)

Variable Possible  Actual M SD
range range
Symptom experience (Overall) 0-72 12-58 33.06 10.26
Anxiety 0-28 3-6 4.24 0.80
Somatization 0-20 8-20 16.26 4.40
Depression 0-24 0-18 8.72 4.43
Burn out

The results of this study on burn-out had a possible scoring range from
12-58 with a mean of 33.06 (SD = 10.261). For the subscales (emotional exhaustion,
depersonalization and personal accomplishment) the possible scores were M = 16.26,
SD =4.396; M = 8.72, SD = 4.426; M = 8.09, SD = 3.620, respectively. Therefore,
these results indicate that new RNs had moderate degrees of burn-out. These data are

presented in Table 4-12.

Table 4-12 Descriptive statistics on burnout and its subscales (n = 288)

Variable Possible Actual M SD
range range
Burn-out (Overall) 0-132 12-58 33.06 10.261
Emotional exhaustion 0-54 8-26 16.26 4.396
Depersonalization 0-30 0-18 8.72 4.426
Personal accomplishment 0-48 0-17 8.09 3.620

Burn out had three indicators composed of emotional exhaustion, personal
accomplishment and depersonalization. The model of burn-out had no construct
validity and no fit with the empirical data (y2 = 0.00, df = 1, p = 0.998, »2/ df = 0.00,
GFI =1.00, RMR = 0.00, CFI = 1.00, RMSEA = 0.00). Therefore, the assessment of
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the correlations among the indicators could be measured by correlation coefficients
among the independent variables. An appositive correlation means a change in a
dependent item. A coefficient of a negative correlation means a change in an
independent item will result in an identical change in the dependent item, but the
change will be in the opposite direction (Kline, 2011). The correlation matrix among

the indicators of burn-out presented in Table 4-13.

Table 4-13 The correlation matrix among indicator of burn-out

SBURN EE DP PA
SBURN 1
EE T3 1
DP A495%* .223*
PA 0-48 278%* .064 1

The correlation matrix for the indicator of burn-out is presented in the table
below. Three components had a coefficient of positive correlation with burn-out.
Kline (2011) stated that this could occur when there are only two indicators per factor
or when the sample size is less than 100-150 cases. However, Maslash et al., (1996)
reported the reliability coefficient for each subscale as 0.90 for EE, 0.79 for DP, and

0.71 for PA. Therefore, the researcher did not reduce this component from the model.

Evaluation of assumptions

Data management was performed for all of the variables in the model.
The types used for testing the assumptions in the SEM analysis included missing,
outlier, normality, linearity and multicollinearity (Schumacker & Lomax, 2010;
Tabachnick, Fidell, & Ullman, 2007). The assumptions must be met to reduce
potential distortion and bias in the results and to facilitate an estimation process
or results from interpretation (Hair et al., 2010; Schumacker & Lomax, 2010;
Tabachnick et al., 2007).
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First, missing data was checked. Originally, the total sample was 288 nurses.
However, the results showed that there were no missing data.

Second, univariate outliers were examined to confirm freedom of data
outlier. According to Tabachnick et al. (2007), a standardized scored was used to
assess univariate outliers. Any cases with scores less than -3.29 standard deviation or
more than 3.29 standard deviation would have been considered an outlier; there were
no outliers in these findings. For multivariate outliers, the Mahalanobis distance
statistic, which indicates the distance of a case from the centroid of the means of all

variables, was used and evaluated by using the 7 distribution. A case of #* value equal
to or less than .05 was labeled as a multivariate outlier (Tabachnick et al., 2007); the
findings on the test results showed that there were no multioutliers. Therefore, all 288
cases were tested for normality of distribution, linearity and multicollinearity.

Next, in the multivariate analysis, all variables had normal distribution.
Normality was tested by examining the statistics and using graphical methods
(Hair et al., 2010; Tabachnick et al., 2007). The symmetric distribution of skewness
and peakness distribution of kurtosis were zero, and the critical ratios for both were
between -2.56 and 2.56, which presented normal distribution (Hair et al., 2010;
Tabachnick & Fidell, 2007).

Before further analysis, linearity assumption was determined by using
Pearson’s correlation coefficient (Schumacker & Lomax, 2010; Tabachnick et al.,
2007). The bivariate relationships between the study variables did not show a non-
zero correlation as shown in Table 4-11. Finally, the multicollinearity assumption was
tested. There are three ways to test multicollinearity, including using Pearson’s
correlation coefficients between variables, tolerance value and variance inflation
factor [VIF].

In terms of multicollinearity, there was no problem with the correlation
matrix that occurred when variables are not highly correlated (r>0.90). The tolerance
value had to be higher than 0.20. (Blunch, 2012; Hair et al., 2010). (Tabachnick et al.,
2007). Additionally, the correlation coefficients among the variables ranged from -
0.699 to 0.732, as shown in Appendix 5, thereby indicating no Pearson‘s correlations
greater than 0.90, as shown in Appendix 4. A tolerance value ranged from 0.289 to

0.495, as shown in Appendix 5, thereby indicating no tolerance values less than 0.20
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and VIF values ranging from 2.021 to 3.458, as shown in Appendix 5. Consequently,

no evidence of multicollinearity was found among the study variables.



65

*CET™ ¢80- #xELT ¢80~ S0T'- 6¥0° evo *EVT- T¢0™- Vvd
*x69T - GV - *%69¢ - *%CEC™ *x88¢ - 160 *%69¢- *x18¢- xxL1C dd
8¢V~ #*#E6L - **xCTV- #xV€G - *#xCGT - #x8LC 1239 *+xEEC - *%/8E™ 33

*€CT™ x0GT - #xV8T™~ *%xCGC" *xLCC 780 x0TV~ *%19C™" 90T" SS
*xVLC- #*+x9VE - *%69¢ - #*x9EV - *xE8C - €0T™- xx0TC #xxPTG ™ 250~ aa
*xELC- *xG0V - *%88¢- *x09V"- xxC0C- xCYT- EYAN *x 10V~ €90 \vA"4
*xE8E™- *xGTV™- *xxLCV™ *xVLE- *xxlVC *x9VC - €50~ *xG8T - *x0EV - Id
*xCLE™ #%069™ xx807™- #x8EV - #«x9€C™ #x09T - V1€ xxVCl- #«x90¢™ dM

#x9.G’ #%E8T’ #%6GG" wxlV xx1EV wx1LC #x06T #x0LE #xGVE aa

#x 19T *x98¢ *%69¢" #x9CE *xVGC S00°- TL0 #*xECC *xGCC dO

*CET™ **E€TC *xVEC #xCGT 160 LED #xCLT 6€0° *8ET OLIN

#x8LE #xGLE" #x/LCE #xE8E #%09€" *CCT Eiz4 #xC1E #x00C NA

T *xVLY *xLE9’ xx067 *%G6¢ #xGCE 8.0 xxV6C *%CLE ON
T #x661" wxVVG #xC8T #xGGE 0.0 wxVTE *xV9Y’ VS
T #x6C9° #xLCE #x8LC #xCGT #x09¢ #%60G" dN
T #x9LT #xV6E #xVEC wxVLE #%1GE dg
T *6TT VT x0T E14 1Y
T ¢e0™- 60T *xGLC =1
T x0TV #«xGEC al
T 660"~ vNn
T dd
ON VS V1N dd 14 =17 Ol vNn dd

(882 = u) sajqelieA Apnis 8yl JO XLeW UoejalI0) T 9|gel



66

T ¥90° *x8LC **61€™ G90°- 290 #xCLT 650° xx08T™- *%96€™ €e0’ VT Vvd
T #xECC #x6EC #xV8T #x 18 wxLLE #x0LE Vel xx0LV"- **%CTC TV dd
T 600"~ *x 1L *x8VE *%EEE’ #%CE9’ wxLLV *x9€E™- 00T~ *xE6C 33

T #x991" #x90€" *9¢T - #xG6E xx0€C™ 680° €60 *«x98¢™- SS

T wxVEL x0T wx LTV «x88Y™- #*%8CC 0T *%679™- aa

T xx0VC xx0LE *x8GY - *xLEE™ 690" *x067G"~ vV

T #xV6C EETAY I #*#1CS" *x8LT - *xVCC - Id

T *x82G™ *%€6C - *xG9T - *x/6C dM

T +x99Y #x/8T #%6GG’ 1a

T #x1EC xx08¢ dd
T #x1TC QLN

T NA

ON

VS

dIN

dg

14

4N

al

vNn

dd

vd dd 33 SS aa Vv Id dM 1a do O1N NA

(panunuo)) #1-v a|0el



67

JUBWYSI|dw029Y [euoslad = d ‘uolezijeuosiadad = 4@ ‘uonsneyx3 jeuonow3 = 33 ‘uoissaidaq

= GS ‘uolezirewos = Qg ‘AIBIXUY = YV ‘101984 uonepiwnu| [eaIsAyd = |d‘Si01oe paleay-uosiad = ¥d ‘sio1oe pale|ay

-MIOA = "M ‘UoNRASIUIWPY puUe Sjuswndod = vd ‘a4ed buisinN Jo uoneziuebiO pue diysispes uswdojansqg = 1Q ‘se1bobepad
aJeD = dD ‘a4 [BIIUYIS ] PUe [RIIPSIA SIUBIIRd 8Ul JO MBIA d1ISI[OH © 01 Bunngriuo) = D 1IN ‘@4ed Buisinu aseq anjeA = NA
‘a1eD

BuisinN = 0N ‘SSauateMy/-418S = VS ‘SaAN0adsIad |edlyis-1eIoN = dIN ‘Bulssadnld paouejeg = 49 ‘Aoussedsuel | [euone|ay = 1Y

‘Auuiuiwe pue AIUNNISe = 4IA ‘WSIAIDS]|0D pue WISHENPIAIPU] = D] ‘92UBPIOAY AJUIenasun = v ‘eauelsiq Jamod = dd



68

Principal analysis

The analysis with AMOS comprises measurement model assessment and
structural model assessment as described below.

Measurement model assessment

The measurement models were examined for the construct validity of the
measurement (Schumacker & Lomax, 2010; Hair et al., 2010). The measurement
model was evaluated by using confirmatory factor analysis [CFA].

In this study, six constructs (organizational culture, authentic leadership,
nursing competence, workplace bullying, burn-out and symptom experience) were
assessed for their measurement model by using CFA. The chi-square (%2) was used to
assess the statistical fit of the measurement models. The indices used to measure the
measure the descriptive fit of models were the minimum chi-square value [CMIN],
CMINY/ degrees of freedom (df), goodness-of-fit index [GFI], comparative fit index
[CFI], adjusted goodness-of-fit index [AGFI], and root square error of approximation
[RMSEA] (Schumacker & Lomax, 2010; Hair et al., 2010; Kline, 2011). The criteria
for the indices of goodness-of-fit were a non-significant value of y2 (p >0.05) with
values ranging from less than 2.0 for CMIN/ degrees of freedom (df), values below
0.05 for RMSEA and values exceeding 0.95 for CFI, GFI, and AGFI; (Hair et al.,
2010; Schumacker & Lomax, 2010; Tabachnick et al., 2007). Furthermore, the factor
loadings between the construct and each indicator were concerned; the standardized
factor loadings were accepted with a t-value of more than 1.96 indicating a
significance level of 0.05 (p < 0.05), a t-value of more than 2.58 indicating a
significance level of 0.01 (p < 0.01), and a t-value of more than 3.29 indicating a
significance level of 0.001 (p < 0.001) (Hair et al., 2010).
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p = 0.067, x¥*=11.784, df = 6, x*/ df = 1.964, GFI = 0.987, RMR = 0.003,
CFI=0.993, RMSEA = 0.058

Figure 4-1 Standardize factor loading and measurement errors for the measurement

model of all workplace bullying

Measurement model of all workplace bullying

Workplace bullying had six indicators composed of SORG, SAUTH,
SNcom, SWORK, SSYM and SBURN. The model of workplace bullying had a
construct validity and fit with the empirical data at p = 0.067. Six-factor loading had
statistical significance at p <.001 with the value of standard factor loading ranging
from -0.52 to 0.95. Support had maximum values of standard factors at .95 and
commitment had minimum values of standard factor loading at -0.52. The six
indicators had standard factor loading that was greater than .30, which is an
acceptable level (Kim & Whitely, 1978). Therefore, the six indicators were suitable

indicators of workplace bullying.
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p =0.602, y*=.272, df = 1, y*/ df = .272, GFI = 1.000, RMR = 0.002, CFI = 1.000,
RMSEA = 0.000

Figure 4-2 Standardize factor loading and measurement errors for the measurement

model of organization culture

Measurement model of organizational culture

Organization culture had four indicators composed of PD, UA, IC and MF.
The model of organization culture had a construct validity and fit with the empirical
data at p =0.602. Four factor loading had statistical significance set at p <.001,
the value of standard factor loading ranged from -0.26 to 0.88. Support had maximum
values of standard factor at .88 and commitment had minimum values of standard
factor loading at -0.26. The four indicators had standard factor loading that was
greater than .30 which is an acceptable level (Kim & Whitely, 1978). Therefore, the

four indicators were suitable indicators of organization culture.
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P =0.385, x*=0.756, df = 1, x¥ df = 0.756, GFI = 0.999, RMR = 0.002,
CFI =1.000, RMSEA = 0.000

Figure 4-3 Standardize factor loading and measurement errors for the measurement

model of authentic leadership

Measurement model of authentic leadership

Authentic leadership had four indicators composed of RT, MTA, BP
and SA. The model of authentic leadership had a construct validity and fit with the
empirical data at p =0.385. Four factor loading had statistical significance at p <.001
with the value of standard factor loading ranging from 0.23 to 0.83. Support had
maximum values of standard factors at .83, and commitment had minimum values of
standard factor loading at 0.23. The four indicators had standard factor loading that
was greater than .30, which is an acceptable level (Kim & Whitely, 1978). Therefore,

the four indicators were suitable indicators of authentic leadership.
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p =0.061, y*=10.555, df =5, y*/ df = 2.111, GFI = 0.988, RMR = 0.018,
CFI =0.986, RMSEA = 0.062

Figure 4-4 Standardize factor loading and measurement errors for the measurement

model of nursing competence

Measurement model of nursing competence

Nursing competence had six indicators composed of NC, VN, MTN, CP,
DA and DL. The model of nursing competence had a construct validity and fit with
the empirical data at p =0.061. Six factor loading had statistical significance at
p <.001 with the value of standard factor loading ranging from 0.22 to 0.92. Support
had maximum values of standard factors at .92, and commitment had minimum values
of standard factor loading at 0.22. This six indicators had standard factor loading that
was greater than .30, which is an acceptable level (Kim & Whitely, 1978). Therefore,

the six indicators were suitable indicators of nursing competence.
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p = 1.000, x* = 0.000, df = 2, ¥/ df = 0.000, GFI = 1.000, RMR = 0.000, CFI = 1.000,
RMSEA = 0.000

Figure 4-5 Standardize factor loading and measurement errors for the Measurement

model of workplace bullying

Measurement model of workplace bullying

Workplace bullying had three indicators composed of PR, WR and PI.
The model of workplace bullying had a construct validity and fit with the empirical
data at p = 1.000. Three factor loading had statistical significance at p <.001, the
value of standard factor loading from 0.40 to 0.64. Support had maximum values of
standard factor at .64, and commitment had minimum values of standard factor
loading at 0.40. The three indicators had standard factor loading that was greater than
.30, which is an acceptable level (Kim & Whitely, 1978). Therefore, the three

indicators were suitable indicators of workplace bullying.
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P =0.999, y*=0.000, df = 1, y¥ df = 0.000, GFI = 1.000, RMR = 0.000,
CFI =1.000, RMSEA = 0.000

Figure 4-6 Standardize factor loading and measurement errors for the measurement

model of Symptom experience

Measurement model of symptom experience

Symptom experience had three indicators composed of AA, DD and SS.
The model of symptom experience had a construct validity and fit with the empirical
data at p = 1.000. Three factor loading had statistical significance at p < .001 with the
value of standard factor loading ranging from 0.44 to 1.06. Support had maximum
values of standard factor at 1.06, and commitment had minimum values of standard
factor loading at 0.44. Three of those indicators had standard factor loading that was
greater than .30, which is an acceptable level (Kim & Whitely, 1978). Therefore, the

three indicators were suitable indicators of Symptom experience.
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p =0.998, x*=0.000, df = 1, %/ df = 0.000, GFI = 1.000, RMR = 0.000,
CFI =1.000, RMSEA = 0.000

Figure 4-7 Standardize factor loading and measurement errors for the measurement

model of burn out

Measurement model of burn out

Burn out had three indicators composed of EE, DP, and PA. The model of
burn out had a construct validity and fit with the empirical data at p = 1.000. Three
factor loading had statistical significance at p <.001 with the value of standard factor
loading ranging from 0.28 to 0.99. Support had maximum values of standard factor at
0.99, and commitment had minimum values of standard factor loading at 0.28. The
three indicators had standard factor loading that was greater than .30, which is an
acceptable level (Kim & Whitely, 1978). Therefore, the three indicators were suitable
indicators of burn out.

Assessment the structural model fit

Step 1 Testing the hypothesized model: The hypothesized model consisted
of three exogenous latent variable, organizational culture, authentic leadership,
nursing competence and three endogenous latent variables, including workplace
bullying, burn-out and symptom experiance. Validation of a hypothesized model fit
should be assessed by a variety of fit indices. Model-fit indices determine the degree
to which the sample variance-covariance data fits the structural equation model
(Schumacker & Lomax, 2010; Hair et al., 2010; Hu & Bentler, 1998). Several

goodness-of-fit indicators were provided by the AMOS. In this study, the minimum
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chi-square value [CMIN], CMIN/ degrees of freedom (df), adjusted goodness-of-fit
index [AGFI], goodness-of-fit index [GFI], comparative fit index [CFI], and root
square error of approximation [RMSEA] were used to validate the hypothesized
models (Hair et al., 2010; Kline, 2011). Chi-square was the statistically based measure
of goodness-of-fit indices in the SEM analysis. The acceptance values indicate that a
minimum chi-square value [CMIN] should be non-significant (p > .05) (Hair et al.,
2010; Tabachnick & Fidell, 2007). The criterion of CMIN/ degrees of freedom (df)
for acceptance varies, ranging from less than 2.0 (Hair et al., 2010; Hu & Bentler,
1998; Tabachnick & Fidell, 2007) and to less than 5.0 indicating a reasonable fit
(Wheaton, Muthen, Alwin & Summers, 1977; Schumacker & Lomax, 2010). The
AGFI and GFI should be between 0.90 and 1.00 (Hair et al., 2010; Hu & Bentler,
1998). In the comparative fit index [CFI], a cut off criterion of CFI was greater than
0.90, which was accepted for the level of model fit (Blunch, 2013; Hooper, Caughlan,
& Mullen, 2008) and > 0.95 was presented as a good fit model (Hu & Bentler, 1998).
The interpretation of RMSEA value is often considered at following levels: 0 =
perfect fit; < 0.05 = close fit; 0.05 to 0.08 = fair fit; 0.08 to 0.10 = moderate fit and

> 0.10 = poor fit (Blunch, 2013; Hooper et al., 2008; Hu & Bentler, 1998). According
to the measures of the overall model fit index, the results of the hypothesized model
showed that CMIN was 2068.808 (p = .000, df = 224), CMIN/ df = 9.236, GFI =
0.623, AGFI =0.0.535, CFI = 0.471 and RMSEA = 0.169. As a result, the
hypothesized model did not fit the empirical data as shown in Figure 4-5 and Table 4-
8.
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Figure 4-8 The hypothesized odel antecedent and consequences of workplace

bullying among Thai senior RNs

Step 2 - Model modification: additionally, the hypothesized model did not fit
the data. The model modification [MI] was used to improve the model fit by
examining the M1 indices based on the results of the analysis and considering the
recommendation to adjust the parameters in the model, then considering the index
model based on the data analysis (Blunch, 2013; Shumacker & Lomax, 2010). Model
trimming was used by deleting two parameter estimates with non-significant paths in
the hypothesized model. Consequently, the hypothesized model was modified more
than 10 times by modification indices until the criteria for model goodness-of-fit was

met (Kline, 2011). Finally, the modified model was tested until the model
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accomplished significant goodness-of-fit coefficients and specified parameters as

shown in Figure 4-9. The overall model of fit indexes for the modified model denoted

that »2 = 159.006, p = 0.096, df = 137, 42/ df = 1.161, GFI = 0.956, AGFI = 0.912,

CFI =0.993, RMSEA = 0.024. Therefore, the modified model had a validation index
of adequacy of the model at acceptable levels.
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Figure 4-9 The modified model of antecedent and consequences of workplace
bullying among Thai senior RNs
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Table 4-15 Direct, indirect, and total effects of the modified model (n = 288)

Causal Workplace bullying Symptom experience Burn-out
variable DE I1E TE DE IE TE DE IE TE
Nursing -0.614™" - -0.614""" - -0.410"" -0.410™" - -0.485""  -0.485"""
Competency

Authentic  -0.124 - -0.124 - -0.083 -0.083 - -0.098 -0.098
Leadership

Organizatio -0.356" - -0.356° - -0.237"  -0.237" - -0.281™"  -0.281""
nal Culture

Workplace - - - 0.667** - 0.667***  0.420™* 0.369™"  0.790"
Bullying

Symptom - - - - - 0.000 0.554™* - 0.554™*
Experience

*=p<.05,**=p<.01,***=p<.001,
Note DE =direct effect, IE = indirect effect, TE =total effect

Summary of the findings

Nursing competence and organizational culture have a direct negative
influence on workplace bullying. The magnitude of the effect was 0.614 and 0.356,
respectively.

