
a

Journals Library

Health and Social Care Delivery Research
Volume 12 • Issue 25 • August 2024

ISSN 2755-0079

DOI 10.3310/PAMV3758

Why do acute healthcare staff behave 
unprofessionally towards each other and 
how can these behaviours be reduced? 
A realist review
Justin A Aunger, Ruth Abrams, Johanna I Westbrook, Judy M Wright, Mark Pearson,  
Aled Jones, Russell Mannion and Jill Maben

https://crossmark.crossref.org/dialog/?doi=10.3310/PAMV3758&domain=pdf




Why do acute healthcare staff behave 
unprofessionally towards each other and how can 
these behaviours be reduced? A realist review

Justin A Aunger ,1 Ruth Abrams ,1 Johanna I Westbrook ,2  
Judy M Wright ,3 Mark Pearson ,4 Aled Jones ,5  
Russell Mannion 6 and Jill Maben 1*

1School of Health Sciences, Faculty of Health and Medical Sciences, University of 
Surrey, Guildford, UK

2Australian Institute of Health Innovation, Macquarie University, Sydney, New South 
Wales, Australia

3School of Medicine, Faculty of Medicine and Health, University of Leeds, Leeds, UK
4Wolfson Palliative Care Research Centre, Hull York Medical School, University of Hull, 
Hull, UK

5School of Nursing and Midwifery, Faculty of Health, University of Plymouth, 
Plymouth, UK

6Health Services Management Centre, University of Birmingham, Birmingham, UK

*Corresponding author 

Published August 2024
DOI: 10.3310/PAMV3758

This report should be cited as follows:

Aunger JA, Abrams R, Westbrook JI, Wright JM, Pearson M, Jones A, et al. Why do acute 
healthcare staff behave unprofessionally towards each other and how can these behaviours 
be reduced? A realist review. Health Soc Care Deliv Res 2024;12(25). https://doi.org/10.3310/
PAMV3758

https://orcid.org/0000-0001-6975-4570
https://orcid.org/0000-0001-6975-4570
https://orcid.org/0000-0002-2974-7859
https://orcid.org/0000-0002-2974-7859
https://orcid.org/0000-0003-1083-8192
https://orcid.org/0000-0003-1083-8192
https://orcid.org/0000-0002-5239-0173
https://orcid.org/0000-0002-5239-0173
https://orcid.org/0000-0001-7628-7421
https://orcid.org/0000-0001-7628-7421
https://orcid.org/0000-0002-2921-8236
https://orcid.org/0000-0002-2921-8236
https://orcid.org/0000-0002-0680-8049
https://orcid.org/0000-0002-0680-8049
https://orcid.org/0000-0002-6168-0455
https://orcid.org/0000-0002-6168-0455
https://doi.org/10.3310/PAMV3758
https://doi.org/10.3310/PAMV3758




Criteria for inclusion in the Health and Social Care Delivery Research journal
Manuscripts are published in Health and Social Care Delivery Research (HSDR) if (1) they have resulted from work for the 
HSDR programme, and (2) they are of a sufficiently high scientific quality as assessed by the reviewers and editors.

Health and Social Care Delivery Research
ISSN 2755-0079 (Online)

A list of Journals Library editors can be found on the NIHR Journals Library website

Health and Social Care Delivery Research (HSDR) was launched in 2013 and is indexed by Europe PMC, DOAJ, INAHTA,  
Ulrichsweb™ (ProQuest LLC, Ann Arbor, MI, USA), NCBI Bookshelf, Scopus and MEDLINE.

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE)  
(www.publicationethics.org/). 

Editorial contact: journals.library@nihr.ac.uk

This journal was previously published as Health Services and Delivery Research (Volumes 1–9); ISSN 2050-4349 (print),  
ISSN 2050-4357 (online)

The full HSDR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/hsdr.

HSDR programme
The HSDR programme funds research to produce evidence to impact on the quality, accessibility and organisation of health and 
social care services. This includes evaluations of how the NHS and social care might improve delivery of services.

For more information about the HSDR programme please visit the website at https://www.nihr.ac.uk/explore-nihr/funding-
programmes/health-and-social-care-delivery-research.htm

This article
The research reported in this issue of the journal was funded by the HSDR programme or one of its preceding programmes as 
award number NIHR131606. The contractual start date was in October 2021. The draft manuscript began editorial review in 
April 2023 and was accepted for publication in December 2023. The authors have been wholly responsible for all data collection, 
analysis and interpretation, and for writing up their work. The HSDR editors and production house have tried to ensure the 
accuracy of the authors’ manuscript and would like to thank the reviewers for their constructive comments on the draft document. 
However, they do not accept liability for damages or losses arising from material published in this article.

This article presents independent research funded by the National Institute for Health and Care Research (NIHR). The views 
and opinions expressed by authors in this publication are those of the authors and do not necessarily reflect those of the NHS, 
the NIHR, the HSDR programme or the Department of Health and Social Care. If there are verbatim quotations included in this 
publication the views and opinions expressed by the interviewees are those of the interviewees and do not necessarily reflect 
those of the authors, those of the NHS, the NIHR, the HSDR programme or the Department of Health and Social Care.

This article was published based on current knowledge at the time and date of publication. NIHR is committed to being inclusive 
and will continually monitor best practice and guidance in relation to terminology and language to ensure that we remain relevant 
to our stakeholders.

