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Abstract
Objectives The aim of this study is to examine the
prevalence, to report barriers and mental health impact of
bullying behaviours and to analyse whether psychological
support at work could affect victims of bullying in the
healthcare workplace.
Design Self-administered questionnaire survey.
Setting 20 in total neonatal intensive care units in 17
hospitals in Greece.
Participants 398 healthcare professionals (doctors,
nurses).
Main outcome measures The questionnaire included
information on demographic data, Negative Act
Questionnaire-Revised (NAQ-R) behaviour scale, data on
sources of bullying, perpetrators profile, causal factors,
actions taken and reasons for not reporting bullying,
psychological support and 12-item General Health
Questionnaire (GHQ-12) scores to investigate psychological
distress.
Results Prevalence of bullying measured by the NAQ-R
was 53.1% for doctors and 53.6% for nurses. Victims
of bullying differed from non-bullied in terms of gender
and job experience, among demographic data. Crude
NAQ-R score was found higher for female, young and
inexperienced employees. Of those respondents who
experienced bullying 44.9% self-labelled themselves as
victims. Witnessing bullying of others was found 83.2%.
Perpetrators were mainly females 45–64 years old, most
likely being a supervisor/senior colleague. Common
reasons for not reporting bullying was self-dealing and fear
of consequences. Bullying was attributed to personality
trait and management. Those who were bullied, selflabelled as a victim and witnessed bullying of others had
higher GHQ-12 score. Moreover, psychological support at
work had a favour effect on victims of bullying.
Conclusions Prevalence of bullying and witnessing were
found extremely high, while half of victims did not consider
themselves as sufferers. The mental health impact on
victims and witnesses was severe and support at work
was necessary to ensure good mental health status among
employees.

Introduction
Workplace bullying has long been recognised
as a serious, disruptive problem in modern

Strengths and limitations of this study
►► This is the first study globally aiming to investigate

workplace bullying in a neonatal intensive care
context.
►► Workplace bullying is one of the main problems
medical personnel faces in recent years and studying
its prevalence and its impact on behaviours is at the
top of the research agenda for many academics and
practitioners in healthcare worldwide.
►► The instrument used in the study does not provide
substantial causal evidence or identification of risk
factors related to bullying in healthcare employees.
►► Issues of prevention and mechanisms of controlling
and management of bullying were not included in
this study and this is a topic for a next research.

healthcare organisations.1–4 Bullying aggressive behaviour is defined by criteria as: intention to cause harm or distress, imbalance
of power between the bully (perpetrator,
aggressor) and the victim (target) and repeatability over time. The majority of definitions,
centres on the perception of the victim, but
differ in terms of duration, frequency and
behavioural acts.2 3 Additionally, bullying is
characterised by persistency (in terms of duration and frequency), by the victim’s inability
to defend himself/herself and by the negative
impact on the victim.3 5–9
Bullying behaviour research is based
mainly on two approaches: (1) the self-labelling, by asking the respondents if they
perceive themselves as being bullied and (2)
the behavioural experience approach, based
on valid, well-structured, scientifically sound
measure scales. Prevalence rates of workplace bullying depend on the methodology,
research design and cultural/geographical
characteristics.8 10 Therefore, bullying varies
among countries and working sectors; people
working in administration and services are
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and patient care, the current nationwide survey was
conducted for workplace bullying in the Greek NICUs.
The objectives of this study were: (1) to assess the prevalence of workplace bullying in the NICU environment
and to examine differences between employees; also to
assess witnessing of bullying (2) to investigate sources,
characteristics of perpetrators and attitudes towards
victims, (3) to examine the impact of bullying on healthcare professional’s mental health and (4) to analyse
whether psychological support at work can protect staff
from adverse effects of bullying.