Nursing competence has a direct negative influence on symptom experience
through workplace bullying; the influence size is 0.410.

Nursing competence has a direct negative influence on burn-out through
workplace bullying; the influence size is 0.258.

Organizational culture has an indirect influence on burn-out through
workplace bullying; the influence size is 0.150.

Organizational culture has a negative indirect influence on the symptom
experience through workplace bullying; the influence size is 0.237.

Workplace bullying has a direct positive influence on symptom experience;
the influence size is 0.667.

Workplace bullying has a direct positive influence on burn-out; the influence
size i150.420.
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Workplace bullying has a positive indirect influence on burn-out through
symptom experience; the influence size is 0.370.

Symptom experience has a direct positive influence on burn-out; the
influence size is 0.554.

Table 4-16 Statistics of the model fit index between the hypothesized model and the
modified model (n = 288)

Model fit Acceptable score Hypothesized Modified model
criterion model
CMIN p>.05 2068.808 159.006
p =0.000 (df =224) p =0.096 (df = 137)
CMIN/df <2 9.236 1.161
GFI 0.90-1.00 0.625 0.956
AGFI 0.90-1.00 0.535 0.912
RMSEA <0.05 0.169 0.024

Hypotheses testing

In this study, five hypotheses were tested as follows:

Hypothesis one: Organizational culture has a negative direct effect on
workplace bullying.

The parameter estimate of organizational culture had a positive direct effect
on workplace bullying in the hypothesized model (B = 0.21, p < .05) and the modified
model (f =-0.356, p < .05). Therefore, the findings support this hypothesis.

Hypothesis two: Authentic leadership has a negative direct effect on
workplace bullying.

The parameter estimate of authentic leadership had a negative direct effect
on workplace bullying in the hypothesized model (B =-0.96, p < .01), but the
modified model was not significant. Therefore, the findings do not support this
hypothesis. Hypothesis three: Nursing competence has a negative direct effect on

workplace bullying.
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The parameter estimate of nursing competence had a negative direct effect
on workplace bullying in the hypothesized model (f =-0.33, p < .001), and the
modified model (B =-0.641, p < .05). Therefore, the findings support this hypothesis.

Hypothesis four: Workplace bullying has a positive direct effect on
symptom experience and burn-out.

The path coefficient between workplace bullying had a positive direct effect
on symptom experience in the hypothesized model (B = 0.59, p < .001) and the
modified model (B = 0.667, p < .001). Therefore, the findings support this hypothesis.

The path coefficient between workplace bullying had a positive direct effect
on burn-out in the hypothesized model (f = 1.73, p < .001) and the modified model
(B=0.42, p < .001). Therefore, the study findings support this hypothesis.

Hypothesis five: Symptom experience has a positive direct effect on burn-
out. The path coefficient between symptom experience had a negative direct effect on
burn-out in the hypothesized model (f = -0.44, p < .001), and the modified model
(B=0.554, p <.001). Therefore, the findings support this hypothesis.

Summary

The results of perceived workplace bullying among senior RNs and testing
of the causal relationship model between senior RNs’perception of the antecedent
of workplace bullying as organizational culture, authentic leadership, nursing
competence and consequences of workplace bullying as symptom experience and
burn-out. Descriptive statistics indicated the characteristics of the senior RNs.
Descriptions of six major variables, namely organizational culture, authentic
leadership, nursing competence, workplace bullying, symptom experience and burn-
out, are described. The outlier, linearity and multicollinearity of all variables were
tested in the preliminary analyses and found acceptable regarding the assumptions for
the multiple regression statistics used. According to the findings, the hypothesized
model did not fit the empirical data. Therefore, the model was modified until the
goodness-of-fit index indicated a goodness-of-fit level. In the final modification
mode, the results demonstrated that the model fit the empirical data (y* = 159.006,



p = 0.096, df = 137, % df = 1.161, GFI = 0.956, AGFI = 0.912, CFI = 0.993,
RMSEA = 0.024).
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CHAPTER 5
CONCLUSION AND DISCUSSION

This chapter presents a summary and discussion of the study findings. It also

includes strengths, limitations, suggestions and recommendations.

Summary of the study

The purpose of this study was to examine perceptions of workplace bullying
among senior RNs and to test a causal relationship model between senior RNs’
perceptions of the antecedent of workplace bullying (organizational culture, authentic
leader, nursing competence) and consequences of workplace bullying (burn-out and
symptom experience). A multi-stage sampling technique was used to recruit a sample
of senior RNs aged more than 40 years. The sample of senior RNs worked in tertiary
hospitals under the Ministry of Public Health, Thailand. A total of 288 RNs were
selected from eight randomly sampled hospitals drawn from four geographic regions
in Thailand. The questionnaires included demographic/ personal information, OCQ,
ALQ, NCP, NAQ-R, MBI and BSI-18. The Cronbach's alpha for OCQ, ALQ, NCP,
NAQ-R, MBI and BSI-18 were .73, .90, .98, .95, .87 and. 95, respectively.

According to the findings, the majority of the participants were females
(97.92%) with ages ranging from 40-44 years (44.79%). Furthermore, 13.89 percent
of the nurses worked in the surgical department, while 70.49 percent of the nurses
worked at the professional level and 88.54 percent of the nurses had graduated with
bachelor degrees. More than half the nurses (86.46%) had not experienced bullying,
while some of the senior nurses (13.54%, n = 39) had experienced bullying, and other
nurses indicated they had experienced some form of bullying within the past six
months. Leymann (1990) suggested that, to meet the criteria for bullying, negative
acts need to occur on a weekly basis over a period of at least six months. Moreover,
Einarsen and Hoel (2001) and Einarsen et al., (2003) suggested that bullying can be
more frequent (up to twice weekly), often beginning as a work-related conflict
progressing to negative acts more frequently committed than those surfacing as subtle

and indiscrete then escalating to more overt, aggressive acts.
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The second highest-rated negative acts the participants experienced on a weekly basis
included being exposed to an unmanageable workload (6.25%), and spreading of
gossip and rumors about them (0.69%). Daily negative acts the participants
experienced were concerned with being ordered to do work below their level of
competence (0.35%).

The tested model found that the initial hypothesized model did not fit
the data. Model trimming was required until the final model met the goodness-of-fit
criteria.

The tested model showed that organizational culture, authentic leadership
and nursing competence had a negative direct effect on workplace bullying, thereby
explaining 98.2 percent of the variance in workplace bullying (R? = .982). Workplace
bullying had a positive direct effect on symptom experience explaining 44.5 percent
of the variance in symptom experience (R? = .445). Finally, workplace bullying and
symptom experience had a negative indirect effect on burn-out, thereby explaining 79

percent of the variance of burn-out (R?~ .794).

Discussion of the findings

The findings are discussed based on the conceptual framework. The two
objectives of the study were to explore the perceptions of workplace bullying among
senior RNs in Thailand and to test a causal relationship model between the
perceptions of senior RNs in Thailand about the antecedents of workplace bullying,
namely nursing competence, authentic leadership, organizational culture and
consequences of workplace bullying comprising symptom experience and burn-out.

1. Perception of workplace bullying among senior Thai RNs.

The first objective of this study was to explore the perceptions of workplace
bullying by senior Thai RNs. The proportion of participants (13.54%, n = 39) who
indicated that they had experienced some form of bullying within the previous six
months was higher among senior Thai RNs than that reported elsewhere, possibly
because some senior Thai RNs perceive workplace bullying from their colleagues as
a process of an organizational culture, authentic leadership, nursing competence,

expectations for an unmanageable workload, ordered to do work below their level of



85

competence and the spreading of gossip and rumors. The prevalence of workplace
bullying in nurses is more widespread than among other health professionals (Jahner,
2011). The prevalence of WPB behaviors against nurses has been estimated to
range from 27.3 to 31% for twice weekly incidents and 21.3% for daily incidents
(Berry et al., 2012; Johnson & Rae, 2009; Simons, 2008), whereby 82.6 percent of
nurses have reported experience as victims of workplace bullying (Nwaneri et al.,
2016) and 32.4 % are exposed to WPB behaviors at least twice weekly (Berry, 2015).
In the U.S.A., 85 % of nurses reported workplace bullying in a statewide survey
(Nwaneri et al., 2016, Phelps & Wilson, 2013) In Iran, 22% of nurses have
occasionally been bullied, and 69 percent have never been exposed to these behaviors
during the last year (Esfahani & Shahbazi, 2014). According to a study in the United
Kingdom (U.K), the prevalence of workplace bullying is 43% (Carter et al., 2013).
In addition, 15.1-23.0% of Korean nurses revealed bullying (Han et al., 2014;
Lee etal., 2013). In Hong Kong, the prevalence of nurse bullying has been reported at
39.2% (Cheung & Yip, 2017).

2. Antecedent of workplace bullying

Organizational antecedents of workplace bullying

Organizational culture

The first hypothesis was supported by the findings in that the estimated
parameters of organizational culture have a negative direct effect on workplace
bullying. The parameter estimate of organizational culture had a positive direct effect
on workplace bullying in the hypothesized model (B = 0.21, p < .05) and the modified
model (p =-0.356, p < .05). Therefore, the study findings support this hypothesis.

Many surveys refer to specific organizational problems related to bullying,
including poor conflict management and work organization (Leymann, 1996), hectic
and competitive organizational environment (Salin, 2003) stressful working
environment (Hauge et al., 2007; Hoel et al., 2010) and communication (Vartia,
1996). The role of organizational culture in preventing and responding to bullying
may be key to eliminating workplace bullying. As such, educational programs,
institutional policies and legislative actions that help to avoid undesirable
organizational cultures (bullying-promoting) would be required (Hutchinson et al.,
2008).
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The findings from this study show nursing organizational culture to be
among the factors most strongly associated with workplace bullying (Yuseon & Kang,
2018). Over the last 20 years, a number of studies have been conducted on the
individual and organizational antecedents of bullying (Hoel & Salin, 2003; Salin,
2003; Zapf & Einarsen, 2003). The main findings have been concerned with the
organizational antecedents, which are under management control to a greater
extent than other types. Nurses’ experience with workplace bullying, depending
on their work environment and organizational culture as the strict hierarchical
organizational atmosphere and authoritative climates justifying workplace bullying
(Hutchinson et al., 2008).

Hutchinson et al. (2010) refers to organizational tolerance, reward and
informal alliances, the bullying antecedents of which directly reflect an organization's
culture or atmosphere. Recent evidence suggests that more pro-social organizational
cultures (those more relationship-oriented) are less likely to manifest workplace
bullying (Tambur & Vadi, 2012). A relationship-oriented organizational culture
stresses the flexibility of the organization and focuses on human relationships. Related
to the model of influencing factors and consequences of workplace bullying among
nurses through structural equation modeling, observed the significant direct effect of
relationship-oriented organizational culture had on workplace bullying. Relationship-
oriented organizational cultures have a negative direct effect on workplace bullying
(B =-.48, p < .001) explaining 24.0 percent of the variability in workplace bullying
(Yuseon & Kang, 2018).

In Asian studies, a multivariate logistic regression analysis revealed
that the odds of becoming a victim of bullying were 2.58 times as high among nurses
in a hierarchy-oriented culture as among nurses in a relation-oriented culture
[95% confidence interval (1.12, 5.94)]. The results suggest that the types of nursing
organizational culture are related to workplace bullying in Korean nurses. Pilch and
Turska (2015) noted that minimal research exists on how organizational culture
relates to bullying development. Organizational culture allows levels of disrespect in
the daily atmosphere in the workplace (Hofstede, 2015). Yuseon and Kang, (2018)
studied the relationship between organizational culture and workplace bullying among

Korean nurses and found the relationship between organizational culture and
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workplace bullying to determine the relationship between the different organizational
culture types and workplace bullying. In the present study, all significant variables
were included as covariates in the univariate analyses. There was no problem with
multicollinearity for the regression model, because the variance inflation factors of all
independent variables, including organizational culture, were between 1.18 and 3.27
(p < .006).

The alarming fact that 300 nurses in the UK had committed suicide in the
past seven years was recently highlighted in the press. Family members of nurses who
had taken their own lives placed some of the blame on a “bullying and toxic culture”
in health services. The shadow health secretary for labour called on the government to
launch an urgent inquiry into these figures. The Royal College of Nursing [RCN] also
reacted. “Nursing staff experience high levels of stress, a shortage of colleagues and
long working hours,” stated Dame Donna Kinnair, chief executive and general
secretary of the RCN. “Our members repeatedly say their employers ignore or
disregard mental health issues. They feel they should cope.” She also called on the
government to take note of the statistics and respond. (Paton & Cur, 2019)

Authentic leadership

The second hypothesis was supported by the findings in that the estimated
parameters of authentic leadership have a negative direct effect on workplace
bullying. The parameter estimate of authentic leadership had a negative direct effect
on workplace bullying in the hypothesized model (B =-0.96, p < .01) but the
relationship was not significant after the modified model. Therefore, these findings do
not support this hypothesis.

The conceptual framework of the present study was based on the Bullying at
Work Model developed by Einersen et al. (2003). This study explains the antecedents
of the framework propose that workplace bullying is a complex and dynamic process
that involves organization and individual antecedents. Organizational antecedents of
bullying are related to the changing nature of work, work organization, organizational
culture and climate and leadership, all of which are related to the quality of leadership
behavior as the main causes of workplace bullying (Einarsen et al., 2003), but
concerns no specific style of leadership. And the literature review were found that

leadership has many different styles influencing workplace bullying. Authentic
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leadership [AL] is newer to the list of leadership styles (Avolio & Gardner, 2005),
while most studies have been conducted in Registered nurses and new nurses with

few or no studies of registered senior nurses.

Individual antecedents of workplace bullying

Nursing competence

The three hypotheses were supported by the findings in that the estimated
parameters of nursing competence have a negative direct effect on workplace
bullying. The estimated parameters of nursing competence had a negative direct effect
on workplace bullying in the hypothesized model (B =-0.33, p < .001) and the
modified model (B = -0.614, p < .05). Therefore, the findings support this hypothesis.

Obeidat et al., (2018) studied the relationships between perceived
competence and perceived workplace bullying among Registered nurses in
a cross sectional survey finding relationships between perceived workplace bullying
and perceived competence (r = -0.407). This study revealed that perceived
competence is a significant influencing factor on perceived workplace bullying and
the most significant predictor of bullying in the regression model among all other
independent predictors. To our knowledge, this study is the first to provide
quantitative support for the impact of perceived competence on perceived workplace
bullying among Registered nurses. Lack of competency among nurses was identified
as a trigger for disruptive behaviors in the workplace, including bullying (Walrath
et al., 2010). Similarly, several studies have reported that junior nurses with less
competent skills are more likely to experience workplace bullying by their seniors
than more experienced, competent nurses (Ekici & Beder, 2014; Ovayolu et al., 2014;
Yildirim, 2009). On the other hand, feelings of competence could create a feeling of
perceived fulfillment and higher self-esteem among nurses, which may inhibit their
experience with workplace bullying and/ or influence their perceptions of that
experience (Fornés et al., 2011).

Trépanier et al. (2013) studied workplace bullying and psychological health
at work concerning the mediating role of satisfied needs for autonomy, competence
and relatedness. The results of a study conducted among 1,179 nurses in Quebec,

Canada, provide support for the model. Workplace bullying negatively predicted
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work engagement through employees’ unsatisfied needs for autonomy, competence

(r=-0.3) and relatedness. Workplace bullying was also found to positively predict

burn-out through a lack of satisfaction of employees’ need for autonomy. Invariance
analysis also confirmed the robustness of the model across gender and job status.
Implications for workplace bullying research and managerial practices were
discussed.

Consequences of workplace bullying

Symptom experience and burn-out

The fourth hypothesis was supported by the findings that the estimated
parameters of workplace bullying have a positive direct effect on symptom experience
and burn-out. The path coefficient between workplace bullying had a positive direct
effect on symptom experience in the hypothesized model (f =0.59, p < .001) and
the modified model (B = 0.667, p < .001). The path coefficient between workplace
bullying had a positive direct effect on burn-out in the hypothesized model (§ = 1.73,
p <.001) and the modified model (p = 0.420, p <.001). Therefore, the study findings
supported this hypothesis.

The findings from this study show that workplace bullying influences
symptom experience and burn-out. The findings revealed that workplace bullying
is positively correlated with symptom experience and burn-out for senior RNs.
The findings are congruent with those reported in multiple studies. Duru et al. (2018)
studied the effects of perceived workplace bullying on psychological symptoms in
a structural equation approach and found levels of perceived workplace bullying to
increase with higher scores for the BSI and BSI sub-dimensions of anxiety,
depression, self-negativity, somatization and hostility (all p < 0.001). A one-point
increase in the workplace bullying perception score was associated with a 0.47 point
increase in psychological symptoms evaluated by BSI. Moreover, the workplace
bullying perception scores were most strongly affected by the scores of anxiety,
negative self-image, depression, hostility and somatization (all p < 0.05). (r =.0.536).
A study by Kozakova, Buzgova, and Zelenikova (2018) found a total of 14.3% of

nurses to have been subjected to bullying in the previous six months. Regarding
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the psychological consequences of bullying, there were statistically significant
associations between bullying and sadness (r = 0.411), depression (r = 0.355) and
anxiety (r = 0.327). Yuseon and Kang (2018) conducted a study on the influencing
factors and consequences of workplace bullying among nurses in a structural equation
modeling, finding workplace bullying to have direct (b = .36) and total (b = .51)
effects on symptom experience and indirect effects (b = .15) on symptom experience
through PsyCap.

Workplace bullying causes symptom experience or exhaustion and
eventually increases nurses' turnover intention (Hutchinson et al., 2010; Laschinger
et al., 2012). According to a study by Sounart (2008), up to 90 percent of nurses have
witnessed or been the targets of WPB, and some experts fear this trend could push
more nurses out of the clinical setting. According to Reknes et al. (2016), workplace
bullying among nurses is the main predictive factor for psychological health
outcomes, including anxiety, depression and fatigue. Workplace bullying can be
considered a serious stressor. Specifically, when an individual has concluded that
she/he cannot manage the persistent stressful situation of bullying, maladaptive
responses ensue in the form of physical and psychological symptoms (Read &
Laschinger, 2015; Reknes et al., 2014).

Several studies have linked exposure to workplace bullying with burn-out
(Bowling & Beehr, 2006; Laschinger & Fida, 2014). Extensive research has been
done to indicate that burn-out is a problem for healthcare workers, particularly nurses.
According to Giorgi et al. (2015), who studied bullying among nurses and its
relationship with burn-out, workplace bullying was found to be associated with
burn-out (B = 0.47). The current findings are also related to the study of Allen et al.
(2015) who examined the relationship between bullying and burn-out, finding
bullying to be a significant cause of nburn-out ( = 0.37, p < .001). However,
workplace bullying and nurse manager ability, leadership and support of nurses also
had direct effects on burn-out (Kay, 2015). According to the present findings,
workplace bullying is significantly related to all components of burn-out. Burn-out is
the result of prolonged exposure to negative demands in the workplace (Maslach &
Leiter, 2008). In addition, Laschinger and Fida (2014) found correlations among all of

the variables considered. According to the findings, AL is significantly and negatively
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correlated with workplace bullying r = -.37 and significantly correlated with burn-out

as well.