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract  
issued by the Secretary of State for Health and Social Care. This is an Open Access publication distributed under the terms of 
the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction and adaptation 
in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. 
For attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must 
be cited.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Newgen Digitalworks Pvt Ltd, Chennai, India  
(www.newgen.co).

https://www.journalslibrary.nihr.ac.uk/journals/




DOI: 10.3310/PAMV3758� Health and Social Care Delivery Research 2024 Vol. 12 No. 25

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

v

Abstract

Why do acute healthcare staff behave unprofessionally  
towards each other and how can these behaviours be reduced? 
A realist review

Justin A Aunger ,1 Ruth Abrams ,1 Johanna I Westbrook ,2  
Judy M Wright ,3 Mark Pearson ,4 Aled Jones ,5  
Russell Mannion 6 and Jill Maben 1*

1School of Health Sciences, Faculty of Health and Medical Sciences, University of Surrey, Guildford, UK
2Australian Institute of Health Innovation, Macquarie University, Sydney, New South Wales, Australia
3School of Medicine, Faculty of Medicine and Health, University of Leeds, Leeds, UK
4Wolfson Palliative Care Research Centre, Hull York Medical School, University of Hull, Hull, UK
5School of Nursing and Midwifery, Faculty of Health, University of Plymouth, Plymouth, UK
6Health Services Management Centre, University of Birmingham, Birmingham, UK

*Corresponding author j.maben@surrey.ac.uk

Background: Unprofessional behaviour in healthcare systems can negatively impact staff well-being, 
patient safety and organisational costs. Unprofessional behaviour encompasses a range of behaviours, 
including incivility, microaggressions, harassment and bullying. Despite efforts to combat unprofessional 
behaviour in healthcare settings, it remains prevalent. Interventions to reduce unprofessional behaviour 
in health care have been conducted – but how and why they may work is unclear. Given the complexity 
of the issue, a realist review methodology is an ideal approach to examining unprofessional behaviour in 
healthcare systems.

Aim: To improve context-specific understanding of how, why and in what circumstances unprofessional 
behaviours between staff in acute healthcare settings occur and evidence of strategies implemented to 
mitigate, manage and prevent them.

Methods: Realist synthesis methodology consistent with realist and meta-narrative evidence syntheses: 
evolving standards reporting guidelines.

Data sources: Literature sources for building initial theories were identified from the original proposal 
and from informal searches of various websites. For theory refinement, we conducted systematic and 
purposive searches for peer-reviewed literature on databases such as EMBASE, Cumulative Index to 
Nursing and Allied Health Literature and MEDLINE databases as well as for grey literature. Searches 
were conducted iteratively from November 2021 to December 2022.

Results: Initial theory-building drew on 38 sources. Searches resulted in 2878 titles and abstracts. In 
total, 148 sources were included in the review. Terminology and definitions used for unprofessional 
behaviours were inconsistent. This may present issues for policy and practice when trying to identify  
and address unprofessional behaviour. Contributors of unprofessional behaviour can be categorised  
into four areas: (1) workplace disempowerment, (2) organisational uncertainty, confusion and stress,  
(3) (lack of) social cohesion and (4) enablement of harmful cultures that tolerate unprofessional 
behaviours. Those at most risk of experiencing unprofessional behaviour are staff from a minoritised 
background. We identified 42 interventions in the literature to address unprofessional behaviour. These 
spanned five types: (1) single session (i.e. one-off), (2) multiple sessions, (3) single or multiple sessions 
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combined with other actions (e.g. training session plus a code of conduct), (4) professional accountability 
and reporting interventions and (5) structured culture-change interventions. We identified 42 reports of 
interventions, with none conducted in the United Kingdom. Of these, 29 interventions were evaluated, 
with the majority (n = 23) reporting some measure of effectiveness. Interventions drew on 13 types 
of behaviour-change strategy designed to, for example: change social norms, improve awareness of 
unprofessional behaviour, or redesign the workplace. Interventions were impacted by 12 key dynamics, 
including focusing on individuals, lack of trust in management and non-existent logic models.

Conclusions: Workplace disempowerment and organisational barriers are primary contributors to 
unprofessional behaviour. However, interventions predominantly focus on individual education or 
training without addressing systemic, organisational issues. Effectiveness of interventions to improve 
staff well-being or patient safety is uncertain. We provide 12 key dynamics and 15 implementation 
principles to guide organisations.

Future work: Interventions need to: (1) be tested in a United Kingdom context, (2) draw on behavioural 
science principles and (3) target systemic, organisational issues.

Limitations: This review focuses on interpersonal staff-to-staff unprofessional behaviour, in acute 
healthcare settings only and does not include non-intervention literature outside the United Kingdom or 
outside of health care.

Study registration: This study was prospectively registered on PROSPERO CRD42021255490. The 
record is available from: www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42021255490.

Funding: This award was funded by the National Institute for Health and Care Research (NIHR) Health 
and Social Care Delivery Research programme (NIHR award ref: NIHR131606) and is published in full in 
Health and Social Care Delivery Research; Vol. 12, No. 25. See the NIHR Funding and Awards website for 
further award information.

www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42021255490
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Glossary
Allyship When an individual from a more privileged background publicly comes out in support of less 
privileged colleagues and actively furthers their cause.

Context Aspects of the setting in which a programme is implemented which affect how mechanisms 
are triggered. This can include geographical, social, resource, participant or other features (Greenhalgh J, 
Manzano A. Understanding ‘context’ in realist evaluation and synthesis. Int J Soc Res Methodol 
2022;25:1–13. https://doi.org/10.1080/13645579.2021.1918484; Wong G, Westhorp G, Pawson R, 
Greenhalgh T. Realist synthesis: RAMESES training materials. RAMESES Proj 2013;55:1–54).

Context–mechanism–outcome configurations A realist heuristic that enables an understanding of 
generative causation. This is typically constructed as ‘an outcome (O) of interest was generated by 
relevant mechanism(s) (M) being triggered in specific context(s) (C)’ (Wong G et al., 2013).

Datix Datix is a risk management information system to collect and manage data on adverse events (as 
well as on complaints, claims and risk), which is currently in use in the United Kingdom’s National Health 
Service (RLDatix, Making Healthcare Safer 2023. https://rldatix.com/en-uke/).

Ethos A professional accountability intervention being tested in Australia. ‘Ethos aims to “redefine 
normal” and tackle the problem of unprofessional behaviour across all staff groups. The programme uses 
trained peer envoys who provide feedback about reported behaviour to colleagues in an informal, 
nonpunitive manner. The programme includes organisation-wide training of staff to increase their skills 
in identifying and dealing with unprofessional behaviour’ (Westbrook JI, Urwin R, McMullan R, Badgery-
Parker T, Pavithra A, Churruca K, et al. Changes in the prevalence of unprofessional behaviours by co-
workers following a 2 professional accountability culture-change program across five Australian 
hospitals. Unpublished).

Mechanisms ‘… mechanisms are a combination of resources offered by the social programme under 
study and stakeholders’ reasoning in response’. (Dalkin SM, Greenhalgh J, Jones D, Cunningham B, 
Lhussier M. What’s in a mechanism? Development of a key concept in realist evaluation. Implement Sci 
2015;10:49. https://doi.org/10.1186/s13012-015-0237-x).