Methods
Participants
An anonymous paper questionnaire was sent to physicians and nurses to all 635 healthcare professionals in
20 NICUs at 17 hospitals with a prepaid return envelope.
Οther healthcare employees were excluded due to inconsistent presence in NICU’s everyday life. A covering letter
explaining the purpose of the study was also included and
they received a reminder after approximately 4 weeks.
The questionnaire consisted of four sections.
Questionnaire
Section 1 of the questionnaire collected information
about the participant's job professional group, job grade,
qualifications/educational level, job contract, job time
experience in the field and hours worked/week. Data
for gender, age, body mass index (BMI), physical activity,
smoking, drinking were also collected.
Section 2 included NAQ-R (Negative Acts Questionnaire-Revised) a bullying inventory. NAQ-R was translated
from English into Greek language by team researchers
and a bilingual English teacher back translated the instrument. The retranslated English version and the original
were discussed to confirm agreement in each item for
linguistic equivalence.
NAQ-R provides prevalence data for each of the 22
negative behaviours as well as an overall mean score (for
an objective approach of bullying). Respondents were
asked to rate how often they experienced each negative
behaviour from other staff using a five-point frequency
scale (1=never, 2=now and then, 3=monthly, 4=weekly,
5=daily). The overall NAQ-R mean score can range from
22 (meaning that the respondent ‘never’ experienced
any of the 22 negative behaviours) to a maximum of 110
(meaning that the respondent experienced all of the
22 negative behaviours on a daily basis).32 If ≥3 items
were unanswered, then the NAQ score was considered
missing.33 A NAQ-R≥33 total score was considered indicative of being a victim of bullying behaviour.32 The internal
consistency of NAQ-R as measured by Cronbach’s alpha
was found quite satisfactory at 0.95.
Additionally, for a subjective approach, NAQ-R includes
a self labelled definition of bullying (stem question). The
definition used was: ‘bullying is a situation where one
or several individuals persistently over a period of time
Chatziioannidis I, et al. BMJ Open 2018;8:e018766. doi:10.1136/bmjopen-2017-018766
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bullied more often than those in production, research
or education.7 10–13 Nielsen et al in their met analytic
study, with the self-labelled method with and without a
given definition of bullying found a prevalence of 11.3%
and 18.1%, respectively, while the behavioural approach
revealed a rate of 14.8%.14
Bullying behaviour is particularly high in healthcare
service. Prevalence in the health sector has been reported
from 3% to 8% up to approximately 40%, depending on
the definition used.3 5 15 Reports from NHS trust showed
that a 1/3 among staff,3 44% of nursing staff,16 37% of
doctors in training15 had experienced bullying and from
USA 84% of medical students suffered from mistreatment during medical school.17 More recently, surveys
conducted between 2005 and 2011 for NHS staff showed
a prevalence of 15%–18% that rose to 24% in 2012.2
Despite public awareness, government funded research
and anti-bullying legislation, bullying still provokes
serious problems, sometimes with detrimental effects
on both staff’s mental health and quality of healthcare
in hospitals. Clinical impact of bullying in hospitals
can cause psychosomatic symptoms among healthcare
professionals; victims of bullying suffer from anxiety,
loss of self-control,17 depression, lower self-confidence,17
occupational job stress, job dissatisfaction,18 dissatisfaction with life,17 burnout syndrome,19 musculoskeletal
complaints, increased risk for cardiovascular disease,
suicide attempts17 and drug abuse.20 21 Bullying is considered a long-lasting threat for psychological and healthcare problems as longitudinal designed studies have
shown.12 20 22
Additionally bullying is associated with increased
abseentism,1 23 career damage, poorer job performance,
lower productivity resulting in poorer quality of healthcare
services and patient care;2 8 in the health sector, bullied
doctors make more often medical errors while bullied
nurses may have lower levels of commitment and turnover.1 24–26 Bullying and related negative acts are reported
in many studies of physicians, nurses, medical personnel
and staff working in intensive care units. The challenging
environment of neonatal intensive care units (NICUs)
exposes medical and nursing staff to stress very often
on a daily basis. Competition, conflicting demands of
professional and personal life,27 excessive workload, difficult working conditions, pressure for prompt diagnosis
and difficult decisions about end-of-life care contribute
to excessive stress. Bullying adds burden in the NICU’s
pressurised and stressful environment and by exposing
healthcare staff to more stress increases psychological
distress.28 29 It is therefore suggested that stress by creating
a vicious cycle with psychological distress promotes victimisation.8 14 As most occupational stress models support,
stressors in the work environment generate physical,
psychological or behavioural changes for employees.
To our knowledge, there is no research evidence on
bullying in the NICU environment except a letter by
Patole and Koh.30 31 Given the paucity of research data
and the major impact of bullying on staff’s mental health
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Statistical analysis
Frequency analysis for sociodemographic characteristics
and item analysis were used to know the internal consistency of NAQ-R and GHQ-12 by calculating Cronbach's
alpha coefficient; exploratory analysis (principal component analysis) was carried out to identify factor structure of NAQ-R and GHQ-12. Continuous variables were
expressed as mean±SD. Student’s t-test or Mann-Whitney
test was used to compare continuous variables and χ2 test
or Fisher’s exact test to compare categorical variables
for differences between group frequencies. Pearson’s
correlation coefficient (r) was used to assess the association between GHQ-12 scores and NAQ-R total score.
To test for moderators, buffering the individual against
bullying, we used univariate analysis of variance with the
dependent being mental health impact.
Through this paper, data were based on valid responses
for each group or subgroup, since not all respondents
answered all questions. A P value less than 0.05 was
considered statistically significant. Statistical analysis was
performed with SPSS V.17.0 for Windows (SPSS, Chicago,
Illinois, USA).