Limitation

This study had some limitations that should be acknowledged. First,
the participants were recruited from senior RNs aged over 40 years, because nurses of
all ages have a chance to be bullied in the workplace. Therefore, future studies should
cover every age of nurses. Second, the research design was cross-sectional. Therefore,

interpretation of a causal relationship must be considered with caution.

Implications

1. Implications for nursing administration

Organizational culture has a strong negative correlation with workplace
bullying. The findings from this study suggest that nurse managers or health care
administrators should raise staff awareness of organizational culture as a negative
behavior leading to bullying in the workplace. Additionally, a good organizational
culture should be established to build staff pride of work and feeling rewarded for
a job well done with trust and support when collaboration and teamwork are required
and expected. Nurse administrators should provide evidence for developing strategies
targeting workplace bullying interventions and prevention. Furthermore, policies
related to workplace bullying should be developed based on this model. Leaders can
help set policy and shape organizational culture. Thus, nurse administrators can set
appropriate policy and standards for nurses in the hospital to provide support for
the organization culture and nursing competence to minimize, prevent or possibly
eradicate the occurrence of workplace bullying altogether. For example, nurses can
encourage nursing managers, who are responsible for the care of all nurses in the
hospital, have nursing competence to establish strategies and create effective
programs such as programs for the development of organizational culture and nursing

competence.
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2. Implications for nursing education

Nursing education departments in hospital systems should consider using
the results from this study to design human source development programs and in-
service education programs for all staff by addressing workplace bullying. Leaders in
healthcare organizations should advocate for extensive unit, hospital and system
resources to raise awareness about workplace bullying and methods for countering its

effects and extinguishing negative behaviors.

Recommendations for future research

The findings from this study provide a guide for future research as follows:

1. As studies of workplace bullying in nursing continue, maintaining the use
of instruments of workplace bullying and theoretical frameworks that are the same or
similar would contribute to building a strong body of evidence to form best practice.
In addition, larger sample size and across age of nurses are needed.

2. The findings suggest the need of further research develop nursing
intervention strategy to raise awareness and alleviate the issue of workplace bullying
by integrating a set of predictors in this study.



REFERENCES

Ahliquist, E., & Riehl, G. (2013). Managing lateral violence and its impact on the team:
Nurses and students. Retrieved from https://www.slideshare.net/griehl/
managing- lateral-violence-and-its-impact-on-the-team-nurses-and-students-
final.

Aiken, L. H., Cimiotti, J. P., Sloane, D. M., Smith, H. L., Flynn, L., & Neff, D. F.
(2012). Effects of nurse staffing and nurse education on patient deaths in
hospitals with different nurse work environments. Journal of Nursing
Administration, 42(10 Suppl), S10-S16.

Aiken, L. H., Sloane, D. M., Bruyneel, L., Van den Heede, K., Griffiths, P., & Busse, R.
(2014). Nurse staffing and education and hospital mortality in nine European
countries: A retrospective observational study. Lancet, 383(9931), 1824-1830.

Aiken, L. H., Sloane, D., Griffiths, P., Rafferty, A. M., Bruyneel, L., & McHugh, M.,
(2017). Nursing skill mix in European hospitals: Cross-sectional study of
the association with mortality, patient ratings, and quality of care. British
Medical Journal Quality & Safety, 26(7), 559-568.

Akamineg, 1., Uza, M., Shinjo, M., & Nakamori, E. (2013). Development of competence
scale for senior clinical nurses. Japan Journal of Nursing Science, 10(1), 55-
67. doi: 10.1111/j.1742-7924.2012.00210.x

Aleassa, H. M., & Megdadi, O. D. (2014). Workplace bullying and unethical behaviors:
A mediating model. International Journal of Business and Management, 9(3),
157-169.

Alexander, M. F., & Runciman P. J. (2003). ICN framework of competencies for the
generalist nurse: Report of the development process and consultation. Geneva:
International Council of Nurses.

Allen, B. C., Holland, P., & Reynolds, R. (2015). The effect of bullying on burnout in
nurses: The moderating role of psychological detachment. Journal of
Advanced Nursing, 71(2), 381-390.

Altman, B. (2010). Workplace bullying: Application of Novak’s (1998) learning theory
and implications for training. Employee Responsibilities & Rights Journal,
22(1), 21-32. doi: 10.1007/s10672-009-9121-7



94

Alvesson, M. (2015). Organizational culture and work. In S. Edgell, H. Gottfried, & E.
Granter (Eds.), The SAGE handbook of the sociology of work and employment
(pp. 262-282). London: SAGE. doi: 10.4135/9781473915206.n15

An, Y., & Kang, J. (2016). Relationship between organizational culture and workplace
bullying among Korean nurses. Asian Nursing Research, 10(3), 234-239.

Andrew, S., Gregory, L., Cowin, L. S., Eagar, S. C., Hengstberger-Sims, C., & Rolley,
J. (2008). Psychometric properties of the Australian nurse competency 2000
standards. International Journal of Nursing Studies, 45(10), 1512-1515. doi:
10.1016/j.ijnurstu.2007.10.008

Apisakkul, E. (2006). Finding of relationship between organizational culture and
business ethics. Retrieved from https://utcc-dspacecris.eval.plus/handle/
6626976254/657

Arcangeli, G., Giorgi, G., Ferrero, C., Mucci, N., & Cupelli, V. (2014). Prevalence of
workplace bullying in a population of nurses at three Italian hospitals. Giornale
Italiano di Medicina del Lavoro ed Ergonomia, 36(3), 181-185.

Arora, A, Arora, A. S., & Sivakumar, K. (2016). Relationships among supply chain
strategies, organizational performance, and technological and market
turbulences. The International Journal of Logistics Management, 27(1),
206-232.

Avolio, B. J., & Gardner, W. L. (2005). Authentic leadership development: Getting to
the root of positive forms of leadership. The Leadership Quarterly, 16(3), 315-
338.

Baramee, J. (2003). Professional competence of Thai nursing graduates. Doctoral
dissertation, School of Nursing, Faculty of the Graduate School, University of
Colorado.

Beech, B., & Leather, P. (2006). Workplace violence in the health care sector:

A review of staff training and integration of training evaluation models.
Aggression and Violent Behavior, 11(1), 27-43.

Benner, P. (1984). From novice to expert. Menlo Park, CA: Addison-Wesley.

Berry, P. A., Gillespie, G. L., Gates, D., & Schafer, J. (2012). Novice nurse productivity
following workplace bullying. Journal of Nursing Scholarship, 44(1), 80-87.



95

Berry, P. A. (2015). Workplace bullying: Exploring the prevalence, impact, and
consequences to nurses. Doctoral dissertation, Science in Nursing, College of
Nursing, University of Cincinnati.

Bjorkqvist, K., Osterman, K., & Hjelt-Back, M. (1994). Aggression among university
employees. Aggressive Behavior, 20(3), 173-184.

Blunch, N. (2012). Introduction to structural equation modeling using IBM SPSS
statistics and AMOS. Thousand Oaks, CA: Sage.

Blunch, N.J. (2013). Introduction to structural equation modeling using IBM SPSS
statistics and AMOS (2" ed.). Los Angeles: Sage.

Bowling, N. A., & Beehr, T. A. (2006). Workplace harassment from the victim's
perspective: Theoretical model and meta-analysis. Journal of Applied
Psychology, 91(5), 998-1002.

Brislin, R. W. (1970). Back-translation for cross-cultural research. Journal of Cross-
Cultural Psychology, 1(3), 185-216.

Bureau of Health Policy and Strategy, Ministry of Public Health. (2010). Human

resources for health country profile Thailand Bangkok: Regional office for
South-East Asia, World Health Organization.

Caha, T.B,, Santos, S.D., Mendes, A, Cérdula, C.R., Chavante, S.F, Carvalho, Jr.L. B,
& Bezerra, R. S. (2012). Recovery of protein, chitin, carotenoids and

glycosaminoglycans from Pacific white shrimp (Litopenaeus vannamei)

processing waste. Process Biochemistry, 47(4), 570-577.

Cahu, G.R.P, Leite, A 1.T,, N6brega, M. M. L. D., Fernandes, M.D.G.M,, Costa, K. N.D.
F.M, & Costa, S.F.G.D.(2012). Acoso moral: Analisis de concepto en la
perspectiva evolucionista de Rodgers. Acta Paulista de Enfermagem, 25(4),
555-550.

Cameron, K. S., Dutton, J. E., & Quinn, R. E. (2003). An introduction to positive

organizational scholarship. Positive Organizational Scholarship, 3(13), 1-21.



96

Carter, M., Thompson, N., Crampton, P., Morrow, G., Burford, B., Gray, C., & llling, J.
(2013). Workplace bullying in the UK NHS: A questionnaire and interview
study on prevalence, impact and barriers to reporting. British Medical Journal
Open, 3(6), 1-12. doi: 10.1136/bmjopen-2013-002628

Cheung, T., & Yip, P. S. (2017). Workplace violence towards nurses in Hong Kong:
Prevalence and correlates. BioMed Central Public Health, 17(1), 196-206.

Clay, C. (2014). Letter to the editor: In response to ‘Bullying and the older nurse’.
Journal of Nursing Management, 22(2), 268-268.

Corney, B. (2008). Aggression in the workplace: A study of horizontal violence utilizing
Heideggerian hermeneutic phenomenology. Journal of Health Organization
and Management, 22(2), 164-177. Doi: 10.1108/147772 60810876321

Cowin, L. S., Hengstberger-Sims, C., Eagar, S. C., Gregory, L., Andrew, S., &

Rolley, J. (2008). Competency measurements: Testing convergent validity for
two measures. Journal of Advanced Nursing, 64(3), 272-277. doi:
10.1111/j.1365-2648.2008.04774.x

Davidson, E. S. (2017). Presence of authentic leadership and bullying in the nursing
workplace: A correlational study University of Arkansas for Medical Sciences.
Doctoral dissertation, Science in Nursing, College of Nursing, Walden
University.

Dellasega, C., & Volpe, R. L. (2013). Toxic nursing: Managing bullying, bad attitudes,
and total turmoil. Indianapolis: Sigma Theta Tau International.

Derogatis, L. R., & Melisaratos, N. (1983). The brief symptom inventory: An
introductory report. Psychological Medicine, 13(3), 595-605.

Derogatis, L. R. (2000). BSI 18, brief symptom Inventory 18: Administration, scoring,
and procedures manual. Minneapolis: NCS Pearson.

Devonish, D., & Devonish, D. (2017). Dangers of workplace bullying: Evidence from
the Caribbean. Journal of Aggression, Conflict and Peace Research, 9(1),
69-80. doi: 10.1108/JACPR-05-2016-0228

Diestel, S., Cosmar, M., & Schmidt, K. H. (2013). Burnout and impaired cognitive
functioning: The role of executive control in the performance of cognitive tasks.
Work & Stress, 27(2), 164-180.



97

Discenza, D. C. (2018). The relationship between an employee's personality
characteristics and being targeted by a workplace bull. Doctor of Philosophy,
General counselor education and supervision, Harold Abel School of Social
and Behavioral Sciences, Capella University.

Ditmer, D. (2010). A safe environment for nurses and patients: Halting horizontal
violence. Journal of Nursing Regulation, 1(3), 9-14.

Duffy, M., & Sperry, L. (2011). Mobbing: Causes, consequences, and solutions. Oxford:
Oxford University Press.

Duignan, P. A., & Bhindi, N. (1997). Authenticity in leadership: An emerging
perspective. Journal of Educational Administration, 35(3), 195-209.

Dumont, C., Meisinger, S., Whitacre, M. J., & Corbin, G. (2012). Nursing 2012
horizontal violence survey report. Nursing 2018, 42(1), 44-49.

Dunn, S. (2003). What's going on with mobbing, bullying and work harassment

internationally. Bellingham, WA: Workplace Bullying Institute.

Duru, P., Ocaktan, M. E., Celen, U., & Orsal, O. (2018). The effect of workplace
bullying perception on psychological symptoms: A structural equation
approach. Safety and Health at Work, 9(2), 210-215.

Dychtwald, K., Erickson, T. J., & Morison, R. (2006). Workforce crisis: How to beat the
coming shortage of skills and talent. Boston: Harvard Business School.

Ekici, D., & Beder, A. (2014). The effects of workplace bullying on physicians and
nurses. Australian Journal of Advanced Nursing, 31(4), 24-33.

Einarsen, S. (2000). Harassment and bullying at work: A review of the Scandinavian
approach. Aggression and violent behavior, 5(4), 379-401.

Einarsen, S. (2005). The nature, causes and consequences of bullying at work:

The Norwegian experience. Retrieved from https://journals.openedition.org
Ipistes/3156

Einarsen, S., Hoel, H., & Cooper, C. (2003). Bullying and emotional abuse in the

workplace: International perspectives in research and practice. London:

Taylor & Francis.



98

Einarsen, S., Hoel, H., Zapf, D, Diestel, S., Cosmar, M., & Schmidt, K. H. (2013).
Burnout and impaired cognitive functioning: The role of executive control in
the performance of cognitive tasks. Work & Stress, 27(2), 164-180.

Einarsen, S, & Hoel, H.(2001). The negative acts questionnaire: Development,
validation and revision of a measure of bullying at work. Oral presented at the

10" European Congress on Work and Organizational Psychology. Retrieved
from https://www.tandfonline.com/doi/abs/10.1080/ 02678370902815673

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

Einarsen, S., Hoel, H., Zapf, D., & Cooper, C. L. (2011). The concept of bullying and
harassment at work: The European tradition. In S. Einarsen (Ed.), Bullying and
harassment in the workplace: Developments in theory, research, and practice
(pp. 3-40). Boca Raton, FL: Taylor and Francis.

Einarsen, S, & Raknes, B.1.(1991). Bullying at work: Epidemiological findings in public

and private. Bergen: Institutt for samfunnspsykologi, Universitetet
i Bergen.

Einarsen, S., & Raknes, B. I. (1997). Harassment in the workplace and the victimization
of men. Violence and Victims, 12(3), 247-263.

Einarsen, S., & Skogstad, A. (1996). Bullying at work: Epidemiological findings in
public and private organizations. European Journal of Work and
Organizational Psychology, 5(2), 185-201.

Ekici, D., & Beder, A. (2014). The effects of workplace bullying on physicians and
nurses. Australian Journal of Advanced Nursing, 31(4), 24-33.

Esfahani, A. N., & Shahbazi, G. (2014). Workplace bullying in nursing: The case of
Azerbaijan province, Iran. Iranian Journal of Nursing and Midwifery Research,
19(4), 409-415.



99

Estryn-Behar, M., Van der Heijden, B. 1. J. M., Oginska, H., Camerino, D., Le Nezet,
0., & Conway, P. M. (2007). The impact of social work environment,
teamwork characteristics, burnout, and personal factors upon intent to leave
among European nurses. Medical Care Journal, 45, 939-950.
doi: 10.1097/MLR.0b013e31806728d8

Etienne, E. (2014). Exploring workplace bullying in nursing. Workplace Health &
Safety, 62(1), 6-11.

Falk, A.-C., Alm, A., & Lindstrém, V. (2014). Has increased nursing competence in the
ambulance services impacted on pre-hospital assessment and interventions in
severe traumatic brain-injured patients? Scandinavian Journal of Trauma,
Resuscitation & Emergency Medicine, 22(1), 1-5.

Fleming, V., & Holmes, A. (2005). Basic nursing and midwifery education programmes
in Europe: A report to the World Health Organization Regional Office for
Europe. Glasgow: Caledonian University.

Felblinger, D. M. (2008). Incivility and bullying in the workplace and nurses’ shame
responses. Journal of Obstetric, Gynecologic & Neonatal Nursing, 37(2), 234-
242.

Fida, R., Laschinger, H. K. S., & Leiter, M. P. (2018). The protective role of self-efficacy
against workplace incivility and burnout in nursing: A time-lagged study.
Health Care Management Review, 43(1), 21-29.

Fornés, J., Cardoso, M., Castello, J. M., & Gili, M. (2011). Psychological harassment in
the nursing workplace: An observational study. Archives of Psychiatric
Nursing, 25(3), 185-194.

Friedrich, L. A., Prasun, M. A., Henderson, L., & Taft, L. (2011). Being a seasoned nurse
in active practice. Journal of Nursing Management, 19, 897-905.

Freire, P. (1970). Pedagogy of the oppressed. New York: Continuum.

Fukada, M. (2018). Nursing competency: Definition, structure and development. Yonago
Acta Medica, 61(1), 1-7.



100

Gabrielle, S, Jackson, D., & Mannix, J. (2008). Adjusting to personal and organizational
change: Views and experiences of female nurses aged 40-60. years. Collegian,
15(3), 85-91.

Giorgi, G., Leon-Perez, J. M., & Arenas, A. (2015). Are bullying behaviors tolerated in

some cultures? Evidence for a curvilinear relationship between workplace
bullying and job satisfaction among Italian workers. Journal of Business
Ethics, 131(1), 227-237.

Giorgi, G. (2012). Workplace bullying in academia creates a negative work
environment. An Italian study. Employee Responsibilities and Rights Journal,
24(4), 261-275.

Giorgi, G., Mancuso, S., Fiz Perez, F., Castiello D'Antonio, A., Mucci, N., Cupelli, V., &
Arcangeli, G. (2016). Bullying among nurses and its relationship with burnout
and organizational climate. International Journal of Nursing Practice, 22(2),
160-168.

Giorgi, G., Perminiené, M., Montani, F., Fiz-Perez, J., Mucci, N., & Arcangeli, G.
(2016). Detrimental effects of workplace bullying: Impediment of self-
management competence via psychological distress. Frontiers in Psychology, 7,
60-72.

Greenglass, E. R., & Burke, R. J. (2001). Stress and the effects of hospital restructuring
in nurses. Canadian Journal of Nursing Research, 33, 93-108.

Griffin, M. (2004). Teaching cognitive rehearsal as a shield for lateral violence:

An intervention for newly licensed nurses. The Journal of Continuing
Education in Nursing, 35(6), 257-264.

Guillaume, O., & Austin, A. (2016). Understanding organizational culture to transform a
workplace behavior: Evidence from a liberal arts university. Scholedge
International Journal of Management & Development, 3(4), 89-96.
doi: 10.19085/journal.sijmd030401

Guimaraes, L. A. M., & Rimoli, A. O. (2006). “Mobbing” (assédio psicoldgico)

no trabalho: Uma sindrome psicossocial multidimensional. Psicologia: Teoria e

Pesquisa, 22(2), 183-191.



101

Han, M. R., Gu, J. A,, & Y00, I. Y. (2014). Influence of workplace bullying and leader-
member exchange on turnover intention among nurses. Journal of Korean
Academy of Nursing Administration, 20(4), 383-393.

Hair, J. F., Ringle, C. M., & Sarstedt, M. (2012). Partial least squares: The better
approach to structural equation modeling?. Long Range Planning, 45(5-6), 312-
319.

Hair, J. F., Black, W. C., Babin, B. J., & Anderson, R. E. (2010). Multivariate data
analysis: Global edition (7"" ed.). New Jersey: Pearson Prentice Hall.

Hauge, L.J,, Skogstad, A., & Einarsen, S. (2007). Relationships between stressful work

environments and bullying: Results of a large representative study. Work &
Stress, 21(3), 220-242.

Hauge, L. J., Skogstad, A., & Einarsen, S. (2009). Individual and situational predictors of
workplace bullying: Why do perpetrators engage in the bullying of others?.
Work & Stress, 23(4), 349-358.

Henderson, J. E., & Hoy, W. K. (1983). Leader authenticity: The development and test
of an operational measure. Educational & Psychological Research, 3(2), 63-
75.