Outcomes ‘Outcomes are any intended or unintended changes in individuals, teams or organisational 
culture generated by context-mechanism interactions’ (Maben J, Taylor C, Dawson J, Leamy M, 
McCarthy I, Reynolds E, Ross S, Shuldham C, Bennett L, Foot C. A realist informed mixed-methods 
evaluation of Schwartz Center Rounds® in England. Health Serv Deliv Res 2018;6(37):1–260).

People with ‘protected characteristics’ A term originating in the United Kingdom, referring to 
characteristics against which it is against the law to discriminate. These include age, disability, gender 
reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex and 
sexual orientation.

Programme theory ‘A set of theoretical explanations or assumptions about how a particular 
programme, process or interventions is expected to work’ (Maben J, Taylor C, Jagosh J, Carrieri D, 
Briscoe S, Klepacz N, et al. Care under pressure 2: caring for the carers – a realist review of interventions 
to minimise the incidence of mental ill-health in nurses, midwives and paramedics. NIHR HS&DR; 2023. 
https://sites.exeter.ac.uk/careunderpressure/care-under-pressure-2/).

Retroduction ‘Identification of hidden causal forces that lie behind identified patterns or changes in 
those patterns’ (Maben et al., 2023).

Unprofessional behaviour (as used in this report) Any interpersonal behaviour by staff that causes 
distress or harm to other staff in the healthcare workplace.

https://doi.org/10.1080/13645579.2021.1918484
https://rldatix.com/en-uke/
https://doi.org/10.1186/s13012-015-0237-x
https://sites.exeter.ac.uk/careunderpressure/care-under-pressure-2/


xx

NIHR Journals Library www.journalslibrary.nihr.ac.uk

Glossary

Vanderbilt A large University Medical centre in the United States of America, Vanderbilt have 
developed a professional accountability intervention upon which Ethos is also based. Vanderbilt has at 
its core ‘four graduated interventions: informal conversations for single incidents, nonpunitive 
“awareness” interventions when data reveal patterns, leader-developed action plans if patterns persist, 
and imposition of disciplinary processes if the plans fail’ (Hawkins N, Jeong S, Smith T. New graduate 
registered nurses’ exposure to negative workplace behaviour in the acute care setting: an integrative 
review. Int J Nurs Stud 2019;93:41–54. https://doi.org/10.1016/j.ijnurstu.2018.09.020).

WeCare A professional accountability intervention similar to Ethos that enables users to ‘report 
unprofessional behaviours or recognise staff who demonstrate the organisation’s values. Reporters can 
choose to remain anonymous’ (McKenzie LN, Shaw L, Jordan JE, Alexander M, O’Brien M, Singer SJ, 
Manias E. Factors influencing the implementation of a hospitalwide intervention to promote 
professionalism and build a safety culture: a qualitative study. Jt Comm J Qual Patient Saf  
2019;45:694–705. https://doi.org/10.1016/j.jcjq.2019.07.005).

https://doi.org/10.1016/j.ijnurstu.2018.09.020
https://doi.org/10.1016/j.jcjq.2019.07.005
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List of abbreviations
BCT	 behaviour-change technique

BLM	 black lives matter

BMA	 British Medical Association

CBM	 Cognitive Bias Modification

CCF	 Central Commissioning Facility

CINAHL	 Cumulative Index to Nursing 
and Allied Health Literature

CFIR	 consolidated framework for 
implementation research

CMOC	 context, mechanism and 
outcome configuration

COM-B	 capability, opportunity and 
motivation for changing 
behaviour (model of behaviour)

CQC	 care quality commission

CREW	 civility, respect and 
engagement in the workforce

CUP2	 Care Under Pressure 2 
(research project)

ED	 emergency department

EDI	 equality, diversity and inclusion

EIT	 evidence integration triangle

FAE	 fundamental attribution error

HCPC	 Health and Care Professions 
Council

HMIC	 Health Management 
Information Consortium

i-PARIHS	 Integrated Promoting Action 
on Research Implementation in 
Health Services

JDR	 job demands and resources 
model

LGBTQ+	 lesbian, gay, bisexual, 
transgender, queer, intersex, 
asexual and more

MEDLINE	 Medical Literature Analysis and 
Retrieval System Online

MRC	 Medical Research Council

MRT	 middle-range theory

NAQ-R	 Negative Acts Questionnaire ‐ 
Revised

NETSCC	 NIHR Evaluation, Trials and 
Studies Coordinating Centre

NHS	 National Health Service

NICE	 National Institute for Health 
and Care Excellence

NIHR	 National Institute for Health 
and Care Research

OD	 organisational development

PPI	 patient and public involvement

RAMESES	 Realist And MEta-narrative 
Evidence Syntheses: Evolving 
Standards

RCT	 randomised controlled trial

UB	 unprofessional behaviour 
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Plain language summary

For this study, we asked: how, why and in what situations can unprofessional behaviour between 
healthcare staff working in acute care (usually hospitals) be reduced, managed and prevented? We 

wanted to research how people understand unprofessional behaviour, explore the circumstances leading 
to unprofessional behaviour and understand how existing approaches to addressing unprofessional 
behaviour worked (or did not work) across staff groups and acute healthcare organisations.

We used a literature review method called a ‘realist review’, which differs from other review methods. A 
realist review focuses on understanding not only if interventions work but how and why they work, and 
for whom. This allowed us to analyse a wider range of relevant international literature – not only 
academic papers.

We found 148 sources, which were relevant either because they described unprofessional behaviour or 
because they provided information on how to address unprofessional behaviour. Definitions of 
unprofessional behaviour varied, making it difficult to settle on one description. For example, 
unprofessional behaviour may involve incivility, bullying, harassment and/or microaggressions. We 
examined what might contribute to unprofessional behaviour and identified factors including 
uncertainty in the working environment. We found no United Kingdom-based interventions and only 
one from the United States of America that sought to reduce unprofessional behaviour towards minority 
groups. Strategies often tried to encourage staff to speak up, provide ways to report unprofessional 
behaviour or set social standards of behaviour. We also identified factors that may make it challenging 
for organisations to successfully select, implement and evaluate an intervention to address 
unprofessional behaviour.