Results
This study is inclusive in nature and provides ground
for generalisation since it was carried out in 17 hospitals across country. The total sample was 635 employees
(doctors, n=232; nurses, n=403) working in 20 NICUs
nationwide. Three hundred and ninety-eight employees
responded to the questionnaire (overall response rate
Chatziioannidis I, et al. BMJ Open 2018;8:e018766. doi:10.1136/bmjopen-2017-018766

62.8%). The response rate among the NICUs ranged
from 18% to 100%.
Characteristics of the victims of bullying
The mean (SD) age was 43.3 (9.5) years, 163 (41%) were
physicians and 235 (59%) nurses. The mean (SD) working
hours/week were 47.9 (13.2) and most of the respondents
had a permanent job contract (72%). Smoking was assessed
by means of a question about whether the respondent was a
current smoker (n=88.22%) or non-smoker (n=312.78%).
Two hundred and eighty-three (72.9%) of the respondents
referred to a non-sedentary lifestyle, indicated by physical
activity and only 11 (2.8%) of them to alcohol consumption.
Professional groups of doctors and nurses by demographic data (gender, age, job contract, hours worked/
week), health risk behaviour (BMI, physical activity,
smoking, alcohol consumption) are presented in table 1.
Professional job grade for doctors and nurses, educational level and job experience in the field are presented
in table 2.
According to data analysis, 213 employees (53.5%)
were estimated as being bullied based on NAQ-R score
(≥33). Demographic data (age, job contract, hours at
work/week), health risk behaviour (BMI, physical activity,
smoking, alcohol), job grade and educational level did
not differ significantly among bullied and non-bullied
employees. Victims of bullying differed from non-bullied in terms of gender and job experience in the NICU
working environment (tables 1 and 2).
Prevalence of bullying and witnessed bullying
Based on NAQ-R score the prevalence of bullying was
estimated at 53.5% (213/398 respondents) with doctors
at 53.1% (85/160) and nurses at 53.6% (125/233),
respectively.
Self-labelling as a victim of bulling was present for
108/387 respondents (27.9%) while 279/387 (72.1%)
did not refer being bullied. Bullying was referred as
mainly occasional, with 92.8% of the bullied staff experiencing at least one negative behaviour over the last 6
months, leaving 7, and 2% on a daily or weekly basis.
Doctors self-labelled as victims more commonly than
nurses (n=53/156, 34% vs n=52/226, 23%, X2(1)=5.56,
P=0.02). Additionally, only 92/205 of those who experienced bullying (NAQ≥33), self-labelled themselves
as victims (sensitivity 44.9%), leaving 113/205 (55.1%)
not labelling themselves as victims. On the other hand,
166/182 of those who did not experience bullying
(NAQ<33) did not self-label themselves as victims (specificity 91.2%).
Three hundred and twenty-seven (n=325/390, 83.3%)
employees witnessed bullying of others in the previous
6 months. Doctors witnessed others being bullied
(n=137/161, 85.1%), similar to nurses (n=188/229,
82.1%) (X2(1)=0.611, P, NS).
Prevalence of negative behaviours
The vast majority (92.8%) had experienced at least one
negative behaviour occasionally over the last 6 months
3

BMJ Open: first published as 10.1136/bmjopen-2017-018766 on 24 February 2018. Downloaded from http://bmjopen.bmj.com/ on 25 April 2019 by guest. Protected by copyright.