Hickson, J. (2013). New nurses’ perceptions of hostility and job satisfaction: Magnet
versus non-magnet. The Journal of Nursing Administration, 43(5), 293-301.

Hinchberger, P. A. (2009). Violence against female student nurses in the workplace.
Nursing Forum, 44(1), 37-46. doi: 10.1111/j.1744-6198.2009.00125.

Hoel, H., & Cooper, C. L. (2000). Destructive conflict and bullying at work. Manchester:
Manchester School of Management, UMIST.

Hoel, H, Glasg, L., Hetland, J., Cooper, C.L, & Einarsen, S.(2010). Leadership styles as

predictors of self-reported and observed workplace bullying. British Journal of
Management, 21(2), 453-468.

Hoel, H., & Salin, D. (2003). Organizational antecedents of workplace bullying. In
Einarsen, S., Hoel, H., Zapf, D., & Cooper, C. (Eds.), Bullying and emotional
abuse in the workplace (pp. 203-218). London: Taylor and Francis.



102

Hofstede, G. (1989). Organising for cultural diversity. European Management Journal,
7(4), 390-397.

Hofstede, G. (2011). National cultural dimensions. Retrieved from
http://geerthofstede.com/national-culture.html

Hofstede, G. J. (2015). Culture’s causes: The next challenge. Cross Cultural
Management, 22(4), 545-569. doi: 10.1108/CCM-03-2015-0040

Hofstede, G. H. (1980). Culture s consequences: International differences in
workrelated values. Beverly Hills: Sage.

Hooper, D., Caughlan, J,, & Mullen, M. (2008). Structural equation modeling: Guidelines
for determining model fit. The Electronic Journal of Business Research
Methods, 6(1), 53-60.

Hu, L. T., & Bentler, P. M. (1998). Fit indices in covariance structure modeling:
Sensitivity to underparameterized model misspecification. Psychological
Methods, 3(4), 424-453.

Hutchinson, M., Vickers, M., Jackson, D., & Wilkes, L. (2006). Workplace bullying in
nursing: towards a more critical organisational perspective. Nursing Inquiry,
13(2), 118-126.

Hutchinson, N. L. (2013). Inclusion of exceptional learners in Canadian schools:

A practical handbook for teachers. Toronto: Pearson Education Canada.

Hutchinson, M., & Jackson, D. (2015). The construction and legitimation of workplace
bullying in the public sector: Insight into power dynamics and organizational
failures in health and social care. Nursing Inquiry, 22(1),

13-26.

Hutchinson, M., Jackson, D., Wilkes, L., & Vickers, M. H. (2008). A new model of
bullying in the nursing workplace: Organizational characteristics as critical
antecedents. 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 workplace. Journal of Nursing Management,
18(2), 173-181.



103

International Council of Nurses [ICN]. (1997). ICN Framework of disaster nursing
competenciens. Retrieved from httpmwww.cives-toscana.itwp-
contentuploads/2017,12/disaster_nursing_competencies_liteicn-min.pdf

International Council of Nurses. [ICN] (2008). Nursing care continuum framework and
competencies. Retrieved from https://siga-fsia.ch/files/user_upload/07_
ICN_Nursing_Care_Continuum_Framework_and_Competencies.pdf

Jaafar, M., Jalali, A., & Dahalan, N. (2017). An exploratory study on the relationship
between the personal factors of the perpetrator and workplace bullying. Jurnal
Pengurusan (UKM Journal of Management), 49, 67-76.

Jacoba, L. (2005) Nurse against nurse: How to stop horizontal violence. Nursing, 35(3),
44-45,

Jahner, J. (2011). Building bridges: An inquiry into horizontal hostility in nursing culture

and the use of contemplative practices to facilitate cultural change. Retrieved
from https.www.upaya.orguploads/pdfs/Jahnersthesis.pdf

Johnson, S. E. (2016). Organizational characteristics influencing workplace bullying.
Retrieved from https://scholarworks.waldenu.edu/cgi/viewcontent. cgi?referer
= &httpsredir = 1&article = 4141&context = dissertations

Johnson, S. L. (2009). International perspectives on workplace bullying among nurses:
A review. International Nursing Review, 56(1), 34-40.

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

Joint Commission Resources, Inc. (2008). Advanced lean thinking: Proven methods to
reduce waste and improve quality in health care. Illinois: Joint Commission
Resources.

Joint Commission. (2008). Sentinel event alert: Behaviors that undermine a culture of
safety. Retrieved from http://www.jointcommission.org/assets/1/18/
SEA_40.PDF

Kamchuchat, C., Chongsuvivatwong, V., Oncheunjit, S., Yip, T. W., & Sangthong, R.
(2008). Workplace violence directed at nursing staff at a general hospital in
southern Thailand. Journal of Occupational Health, 50(2), 201-207.



104

Karabulut, A. T. (2016). Bullying: harmful and hidden behavior in organizations.
Procedia-Social and Behavioral Sciences, 229, 4-11.

Kay, R. E. (2015). Professional and team identity buffer effects of workplace environment
and bullying on burnout in nurses. Retrieved
fromhttps./indigo.uic.edusarticles/Professional_and_Team_ldentity Buffer Eff
ects_of Workplace Environment_and Bullying_on_Burnout_in_Nurses/1088
2421/iles/19383878.pdf

Keashly, L. (2001). Interpersonal and systemic aspects of emotional abuse at work: The
target’s perspective. Violence and Victims, 16(3), 233-268.

Kelloway, E. K., Nielsen, K., & Dimoff, J. K. (2017). Leading to occupational health
and safety: How leadership behaviours impact organizational safety and
wellbeing. Beverley Hills: John Wiley & Sons.

Kendall-Gallagher, D., & Blegen, M. A. (2009). Competence and certification of
registered nurses and safety of patients in intensive care units. American
Journal of Critical Care, 18(2), 106-113.

Kim, D. C., & Kim, D. G. (2012). The relationship among main factors of the positive
organizational behavior: Focusing on authentic leadership, psychological
capital and psychological ownership. Korean Public Administration Revise,
46(4), 27-51.

Kim, J. O., & Whitely, D. M. (1978). Factor analysis: Statistical methods and practical
issues. Beverley Hills: Sage.

Kline, R. (2011). Convergence of structural equation modeling and multilevel modeling.
In Williams, M., & Vogt, W. P. The SAGE handbook of innovation in social
research methods (pp. 562-589). London: Sage. doi: 10.4135/9781446268261

Kozékov4, R., Buzgova, R., & Zelenikov4, R. (2018). Mobbing of nurses: Prevalence,
forms and psychological consequences in the Moravian-Silesian region.
International Journal of Mental Health Nursing, 62(4), 316-329.



105

Laschinger, H., Borgogni, L., Consiglio, C., & Read, E. (2015). The effects of authentic
leadership, six areas of worklife, and occupational coping self-efficacy on new
graduate nurses’ burnout and mental health: A cross- sectional study.
International Journal of Nursing Studies, 52, 1080-1089. doi:
10.1016/j.ijnurstu.2015.03.002

Laschinger, H. K. S. (2012). Job and career satisfaction and turnover intentions of newly
graduated urses. Journal of Nursing Management, 20, 472-484.

Laschinger, H. K. S. (2014). Impact of workplace mistreatment on patient safety risk and
nurse-assessed patient outcomes. Journal of Nursing Administration, 44(5),
284-290.

Laschinger, H. K. S., & Fida, R. (2014). A time-lagged analysis of the effect of
authentic leadership on workplace bullying, burnout, and occupational
turnover intentions. European Journal of Work and Organizational
Psychology, 23(5), 739-753.

Laschinger, H. K. S., & Grau, A. L. (2012). The influence of personal dispositional
factors and organizational resources workplace violence, burnout, and health
outcomes in new graduate nurses: A cross-sectional study. International
Journal of Nursing Studies, 49(3), 282-291.

Laschinger, H. K. S,, Grau, A. L, Finegan, J.,, & Wilk, P.(2010). New graduate nurses’

experiences of bullying and burnout in hospital settings. Journal of Advanced
Nursing, 66(12), 2732-2742.

Laschinger, H. K. S., & Nosnko, A. (2015). Exposure to workplace bullying and post-
traumatic stress disorder symptomology: The role of protective psychological
resources. Journal of Nursing Management, 23(2), 252-262.

Laschinger, H. K. S., Wong, C. A, & Grau, A. L. (2012). The influence of authentic
leadership on newly graduated nurses’ experiences of workplace bullying,
burnout and retention outcomes: A cross-sectional study. International Journal
of Nursing Studies, 49(10), 1266-1276.



106

Laschinger, H. K. S., Wong, C. A., & Grau, A. L. (2013). Authentic leadership,
empowerment and burnout: a comparison in new graduates and experienced
nurses. Journal of Nursing Management, 21, 541-552.

Lee, Y., Lee, M., & Bernstein, K. (2013). Effect of workplace bullying and job stress on
turnover intention in hospital nurses. Journal of Korean Academy of Psychiatric
and Mental Health Nursing, 22(2), 77-87.

Letvak, S. (2002). Retaining the older nurse. The Journal of Nursing Administration,
32(7/8), 387-392.

Lewis, M. A. (2006). Nurse bullying: Organizational considerations in the maintenance
and perpetration of health care bullying cultures. Journal of Nursing
Management, 14(1), 52-58.

Lewis, D., Sheehan, M., & Davies, C. (2008, July). Uncovering workplace bullying.
Journal of Workplace Rights, 13(3), 281-301. doi: 10.2190/WR.13.3e

Leymann, H. (1990). Mobbing and psychological terror at workplaces. Violence and
Victims, 5(2), 119-126.

Leymann, H. (1992). Leymann inventory of psychological terror. Violen: Karlskrona.

Leymann, H. (1996) The content and development of mobbing at work. European
Journal of Work and Organizational Psychology, 5, 165-184.

Li, Y. C., & Wang, H. H. (2016). The influences of authentic leadership in nursing: A
systematic reviews. Retrieved from https://sigma.nursingrepository.org/
handle/10755/601655

Lim, S., Cortina, L. M., & Magley, V. J. (2008) Personal and workgroup incivility:
Impact on work and health outcomes. Journal of Applied Psychology, 93, 95-
107.

Liu, M., Kunaiktikul, W., Senaratana, W., Tonmukayakul, O., & Eriksen, L. (2007).

Development of competence inventory for registered nurses in the people’s
republic of China: Scale development. International Journal of Nursing

Studies, 44(5), 805-813.



107

Liu, M, Yin, L, Ma, E, Lo, S, & Zeng, L. (2009). Competency inventory for registered
nurses in Macao: Instrument validation. Journal of Advanced Nursing, 65(4),
893-900.

Liu, Y., & Aungsuroch, Y. (2018). Current literature review of registered nurses’
competency in the global community. Journal of Nursing Scholarship, 50(2),
191-199.

Longo, J. (2013). Bullying and the older nurse. Journal of Nursing Management, 21(7),
950-955.

Lutgen-Sandvik, P., Tracy, S. J., & Alberts, J. K. (2007). Burned by bullying in the
American workplace: Prevalence, perception, degree, and impact. Journal of
Management Studies, 44, 837-862.

Luthans, F. (2002). The need for and meaning of positive organizational behavior.
Journal of Organizational Behavior: The International Journal of Industrial,
Occupational and Organizational Psychology and Behavior, 23(6), 695-706.

Luthans, F., & Avolio, B. (2003). Authentic leadership development. In K.S. Cameron,
S. E. Dutton, & R. E. Quinn. Positive organizational scholarship-foundations
of a new discipline (pp. 241-258). California: Berrett-Koehler.

Ma, S. C., Wang, H. H., & Chien, T. W. (2017). Hospital nurses’ attitudes, negative
perceptions, and negative acts regarding workplace bullying. Annals of General
Psychiatry, 16(1), 33-41.

Maslach, C., & Leiter, M. P. (2008). Early predictors of job burnout and engagement.
Journal of Applied Psychology, 93(3), 498-512.

Maslach, C,, & Jackson, S.E. (1981). The measurement of experienced burnout. Journal
of Organizational Behavior, 2(2), 99-113.

Maslach, C., Jackson, S. E., & Inventory, M. B. (1981). Consulting psychologists. Palo
Alto: The Maslach Burnout Inventory.
Maslach, C., Jackson, S.E., & Leiter, M. (1996). Maslach burnout inventory (3™ ed.). Palo

Alto: Consulting Psychologists Press.



108

Matthiesen, S. B., & Einarsen, S. (2010). Bullying in the workplace: Definition,
prevalence, antecedents and consequences. International Journal of
Organization Theory & Behavior, 13(2), 202-248.

McDaniel, K. R., Ngala, F., & Leonard, K. M. (2015). Does competency matter?
Competency as a factor in workplace bullying. Journal of Managerial
Psychology, 30(5), 597-609.

McKenna, B. G., Smith, N. A, Poole, S. J., & Coverdale, J. H. (2003). Horizontal
violence: Experiences of registered nurses in their first year of practice. Journal
of Advanced Nursing, 42(1), 90-96.

Mikkelsen, E. G., & Einarsen, S. (2001). Bullying in Danish work-life: Prevalence and
health correlates. European Journal of Work and Organizational Psychology,

10(4), 393-413.

Mikkelsen, E. G., & Einarsen, S. (2002). Basic assumptions and symptoms of
posttraumatic stress among victims of bullying at work. Europe Journal Work
Organization Psychology, 11(1), 87-111.

Moayed, F. A., Daraiseh, N., Shell, R., & Salem, S. (2006). Workplace bullying: A
systematic review of risk factors and outcomes. Theoretical Issues in
Ergonomics Science, 7(3), 311-327.

Moseley, A., Jeffers, L., & Paterson, J. (2008). The retention of the older nursing

workforce: A literature review exploring factors that influence the retention and
turnover of older nurses. Contemporary Nurse, 30, 46-56
Moye, M. (2010). Nursing hostility: What is causing horizontal violence between nurses
and what steps can individuals take to bring it to an end?. Retrieved from
http./nursing.advanceweb.com/Features/Articles2/Nursing-Hostility.aspx
Namie, G., Christensen, D., & Phillips, D. (2014). US workplace bullying survey.

Bellingham, WA: Workplace Bullying Institute.



109

Nielsen, M. B, Glasg, L., & Einarsen, S.(2017). Exposure to workplace harassment and
the five factor model of personality: A meta-analysis. Personality and
Individual Differences, 104, 195-206.

Nielsen, M. B, & Knardahl, S.(2015). Is workplace bullying related to the personality
traits of victims? A two-year prospective study. Work & Stress, 29(2), 128-149.

Nilsson, J.,, Engstrom, M., Florin, J,, Gardulf, A, & Carlsson, M. (2018). A short version of
the nurse professional competence scale for measuring nurses' self-reported
competence. Nurse Education Today, 71, 233-239.

Nilsson, J., Gardulf, A, & Lepp, M. (2016). Process of translation and adaptation of the
nurse professional competence (NPC) scale. Journal of Nursing Education and
Practice, 6(1), 100-103.

Nilsson, J., Johansson, E., Egmar, A C,, Florin, J, Leksell, J,, Lepp, M., & Carlsson, M.
(2014). Development and validation of a new tool measuring nurses self-
reported professional competence: The nurse professional competence (NPC)
scale. Nurse Education Today, 34(4), 574-580.

NKkosi, Z.Z., & Uys, L.R.(2005). A comparative study of professional competence of
nurses who have completed different bridging programmes. Curationis, 28(1),
6-12.

Notelaers, G., & Einarsen, S.(2013). The world turns at 33 and 45: Defining simple
cutoff scores for the negative acts questionnaire-revised in a representative
sample. European Journal of Work and Organizational Psychology, 22(6),
670-682.

Numminen, O,, Leino-Kilpi, H,, Isoaho, H., & Meretoja, R. (2015). Newly graduated
nurses' competence and individual and organizational factors: A multivariate

analysis. Journal of Nursing Scholarship, 47(5), 446-457.



110

Nwaneri, A.C., Onoka, A C., & Onoka, C. A. (2016). Workplace bullying among nurses
working in tertiary hospitals in Enugu, Southeast Nigeria: Implications for
health workers and job performance. Journal of Nursing Education and
Practice, 7(2), 69-78.

Obeidat, R. F., Qan’ir, Y., & Turaani, H. (2018). The relationship between perceived
competence and perceived workplace bullying among registered nurses: A
cross sectional survey. International Journal of Nursing Studies, 88, 71-78.

Occupational Safety and Health Administration [OSHA]. (2002). Workplace violence:
OSHA fact sheet. Retrieved from
https://www.osha.gov/OshDoc/data_General _Facts/factsheet-workplace-
violence.pdf

Olweus, D. (1994). Bullying at school: Basic facts and effects of a school based
intervention program. Journal of Child Psychology and Psychiatry, 35(7),
1171-1190.

O'Moore, M. (2000). Critical issues for teacher training to counter bullying and
victimisation in Ireland. Aggressive Behavior: Official Journal of the
International Society for Research on Aggression, 26(1), 99-111.

Oh, H., Uhm, D. C., & Yoon, Y. J. (2016). Factors affecting workplace bullying and
lateral violence among clinical nurses in Korea: Descriptive study. Journal of
Nursing Management, 24(3), 327-335.

Ole, V. (2016). A systematic review: Antecedents of workplace bullying in the health
sector in Australia and New Zealand. Master’s thesis, Master of Business,
School of Business, Auckland University of Technology.

Occupational Safety and Health Administration [OSHA]. (2002). Safety and health

topics: Permissible exposure limits (PELS). Retrieved from www.osha-
slc.govSLTCpel.

Ovayolu, O., Ovayolu, N., & Karadag, G. (2014). Workplace bullying in nursing.
Workplace Health & Safety Journal, 62(9), 370-374.

Pate, J., & Beaumont, P. (2010). Bullying and harassment: A case of success?. Employee
Relations, 32(2), 171-183.



111

Paton, M. (2019). 300 Nurses died by suicide in seven years shows alarming stat.
Retrieved from https./nurseslabs.com,300-nurse-died-by-suicide-in-seven-years-
shows-alarming-stat/

Paton, F. (2020). Nurse burnout: Are you at risk Retrieved from https./nurseslabs.
comnurse-burnout-are-you-at-risk/

Pedroso, V.G, Limongi, A. C,, Martins, F. A, Hrdlicka, H., Jorge, S. M., & Cornetta, V.
K. (2006). Exploring conceptual aspects of mobbing. Revista de Administracéo
em Salde, 8(33), 139-147.

Phelps, C., & Wilson, B. (2013). Horizontal hostility: A threat to patient safety. JONA’s
Healthcare Law, Ethics and Regulation, 15(1), 51-57.

Pilch, 1., & Turska, E. (2015). Relationships between Machiavellianism, organizational
culture, and workplace bullying: Emotional abuse from the target’s and the
perpetrator’s perspective. Journal of Business Ethics, 128(1), 83-93.

Polit, D. F., & Beck, C. T. (2012). Nursing research: Generating and assessing evidence
for nursing practice. Johanneshov: TPB.

Purpora, C., Blegen, M. A., & Stotts, N. A. (2012). Horizontal violence among hospital
staff nurses related to oppressed self or oppressed group. Journal of
Professional Nursing, 28, 306-314.

Randle, J. (2003). Bullying in the nursing profession. Journal of Advanced Nursing, 43,
395-401.

Read, E. A., & Laschinger, H. K. (2015). The influence of authentic leadership and
empowerment on nurses’ relational social capital, mental health and job
satisfaction over the first year of practice. Journal of Advanced Nursing, 71(7),
1611-1623.

Read, E., & Laschinger, H. K. (2013). Correlates of new graduate nurses’ experiences of
workplace mistreatment. The Journal of Nursing Administration, 43(4), 221-
228.



112

Reknes, 1., Einarsen, S., Paliesen, S., Bjorvatn, B., Moen, B. E., & Mageray, N. (2016).
Exposure to bullying behaviors at work and subsequent symptoms of anxiety:
The moderating role of individual coping style. Industrial Health, 54(5), 421-
432.

Reknes, I, Pallesen, S., Mageray, N., Moen, B. E,, Bjorvatn, B., & Einarsen, S. (2014).

Exposure to bullying behaviors as a predictor of mental health problems

among Norwegian nurses: Results from the prospective SUSSH-survey.
International Journal of Nursing Studies, 51(3), 479-487.
Riskin, A., Erez, A., Foulk, T. A., Kugelman, A., Gover, A., Shoris, I., & Bamberger, P.