We recommend a system-wide approach to addressing unprofessional behaviour, including assessing 
the context and then implementing multiple approaches over a long time (rather than just once), 
because they are likely to have greater impact on changing culture. We are producing an implementation 
guide to support this process. Interventions need to enhance staff ability to feel safe at work, work 
effectively and support those more likely to experience unprofessional behaviour.
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Scientific summary

Background

Unprofessional behaviour (UB) in healthcare systems can have significant negative impact on staff well-
being, patient safety and organisational costs. UB encompasses a range of behaviours – such as 
incivility, microaggressions, harassment and bullying – that remain prevalent in healthcare systems 
around the world. In 2022, Workforce Race Equality Standard data indicated that the percentage of staff 
experiencing UB from colleagues in the National Health Service (NHS) was 22.5% for white respondents 
and 27.6% for ethnic minority respondents.

Unprofessional behaviour can impact negatively on the psychological well-being of both targets and 
witnesses. This may result in higher rates of staff sick leave and turnover. Conservative estimates 
suggest that damages from bullying alone cost the NHS approximately £2.28 billion per annum. The 
negative impacts of UB also extend to patient safety, which can be compromised if staff members who 
are victims of UB are unable to speak up – leading to medical errors and poor patient outcomes. 
Managing, mitigating and preventing UB can assist in addressing the increasing workforce crisis in health 
care and declining rates of patient satisfaction, as well as improve patient outcomes.

Extant literature has focused predominantly on bullying. Literature exploring the implementation and 
effectiveness of interventions designed to reduce UB is often underpinned by the belief that the more 
people know about UB – including how to recognise and challenge it – the more likely it is to be 
reduced. However, this is very challenging to do and places the responsibility on individuals. 
Interventions to reduce UB in health care may need to be tailored to specific contexts and may need to 
go beyond increasing awareness and assertiveness to address deeper systemic issues.

This is a complex, widespread and urgent issue that is heavily reliant on context and has negative impact 
on staff well-being, patient safety and organisational costs. A realist review methodology may be an ideal 
method for examining the interacting components of UB between staff in acute healthcare settings.

Objectives

This review aimed to:

•	 Conceptualise and refine terminology, by mapping behaviours defined as unprofessional to 
understand differences and similarities between terms referring to UB (e.g. incivility, bullying, 
microaggressions) and how these terms are used by different professional groups in acute 
healthcare settings.

•	 Develop and refine context, mechanism and outcome configurations (CMOCs), to understand the 
causes and contexts of UB, the mechanisms that trigger different behaviours, and the outcomes on 
staff, patients and the wider system of health care.

•	 Identify strategies designed to mitigate, manage and prevent UB and explore how, why and in what 
circumstances these work and whom they benefit.

•	 Produce recommendations and comprehensive resources that support the tailoring, UB and 
their impacts.
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Methods

Realist reviews seek to understand why an intervention may work in one context but not another.  
This involves building an understanding of how various contextual factors affect the activation of 
mechanisms (i.e. changes in participant reasoning) to produce various outcomes. Often these 
relationships are not well articulated in the literature, so realist research draws on retroductive reasoning 
to unpack this information, drawing on ‘hunches’ as well as inductive and deductive reasoning to ask, 
‘why do things appear as they do?’. The aim of this is to build CMOCs that underpin programme theories 
and to build an understanding of how contributors drive UB and how different strategies may be used in 
different contexts to address UB.

Realist reviews also enable grey literature to be drawn upon. Our review had six main stages:

1.	 Formulating initial programme theories drawing on informal literature searches of NHS England, 
The King’s Fund, British Medical Association, Health and Care Professions Council and NHS 
Employers websites, as well as literature already known to the study team and in the study protocol. 
This comprised 38 studies after screening for relevancy and rigour.

2.	 Performing systematic and purposive searches for peer-reviewed literature on EMBASE, Cumula-
tive Index to Nursing and Allied Health Literature and MEDLINE databases as well as grey literature 
on Health Management Information Consortium, National Institute for Health and Care Excellence 
Evidence Search, Patient Safety Network, Google and Google Scholar databases, and NHS Employ-
ers and NHS Health Education England websites. Searches were conducted in November 2021, 
then expanded to include United States of America (USA) literature in August 2022 and updated in 
December 2022.

3.	 Selecting appropriate documents while considering rigour and relevance. The above searches  
identified 5967 total titles and abstracts across all databases after deduplication. We applied strict  
conceptual-richness criteria to include the most relevant and useful literature. Searching and 
screening in November 2022 resulted in 64 included sources. Additional searching in August 2022 
resulted in the addition of 36 sources; the December 2022 search added a further 10 sources. This 
meant that 110 sources were used for theory refinement (step 2 onwards) while 38 were used in 
step 1 for initial theory generation, with 148 sources included in total.

4.	 Extracting data using NVivo 12 software (QSR International, Warrington, UK) using a mix of  
inductive and deductive code creation. Key excerpts were also extracted separately into a Word 
document so that patterns across literature could be collated and investigated. Characteristics of 
included sources were extracted into an Excel spreadsheet.

5.	 Synthesising data with the aid of the data categorised within NVivo, where data were coded accord-
ing to UB definitions, contributors, interventions, and strategies. This enabled us to compare and 
contrast, reconcile, adjudicate and consolidate different sources of evidence to build an understand-
ing of which contexts affect how interventions work, and why and how various UB contributors may 
work.

6.	 Refining and testing initial programme theories against additional identified literature. At this stage, 
CMOCs and programme theories were either confirmed, refuted or added to our step 2 analysis.

Stakeholder feedback was also incorporated at five points in the project through the following process: 
(1) record theory presentation to stakeholders for refinement, (2) record suggested alterations, (3) 
perform purposive searching to sense-check non-aligned suggestions, (4) discuss discrepancies within 
the team to determine consensus and action taken and (5) represent changes made to stakeholders/
group for further sense-checking.