perceive themselves as being the receivers of a series of
negative actions, from one or more several persons, in
a situation where the target of bullying has difficulty in
defending him or herself against these actions. We will not
refer as one-off incident as bullying’. Respondents were
asked to respond on a five-point scale (1=no, 2=yes, but
only rarely, 3=yes, now and then, 4=yes, several times per
week, 5=yes, almost daily). NAQ-R also examines whether
respondents experienced bullying behaviours from peers,
senior staff or managers in the past 6 months.34
Section 3 collected data on perpetrators’ profile
(age, gender and professional status), causality, actions
taken (whether they reported bullying behaviour to any
authority) and reasons that bullying was not reported.
In section 4, data were reported on mental health
impact using General Health Questionnaire (GHQ) and
psychological support at work. The 12-item GHQ (GHQ12), an efficient, reliable and well-validated indexed scale,
was used to assess psychological distress.35 36 GHQ data
are scored as a 4-Likert scale (from 0 to 3), to measure
severity. Results were evaluated at the more conservative
cut-off of ≥4 used in healthcare research for psychological
impairment.29 The scale had a satisfactory internal consistency with Cronbach’s alpha of 0.90. Support at work was
measured as a dichotomous scale with a yes/no response
if the respondents received psychological support or not.
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n (%)

Bullied, n (%)

Not bullied, n (%)

Occupational group (n=398)
 Neonatologists

160 (40.7)

85 (53.1)

75 (46.9)

 Nurses

233 (59.3)

125 (53.6)

108 (46.4)

P value
NS

Gender (n=401)
50 (12.6)

18 (36)

32 (64)

346 (87.4)

195 (56.4)

151 (43.6)

 26–35

64 (17.6)

40 (62.5)

24 (37.5)

 36–45

162 (44.5)

86 (53.1)

76 (46.9)

 46–55

113 (31)

 Male
 Female

0.009

Age (n=366)

55 (48.7)

58 (51.3)

25 (6.9)

12(48)

13(52)

 Up to 18.5

13 (3.4)

8 (61.5)

5 (38.5)

 18.5–24.9

239 (63.2)

132 (55.2)

107 (44.8)

 25–29.9

92 (24.4)

45 (48.9)

47 (51.1)

 >30

34 (9)

17(50)

17(50)

 56+

NS

2

BMI (kg/m ) (n=383)
NS

Physical activity (n=388)
 Yes (non-sedentary)

281 (73.2)

152 (54.1)

129 (45.9)

 No (sedentary)

103 (26.8)

54 (52.4)

49 (47.6)

87 (22)

45 (51.7)

42 (48.3)

308 (78)

167 (54.2)

141 (45.8)

11 (2.8)

6 (54.5)

5 (45.5)

380 (97.2)

203 (53.4)

177 (46.6)

262 (72)

140 (53.4)

122 (46.6)

47(50)

47(50)

5 (62.5)

3 (37.5)

128 (52.9)
73 (57.5)

114 (47.1)
54 (42.5)

NS

Smoker (n=400)
 Yes (smoker)
 No (non-smoker)

NS

Alcohol (n=395)
 Yes (high-low)
 No (no)

NS

Job contract (n=368)
 Permanent
 Not permanent
 Other

94 (25.8)
8 (2.2)

NS

Hours of work (n=374)
 Up to 40
 >40

242 (65.6)
127 (34.4)

NS

*Multiple responses could not be entered. Not all respondents answered all questions of NAQ score.
BMI, body mass index; NAQ, Negative Acts Questionnaire; NS, not significant.

and 37.2% experienced at least one negative behaviour
on a daily or weekly basis. Two-thirds (76.1%) had experienced five or more negative behaviours to some degree
over the last 6 months and 8.5% had experienced five or
more negative behaviours on a daily or weekly basis.
Differences on the overall NAQ-R mean score were estimated using t-test statistical analysis.
Female employees had a NAQ score 37.07±12.55 significantly higher than men 31.44±10.45 (P<0.003). Job experience was inversely related to bullying, meaning that
the lesser time in the job led to more severe behaviour.
Employees with experience time <5 years had higher
4

NAQ score than employees of 20+ years (37.67±14.2 vs
32.90±9.48 (P<0.015)).
Finally, overall NAQ score showed a gradual decrease
by age from 39.98±12.68 at the age of 26–35 years to
33.6±11.08 at the age of 56+.
Perception of bullying
Employee’s perception of bullying by colleagues and
parents and those who witnessed bullying of others
differed significantly between bullied and non-bullied professional staff (figure 1). Bullied respondents
perceived themselves as victims of bullying by colleagues
Chatziioannidis I, et al. BMJ Open 2018;8:e018766. doi:10.1136/bmjopen-2017-018766

BMJ Open: first published as 10.1136/bmjopen-2017-018766 on 24 February 2018. Downloaded from http://bmjopen.bmj.com/ on 25 April 2019 by guest. Protected by copyright.