A. (2015). The impact of rudeness on medical team performance: A
randomized trial. Pediatrics, 136(3), 487-495.

Rosenstein, A. H., & O’Daniel, M. (2008). A survey of the impact of disruptive
behaviors and communication defects on patient safety. The Joint Commission
Journal on Quality and Patient Safety, 34(8), 464-471.

Rueanyod, W. (2014). Workplace violence among nursing personnel in emergency
department in Bangkok Thailand. Royal Thai Airforce Medical Gazette, 60(1),
1-9.

Sa, L., & Fleming, M. (2008). Bullying, burnout, and mental health amongst Portuguese
nurses. Issues in Mental Health Nursing, 29(4), 411-426.

Salin, D. (2001). Prevalence and forms of bullying among business professionals: A
comparison of two different strategies for measuring bullying. European
Journal of Work and Organizational Psychology, 10(4), 425-441.

Salin, D. (2003). Ways of explaining workplace bullying: A review of enabling,
motivating, and precipitating structures and processes in the work
environment. Human Relations, 56(10), 1213-1232.

Saimai, W., Thanjira, S., & Phasertsukjinda, N. (2010). Workplace violence and its
management by nursing personnel in emergency department. Ramathibodi
Nursing Journal, 16(1), 121-135

Samnani, A. K., & Singh, P. (2012). 20 years of workplace bullying research: A review
of the antecedents and consequences of bullying in the workplace. Aggression
and Violent Behavior, 17(6), 581-589.



113

Savasan, A., & Ozgir, G. (2018). The relationship between personality characteristics
and workplace bullying of nurses. Journal of Psychiatric Nursing, 9(1), 29-35.

Sawaengdee, K. (2017). Crisis of nursing shortage in health service facilities under
office of permanent secretary, ministry of public health: Policy
recommendations. Journal of Health Science, 26(2), 448-456.

Sawaengdee, K. (2009). Working life table and projection of registered nurses
workforce supply in Thailand over the next 15 years (2008-2022). Bangkok:
National Institute of Development Administration.

Schumacker, R. E., & Lomax, R. G. (2010). A beginner’s guide to structural equation
modeling (3" ed.), New York: Taylor & Francis Group.

Schmidt, K., & Diestel, S. (2013). Job demands and personal resources in their relations
to indicators of job strain among nurses for older people. Journal of Advanced
Nursing, 69(10), 2185-2195. doi.1:10.1111/jan.12082

Schein, E. H. (1990). Organizational culture. American Psychologist, 45, 109-1109.

Sheehan, M. (1999). Workplace bullying: Responding with some emotional
intelligence. International Journal of Manpower, 20(1/2), 57-609.

Sikkhaphan, S. (2015). Authentic and transformational leadership model of directors of
tambon health promoting hospital effecting to the effectiveness of southern
tambon health promoting hospital: The interaction and invariance tes of
gender factor. Retrieved from http://kb.tsu.ac.th/jspui/bitstream/
123456789/3158/1/%E0%B8%AA%E0%B8%B8%E0%B8%A0%E0%B8%B
2%E0%B8%9E%20%E0%B8%AA%E0%B8%B4%E0%B8%81%E0%B8%8
2%E0%B8%B2%E0%B8%9E%E0%B8%B1%E0%B8%99%E0%B8%98%E
0%B9%8C%2000194144.pdf

Simons, S. (2008). Workplace bullying experienced by Massachusetts registered nurses
and the relationship to intention to leave the organization. Advances in Nursing
Science, 31(2), 48-59.

Smith, M, Segal, J,, & Segal, R. (2012). Preventing burnout: Signs, symptoms, causes,

and coping strategies. Retrieved from http.mwww helpguide.

org/mental/burnout_signs_symptoms.htm



114

Sounart, A. (2008). Study finds nurses frequently being bullied at work. Retrieved from
http://www.nursezone.com/nursing-news-events/more

Spector, P. E., Zhou, Z. E., & Che, X. X. (2014). Nurse exposure to physical and
nonphysical violence, bullying, and sexual harassment: A quantitative review.
International Journal of Nursing Studies, 51(1), 72-84.

Srisuphan, W., & Sawaengdee, K. (2012). Recommended policy-based solutions to
shortage of registered nurses in Thailand. Thai Journal of Nursing Council,
27(1), 5-12.

Srisathidnarakur, B. (2007). Leadership and strategic management in nursing
organization in the 21 century. Bangkok: Chulalongkorn University
Publishing.

Strandmark, M., & Hallberg, L. R. M. (2007). The origin of workplace bullying:
Experiences from the perspective of bully victims in the public service sector.
Journal of Nursing Management, 15, 332-341.

Stouten, J., Baillien, E., Van den Broeck, A., Camps, J., De Witte, H., & Euwema, M.
(2010). Discouraging bullying: The role of ethical leadership and its effects on
the work environment. Journal of Business Ethics, 95(1), 17-27.

Summawart, S. (1989). Burnout among the staff nurses in Ramathibodi hospital.
Master ‘s thesis, Nursing, Faculty of Graduate Studies, Mahidol University.

Sungwan, P. (2018). Workplace bullying among Thai new registered nurses: A causal
model of its antecedence and consequences. Doctoral dissertation, Philosophy
in Nursing Science, Faculty of Nursing, Burapha University.

Sungwan, P., Deoisres, W., & Chaimongkol, N. (2017). Perceptions of newly registered
Thai nurses about workplace bullying. Thai Pharmaceutical and Health
Science Journal, 12(3), 101-107.

Tabachnick, B. G., & Fidell, L. S. (2007). Using multivariate statistics analysis (5" ed.).
Boston: Allyn and Bacon.

Tabachnick, B. G., Fidell, L. S., & Ullman, J. B. (2007). Using multivariate statistics
(vol. 5). Boston, MA: Pearson.



115

Takase, M., & Teraoka, S. (2011). Development of the holistic nursing competence
scale. Nursing and Health Sciences, 13(4), 396-403. doi: 10.1111/j.1442-
2018.2011.00631.x

Tambur, M., & Vadi, M. (2012). Workplace bullying and organizational culture in a
post-transitional country. International Journalof Manpower, 33(7), 754-768.

Thai Nursing Council. (2016). Nursing work report in Thailand from the committee
conference at November, 11, 2016. Bangkok: Thai Nursing Council.

The International Council of Nurses [ICN]. (1997). ICN on regulation: Towards 21st

century models. Geneva: International Council of Nurses.

Thomas, D. C., & Inkson, K. (2009). Cultural intelligence: Living and working globally.
San Francisco, CA: Berrett-Koehler Publishers.

Thomas, C. M. (2010). Teaching nursing students and newly registered nurses strategies
to deal with violent behaviors in the professional practice environment. The
Journal of Continuing Educationin Nursing, 41(7), 299-308. doi:
10.3928/00220124-20100401-09

Townsend, T. (2015). Not just “eating our young”: Workplace bullying strikes
experienced nurses, too. American Nurse Today, 11(2), 1-6.

Topa Cantisano, G., Depolo, M., & Morales Dominguez, J. F. (2007). Mobbing: A meta-

analysis and integrative model of its antecedents and consequences. Psicothema,
19(1), 88-94.

Trépanier, S.G,, Fernet, C,, & Austin, S. (2013). Workplace bullying and psychological
health at work: The mediating role of satisfaction of needs for autonomy,
competence and relatedness. Work & Stress, 27(2), 123-140.

Trépanier, S.G,, Fernet, C,, Austin, S., & Boudrias, V. (2016). Work environment
antecedents of bullying: A review and integrative model applied to

registerednurses. International Journal of Nursing Studies, 55, 85-97.



116

Valentine, S., Fleischman, G., & Godkin, L. (2016, August). Villains, victims, and
verisimilitudes: An exploratory study of unethical corporate values, bullying
experiences, psychopathy, and selling professionals: ethical reasoning. Journal
of Business Ethics, 148, 135-154.

Vessey, J. A, Demarco, R.F.,, Gaffney, D. A, & Budin, W.C. (2009). Bullying of staff
registered nurses in the workplace: A preliminary study for developing personal

and organizational strategies for the transformation of hostile to healthy

workplace environments. Journal of Professional Nursing, 25(5), 299-306.
Walker, J. M. (2017). A quantitative study of the prevalence and impact of workplace
bullying amongst first responders. Retrieved from
https:/search.proquest.com/openview,164e57fb1518c623b2092bf82e3f5e8d/17p
gorigsite = gscholar&cbl = 18750&diss -y
Walrath, J. M., Dang, D., & Nyberg, D. (2010). Hospital RNs' experiences with

disruptive behavior: A qualitative study. Journal of Nursing Care Quality,
25(2), 105-116.

Walumbwa, F. O., Avolio, B. J., Gardner, W. L., Wernsing, T. S., & Peterson, S. J.
(2008). Authentic leadership: Development and validation of a theory- based
measure. Journal of Management, 34(1), 89-126.

Walumbwa, F. O, Luthans, F., AveyJ. B., & Oke, A (2011). Authentically leading

groups: The mediating role of collective psychological capital and trust.
Journal of Organizational Behavior, 32, 4-24

Walumbwa, F.O., Wang, P., Wang, H., Schaubroeck J., & Avolio, B.J. (2010).
Psychological processes linking authentic leadership to follower behaviors. The
Leadership Quarterly, 21, 901-914.

Wheaton, B., Muthen, B., Alwin, D.F,, & Summers, G. F. (1977). Assessing reliability
and statability in panel models. Sociological Methodology, 8(1), 84-136.

Winders, J. (2018). Study: Authentic leaders can address workplace bullying. Retrieved

from https./phys.orgnews;2018-10-authentic-leaders-workplace-bullying.html



117

Wilson, B. L., & Phelps, C. (2013). Horizontal hostility: A threat to patient safety.
JONA'S Healthcare Law, Ethics and Regulation, 15(1), 51-57.

Williams, B. K. (2016). An Exploration of bullied nurses, witnesses, and a hospital's
bottom line. Retrieved from https://pdfs.semanticscholar.org/1f43/
eb28869b41c3b06dd5321bbch2flbcale61l.pdf

Wilson, H. B., Kendall, B. E., Fuller, R. A., Milton, D. A., & Possingham, H. P. (2011).
Analyzing variability and the rate of decline of migratory shorebirds in
Moreton Bay. Australia.Conservation Biology, 25(4), 758-766.

Wilson, B. L., & Phelps, C. (2013). Horizontal hostility: A threat to patient safety.
Journal of Nursing Administration’s Healthcare Law, Ethics, and Regulation,
15(1), 51-57.

Wong, C. A., & Giallonardo, L. M. (2013). Authentic leadership and nurse-assessed
adverse patient outcomes. Journal of Nursing Management, 21(5), 740-752.
doi: 10.1111/jonm.12075

World Health Organization [WHO]. (2001). Nurses and midwives for health- WHO

european strategy for nursing and midwifery education. Retrieved from
https.mwww.euro.who.int/__dataassetspdf_file/0005/125744/E72918 pdf?ua = 1
World Health Organization [WHO]. (2013). Workplace violence. Retrieved from

http://www.who.int/violence_injury_prevention/injury/work9/en/

Workplace Bullying Institute. (2011). Definition of workplace bullying. Retrieved from
http://www.workplacebullying.org/individuals/problem/definition/

Vartia, M. (1996). The sources of bullying-psychological work environment and
organizational climate. European Journal of Work and Organizational
Psychology, 5(2), 203-214.

Yen, C.F.(2010). School bullying and mental health in children and adolescents.
Taiwanese. Journal of Psychiatry (Taipei), 24(1), 3-13.

Yildirim, D. (2009). Bullying among nurses and its effects. International Nursing
Review, 56(4), 504-511.



118

Yuseon, S., & Kang, J. (2018). Influencing factors and consequences of workplace
bullying among nurses: A structural equation modeling. Asian Nursing
Research, 12(1), 26-33.

Zapf, D. (1999). Organizational, work group related and personal causes of
mobbing/bullying at work. International Journal of Manpower, 20, 70-85.

Zapf, D, & Einarsen, S. (2003). Individual antecedents of bullying: Victims and
perpetrators. In S E. Einarsen, H. Hoel, D. Zapf, & C. L. Cooper (Eds.), Bullying
and emotional abuse in the workplace. International perspectives in research
and practice (pp. 165-184). London: Taylor & Francis.

Zapf, D, & Einarsen, S. E. (2005). Mobbing at work: Escalated conflicts in organizations.
In S. Fox, & P. E. Spector (Eds.), Counterproductive workplace behavior:
Investigations of actors and targets (pp. 237-270). Washington, DC: American
Psychological Association.

Zapf, D., Escartin, J., Einarsen, S. E., Hoel, H., & Vartia, M. (2011). Empirical findings
on prevalence and risk groups of bullying in the workplace.
In S. Einarsen, D. Hoel, D. Zapf, & C. Cooper (Eds.), Bullying and
Harassment in the Workplace (pp. 75-106). London: Taylor and Francis.
Zapf, D., & Gross, C. (2001). Conflict escalation and coping with workplace bullying:
A replication and extension. European Journal of Work and Organizational
Psychology, 10(4), 497-522.

Zeka, L. (2018). Organizational culture and individuals' experience of workplace
bullying. Retrieved from https:/search-proguestcom.contentproxy.

phoenix.edudocview,1984976254?accountid = 35812









List of experts

1. Dr. Patcharin Sungwan

2. Assoc.Prof. Dr. Wannee Deoisres

3. Assoc.Prof. Dr. Pornpat Hengudomsub
4. Assist. Prof. Dr. Jinjutha Chaisena Dallas
5. Dr. Nuttapol Yuwanich

6. Dr. Sawitree Lakthong

Faculty of Nursing, Phayao University

Faculty of Nursing, Burapha University
Faculty of Nursing, Burapha University
Faculty of Nursing, Burapha University
Faculty of Nursing, Rungsit University
Faculty of Nursing, Burapha University



APPENDIX B

Ethical document



v v Al

PNAITUDIYIVITINNTIY

' P ' v '
ﬂ]i?i]ﬂ!%i’)ﬂ ﬂ'lﬁ“l/lﬂﬁ@‘ﬂ!“b’\i‘ﬂ'D'Zﬁ]ﬂ‘]slsllﬂ\ilm‘]Jmaf’NLG]Nﬁ'llﬁﬂéllﬂﬂﬂ?iﬂﬁﬂllﬂﬁ\ﬂﬂﬁﬂ?ﬂﬁ

mauluneiadmdwery la

SHAVIUTIINMSINY  01-06-2562

U

A s a a
YOIV U LYUNT LTYUNTIE

Yy 9 F4 i1
v A o

Y i Y 1
M3IVATITMAU 1Ned1599M 35 uveIMsnauunas luinauasnadeugUuu

P ' v
ANUAUNUTITIA WHAT MM T UgvoaneIaey Talullszmealne
' Y Y 9 Y Y v v v '
i lasuFay lnanswmsitenssiiiosnnmuilunquiiessiifieny 40 1 wie 40
4 & o o o 4 ! 2 ' ! < 1 ¢
Pau ) FemashauluTsawenagueniivunainnn 500 @es Tasnulunesvileae
Y aa o [ - Y A v 1 < Y

TsaseusansegnitnsneInufymImeauguamIanInoudIszeznaIMsnuvelya lu

U
2

4 v v
M3ITEATIHBYIZHIUABY NINYIAN DI AUIBY 2562

Y

] v v Y v [l Y
Lﬁ@ﬂWHL"Iﬂ‘i'ﬁJﬂ1i’J%ﬂl!ﬂ’) ’d\?ﬂﬂ1ui]$§l@\‘lﬂ§]ﬁﬁ ﬁfl ﬁ@ﬂl!ﬂﬂﬁ@ﬂﬂ?ﬂ@ﬂﬂﬂ’ﬂlﬂ‘ﬂu

v ' ¥ '

39AYAIVOINIULOT LUVADUDIN 1 ga 7 Ao ﬁﬂ 1) YoYAFIUYNAA 2) WUUFDUDINNIT
v ¢ v Y

JUFIAUTITHIIANT 3) LL‘U‘]Jﬁ’l’)“]JﬂHJﬂTJ%@UWﬁLm%N 4) HLUUADUDINIAANNUANNFINITD

9

' P v
NWNITNYIUIA 5) LL‘]J“]Jﬁ’f)‘]JﬂﬁJ‘Wi]@]ﬂiﬁJi’Jullllﬁ\illﬁzﬁﬂﬂ 6) LUVFBUDINDINITDYNTUY —
Y ]

v 1 Y Y Y
18 ¥9 7) uuvuaumuIaa N tosnined I lynamaagualszuna 30-45 Ui
¢ ¥y v VY < ' '
sz Teruvosnsdseasaternas luladuilse Tovusumulasase uanansasens

v Y Ed 3 Y
Wuveyaiiugmlumsiauumamemsiesiunmsnauunasluneninasy Ta

Y v Y

k4 9 v '
ﬂ"lilﬁlﬂiflllfﬂi’J%EJ“]J’EN‘VH‘LJﬂ%ﬁﬁlﬂuqﬂﬂiﬂﬂ’ﬂﬂﬁﬁﬂii% MUBTNTNITVITIN

Y v F 2
Tn39m15398M5000UAI00N1N 1nTaM5 98 lanasanal lag lulilinansznula o ey uay

Y Y v Y 9 v

e yaq./ Ay 3 o ' ¥ v o
"lmmmﬂﬂﬂ FYNINUANHUUN El)')ﬁ]ﬂﬁ]glﬂﬂiﬂBTﬂJ@Ha"U@QﬂTL!Iﬂﬂiﬂﬁﬁﬁ@?mﬂlll‘ﬂuﬂ"ﬁizu

G
v 9 v

] 14 ' H b4 Y ' ' '
%o 41 uazdala q fewerdwmsensiwlanveyaiiuvesniu veyavesmuiidunszam



124

<] ' a A [ "d <] ) @
LUV INIZYINURYNNAYA tazilasadslugiuenmsLA AoANYLINADAIA1 T IMTD
? g a ¢ yacu ' ' Y { ! oij "ch
voyanNulunouNIneIVIRITB LY lasHamu vayannaNIMuaIzliisagIdenas
Y Y

P VY Y v '
’mmsﬂﬁﬂ?ﬂmmmuﬁmmﬁmmﬁwaga”lﬂ HIAVYISTIYITUADNTTIVY LASNITINYLING

b

' 9 v ' 9 v
nam33selunimsin TagluszyveyaaiuiyaavroInIy AT UEeIUIIUITEIT NI LR NE

b 9 Y v

v Y P '
HAN13 VUMY gamenasnnwanisIse lasumsanunmenns lunsasGousoonad
Y Y
YOYANIMUAITYNNIAY
p = =) P 3 K wa [ o
winmuiifyrmivseveasduilszmisle awnsadevalalasaseoingddeluium
Y v ' E4 4 Y 1
M3TIVTINVOYA HTANITDAAADABLDINNYINUNMIITIASTIH Ianasaanl 119 1wl
=S yaw o 4 A A S A a (d'
@eansIz gI98 ey INsANN 0972459524 1309 36.A3. 13501 1AGIDALIA D191TEN

USnu1van viunemy Insdnn 0829933483

W UM LHOUNT L

yaw
B0

oy s oady o 3z Y g "
mamulasumsijianluassmmitlaszyhlwenmsuesii muszamnsonsalnilse s
A a | aw i
AMZNITUMINDITUNT853504 N5 10 laR @myMsaznIsuMISessINa fhedde amzneamans

UMINEIABYINT TN, 038-102823



125

lugiugonursiumsdlog

v < 1] 4
NIV INYNTUNUD L?’EN ﬂﬁ‘l’lﬂﬁ’ﬂ‘m%’\i‘ﬂig’l]ﬂHGUfNLL‘]J‘]Jﬁ]”Iﬁ’ENL“]Nﬁ”lm@!‘ll’t’)\‘]

v Y [
msnauunadlugaunmauluneaimnswer la

[ 9’o a o A A
Mnmeueey U ... ABU. T 98 - 0 0.0 0 o B I

Yy 9 Y Y Y
= [ a a

v v Y
nounvzasn uluguee s INNIsINEN V1IN ﬂiﬂﬂ'li@‘ﬁ‘]ﬂﬁ]i]'lﬂ@’)%ﬂ

2K o g Aav ad Aav dd' a 421 av ! = =~
i]\‘l’)@]i)‘ﬂigﬁﬂﬂ"llﬂﬂﬂ1i’3i]ﬂ I5N13798 ﬂigiﬂ%uﬂﬂglﬂﬂﬂ]uiﬂﬂﬂWS’mEJE]EJN'@&L@EJ@]L!@%?J
Y Y Y Y Y

Y Y ' Y Y H
AN lafnad vimguasInIasansIvetaleaNuaas 1 uazvmNanine:
E4

Y

a v ot aw dyd' < Y a ' Ay A
“]Jf]ﬂl'ﬁﬂﬂTiL"ll'li’JllGluTﬂi\?ﬂ'li’)i]flulllf]ﬁl,ﬂﬂvlﬂ LASNITUDNIANNITEIVITIUNITIVYU i]$llll

Y Y

wansgnyla €] ABVINL

=)

y@w o ' o v v Y Y A £ < [ ~
HIYITVIVIINCABUATDTUAN Numnaeadealsnnuanle "liJ‘ﬂﬂ‘]N
v 9 9 9 Y [ v

Y
[ [ <3 [
gousuauwme 1y veyammizifsIdudmnmzganuiuanudutazzidame
Tunws i
Msaginansdive
Y Y Y Y E) Y 9 9

v 9
almNm"l@mum@mmmmuum LLﬁZﬁﬂ’JﬂJH}ﬂfﬂa'ﬂﬂﬂiZﬂﬁ uaz"lﬂmum

a dy Y <
Tuluguessutianeanudule

AN TN Helgoy
(e )
L3 2 0 N WeTUH
(e )
9
(3 2 N PN NI

(WA 1TIUNT )



126

THE INSTITUTIONAL REVIEW BOARD (IRB) FOR GRADUATE STUDIES
FACULTY OF NURSING, BURAPHA UNIVERSITY, THAILAND

Thesis Title An Limpirical Test of a Casual Model ol Workplace Bullying in Senior Registered
Nurses
Name Mrs. Khemika Siangphrao

ID: 59810069
Doctor of Philosophy in Nursing Science (International Program)

Number of the IRB approval Of - 06 -2562

The Institutional Review Board (IRB) for graduate studies of Faculty of Mursing, Burapha University
reviewed your submitied proposal. The contingeneics have been addressed and the IRB approves the
protocol. Waork on this project may begin. This approval is for a period of onc year from the dale of
this letter and will require continuation approval if the research project extends heyond June 117, 2020.