DOI: 10.3310/PAMV3758� Health and Social Care Delivery Research 2024 Vol. 12 No. 25

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

xxvii

Results

Terminology
We explored the use of UB-related terminology in the literature and found that forms of UB can be 
placed on a spectrum according to how specific they were, whether they were visible to the organisation 
or their targets, and whether they required a hierarchical structure to occur. We also found that there is 
little agreement within the literature about how to define dimensions of UB. This may cause confusion 
and make it challenging to synthesise the literature on this topic. In practice, the lack of a shared 
definition or understanding of UB could lead to difficulties in understanding its prevalence, reduce the 
likelihood of individuals reporting UB and hinder the effectiveness of interventions to address UB.

Contributors to unprofessional behaviour
We explored how UBs are developed and experienced by staff in acute healthcare settings. We were 
able to create a comprehensive programme theory that categorised contributors into four aspects:

•	 Workplace disempowerment: factors such as hierarchy can lead to people becoming an easier target 
for instigators, foster a sense of unfairness and cause a reduction in psychological safety, which can 
all facilitate propagation of UB.

•	 Organisational uncertainty, confusion and stress: factors such as organisational change or a lack of 
resources contribute to increased instances and experiences of UB. When staff are more likely to 
experience a lack of control in their day-to-day work, this can exacerbate pre-existing stress, create 
challenges in building relationships and worsen UB.

•	 Social cohesion: a lack of social cohesion among colleagues – including reduced ability to 
communicate effectively (e.g. due to stress and pressure as outlined above) – can lead to the 
undermining of social relationships between staff that would otherwise enable a greater ability to 
cope with and collectively address UB.

•	 Enablement of harmful cultures that tolerate UB: leadership and organisational culture can enable, 
model or tacitly permit UB. This can create an environment in which UB becomes part of an 
organisation’s fabric and the social norm.

Our programme theory depicts how these contributors interact and, in so doing, identifies the many 
overlapping mechanisms across each area and type of UB.

Outcomes of unprofessional behaviour on staff, patients and organisations

•	 Our review identified that UB is experienced more frequently by people from a minoritised 
background. More broadly, we also highlighted impacts on staff psychological well-being as a 
result of UB. Intra-professional forms of UB were found to be more harmful to well-being than 
interprofessional UB, perhaps due to the differing strengths of social ties within and between groups. 
We identified that the economic impact of UB to organisations is significant.

•	 We were able to create a programme theory regarding how the presence of UB can impact staff 
and thereby patient safety through various mechanisms, such as inability to communicate and loss 
of learning.

Interventions and strategies to reduce or mitigate unprofessional behaviour

•	 We identified 42 interventions that sought to reduce UB between acute healthcare staff. The 
majority were developed and implemented in the USA (n = 30), with none reported from the United 
Kingdom (UK). The interventions included single-session or multiple-session designs, combined with 
other actions such as codes of conduct, professional accountability and reporting interventions and 
structured culture-change interventions. However, most interventions did not draw on theoretical 
frameworks to inform their design, report theoretical underpinnings, provide an understanding 
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of why and how the intervention is expected to work or report any comprehensive long-term 
evaluation. Only one intervention targeted UB impacting minoritised groups (racism).

•	 Of the 29 studies that assessed intervention effectiveness, the majority (n = 23) reported positive 
results – but this depended on the outcome measures these studies chose. Interventions drawing on 
single-session designs were reported as less effective compared to multiple-session interventions. 
There was a trend towards more complex interventions reporting greater effectiveness.

•	 Interventions can have degrees of flexibility, allowing for variation as to which components or 
strategies participants are exposed to. However, this makes them more resource-intensive to 
implement and harder to evaluate. We also found (via information from our stakeholder group) that 
there are interventions taking place in practice that are not adequately reported in the literature, 
making it difficult to assess their effectiveness. Finally, we did not include interventions to improve 
civility or professionalism alone, which may also address some contributors to UB.

•	 The review identified 13 categories of strategies to reduce UB. These strategies included 
direct or indirect approaches to instigators (such as informal or disciplinary actions), improving 
awareness and knowledge of UB for all staff, improving teamwork, setting social norms through 
leadership role-modelling and code of conduct, and reporting and escalation systems. Improving 
leadership competence and empathy, workplace redesign and changing recruitment and dismissal 
processes were also identified, as were external pressures on organisations and strategies to aid 
implementation. Overall, the strategies highlighted the importance of addressing UB from multiple 
angles and levels (individual, team, organisational and societal), involving all staff and management 
levels, and creating a culture of respect and accountability.

When do unprofessional behaviour interventions and strategies work?
The study identified 12 key dynamics that can be summarised into four broad categories helping to 
optimise the effectiveness of interventions aimed at reducing UB in healthcare settings. Firstly, if 
interventions can focus on systemic issues such as organisational uncertainty, this is likely to be more 
effective than addressing problematic individuals. Secondly, seeking ways to build trust with 
management and other senior staff members is crucial. This relies on interventions being seen as 
authentic and leaders being role models. Thirdly, interventions need to be focused on an identified 
target audience and ensure they are both inclusive and fair. Lastly, there are trade-offs in intervention 
design that must be considered – that is, whether to build interventions in a theory-based or practice-
first manner or to focus on effectiveness or ability to evaluate. For example, interventions encouraging 
bystanders to intervene are important for culture change but may lead to moral injury if individuals do 
not feel capable of intervening.

Findings also emphasised the importance of maintaining a focus on why reducing UB is important (to 
improve patient safety and staff psychological well-being), encouraging triage of messages in systems 
that enable anonymous reporting and comprehensive evaluation of interventions to better understand 
what works, where and why.

We identified a further 15 key implementation principles that may help the effectiveness, sustainability 
and perception of UB interventions in healthcare organisations. Examples include: covering a broad 
section of the organisation, co-creation with staff, dedicated staff to lead the work, skilled facilitation, 
multiple strategies, ongoing evaluation, maximising visibility, assessing the organisational landscape 
before implementation, early intervention, maximising existing opportunities such as onboarding 
processes to establish social norms during induction, manager engagement, cultivating perceptions of 
justice, avoiding mixing of hierarchies in session-based interventions, and avoiding simply moving the 
target or instigator of UB.
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Conclusions

Unprofessional behaviour is a pervasive issue currently poorly addressed by existing interventions. We 
identified many contributors to UB, most of which relate to worker disempowerment and organisational 
barriers. However, most existing interventions do not address these systemic, organisational 
contributors to UB, instead relying on education or training workshops to boost individual knowledge or 
awareness, identify problematic individuals or improve UB targets’ ability to speak up. Such approaches 
may reduce UB prevalence; however, it is unclear whether this has lasting positive impact or improves 
staff psychological well-being and patient safety. Future interventions would benefit from being 
designed and tested in UK settings, drawing on contemporary behavioural science principles to help 
inform their design, and focusing on systemic issues within organisations. We provide 12 key dynamics 
and 15 implementation principles to guide organisations.