Table 1 Characteristics of the study participants and exposure to bullying*

Open Access

n (%)

Bullied, n (%)

Not bullied, n (%)

P value
NS

Doctors (n=164)
 Registrar

36 (22.4)

22 (61.1)

14 (38.9)

 Senior Registrar

42 (26.1)

19 (45.2)

23 (54.8)

 Consultant

71 (44)

40 (56.3)

31 (43.7)

 Research Assistant/Fellow

12 (7.5)

5 (41.7)

7 (58.3)

126 (54)

67 (53.2)

59 (46.4)

46 (56.1)

36 (43.9)

Nurses (n=235)
 Nurse
 Midwife

82 (35.2)

 Lead Nurse

14 (6)

4 (28.6)

10 (71.4)

 Head Nurse

11 (4.8)

8 (72.7)

3 (27.3)

185 (47.7)

94 (50.8)

91 (49.2)

95 (24.5)

56 (58.9)

39 (41.1)

108 (27.8)

59 (54.6)

49 (45.4)

78 (23.1)

44 (56.4)

34 (43.6)

55 (16.3)

35 (63.6)

20 (36.4)

116 (34.3)
89 (26.3)

65(56)
37 (41.6)

51(44)
52 (58.4)

NS

Educational level (n=393)
 Technological Educational Institute
 University
 Postgraduate

NS

Job experience in the field (n=342)
 <5 years
 5–10 years
 10.1–20 years
 >20 years

0.048

*Multiple responses could not be entered. Not all respondents answered all questions.
NS, not significant.

and parents at a mean (SD) at 30 (6.9) % and 17.8 (18) %
significantly higher than non-bullied at 9.44 (15.2) % and
8 (11.4) %, respectively (P<0.001) (figure 1A). Bullied
respondents who witnessed bullying of others perceived
bullying at a mean (SD) 39.67 (26.5) % significantly
higher than non-bullied respondents who witnessed
bulling of others at 17.9 (19.5) % (P<0.001) (figure 1B).
Reporting of bullying, characteristics of the perpetrator and
causes of bullying
Data analysis shows that 58.1% of respondents being
bullied. Of those who complained, most frequent actions
taken to deal with were personal reprove (49.1%),

management/labour union involvement (19.3%) and
legislation (10.5%). Reasons for not reporting bullying
were personal self-dealing (67.2%), fear of consequences
(19%) and ignoring as a non-important problem (6.9%).
Additionally, 69.4% (59/85) of respondents referred
being bullied in presence of others, 12.9% (11/85) alone
and 17.6% (15/85) at both conditions.
The respondents reported that when an incident
occurred, the perpetrator was most likely to be a supervisor/senior colleague (40.7% of those bullied, n=37),
followed by peers (26.4% of those bullied, n=24), a
manager (22% of those bullied, n=22) and parents
(7.7%, n=7). In 10.5% of those bullied, the victim was

Figure 1 (A) Perception of bullying by colleagues and parents between bullied and non-bullied respondents. (B) Perception
being a witness of bullying of others between bullied and non-bullied respondents
Chatziioannidis I, et al. BMJ Open 2018;8:e018766. doi:10.1136/bmjopen-2017-018766
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Mental health impact of bullying
Bullying exposure, witnessed bullying of others and
self-labelling as a victim were associated with lower
levels of psychological health status. GHQ-12 score was
found higher for employees being bullied versus those
who were non-bullied (12.9±5.7 vs 8.5±4.6, respectively,
P<0.001), for witnesses bullying versus those who did not
witness bullying of others (11.5±5.5 vs 7.5±5.7, respectively, P<0.001) and for those who self-labelled as victims
versus those who did not self-label as victims (13.9±6.32
vs 4.98±9.73 respectively, P<0.001). Additionally, for
those who self-labelled as victims, the more often it was
reported (daily 22.6±7.82 vs rarely 13.01 ±6.19, P<0.001),
the higher the GHQ-12 score was.
GHQ-12 score was found higher for doctors compared
with nurses (11.58±5.59 vs 10.32±5.76, P<0.038) and
for women healthcare providers compared with men
(11.13±5.7 vs 9.23±5.62, P<0.033). GHQ-12 was not associated with any of all other characteristics (job grade,
educational level, job contract, hours worked/week, age,
BMI, alcohol consumption and smoking).
The overall correlation between NAQ score and
GHQ-12 score was found satisfactory (r2=0.385, P<0.001).
The recommended cut-off score of ≥4 indicative of severe
psychological distress, ranged from 24.2% (37/153) for
doctors to 22.7% (46/212) for nurses.
Bullying and psychological support
The moderator effect that psychological support had on
GHQ-12 scale for those employees being bullied or not
is shown as an interaction in figure 2. Bullied staff with
psychological support had a GHQ-12 of 11.22±6.34 (while
those who were not on psychological support 13.31±5.4),
that was higher compared with non-bullied employees
either they were on psychological support at 9±3.53 or
not 8.25±5.11.