If you make any changes to the protocol during the period of this approval, you must submil a revised
protocel (o the IR13 committee for approval before implementing the changes.

Date of Approval  June 11%,2019
o 6L
Chintana Wacharasin, LN, Ph.D.

Chairperson of the [RI3
Faculty of Nursing, Burapha University, THAILAND

Tel.: 66-038-102823
Fax: 66-038-393476
E-Mail: naruemit@buu.ac.th



127

AF 05-09
COA No. RYH 019/2562
RYH REC No.ED12/2562

faormuru meiuen
AAYORG HOSPITAL

AnEATINNTIIEE SN TidbTusnge Tsameunaszena
NSINTHEWSIIVEGY
V1ag138 o.gyuin aviweey 9.dioe 2.58004 Ins. 0-3861-1104 d 2240

s a o o
wNa1TIUIRlATINITIdEuuLEY
ARLENTTINTI39535uN S T8 Tumywd Tsmeuiaszes duliunsiin1siusealasinisidbsuuuammdn
Brersumasdfturdduinmgnansifun Declaration of Helsinki, The Belmont Report, CIOMS Guideline e

International Conference on Harmonization in Good Clinical Practice wia ICH-GCP

Falasenas : m‘z‘m@iaau|.°'8<1U‘isi’n"éwaamei"lamL%QmLﬂﬂﬂﬂdnﬁﬂﬁuuné’ﬂuﬁmnﬁ
vhanlunanmnaistiwen la
An empirical test of a causal model of workptace bullying in senior
registered nurses

@INlAsINT398 - RYH REC No.E012/2562

#3dowdn wadinn Weamae
fefinvinaey L AugRELIRmERT IMTnandes i nfundl amnnisweuia
1 L5
dlnajusedgiany
FBunau . Expedited

] r 17 ] 174 5 -} | L €
swrupTafawi . daeeunufnoviinonaios 1 a5y vin armeuniuaanysol
vanaulasanisiadedunou 17

1BNEITIUIDY s agUlensmy iy

LaﬂaTiﬁ”uLLmﬂﬂw%'am'fﬁﬂuaLtﬁﬁ'ﬂwaﬁltﬁﬁﬂ

AWM . LT S

ﬂmun‘:sajmsiﬁaﬁﬁg,{tﬁulwum ﬂmmﬁﬁiumi ef&iﬁ‘i‘illn’l'i’)ﬁ)ﬂlumq‘tlﬁl
Fufisusas ApLYo oved : 20\ ‘ﬁ%’ﬂﬁu
Tuvuneng : 31 Surea 2562

E & ar X
nId AFTUTaNIL Laaulﬂﬁ’qmvv“hmwaamma [ﬂﬁ']‘u‘ﬂﬁﬂ‘llﬂﬂtﬂﬂ?l’]‘i'iﬂ'ﬁﬂﬂﬂ‘éﬁﬂ"l‘i'ﬂﬂ)



LT

Fevnvinufisinumsiusonsessium iR fURdwialuil
1.
2

i

% al = = n i g a 4 f’{“ﬁ:l‘ ”\’iil':i
5qﬂﬁﬂﬂaﬁﬂm5ﬂﬁﬁuﬂTiﬁJ‘iEJﬁ'iiﬂﬂ'Vi'ﬁ]ﬂluuHUE} (RIDLBEALITTRE __'E:_lfé.lw

128

AF 05-09

sutiunsisawnssy b lulassnisidveduasmie
Tdenasuurtharaains Tuusey anenasdguirsaidovislulawand il wuu
FUMBAl uaEVID LULABUAY WWERlATU T TiUY SR MEN TSN TRIITNTSan T T
wasddnunenasrana AUl TIteeieusnin? R2RRayong@email.com e
= vl -

Viuliiuwdngu

' af 'y P . el o o o \

swrumanisalbiisszadfuunnisiudensuisuuadfianssuidilaq de
AMENTIRNANIRLIIS o5 un 15T melu 5 Yuvinag
ATIBTUATINA TIVIIS DA NENTIUMSRANSLITIOSIINNTINY munaiA AU aiio

T#funisiasve

v

winnsideluanunsodnilunisaedunisluivun fidedaduresyiilninou edrnlos

1 lhev

a 2iar a o o
Laﬂmmnauuﬁlmumﬁmaamm VUAD LMD
Ml (maneaelasinns RYH RYH REC No.E01

R, r\;’/

4 ¥
Uaygariuniuses

; . A
Imssmiidelduunindie wnasndussaimunssgnachud3dsaEas 8-

Appreved



129

Masgrunuiiusiessiunisiseie Afusyud
ﬂammamuisawmmaqﬁm
NIENINFEETIMEY

BR 04-01/01.0

HUUKT AR 939 IuNTI 98

Sult e A0k

o £
UYUNNIBAIY

Ehu'iwm‘s__ﬁ_ﬂmjuﬂ._m-_-:_aﬁjy_ntljﬂﬁuﬁ;ﬁ.‘mﬂlﬁ{uﬁmﬁuuwé_Iimﬂ.mnau‘?aiuai..];ﬂi. Foan, ol

of w o
i i conkokas V... VRNV gsngoen iodsin.

Foq_ Luﬂmnn1ﬁwm5mfiﬁl‘iﬂﬁ§iumnw’muuwﬂmmuwau'ﬁua

Fou  wawdin VBaaiwsz N‘J’ﬁlﬂﬁf‘i’ﬂ

ynmIUsEguAmEnTIIn Tl EsTIIM AT S Trmeweniig afl e Ty
i o NN edolo Fiesantasamsidy “mimedoudnissinsrouuusnasdanmarsims
nautmaa'luamuwwmu‘luwmu'lawwwm'ﬂa (An empirical test of a causal model of workplace

bullying in senior registered nurses)”

@idendn waeding @oansns

anzassumsinAviusau i TTuseasSesTIunise uantuaumslivian A dugangnty
Isnwmmaq'%%’u:ﬁcﬁ' TﬁaﬁmvnﬁumiﬁmmL‘ﬁu‘lﬁﬁ%“uﬁqsﬂamummﬁwwﬁmsiﬂaﬁau Yar & Aty

wsaamaawuﬁiﬁ.laummwmmi,uu‘[ﬂiqn"mawaunau & ¥

aag‘mml‘m! AaTussin

W é&%w

(WeEamwes  dufoauuny)

= o oot a 3
DI UANENTTNNSTSUE 5L ﬂ'Ts']i]EJLnE]'JnUuL}Hﬂ

“Sodareon aded ﬁ@massa"



130

REC No.12/2019

LHtaradit Hospital
Ministry of Public Health
Address 38 Jesda Bodin Road, Tait , Mueang District Uttaradit Thailand
Tel. 055-832-601 ext. 2157-2158

Certificate of Approval
The Research Ethics Committee of the Uttaradit Tertiary Hospital of the Ministry of
Public Health Thailand, has approved the following study which is to be carried out in
compliance with the International guidelines for human research protection as Declaration of
Helsinki, The Belmont Report, CIOMS Guideline and International Conference on
Harmonization in Good Clinical Practice {(CH-GCP)

Study Title : An Empirical Test of a Causal Model of Warkplace Bullying in Senior
Registered Nurses

Study Code : 12/2019

Study Center . Faculty of Nursing, Chaivaphum Rajabhat University

Principal Investigator : Mrs. Khemika Siangphrao

Review Method : Full board

Continuing Repart @ At least cnce annuatly or submit the finat report if finished

Document Reviewed : Proposal, Case Record Form, Submission form Ethical Review
information sheet for research participant
Principal Investigator Curriculum vitae

Signature : mew{) M'Cj LM“"\' Signature : H‘wlwf' ‘f%vqub-—

{(Weravut Mingkuan, M.D.) {Dr.Aryoot Pamarapa)
Head of Human Ethic Committee Uttaradit Hospital Director
Date of Approval : 21 June 2019

Approvat Expire Date 1 20 June 2020



AnIENIsINTYIEEsTINITI S luLywd
T94NETUNAUNIITVUATATSIIUINT

Trsimsidalaneing) m‘iwﬂaam%wizinﬁﬂmuwﬁwamLﬂ‘ﬂ:’.mmammmiﬂé’uuﬂé’ﬂuamuﬁ

yenlunewnalsdwaia
(Aundenge)  An empirical test of a causal model of workplace bullying in senior

registered nurses.

gadeudn wnefiny @eawine

AUWUY / dnue tnfnemiinaasuTegmul vnda armivmeuiamand (manges
LmABIR) A wEUEAIand

Aoy PATINGIEBYITN

AMENTINNTTISHEITUR ﬁ'mu'[,unuwa THNENUNAUVINT A UASATE T3 1ARIIS
VAN Iwmmummnmwamnmﬂﬂ laFuf 20 Weou Fanan W 2562 wazfussatu
suasllan 1 byl ﬁuamaﬂxﬂﬁwim AUT 19 Bau BN WAL 2563

39 Emaasmmuamu-"umiﬂﬂmﬂmmunﬁuﬂ'ﬁ%‘s BETIHAN aﬂﬂ'l.uuqveﬁﬁwmma
AV TUASARETINIIY NIWAMTALSATIINTTT LR Lwa'uaaqummuumsmawnwavﬁuam
¥EEN1ITUTEY

-

b7
—L 4 ' _‘_').'
A y '
(mqa'ml'mmhm T-swm's :umu)
JSE5TUAIENSIUANTN SusTaunTIsluywd

T54WETUNALYN T ITURSASETINT Y

aqua { Eenees

(L1SUMET na‘aua)

1 '1mjé'lu'aumsmuwmm-szuuuimsq'umw.Uﬁﬁﬂfnmiuﬂu
él,'z'im::EJrhiT..'sawﬂﬂﬂ’uaﬂﬂﬁ%ﬁiﬁuﬂ%ﬁ?ﬁﬁsus'ﬁiﬁ. i

131

swalpsamsided 37/2562
tanaﬂﬁ%‘ummawﬁ 33/25672



132

ALZNIIUN1TasEsTsUNTIAE ULy TaaweuansruasAsoysen
46 nyld n.Uszgde 0.wszuasATOYSEY D.WIEUATATOYGET TN 035-211888 flo 2509

lnanssusasnsenduRasanasesssulasen1sive
AnzNIIuAs9ssTINn1sIYulunyed lsangruianszunsasessen andun1sliiuses
—e o me 4 ; . o
Tassnsidpmunumandnasesssnsivelupumiuassgiuanalaun Declaration of Helsinki,

The Belmont Report, CIOMS Guideline Wag International Conference on Harmonization in
Good Clinical Practice %38 ICH-GCP

Polasani : Mansand el szdnduuudasa g uamnisnauunasluaauiiviney
YUY IUIRE L

aUnlaTIN1sIaY : E035/62

e, ot @ - =

“'J G H UL BRAERLWT 1S

Hafianiasanu | AMENETUNAATENT UviTINgNSuY T

Lenasiusos ;- lAsesneidy

8 o 8 i i
- lNEATTURE LTI NATY
- TuBupeunide
- LUUADUANNENUIATTI W

&;\/ o ,d ~J

(A5 Usznnefin aiad i) (We5555 Wirliden3)

U3 UANENTILAT iﬁ]%ﬁ]ﬁ‘i‘iﬂﬂ"l‘ﬁﬁﬂluuié‘lﬂfj AFTUNTHASRTIUNT

AENT UM I EsTTIN I T8 Ny e
FURFUTIINITINIURIISUNIHETTY 19 JUN e

1y ) = w o o]
WAUBILIAG Iilm@ﬂW‘U‘VI’JUQFJLUEQ (ﬂ’l'ﬁLLm‘n’lLUﬂHULHJ

A4, 5ETUATIIN W, e ula S aEun 1IN

,5uﬂ )






HUDFOUOINNEILIAIFITN

Yy 9 Y
v A

L4 v Y Y Y ] [
Avuas mulasudylmswmsiseaseiiiiosninmudugiiliguauidassiumsdn

q

Yy 9
v A A

asail podunouiadnFniUfiReaululsmennagus detansensnassaquisieny
40 D3l nazasinslamnsmandse ve lnmuaeunwaeuauamauiussane
YOI LL‘]JUZ‘T?J‘]JE]W‘];WF; fianua 139 ve uvaily 7 aau fe 1) J@Muaﬁ"muﬂﬂa 2)
HUUeUN LT ALTITHBIAMS3) uuuﬁauammawjﬁﬁgmyﬁq 4) nuvssiuanssous

' y ' v
GU’OQWEJTLHEYJ“IH%W 5) LL“U‘]_Iﬁ'@ﬂﬂ13J‘Wi]i§]ﬂ‘§§'3JﬂubliJﬁ\1ﬂ5$ﬁ\1ﬂ 6) LUUFDUDINDINITDYNTU

Y

— 18 U9 uaz 7) Llﬂﬂﬁﬂﬂﬂ1uiﬂﬂ31ulﬂﬁﬂEJ‘WLHEJ

aIun 1 HyyaaumNvayaaIulnfg

9

o A = - A o A ‘/ cl ! O ~ ﬂ a
ATHLII NJUNVIUITTIYASIDIA WIDNUATINN WY [NRY QN NAIIATUAUIUUITIND

figa

1. 91g O 40447 O 45491 Os0-541 O 55507 O 0 iu'lal
2. 1WA Oxe O uaa

s.aomamansd Olan Oy Owe  Ownevuoniuey

4. szaumsann O U5anas
O dsanTn @,
O dSamuen a1,
5. 13z AUMIAINALNENNININ
O wosnn 101 O11207 O 21307 O 31-407 O 40 D5l
6. UM oeeoeoo
7. wapjﬂw O ogsnssu O daonssu O gausnsnssu O mnsnsnssy

Y Y
O gihemin Ogiiamquazaman O dny O yasayn O Jany O gmlwuen

8. s1elaneion O dinm 20,000
O 20,000-30,000
O 30,000-40,000
O 40,000-50,000

O 119071 50,000



135

v v <
FIUN 2 HDVFOUMNIMUUTIINOIAM

[
o A

4 ! { [ a <3 a 4 Y o !
Mmzuag Tsadowniomineg v aslusesiinsstuanuaamiuuazanuduasanesudimiu

=
wnnnga

U a 3
ITAUVANNAANY

Tagine | Tanvine | Tada | wivade | wivade

7 e A oEN9E
YaReu i
081989
Ol | e | @ | ©®

s Yo a aa A b o o
1. [%J‘]Ji'ﬂ"lillﬂ5‘1J'LT'V|ﬁWLﬁHLﬁuﬂﬂ?TWuﬂﬁWﬂﬂ'}ULﬂ

v v v
2. guimsnazminauszauaniuiieuuana et

3. B4ANSYBIMUIAMINT LB IUINAN N EUNY

' E v T Ed ' v 1
4. vnu%“‘Ugamumumﬂwﬁuwﬂmmazﬂummﬁmu11/1 N3

daduly taziluhouuanaaig




I 3 HUVTRVMNNITRINTUND

[
o A

136

4 ' § Y a I~ a { [ o Y
mzuag Tsadowniowmine v luresfinseiuanudamiuuazanuiuasunedsuimun

YOIMUNINNGA

v

YDA

U a <&
ITAVANNAALTIU

Naupe

Haadaen

(U]

taaiaon
.
tTanuoag

@

taadaon

thupais

@

tlaadaon

I

3

uaAgLen
4
nNga

@

amaullsala




137

YaMau

STAUANUAMAY
Mg | uaaseen | uandeen | uamsween | uaadeen
uangeen | oo | dhunans 0 N1ﬂ°?'li;1’ﬂ
()] a Q?) 3 )]




138

71U 4 npudsslivanssous Yo NN TN

[
o A

4 ! { [ a <3 a 4 Y o !
Mmzuag Tsadowniomineg v aslusesiinsstuanuaamiuuazanuduasanesudimiu

=
wnnnga

Hoe floU 1hu DU N N

e
[«]
(<]

7 o

UVNUY | NAN UN ﬁq@’l

=D.
o2
ho)

ﬂm?mnﬂmﬁmmmmmmnuamﬁm‘lﬂ
a a (3) N

O | @ | O e |0




139

auil 5 suvaeumnngAnssndu ludalszasn

[
o A

a o ! dyﬂ @ ' a [ "= % A o 2 ¥
L ON Wﬂ@]ﬂiﬁuﬂﬂ@]ﬂllﬂUL u%ﬂﬂﬂNﬂlﬂﬂWi}ﬁﬂﬁiNﬂuuliJWQ‘]JﬁgﬁQﬂGlUﬂ‘VINWUCNWUulﬂ

AN d' ! ' a Y] a [ "= ¢ ! dy ' 3 ~
LU 9 “lma‘u 6 1A UNHIHUN VHHLW%QJ,ﬂiJ‘Wi]ﬁﬂiillE]Llllll‘W\‘lﬂizﬁ\‘]ﬂma1uﬂﬁ)ﬂﬂiﬁmﬂﬂﬂ

o A / ! o A o % ! A a !
NIUINUATOINY a\ialucb'@\wnm"’ll‘ﬂﬂi\iﬂﬂﬂﬁgﬁﬂﬂ']ﬁmclucb"l\‘] 6 WO UNWIUNIVDINTU

A
Wnnga

nYANIIN Tpe | wiug N0 nng | Nng M

a

% a o
A39 wou | dlawm | (5

) 2) (€)) @

220 L R, - S,




140

23. MunYy

v v Y [ Y
24, INNIUABT B TUVDTANIUIN (23) oo (eusaraen la



FIUN 6 LUVAOVDINDINTOLNITH — 18 VD

141

Tsauunazilse Tonpeoneseunoulaniosrue v asluvesiiosurodeermsluyie 7

[

g
UNAIUUN

vlﬁ a A ! l; o I
ﬁ]mganuﬂiy;ﬁmmmmsmammnuamwaﬂﬂ

usitae

)