Study registration

This study was prospectively registered on PROSPERO CRD42021255490. The record is available from: 
www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42021255490.
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This award was funded by the National Institute for Health and Care Research (NIHR) Health and Social 
Care Delivery Research programme (NIHR award ref: NIHR131606) and is published in full in Health and 
Social Care Delivery Research; Vol. 12, No. 25. See the NIHR Funding and Awards website for further 
award information.
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1

Chapter 1 Introduction

Some text in Chapters 1 and 2 has been reproduced with permission from Maben et al.1 This is an 
Open Access article distributed in accordance with the terms of the Creative Commons Attribution 

(CC BY 4.0) licence, which permits others to distribute, remix, adapt and build upon this work, for 
commercial use, provided the original work is properly cited. See: https://creativecommons.org/licenses/
by/4.0/. The text below includes minor additions and formatting changes to the original text. 

In 2019, we sought funding to better understand the unprofessional behaviours (UB) of healthcare staff 
towards each other; it is important to note the broader context in which this work took place.1 While we 
knew there was a problem, the extent was not yet prevalent in public discourse and in the mainstream 
media. In 2023, as we write, this has significantly changed. Multiple investigations have revealed that 
UB appears rife in many public-sector workplaces. The Casey report revealed misogyny, racism and 
homophobia in the Metropolitan Police,2 a parliamentary report in 2021 found that two-thirds of women 
in the armed forces have experienced bullying, sexual harassment and discrimination during their 
career,3 and the Fire and Rescue Inspectorate has found that every fire brigade in England is plagued by 
bullying and harassment claims.4 During our study, society has also started to pay greater attention to 
misogyny and racism. The #MeToo and #BLM movements have become global rallying cries to change 
societies throughout the world.

Stakeholder feedback summary – capturing wider context

Stakeholders highlighted ongoing societal contexts throughout our review, including #BLM, #MeToo and the bullying and 
harassment scandals occurring at the highest levels of UK government. These can normalise bullying and harassment and 
fail to set a good example for healthcare organisations implementing initiatives to address UB.5 While identified literature 
for our review did not refer to these societal shifts, we have sought to place our review within this broader societal and 
historical context, as noted above.

We ran a specific stakeholder spotlight session that helped us hone our language when discussing staff with protected 
characteristics throughout this review. This session highlighted that different people prefer different terms: there was no 
single consensus. Some people found the use of the term ethnic minorities problematic, whereas others found the term 
‘minoritised groups’ problematic. As a result, we are as specific as possible when we are referring to particular groups 
throughout this report.

Healthcare organisations have also been under significant scrutiny during this period: a series of reports 
have highlighted the prevalence of staff-on-staff UB, creating cultures that do not allow staff to thrive 
at work. The Ockendon report into maternity services at the Shrewsbury and Telford Hospital NHS 
Trust6 found a culture of bullying and lack of psychological safety in the workplace. The Kirkup report7 
– also into maternity services, this time at East Kent hospitals – found ‘unprofessional behaviours by 
some consultant obstetricians were not tackled’ and that ‘bullying, harassment, and discrimination 
were endemic at East Kent’, with the culture described as ‘“horrible” and “sickening”’. The systems that 
might have supported psychological safety, enabling staff to voice concerns, were weak or absent. Staff 
feared retaliation yet were ‘perversely blamed for their lack of courage’.7 In 2023, Professor Bewick’s 
investigation into the clinical safety at University Hospitals Birmingham NHS Foundation Trust8 ‘heard 
repeated reports of a longstanding “bullying and toxic” environment’ (p. 10) with negative impacts on 
patient care.

We have used the term UB to encompass a range of specific behaviours such as incivility, transgressions, 
disruptive behaviour, physical and verbal aggression and bullying.9,10 According to one definition, UBs 
cover a wide spectrum of behaviours that can subtly interfere with team functioning, such as poor 
communication, passive aggression, lack of responsiveness, public criticism of colleagues and humour 
at others’ expense. These behaviours can be either casual and generalised or highly targeted with the 
intention to cause harm. In modern, inclusive healthcare settings, UBs are increasingly recognised as 
unacceptable because they negatively affect the work and psychological well-being of others.11

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
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As the reports above suggest, UB – and specifically bullying and harassment – is, unfortunately, still 
prevalent in the United Kingdom’s (UK) National Health Service (NHS). Figures from the 2022 NHS 
Staff Survey indicate that 18.7% of staff experienced harassment, bullying or abuse from colleagues that 
year while 11.1% experienced the same from managers. Additionally, 9% of staff from ethnic minority 
backgrounds reported experiencing discrimination at work from managers or colleagues. According to 
Workforce Race Equality Standard data from 2022, the percentage of staff experiencing harassment, 
bullying or abuse from colleagues in the NHS was 22.5% for white respondents and 27.6% for ethnic 
minority respondents. The difference was much starker in corresponding groups at management levels, 
with 6.8% for white staff yet 17.0% for ethnic minority staff.12 For those with a long-term health condition 
or illness, data show another significant increase in reports of UB compared to those without (Figure 1).

Unprofessional behaviours are not just present in the UK: they are a widespread problem in healthcare 
systems around the world and have negative impacts on the psychological well-being of staff, patient 
safety and organisational costs.13,14 Data from Australia across seven hospitals indicate that the problem 
is widespread, with 38.8% of 5178 respondents reporting experiencing UB on a frequent (weekly or 
more) basis during the past year and with 14.5% even experiencing extreme events such as physical 
assault.15 Therefore, this study is unfortunately very timely; there is still much work to be done to 
mitigate, manage and prevent this global and pressing issue.