Conclusion
The main purpose of the current study was to assess
prevalence, to examine differences between bullied and
non-bullied healthcare staff, to investigate sources, characteristics of perpetrators and barriers to reporting bullying
and finally, to examine the impact on mental health
status and the role of psychological support at work. The
response rate in the current survey was quite satisfactory.
The high response rate reflects the healthcare providers’
6

Figure 2

Psychological support as a buffer against bullying.

interest in this topic, since it is the first nationwide survey
for bullying in NICUs.
Healthcare professions have one of the highest levels
of bullying in the workplace.37 Prevalence rate of bullying
in the current study was found high for doctors and
nurses as other studies have shown.5 8 16 It seems that the
highly stressful NICU environment can foster negative
behaviours. Interpersonal relations among professional
staff members, administrative problems, understaffing,
overwork and productivity expectations promote disruptive and corrosive behaviours such as bullying. In our
study, with the self-labelling definition bullying referred
at one-third of respondents. On the other hand, half
of bullied respondents did not self-label themselves as
victims, possibly due to non-recognition or not-knowing or
no-realisation of this behaviour.28 As studies have shown if
the prevalence of bullying is based on a given definition,
many victims are either unaware or do not admit being
bullied or decline the victim role as it suggests weakness
and passivity.38 39 The rate of witnessing bullying of others
was found much higher than Quine and Carter studies,
possibly due to the fact that experiencing bullying is
easier to refer than to admit.2 3 15
Demographic group differences for victims of bullying
were found only for gender and job experience in the field.
Higher bullying prevalence among women compared
with men, as this study shows, has been referred by many
studies, while others did not report any differences.7 40–42
This lack of consistency could be attributed to discriminations that both genders can suffer or to the broader
dysfunctional practices (involving sexual harassment)
that bullying actions incorporate.
Regarding organisational factors, we did not find any
differences related to job contract, job position and
professional group, supportive to Kivimäki et al1 findings. The fact that bullying prevalence did not differ for
Chatziioannidis I, et al. BMJ Open 2018;8:e018766. doi:10.1136/bmjopen-2017-018766
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being bullied by a male person (n=10/95), in 37.9% by
a female (n=49/95) and in 51.6% by both (n=36/95). In
60.8%, the perpetrator was a male of age 45–64 years old,
otherwise female of 45 to 54 years old in 63.5%. It was
more than one person behaving disrespectfully for male
perpetrators in 46.7% (14/30) while for female perpetrators 55% (33/60).
Regarding causes of bullying, personality trait (50.5%),
management (32.2%) and workplace culture (10.7%)
were highlighted as the most important.
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either they had been bullied or not, doctors had higher
levels of psychological distress than nurses and females
than males. The high GHQ-12 score among doctors
reflects the effect of pressurised working conditions,
heavy workload and daily crucial decisions about life and
death. Weinberg and Creed’s study showed that stressful
conditions at work contribute to psychological distress, as
a result of the vicious cycle that heavy workload creates
with anxiety and depression.27 29 Moreover, a quarter of
doctors and nurses reported high GHQ-12 scores indicative of severe psychological distress as other studies
have noted.50 GHQ-12 showed no differences regarding
other characteristics (job grade, educational level, job
contract, job experience in the field, hours worked/week,
BMI, smoking, alcohol consumption) as noted in other
studies.49 51 Correlation of bullying with mental health
status, as high NAQ scores were accompanied by high
GHQ-12 scores, shows bullying association with psychological distress. Einarsen et al portray victims of bullying,
as persons with low self-confidence, being depressed,
anxious, suspicious, uncertain and disappointed.28 In
our study, the psychological component of bullying was
surfaced. Those who had been bullied and were on
psychological support had better mental health status
(lower GHQ-12 score) than those who had been bullied
and were not on psychological support. On the other
hand, the non-bullied and psychologically supported
compared with non-bullied and not psychologically
supported respondents had worse mental health status
(higher GHQ-12 score). As other studies have shown, an