P
lanuae

@

thupas

()]

N

3)

5
nniga

@




142

TN 7 !!U‘Uﬁ’i’)‘UiﬂNEjﬂﬂ’ﬂﬂJﬁ’iﬁi’)ﬂ‘Vm1ﬂ

[
o A

] ' ] Y v v
muas Tlsadeunseamng v asluresiassduanuzanuazanuduasufenfudinm

=
wnnnga

v A W ¥ ' ) A A o ¢ o ¢ @
YaANNNINUANINFAD Tanegdn faz wouaz | theuaz |dleviaz 1 | dilamaz | nnq Iu
YBIMU WU 2-3 59 1059 | 2-3a59 A543 2-3 59

©) M @ 3) @ ®) ©)

22, .

sk 3k sk s st s sk sk sk sk sk ke sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk sk skl sk sk sk sk sk sk sk skl s ki sk stk sk skok sk skokok skokokoskokokskok

mamauqmiuﬂ’nmmﬁaiumﬁ@ammnﬁa‘umn



APPENDIX D

Evaluation of assumptions



Table Appendix D-1 Standardized scores of continuous variables for testing

univariate outlier (n =288)

ID OVERALL | ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
1 -0.006 0.246 | -0.147 | -0.609 1.662 1.688 | -0.469
2 0.007 0.676 |-0.147 |0.343 0.400 1.688 | -0.469
3 -0.069 -0.232 | -0.147 | -1.062 1.662 -0.059 | -0.402
4 -0.069 -0.232 | -0.147 | -1.062 1.662 -0.059 | -0.398
5 -0.069 -0.232 | -0.147 |-0.949 1.419 -0.059 | -0.382
6 -0.063 -0.232 | -0.147 | -0.949 1.662 -0.059 | -0.366
7 -0.063 -0.232 | -0.147 | -0.949 1.662 -0.059 | -0.366
8 -0.079 -0.423 | -0.147 | -0.813 -0.328 -0.059 | -0.339
9 -0.076 -0.232 | -0.147 | -0.813 -0.085 -0.059 | -0.339
10 | -0.049 -0.232 | -0.147 | -0.020 -0.085 -0.059 | -0.291
11 ] 0.017 0.676 | -0.147 |-0.020 -0.328 1.774 |-0.287
121 0.020 0.676 |-0.147 |-0.020 -0.328 1.877 |-0.287
13 10.020 0.676 | -0.147 | -0.020 -0.328 1.877 |-0.287
14 1 0.020 0.676 |-0.147 |-0.020 -0.328 1.774 |-0.276
15 10.020 0.676 |-0.147 |-0.020 -0.328 1.774 |-0.276
16 | 0.017 1.489 |1.751 1.340 -1.638 -0.350 | -0.276
17 1 0.014 1.632 | 1.890 0.728 -1.638 -0.110 | -0.276
18 | -0.013 -0.184 | -0.147 |-0.020 -0.328 1.089 |-0.272
19 |-0.013 -0.184 | -0.147 |-0.020 -0.328 1.089 |[-0.272
20 |-0.020 -0.710 | -0.147 |-0.020 -0.328 1.089 |-0.272
21 10.020 0.246 |-0.147 |-0.020 -0.328 1.945 |-0.272
22 1 0.027 0.676 |-0.147 |-0.020 -0.328 2.048 | -0.272
23 1 0.027 0.676 | -0.147 |-0.020 -0.328 2.048 | -0.272
24 10.027 0.676 |-0.147 |-0.020 -0.328 2.048 | -0.272
25 10.027 0.676 |-0.147 |-0.020 -0.328 2.048 | -0.272
26 | -0.053 -0.327 | 0.076 -0.020 -0.813 -0.110 | -0.272
27 | -0.053 -0.327 | 0.076 -0.020 -0.813 -0.110 | -0.272
28 | -0.026 -0.327 | 0.244 0.796 -0.570 -0.110 | -0.268
29 | -0.040 -0.184 | 1.388 0.116 -1.395 -0.435 | -0.260
30 | -0.006 0.007 | 1.583 1.295 -1.638 -0.435 | -0.260
31 ]0.004 0294 [1.751 1.295 -1.638 -0.350 | -0.260
32 10.014 0.868 |-0.147 |-0.767 -0.328 2.048 | -0.256
33 ]0.014 0.676 |-0.147 |-0.767 -0.328 2117 | -0.256
34 10.030 0.246 |-0.147 |-0.314 -0.328 2442 | -0.256
35 |-0.053 -0.327 | 0.244 -0.246 -0.813 -0.110 | -0.256
36 |-0.023 1.489 |1.220 0.116 -1.298 -0.521 | -0.248
37 |-0.036 -0.184 | 1.388 0.116 -1.395 -0.435 | -0.248
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ID |OVERALL| ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
38 -0.023 0.629 |1.583 0.116 -1.395 -0.435 | -0.248
39 -0.033 -0.327 | 0.244 0.479 -0.570 -0.110 | -0.244
40 0.014 -0.327 1 0.244 0.796 -0.570 1.089 | -0.244
41 0.017 -0.184 | 0.244 0.796 -0.570 1.089 | -0.244
42 0.020 -0.710 | 0.244 0.479 0.691 1.175 | -0.244
43 -0.036 0.485 |0.383 0.592 -0.570 -0.778 | -0.240
44 -0.056 0.246 | 0.551 1.136 -0.861 -1.720 | -0.236
45 -0.013 1.202 | 0.355 -0.088 -0.231 0.130 | -0.232
46 -0.010 1.346 | 0.355 -0.088 -0.231 0.130 |-0.232
47 -0.016 0.868 | 0.355 -0.088 -0.231 0.130 |-0.232
48 -0.020 0.103 | 1.220 0.887 -1.298 -0.641 | -0.232
49 -0.020 0.103 | 1.220 0.932 -1.298 -0.641 | -0.232
50 0.000 1.298 | 1.220 1.227 -1.298 -0.641 | -0.232
51 0.000 1.298 | 1.220 1.227 -1.298 -0.641 | -0.232
52 0.004 1.489 |1.220 1.227 -1.298 -0.641 | -0.232
53 -0.020 1.489 |1.220 0.116 -1.395 -0.521 | -0.232
54 -0.020 1.489 | 1.220 0.116 -1.298 -0.521 | -0.232
55 -0.023 1.346 | 0.244 0.388 0.691 -0.881 | -0.224
56 -0.023 0.963 |0.244 0.388 0.691 -0.778 | -0.224
57 -0.023 0.963 ]0.244 0.388 0.691 -0.778 | -0.224
58 -0.023 0.772 10.244 0.479 0.691 -0.778 | -0.224
59 0.024 -0.710 | 0.244 0.479 0.691 1.175 | -0.224
60 -0.066 0.246 | 0.383 1.023 -0.619 -1.994 | -0.224
61 -0.043 0.246 | 1.165 1.113 0.061 -1.994 | -0.224
62 -0.049 0.868 | 0.551 1.317 -0.861 -1.891 | -0.220
63 -0.053 0.533 | 0.551 1.136 -0.861 -1.720 | -0.220
64 -0.056 0.246 | 0.551 1.136 -0.861 -1.720 | -0.220
65 0.004 0.868 | 0.551 1.317 -0.861 -1.720 ] 0.123
66 0.004 0.868 | 1.025 1.159 -0.861 -1.891 | 0.123
67 0.014 0.868 | 1.025 1.113 0.061 -1.891 | 0.123
68 0.007 0.103 | 1.025 1.113 0.061 -1.891 | 0.123
69 0.007 0.103 | 1.025 1.181 0.061 -1.891 | 0.123
70 0.000 0.246 | 1.025 1.159 -0.861 -1.823 | 0.123
71 0.044 -0.805 | -0.230 | 1.249 -0.085 0.335 ]0.123
72 0.050 -0.184 | -0.230 | 1.249 -0.085 0.335 ]0.123
73 0.050 -0.184 | -0.230 | 1.249 -0.085 0.335 ]0.123
74 -0.010 0.246 | 0.383 1.023 -0.619 -1.720 ] 0.123
75 0.014 1.632 | 0.383 0.615 -0.619 -1.206 | 0.123
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ID |OVERALL| ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
76 -0.013 -0.041 | 0.383 0.887 -2.172 -1.103 | 0.123
77 0.030 0.246 | 0.383 0.887 -2.172 0.130 ]0.123
78 0.047 -0.327 | 0.383 0.683 -0.279 0.335 [0.123
79 -0.006 0.246 | 0.551 1.136 -0.861 -1.720 | 0.123
80 0.083 0.390 | 1.165 1.113 0.061 0.335 ]0.123
81 0.017 -0.184 | 0.188 1.453 -0.085 0.335 |-0.205
82 0.020 0.103 ]0.188 1.453 -0.085 0.335 | -0.205
83 0.007 1.919 |1.527 0.615 -0.667 -0.829 | -0.197
84 0.000 -0.662 | -0.230 |1.181 0.061 0.335 |-0.193
85 0.000 -0.662 | -0.230 |1.181 0.061 0.335 |-0.193
86 -0.053 0.246 | 0.383 0.683 -0.085 -1.634 | -0.193
87 -0.056 0.246 | 0.383 0.819 -0.813 -1.514 | -0.193
88 -0.056 0.246 | 0.383 0.819 -0.813 -1.514 | -0.193
89 -0.069 0.246 | 0.383 0.909 SN2 -1.514 | -0.193
90 -0.016 1.346 | 0.383 0.909 -2.172 -1.514 | 0.091
91 0.007 1.346 | 0.383 1.068 -0.619 -1.514 | 0.091
92 0.007 1.346 | 0.383 1.023 -0.619 -1.429 ] 0.091
93 0.004 1.346 | 0.383 0.615 -0.085 -1.429 ] 0.091
94 -0.013 1.346 | 0.383 0.728 -2.172 -1.326 | 0.091
95 0.007 1.632 | 0.383 0.615 -0.619 -1.206 | 0.091
96 -0.013 1.202 | 0.383 0.728 -2.172 -1.206 | 0.091
9N -0.010 1.346 | 0.383 0.660 -2.172 -1.103 | 0.091
98 0.000 -0.041 | 0.383 0.955 -0.619 -1.103 | 0.091
99 -0.010 0.246 | 0.551 0.887 -0.861 -1.514 ] 0.091
100 | -0.006 0.533 | 0.551 0.887 -0.861 -1.514 | 0.091
101 | 0.000 0.868 | 0.551 1.068 -0.861 -1.514 ] 0.091
102 | 0.014 1.346 | 0.551 0.887 -0.861 -1.206 | 0.091
103 | 0.017 1.202 | 0.551 1.068 -0.619 -1.206 | 0.091
104 |0.014 1.202 | 0.551 0.887 -0.861 -1.103 | 0.091
105 |-0.033 -0.041 | 1.025 0.932 -0.861 -1.206 | -0.193
106 | -0.010 1.632 | 1.025 1.159 -0.861 -1.206 | -0.193
107 | -0.026 0.103 ]1.332 0.116 -0.085 -0.915 | -0.181
108 | -0.026 -0.041 | 1.332 0.116 -0.085 -0.915 | -0.181
109 |0.014 1.202 | 1.332 1.181 -0.085 -0.915 | -0.181
110 | 0.014 1.346 | 1.332 1.181 -0.085 -0.915 | -0.181
111 | 0.004 0.103 ] 1.332 1.181 -0.085 -0.829 | -0.181
112 | 0.047 0.629 |1.332 1.227 -0.085 0335 |-0.181
113 ] 0.010 -0.327 ] 1.332 0.116 -0.085 0335 |-0.181
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ID |OVERALL| ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
114 | 0.010 0.103 | 1.527 1.612 -0.667 -0.829 | -0.181
115 |-0.013 0.103 | 1.527 0.570 -0.522 -0.829 | -0.181
116 | 0.020 0.772 | 1.527 1.612 -0.667 -0.744 | -0.181
118 | 0.027 0.963 |1.751 1.612 -0.667 -0.744 | -0.181
119 | 0.020 0.103 | 1.751 1.657 -0.667 -0.744 | -0.181
120 | 0.050 1.346 | 1.918 1.657 -0.231 -0.504 | -0.181
121 | 0.060 1.489 |1.918 1.657 -0.667 -0.059 | -0.181
122 | 0.037 -0.184 | 1.165 1.113 0.061 0.335 |-0.169
123 | 0.000 -0.041 | 1.332 1.181 -0.085 -0.915 | -0.169
124 | 0.030 1.346 | 1.527 0.411 -0.522 0.130 |-0.169
125 | -0.030 0.103 | 0.383 0.592 -0.570 -0.778 | -0.153
126 | -0.026 0.485 |0.383 0.592 -0.570 -0.778 | -0.153
127 | -0.020 1.154 | 0.383 0.366 -0.570 -0.658 | -0.153
128 | -0.020 1.154 | 0.383 0.366 -0.570 -0.658 | -0.153
129 | -0.016 1.346 | 0.383 0.411 -0.570 -0.658 | -0.153
130 | -0.030 0.103 | 0.383 0.456 -0.570 -0.658 | -0.153
131 |-0.013 1.489 | 0.383 0.343 -0.570 -0.590 | -0.153
132 | -0.023 -0.375 | 0.383 0.819 -0.813 -0.470 | -0.153
133 | -0.030 -0.184 | 0.383 0.343 -0.570 -0.470 | -0.153
134 |-0.010 1.489 | 0.383 0.343 -0.570 -0.470 | -0.153
135 | -0.026 -0.805 | 0.383 0.819 -0.570 -0.470 | -0.153
136 | -0.006 0.294 10.383 1.023 -0.619 -0.384 | -0.153
137 | -0.033 0.246 | 1.165 1.113 0.061 -1.994 | -0.153
138 | 0.027 -0.184 | 0.188 1.453 -0.085 0.335 |-0.153
139 |-0.013 -0.041 | 1.527 0.411 -0.085 -0.915 | -0.153
140 | 0.057 0.629 | 1.527 1.227 -0.085 0.335 |-0.153
141 ] 0.010 1.632 | 0.132 0.728 -1.638 0.010 |-0.071
142 1 0.044 0.246 | 1.890 1.340 -1.638 0.010 |-0.071
143 | -0.033 -1.188 |-1.319 |-0.110 0.594 0.404 |-0.071
144 | -0.073 -1.809 | -1.012 | -1.447 0.012 0.404 |-0.071
145 | -0.069 -1.809 | -1.012 |-1.334 0.012 0.404 |-0.071
146 | -0.056 -2.909 |-1.012 |-0.314 0.109 0.404 |-0.071
147 | -0.036 -1.188 | -1.012 |-0.314 0.109 0.404 |-0.071
148 |-0.013 -0.041 | -0.788 | -1.742 2.002 1.038 |-0.071
149 |-0.020 -0.184 | -0.649 | -1.697 0.546 1.226 | -0.071
150 |-0.013 -0.710 | -0.649 |-1.697 1.856 1.226 | -0.071
151 | -0.006 -0.327 | -0.649 | -1.742 2.002 1.226 | -0.071
152 | -0.010 -0.710 |-0.649 |-1.697 2.002 1.226 | -0.071
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ID |OVERALL| ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
153 | -0.006 -0.327 | -0.649 | -1.697 2.002 1.226 | -0.071
154 | -0.026 -0.327 | 0.244 -0.246 -0.813 -0.110 | -0.055
155 | -0.033 -0.901 | 0.244 -0.246 -0.813 -0.110 | -0.055
156 | -0.026 -0.327 | 0.244 -0.246 -0.813 -0.110 | -0.055
157 ] 0.010 0.868 | 0.355 -0.088 -0.231 0.130 | -0.055
158 | 0.010 0.103 | 1.220 1.159 -1.298 -0.641 | -0.055
159 | 0.027 1.489 |1.220 1.204 -1.298 -0.641 | -0.055
160 | 0.014 0.246 | 1.220 1.227 -1.298 -0.641 | -0.055
161 | 0.007 1.632 | 1.220 0.116 -1.395 -0.521 | -0.055
162 | 0.004 1.489 |1.220 0.116 -1.298 -0.521 | -0.055
163 | 0.057 1.489 |1.890 1.340 -1.638 -0.110 | -0.055
164 | 0.057 1.489 |1.890 1.340 -1.638 -0.110 | -0.055
165 | 0.057 1.489 [1.890 1.340 -1.638 -0.110 | -0.055
166 | -0.003 1.346 | 0.355 -0.246 -0.425 -0.846 | 0.091
167 | 0.000 1.632 |0.355 -0.246 -0.425 -0.846 | 0.091
168 | 0.004 1919 [0.355 -0.246 -0.425 -0.846 | 0.091
169 | 0.007 1.298 | 0.355 0.048 -0.425 -0.744 1 0.091
170 ] 0.030 1.202 | 0.355 -0.246 -0.231 0.130 ]0.091
171 | 0.030 1.202 | 0.355 -0.246 -0.231 0.130 ]0.091
172 | 0.027 1.011 | 0.355 -0.246 -0.231 0.130 ] 0.091
173 | 0.027 1.011 | 0.355 -0.246 -0.231 0.130 ]0.091
174 | -0.020 0.246 | 0.383 0.683 0.303 -1.891 | 0.091
175 | -0.030 0.868 | 0.383 0.909 -2.172 -1.720 ] 0.091
176 | -0.006 0.868 | 0.383 1.023 -0.619 -1.720 ] 0.091
177 10.010 1.298 | 0.523 0.048 -0.425 -0.744 1 0.091
178 | 0.024 1.154 | 0.523 0.116 0.691 -0.744 1 0.091
179 | 0.047 -0.375 | -0.147 | -0.609 0.400 1.603 | 0.091
180 | 0.073 -0.327 | -0.147 ] 0.343 0.400 1.603 | 0.107
181 | 0.073 -0.327 | -0.147 ] 0.343 0.400 1.603 | 0.107
182 | 0.073 -0.184 | -0.147 ] 0.343 0.400 1.603 | 0.107
183 | 0.037 -0.375 |-0.147 |-0.881 -0.328 1.603 ]0.123
184 |0.073 -0.375 | -0.147 ]0.343 0.400 1.603 | 0.123
185 |-0.013 -0.232 | -0.147 | -0.881 -0.231 -0.059 ]0.123
186 | -0.013 -0.232 | -0.147 | -0.881 -0.231 -0.059 ]0.123
187 |-0.010 -0.232 | -0.147 | -0.813 -0.085 -0.059 ]0.123
188 | 0.004 -0.232 | -0.147 | -0.881 1.419 -0.059 ]0.123
189 |0.014 -0.232 | -0.147 | -0.609 1.662 -0.059 ]0.123
190 | 0.090 0.676 | -0.147 ]0.343 0.400 1.688 |0.123
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ID |OVERALL| ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
191 | 0.030 -0.184 | -0.649 | -1.470 0.546 1432 |0.193
192 1 0.034 -0.184 | -0.482 | -1.425 0.546 1.432 ] 0.193
193 | 0.057 -0.375 | -0.482 | -1.017 1.662 1517 |0.197
194 | 0.030 -0.375 | -0.649 | -1.470 0.546 1.517 0.209
195 | 0.004 -1.188 | -1.849 | -0.405 1.613 0.404 |0.221
196 | -0.006 -1.188 | -1.514 | -0.994 1.613 0.404 |0.221
197 | 0.004 -1.522 | -1514 | -0.609 1.613 0.524 10.221
198 | 0.000 -1.522 | -1.514 | -0.926 1.613 0.627 |0.221
199 | 0.040 -0.375 |-0.482 | -1.357 0.546 1517 ]0.221
200 | 0.040 -0.423 | -0.482 | -1.357 0.546 1517 ]0.221
201 | 0.063 -0.375 | -0.342 | -1.017 1.662 1517 0.221
202 | 0.077 -0.375 |-0.342 | -0.609 1.662 1.603 |0.221
203 | -0.016 -1.522 | -1.514 |-1515 1.468 0.627 |0.233
204 | -0.036 -0.901 | -1514 |-2.240 0.303 0.712 ] 0.233
205 | -0.043 -1.379 | -1514 | -2.240 0.303 0.712 ]0.233
206 | -0.040 -1.379 | -1.374 | -2.240 0.303 0.712 | 0.233
207 |0.063 -0.375 |-0.482 | -0.405 0.400 1517 ]0.237
208 | 0.000 -1.522 | -1514 | -0.926 1.468 0.627 ]0.245
209 |0.017 -1.379 | -1514 | -0.405 1.613 0.627 ]0.245
210 | 0.000 -1.188 | -2.100 | -0.405 1.613 0.404 ]0.249
211 | 0.007 -1.188 |-1.849 | -0.405 1.613 0.404 ]0.249
212 | 0.007 -1.188 |-1.849 | -0.405 1.613 0.404 ]0.249
213 | 0.000 -1.809 | -1.849 | -0.405 1.613 0.404 ]0.249
214 1 0.004 -1.809 | -1.681 | -0.405 1.613 0.404 ]0.249
215 | -0.026 -1.522 | -1514 | -1.538 0.303 0.627 |0.249
216 | -0.026 -1.522 | -1514 |-1.538 0.303 0.627 ]0.249
217 | -0.023 -1.188 | -1.514 |-1515 0.303 0.627 |0.249
218 | -0.023 -1.522 | -1.514 | -1.946 1.468 0.627 ]0.249
219 |-0.023 -1.522 | -1514 |-1.878 1.468 0.627 ]0.249
220 |-0.016 -1.522 | -1514 |-1.629 1.468 0.627 ]0.249
221 |-0.013 -1.522 | -1514 |-1515 1.468 0.627 ]0.249
222 | -0.006 -1.379 | -1.374 | -1.085 0.303 0.798 ]0.249
223 | -0.043 -1.522 | -1.374 | -1.085 0.303 -0.350 | 0.249
224 |-0.043 -1.379 | -1.374 | -1.085 0.303 -0.350 | 0.249
225 |-0.030 -0.327 | -1.374 | -1.085 0.303 -0.350 | 0.249
226 | 0.007 -0.232 | -1.374 ] 0.343 0.303 -0.350 | 0.249
227 10.007 -0.232 | -1.374 ] 0.343 0.303 -0.350 | 0.249
228 |-0.030 -0.901 | -1.123 | -1.085 0.303 -0.350 | 0.261
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ID OVERALL | ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
229 | -0.006 -1.188 | -2.239 |-0.835 1.856 0.404 0.264
230 | -0.010 -1.188 | -2.100 | -0.903 1.613 0.404 0.264
231 | -0.003 -1.188 | -2.100 | -0.699 1.613 0.404 0.264
232 | 0.004 -1.809 | -2.100 |-0.110 1.613 0.404 0.264
233 | 0.004 -1.809 | -2.100 |-0.110 1.613 0.404 0.264
234 | 0.004 -1.522 | -1.514 | -0.926 1.468 0.627 0.264
235 |0.024 -1.188 | -1.514 | -0.382 1.613 0.627 0.264
236 | -0.030 -0.232 | -0.956 | -1.923 1.225 -0.350 | 0.264
237 1 0.010 -0.901 | -0.956 | -1.832 1.225 1.038 0.264
238 | 0.020 -0.232 | -0.788 | -1.878 1.225 1.038 0.264
239 | 0.024 -0.041 | -0.788 | -1.810 1.225 1.038 0.264
240 | 0.007 -1.522 | -2.239 |-0.382 | 2.293 0.404 0.276
241 | -0.053 -1.522 |-1514 |-1.538 | 0.303 -0.350 | 0.276
242 | -0.003 -1.953 | -1.486 |-0.314 | 0.594 0.335 0.276
243 | 0.027 0.772 -1.319 | -0.246 | 0.594 0.130 0.276
244 | -0.026 -0.901 | -0.956 |-1.085 | 0.303 -0.350 | 0.276
245 | -0.030 -1.379 | -0.956 | -1.085 | 0.303 -0.350 | 0.276
246 | -0.006 -0.232 | -0.956 | -0.609 | 0.303 -0.350 | 0.276
247 | -0.013 -1.809 |-0.705 |-1.198 | 0.012 0.404 0.276
248 | -0.013 -1.809 |-0.705 |-1.198 | 0.012 0.404 0.276
249 | -0.030 -0.232 | -0.956 | -1.991 1.225 -0.350 | 0.280
250 | -0.026 -0.232 | -0.956 | -1.900 1.225 -0.350 | 0.280
251 | -0.023 -0.041 | -0.956 | -1.878 1.225 -0.350 | 0.280
252  10.017 -0.232 | -0.956 | -1.832 1.225 0.918 0.280
253 | 0.020 -0.041 | -0.956 | -1.832 1.225 0.918 0.280
254 1 0.060 -0.041 | -0.956 | -0.110 1.225 0.918 0.280
255 | 0.060 -0.232 | -0.956 | -0.110 1.225 0.918 0.280
256 | 0.060 -0.232 | -0.956 | -0.110 1.225 0.918 0.280
257 | -0.023 -1.809 | -1.012 |-1.447 |0.109 0.404 0.288
258 |0.044 -0.327 | 0.104 -0.405 | 0.158 0.335 0.292
259 10.037 -0.662 | 0.104 -0.405 | 0.158 0.335 0.292
260 | 0.063 -1.953 | 0.802 0.524 0.400 0.335 0.292
261 | -0.023 -1.809 | -1.012 |-1.447 |0.012 0.335 0.304
262 | -0.023 -1.809 |-1.012 |-1.447 |0.012 0.335 0.304
263 | 0.007 -1.809 |-1.319 |-0.110 | 0.109 0.404 0.308
264 | 0.000 -1.953 | -1.319 |-0.314 |0.109 0.404 0.308
265 | 0.007 -1.809 |-1.151 |-0.314 | 0.109 0.404 0.308
266 | 0.034 -0.710 | -0.788 | -1.742 1.759 1.106 0.308
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ID |OVERALL | ZORG | ZAUTH | ZNCOM | ZWORK | ZSYM | ZBURN
267 0.044 -0.184 | -0.788 -1.742 1.759 1.226 0.308
268 0.030 -1.809 | 0.104 -0.405 0.400 0.335 0.308
269 0.073 0.772 0.635 -0.110 0.691 0.130 0.308
270 0.093 1.346 0.802 0.524 0.546 0.010 0.308
271 0.020 1.011 -1.486 -0.382 0.158 0.010 0.320
272 0.047 -0.805 | 0.495 -0.110 0.255 0.010 0.320
273 0.037 -0.184 | -0.649 -1.651 0.546 1.226 0.335
274 10.040 -0.327 | -0.649 -1.651 0.546 1.312 0.335
275 0.037 -0.710 | -0.649 -1.606 0.546 1.312 0.335
276 0.040 -0.375 | -0.649 -1.515 0.546 1.312 0.335
277 0.044 -0.184 | -0.649 -1.515 0.546 1.312 0.335
278 0.044 -0.184 | -0.649 -1.470 0.546 1.312 0.335
279 0.073 1.632 0.328 0.728 -1.638 0.010 0.351
280 0.093 1.346 0.495 0.638 0.400 0.010 3
281 0.080 1.202 0.635 -0.110 0.691 0.010 0.351
282 0.054 -0.184 | -0.649 -1.470 0.546 1.432 0.363
283 0.054 -0.184 | -0.649 -1.470 0.546 1.432 0.363
284 |0.073 -0.423 | -0.649 -0.405 0.400 1.432 0.363
285 0.083 -0.375 | -0.649 -0.110 0.400 1.432 0.363
286 0.083 0.294 0.495 0.638 0.255 0.010 0.367
287 0.083 1.202 0.635 -0.110 0.691 0.010 0.367
288 0.087 -0.184 | -0.649 -0.110 0.400 1.432 0.379
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Table Appendix D-2 Test of multivariate outliers by using mahalanobis distance