Unprofessional behaviour can negatively impact people targeted by it, as well as witnesses, patients, 
organisations in which it occurs and, by extension, society.17–19 For targets and witnesses of UB, it can lead 
to mental problems such as burnout and depression and, in extreme cases, can lead to suicidal ideation.20 
Physical problems such as sleep disturbance, headaches and gastrointestinal symptoms are also common 
and both these physical and mental consequences can result in staff taking sick leave.21 This results in 
organisations experiencing elevated staff turnover, which can have large economic consequences.22 For 
patients, studies have shown that the presence of UB can lead to staff being less likely to follow safety 
procedures23 and more prone to making errors and being distracted.14,24 Furthermore, patients whose 
surgeons behave more unprofessionally have been found to have worse outcomes.25 A conservative 
estimate of the cost of UB to the NHS (due to sickness absence, employee turnover, reduced productivity, 
compensation and litigation costs) suggests damages from bullying alone were approximately £2.28 billion 
per annum or 1.52% of the NHS budget for 2019/20.1,26 In the United States of America (USA), sources 
report the cost of replacing each nurse at between $2200 and $64,000 (USD).27

The global COVID-19 pandemic and resulting healthcare workforce crisis has made the retention of 
healthcare staff critical in most healthcare systems. Tackling UB – a problem that contributes to staff 
turnover and losses of organisational reputation – could go some way to helping address workforce 
recruitment and retention.7 Bullying and harassment have been cited as one of the primary reasons that 
NHS staff are quitting for other opportunities, with a recent report suggesting 49% of healthcare staff 
who have experienced UB are seeking another job as soon as possible.28,29
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FIGURE 1 Forms of UB from colleagues experienced in the NHS in the UK over time. Data adapted from NHS Staff 
Surveys 2018–22.16
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Previous studies have sought to collate and understand interventions to reduce UB both within21 and 
outside of health care.30 However, either these have focused on bullying alone21 or their applicability 
to acute healthcare settings may be limited.31 Existing contributions to the literature have noted that 
interventions to reduce UB in general ‘are underpinned by the assumption that workplace mistreatment 
will be lessened if more people know about it, know how to recognise it and be more assertive in their 
responses to it. This is a flawed assumption’.31 Whether this ‘flawed’ approach is also dominant in health 
care is important to investigate, in order to improve future intervention efficacy.

A realist approach is ideal for investigating causes of UB in health care and interventions to reduce 
them because interventions in this area are heterogeneous, not well articulated, and complex in nature. 
This study builds directly on previous work, including the 2013 National Institute for Health and Care 
Research (NIHR) Illing et al. review21 to address the following aims and objectives.

Review aims and objectives

Our focus is on interpersonal (i.e. directed toward others or occurs in the presence of others32) UBs that 
are intended to cause harm between staff (not staff towards patients or vice versa).

Aim
To improve context-specific understanding of how, why and in what circumstances UBs between staff 
in acute healthcare settings occur and evidence of strategies implemented to mitigate, manage and 
prevent them.

Objectives
This review seeks to:

1.	 conceptualise and refine terminology: by mapping behaviours defined as unprofessional to under-
stand differences and similarities between terms referring to UBs (e.g. incivility, bullying, microag-
gressions, etc.) and how these terms are used by different professional groups in acute healthcare 
settings;

2.	 develop and refine context, mechanism and outcome configurations (CMOCs): to understand the 
causes and contexts of UBs, the mechanisms that trigger different behaviours, and the outcomes on 
staff, patients and wider system of health care;

3.	 identify strategies designed to mitigate, manage and prevent UBs and explore how, why and in what 
circumstances these work and whom they benefit;

4.	 produce recommendations and comprehensive resources that support the tailoring, implementa-
tion, monitoring and evaluation of contextually sensitive strategies to tackle UBs and their impacts.
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Chapter 2 Methodology

Rationale for and use of realist methods

This study uses realist review methodology. Realist reviews are driven by theories that seek to 
explain how and why certain strategies may or may not work in different contexts.33 They focus 
on understanding the mechanisms by which strategies do or do not work, and seek to understand 
contextual influences on if, why, how and for whom these might work. In a realist framework, 
contexts can be either observable features that can facilitate or hinder an intervention or they can be 
dynamic and relational factors that shape the mechanisms through which an intervention operates.34 
Mechanisms, in turn, are seen as changes in participants’ reasoning in response to the resources 
introduced by the intervention.35 These contexts, mechanisms and outcomes are combined into 
programme theories (i.e. a mapping of taken-for-granted assumptions) represented by a heuristic 
known as a CMOC to depict what is expected to happen when an intervention is delivered in a 
certain contextual environment.36 The revised Medical Research Council (MRC) Complex Interventions 
Framework identified the important role of theory-based research perspectives such as realism within 
the iterative development, feasibility, evaluation and implementation phases of action-oriented research 
to address practice and policy issues.37

Adopting a realist approach enables an examination of the mechanisms underlying both the UBs and the 
interventions designed to address them, which is particularly useful when context is likely to influence 
the effectiveness (or otherwise) of an intervention. This allows for the identification of direct links 
between the interventions and the environmental factors that contribute to, for example, UBs. In realist 
reviews, included evidence spans beyond academic literature to non-empirical studies, commentaries 
and grey literature from government and voluntary organisations. This illuminates the topic from 
multiple viewpoints, making it valuable for studying complex issues such as UBs in that it enables a more 
comprehensive understanding of the problem and its potential solutions.

The realist approach to data collection and analysis is based on retroduction – a form of logical inference 
beginning with empirical observations and seeking to explain them by identifying the underlying 
mechanisms that are capable of producing them.38 This approach is indispensable when considering UBs 
within the healthcare workforce as it allows, for example, the examination of differences and similarities 
between staff groups based on factors such as speciality, professional group, setting and seniority. By 
examining these contextual factors and working practices using realist review methodology, it is possible 
to determine how context might influence the presence of UBs among healthcare staff working in 
acute settings.

This review and report followed the Realist And MEta-narrative Evidence Syntheses: Evolving Standards 
(RAMESES) guidelines on quality and reporting.39 The RAMESES checklist is reported in Report 
Supplementary Material 1. There have been no further protocol changes since NIHR protocol version 
4.0_120822. An overview of the review process is shown in Figure 2, with the steps we took to achieve 
our objectives explained in the following sections.