association between mental health status bullying and
psychological support exist, with the last considered as
a buffer against bullying.5 8 Moreover, a supportive work
environment and factors such as job control and personal
self-regulation can play a protective role (act as buffers)
against bullying negative acts.3 52 53 The authors strongly
believe that changes in the work design (emphasis on
teamwork, delegation and autonomy) and implementation of organisation-wide HR initiatives such as awareness building, education and counselling can provide
psychological assistance and act as barriers to bullying
in the NICU environment.54 55 Although the study was
systematically organised, objectives were met and findings provided a ground for generalisation (especially in a
neonatal context), there are several limitations. First, the
questionnaire used in the study does not provide substantial causal evidence (or identification of risk factors) that
bullying has on healthcare employees. Furthermore,
issues of prevention and mechanisms of controlling
and management of bullying in a neonatal context were
not included in the questionnaire. Finally, respondent’s
perceptions subjectivity to the topic should be examined
in further research.
The disturbing extremely high rates of bullying, along
with the higher levels of psychological stress for those being
bullied, reveal the negative effects of bullying on both
professional groups of doctors and nurses. A supportive
work environment protects staff and moderates any
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doctors and nurses, job position and educational level
at both professional groups, does not support a pattern
of discrimination as other studies have shown.15 17 Workplace bullying is a widespread complex phenomenon,
both in interpersonal and organisational level, not
involving certain professional groups.1 Crude NAQ-R
score was found to be significantly higher according to
gender (higher for women), age (higher for younger
employees), job experience in the field (higher for less
years of experience) and witnessing bullying of others.
This finding supports Rayner et al and Hoel et al studies
who noted that younger employees being in a subordinate position are more frequently exposed to bullying
behaviour.42 43 On the contrary, Einarsen and Skogstad
found the exactly opposite results with seniors being
bullied more often than younger employees.44
Bullying in the health sector includes specific interactions among supervisors, healthcare staff, coworkers and
visitors (parents/families) in the NICU environment.
Bullying from colleagues and parents was perceived
easier by bullied employee’s (recipients) and those who
witnessed bullying of others (observers), indicative of a
more susceptible approach by them.45 Seniors/supervisors, other than colleagues and parents were reported
as the most common sources of bullying.17 Many other
studies have shown that bullying is a top-down process
with most of the perpetrators being in a superior status
supportive of imbalance of power.17 43 Also, the fact that
bullying behaviour occurs between peers in team working
environments (as NICU) is in line with Zapf et al study.46
Although male-dominated organisations are associated
with high rates of bullying, our study showed that it also
exists in a highly female-dominated environment.5 The
fact that perpetrators female and male were mainly
45–64 years old signals the need for intervention policies. Furthermore, our study showed that half of male or
female perpetrators were more than one person. Nearly
70% of respondents referred being bullied in presence
of others suggesting that bullying takes place both on
an individual and social-group level.12 Under-reporting
bullying associates to understanding the barriers that
healthcare professionals arise to report bullying. Reasons
for not reporting were mainly personal self-dealing and
fear for consequences. The last could be attributed to the
belief that bullying may have an impact on their professional progress.47 Anti-bullying policies should decrease
barriers to reporting bullying and increase staff confidence in preventing and dealing with this behaviour. Our
study stresses out that personality trait of victims, management and workplace culture were considered as the main
causes of bullying. Personality trait characterises people
who can be ‘easy to target’ persons, supporting the widespread concept of ‘blaming the victim’.8 48
In our study, respondents being bullied, those self-labelling themselves as victims and witnessed bullying of
others, had higher GHQ-12 scores indicative of psychological stress. Doctors among other healthcare workers
are at increased risk for occupational stress.49 In our study,
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