(n =288)

ID MAH P_MAH ID MAH P_MAH

1 0.370 2.990 43 0.900 2.900
2 0.370 3.030 44 0.700 2.840
3 0.370 2.800 45 0.260 2.970
4 0.370 2.800 46 0.260 2.980
5 0.500 2.800 47 0.260 2.960
6 0.370 2.820 48 0.460 2.950
7 0.370 2.820 49 0.470 2.950
8 0.490 2.770 50 0.680 3.010
9 0.580 2.780 51 0.680 3.010
10 0.610 2.860 52 0.680 3.020
11 0.420 3.060 53 0.720 2.950
12 0.360 3.070 54 0.760 2.950
13 0.360 3.070 55 0.660 2.940
14 0.440 3.070 56 0.700 2.940
15 0.420 3.070 57 0.700 2.940
16 0.460 3.060 58 0.680 2.940
17 0.210 3.050 59 0.250 3.080
18 0.650 2.970 60 0.370 2.810
19 0.650 2.970 61 0.200 2.880
20 0.650 2.950 62 0.600 2.860
21 0.320 3.070 63 0.670 2.850
22 0.260 3.090 64 0.670 2.840
23 0.260 3.090 65 0.680 3.020
24 0.260 3.090 66 0.500 3.020
25 0.260 3.090 67 0.330 3.050
26 0.500 2.850 68 0.330 3.030
27 0.500 2.850 69 0.330 3.030
28 0.170 2.930 70 0.540 3.010
29 0.690 2.890 71 0.050 3.140
30 0.540 2.990 72 0.050 3.160
31 0.460 3.020 73 0.050 3.160
32 0.260 3.050 74 0.540 2.980
33 0.230 3.050 75 0.800 3.050
34 0.050 3.100 76 0.840 2.970
35 0.530 2.850 77 0.880 3.100
36 0.760 2.940 78 0.940 3.150
37 0.690 2.900 79 0.700 2.990
38 0.640 2.940 80 0.630 3.260
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ID MAH P_MAH ID MAH P_MAH
39 0.390 2.910 81 0.170 3.060
40 0.180 3.050 82 0.120 3.070
41 0.180 3.060 83 0.460 3.030
42 0.250 3.070 84 0.100 3.010
85 0.100 3.010 127 0.910 2.950
86 0.570 2.850 128 0.910 2.950
87 0.520 2.840 129 0.920 2.960
88 0.520 2.840 130 0.920 2.920
89 0.660 2.800 131 0.920 2.970
90 0.660 2.960 132 0.830 2.940
91 0.760 3.030 133 0.940 2.920
92 0.690 3.030 134 0.940 2.980
93 0.700 3.020 135 0.890 2.930
94 0.760 2.970 136 0.800 2.990
95 0.800 3.030 137 0.200 2.910
96 0.810 2.970 138 0.170 3.090
97 0.850 2.980 139 0.260 2.970
98 0.820 3.010 140 0.520 3.180
99 0.770 2.980 141 0.150 3.040
100 0.770 2.990 142 0.310 3.140
101 0.790 3.010 143 0.420 2.910
102 0.880 3.050 144 0.270 2.790
103 0.870 3.060 145 0.320 2.800
104 0.890 3.050 146 0.510 2.840
105 0.810 2.910 147 0.510 2.900
106 0.840 2.980 148 0.470 2.970
107 0.640 2.930 149 0.630 2.950
108 0.640 2.930 150 0.530 2.970
109 0.670 3.050 151 0.430 2.990
110 0.670 3.050 152 0.450 2.980
111 0.670 3.020 153 0.450 2.990
112 0.660 3.150 154 0.510 2.930
113 0.640 3.040 155 0.510 2.910
114 0.620 3.040 156 0.500 2.930
115 0.430 2.970 157 0.260 3.040
116 0.610 3.070 158 0.770 3.040
117 0.500 3.090 159 0.760 3.090
118 0.500 3.090 160 0.760 3.050
119 0.490 3.070 161 0.720 3.030




Table Appendix D-2 (Continued)

154

ID MAH P_MAH ID MAH P_MAH
120 0.210 3.160 162 0.760 3.020
121 0.240 3.190 163 0.340 3.180
122 0.630 3.120 164 0.340 3.180
123 0.670 3.010 165 0.340 3.180
124 0.240 3.100 166 0.230 3.000
125 0.820 2.920 167 0.230 3.010
126 0.820 2.930 168 0.230 3.020
169 0.240 3.030 211 0.380 3.030
170 0.290 3.100 212 0.380 3.030
171 0.220 3.100 213 0.380 3.010
172 0.230 3.090 214 0.460 3.020
173 0.230 3.090 215 0.450 2.930
174 0.300 2.950 216 0.450 2.930
175 0.540 2.920 217 0.460 2.940
176 0.540 2.990 218 0.590 2.940
177 0.120 3.040 219 0.630 2.940
178 0.080 3.080 220 0.740 2.960
179 0.400 3.150 221 0.760 2.970
180 0.400 3.230 222 0.160 2.990
181 0.400 3.230 223 0.180 2.880
182 0.400 3.230 224 0.180 2.880
183 0.490 3.120 225 0.250 2.920
184 0.400 3.230 226 0.250 3.030
185 0.500 2.970 227 0.250 3.030
186 0.500 2.970 228 0.170 2.920
187 0.580 2.980 229 0.070 2.990
188 0.490 3.020 230 0.160 2.980
189 0.370 3.050 231 0.220 3.000
190 0.370 3.280 232 0.230 3.020
191 0.700 3.100 233 0.230 3.020
192 0.640 3.110 234 0.600 3.020
193 0.600 3.180 235 0.530 3.080
194 0.680 3.100 236 0.620 2.920
195 0.380 3.020 237 0.680 3.040
196 0.470 2.990 238 0.650 3.070
197 0.490 3.020 239 0.710 3.080
198 0.460 3.010 240 0.020 3.030
199 0.630 3.130 241 0.490 2.850
200 0.630 3.130 242 0.290 3.000
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ID MAH P_MAH ID MAH P_MAH
201 0.550 3.200 243 0.430 3.090
202 0.500 3.240 244 0.130 2.930
203 0.760 2.960 245 0.130 2.920
204 0.130 2.900 246 0.160 2.990
205 0.130 2.880 247 0.410 2.970
206 0.130 2.890 248 0.220 2.970
207 0.630 3.200 249 0.500 2.920
208 0.500 3.010 250 0.580 2.930
209 0.530 3.060 251 0.680 2.940
210 0.230 3.010 252 0.630 3.060

ID MAH P_MAH ID MAH P_MAH
253 0.630 3.070 271 0.260 3.070
254 0.390 3.190 272 0.890 3.150
255 0.390 3.190 273 0.650 3.120
256 0.450 3.190 274 0.650 3.130
257 0.310 2.940 275 0.670 3.120
258 0.680 3.140 276 0.710 3.130
259 0.680 3.120 277 0.710 3.140
260 0.790 3.200 278 0.720 3.140
261 0.260 2.940 279 0.220 3.230
262 0.260 2.940 280 0.610 3.290
263 0.330 3.030 281 0.730 3.250
264 0.280 3.010 282 0.700 3.170
265 0.330 3.030 283 0.700 3.170
266 0.630 3.110 284 0.710 3.230
267 0.650 3.140 285 0.710 3.260
268 0.730 3.100 286 0.670 3.260
269 0.750 3.230 287 0.730 3.260
270 0.730 3.290 288 0.710 3.270

Note ID =number of sample P_MAH =p-value of Chi -square



Table Appendix D-3 Test of normality of the study variables (n =288)

156

Variables Skewness Kurtosis
Statistic Std. Error Statistic Std. Error
Overall 224 144 -.098 .286
SORG -.194 144 -.600 .286
SAUTH -.122 144 -.606 .286
SNcom -.307 144 -.928 .286
SWORK .093 144 -.365 .286
SSYM .017 144 -.581 .286
SBURN -.110 144 -1.420 .286

Table Appendix D-4

Correlation matrix of the study variables (n = 288)

Variable | Overall | SORG | SAUTH | SNcom | SWORK | SSYM | SBURN
Overall 1

SORG 208" 1

SAUTH 112 .709™ 1

SNcom .138" 539" 732" 1

SWORK 108 | -555" -699" | -.650"" 1

SSYM 4377 | -.3727 -482"" | -555"" AT76" 1
SBURN 4017 | -.402™ -5737 | -467" 418" 166" 1

*_p< .05 **-p<.01

Table Appendix D-5 Testing for multicolinerity of the predictor variables (n=288)

Variable Collinearity Statistics
Tolerance VIF

Overall 495 2.021
SORG 444 2.254
SAUTH .289 3.458
SNcom .320 3.124
SWORK 410 2.437
SSYM .389 2.570




Table Appendix D-6 Variance explain

variable r-square
F4 1.297
F5 279
F6 1.211
DD .849
CP 272
EE .300
PR .166
SS 231
BP .555
IC .308
DP .239
MTNC 103
NC 425
RT 271
MF 276
PD .566
PA 216
AA .660
Pl 410
WR 526
DL 792
DA .163
VN .395
SA .603
MTA .259
UA 452
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Table Appendix E-1 Descriptive data

N(%)
; Now and
Behavior Never Monthly ~ Weekly  Daily
then
1. Someone withholding information
] 91(31.60) 165(57.29) 31(10.76) 1(0.35) 0(0.00)
which affects your performance
2. Being humiliated or ridiculed in
] y 158(54.86) 130(45.14) 0(0.00)  0(0.00) 0(0.00)
connection with your work
3. Being ordered to do work below your
101(35.07) 179(62.15) 6(2.08)  1(0.35) 1(0.35)
level of competence
4. Having key areas of responsibility
removed or replaced with more trivial or 155(53.82) 130(45.14) 2(0.69) 1(0.35)  0(0.00)
unpleasant tasks
5. Spreading of gossip and rumors about
95(32.99) 190(65.97) 1(0.35)  2(0.69) 0(0.00)
you
6. Being ignored, excluded or being
] 192(66.67) 95(32.99) 1(0.35)  0(0.00) 0(0.00)
isolated from others
7. Having insulting or offensive remarks
made about your person (i.e. habits and
. 242(84.03) 44(15.28)  2(0.69)  0(0.00) 0(0.00)
background), your attitudes or your
private life
8. Being shouted at or being the target of
91(31.60) 190(65.97) 6(2.08)  1(0.35) 0(0.00)
spontaneous anger (or rage)
9. Intimidating behavior such as finger-
pointing, invasion of personal space, 255(88.54) 33(11.46) 0(0.00) 0(0.00) 0(0.00)
shoving, blocking/barring the way
10. Hints or signals from others that you
) ) 245(85.07) 43(14.93)  0(0.00)  0(0.00) 0(0.00)
should quit your job
11. Repeated reminders of your errors or
. 143(49.65) 143(49.65) 2(0.69)  0(0.00) 0(0.00)
mistakes
12. Being ignored or facing a hostile
) 153(53.13) 135(46.87)  0(0.00)  0(0.00) 0(0.00)
reaction when you Approach
13. Persistent criticism of your work and
111(38.54) 175(60.76) 2(0.69)  0(0.00) 0(0.00)
effort
14. Having your opinions and views
65(22.57) 206(71.53) 17(5.90) 0(0.00) 0(0.00)

ignored
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N(%)
; Now and
Behavior Never Monthly ~ Weekly Daily
then
15. Practical jokes carried out by people
) 139(48.26) 147(51.04) 1(0.35) 1(0.35) 0(0.00)
you don’t get along with
16. Being given tasks with unreasonable
) P \ 118(40.97) 165(57.29)  4(1.39) 1(0.35) 0(0.00)
or impossible targets or Deadlines
17.Having allegations made against you  166(57.64) 119(42.32) 3(1.04) 0(0.00) 0(0.00)
18. Excessive monitoring of your work 121(42.01) 153(53.13) 13(4.51) 1(0.35) 0(0.00)
19. Pressure not to claim something which
by right you are entitled to (e.g. sick
) ) 195(67.71) 90(31.25)  3(1.04) 0(0.00) 0(0.00)
leave, holiday entitlement, travel
expenses)
20. Being the subject of excessive teasing
236(81.94) 52(18.06)  0(0.00) 0(0.00) 0(0.00)
and sarcasm
21. Being exposed to an ummanageable
86(29.86) 146(50.89) 38(13.19) 18(6.25) 0(0.00)
workload
22. Threats of violence or physical abuse
260(90.28) 28(9.72) 0(0.00) 0(0.00) 0(0.00)

or actual abuse
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