Step 1: Identifying existing theories and scoping the literature

Initial informal screening of the literature sensitised the team to the breadth and depth of published 
and unpublished literature on UBs within health care. By investigating the theoretical underpinnings 
of interventions, we mapped the conceptual and theoretical landscapes of UB causes and outcomes, 
as well as how any identified strategies and interventions are theorised to work in acute healthcare 
settings. This step helped identify the mechanisms at individual, group and professional levels by which 
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strategies prevent or reduce the impact of these behaviours across and within healthcare staff groups. 
This process (of identifying existing theories) informed the construction of our initial programme 
theories. To do this, we iteratively:

(a)	 drew on preliminary discussions within the project team, with the healthcare workforce, patients 
and the public

(b)	 consulted with our multidisciplinary stakeholder and advisory groups (as outlined above)
(c)	 examined healthcare literature known to the research team (papers, reviews and reports identified 

in our initial scoping review that informed the funding proposal were independently screened by 
JAA and RA)

(d)	 sought additional literature to form theories across strategies and causes. Informal searches were 
conducted on relevant websites [e.g. The King’s Fund, NHS Employers, NHS England, the British 
Medical Association (BMA) and Health and Care Professions Council (HCPC)] from 19 October 
2021 to 11 November 2021; search terms included ‘Bullying’, ‘Unprofessional’, ‘Incivility’, ‘Violence’ 
and ‘Harassment’, using built-in filters where possible to limit search results to relevant topics such 
as bullying, gender equality, lesbian, gay, bisexual, transgender, queer, intersex, asexual and more 
(LGBTQ+) and whistleblowing.

Data from this step were imported and coded into NVivo 12 (QSR International, Warrington, UK). 
In this early phase, we were interested in identifying how contributing factors lead to UB, as well as 
how strategies work in different contexts. As part of this process, we developed ‘if, then, because’ 
statements, as well as a visual map/typology. These documents were then discussed by team members 
and presented to stakeholders for refinement. This step also helped to identify directions for future 
analysis, with further literature searches in step 2. Our initial programme theories for different portions 
of the analysis are presented in Appendix 1, Tables 22–24.

Step 2: Searching for evidence

Of the three realist synthesis search models identified by Booth et al., our approach follows the 
‘Exclusive (Realist-only) searches’ model.40 Therefore, step 2 was the formal stage at which we undertook 
systematic searches for evidence.

Step 1: Building initial programme
theories

• Drawing on proposal literature
• Informal literature searching

Step 2: Searching for evidence (iterative)
• Construct systematic search for

evidence about strategies
• Purposive literature searching

Step 4: Data extraction
• Highlighting articles

• Coding in NVivo; study details in Excel

Step 5: Synthesis
• Forming CMOCs

• Formulating a full programme theory

Stakeholder group
input

Stakeholder group
input

Stakeholder group
input

Step 6: Testing and refining and
developing resources

• Testing and refining the theory with
input from stakeholder group

Step 7: Dissemination of final resources

Step 3: Article selection
• Relevance

• Rigour

FIGURE 2 Review process flow diagram.
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Search strategy
In step 2, we identified studies addressing strategies to reduce UBs among staff in acute healthcare 
settings by:

•	 Systematically searching academic databases Cumulative Index to Nursing and Allied Health 
Literature (CINAHL) (EBSCOhost), EMBASE Classic + EMBASE (Ovid) 1947 to 11 February 2022, and 
Ovid MEDLINE(R) ALL 1946 to 11 February 2022 on 14 and 15 February 2022. Search strategies 
comprised search terms, synonyms and index terms for: Acute care AND Healthcare staff AND UBs. 
Searches from existing similar reviews such as Illing et al. (2013) were consulted to aid identifying 
relevant search terms.41 The National Institute for Health and Care Excellence (NICE) OECD 
geographic search filters were used in MEDLINE and EMBASE to exclude studies based in non-OECD 
countries since these were deemed not relevant to the UK NHS acute care setting and UK workplace 
culture.42 The OECD filter was adapted for use in CINAHL. Limits for language and publication date 
were not used; however, animal, child and elder abuse studies were removed from the search.

•	 Conducting similar searches for trade, policy and grey literature on Google Scholar (via Harzing’s 
Publish or Perish software), Google, HMIC (Health Management Information Consortium) 
(Ovid) 1979 to November 2021, NICE Evidence Search (www.evidence.nhs.uk/), Patient Safety 
Network (https://psnet.ahrq.gov/) and websites, including NHS Employers and NHS Health 
Education England.

See Report Supplementary Material 2 for the full search strategies used across these databases and grey 
literature sources. The range of databases and sources was chosen to identify relevant health research 
and policy reports in peer-reviewed journals, trade journals and organisation reports. For example, 
we sourced opinion pieces likely to discuss how and why UB interventions work in trade journals (e.g. 
AACN Bold Voices, Nursing Times, ED Management) via CINAHL and HMIC databases. Search strategies 
were peer-reviewed using the Peer Review of Electronic Search Strategies method.43 All search results 
were saved in EndNote X9 [Clarivate Analytics (formerly Thomson Reuters), Philadelphia, PA, USA] 
software and duplicates removed using University of Leeds Academic Unit of Health Economics (AUHE) 
guidance.44

Step 3: Selection and appraisal of documents

Inclusion and exclusion criteria
We included peer-reviewed and grey literature that helped explain how and why strategies to reduce 
UBs in acute care settings work and whom they benefit. The inclusion criteria shown in Table 1 
were used.1

Screening, relevancy and rigour
Screening of search results was primarily undertaken by JAA, but RA independently screened a 10% 
random sub-sample for quality control at title and abstract, full text and relevancy stages. An additional 
50% of November 2021 Google Scholar searches were double-screened. Any disagreements were 
resolved by discussion between JA, RA and JM (see below). The remaining 90% of decisions at these 
stages were made by JAA. Title and abstract screening was performed using Rayyan.ai software (www.
rayyan.ai/) and full texts were screened using Mendeley (Mendeley Ltd.).45

Decisions regarding sources were based on the inclusion and exclusion criteria (above) and a 
combination of relevance (based on both the major/minor criteria below and the ability to inform 
programme theories, i.e. conceptual richness and depth of sources) and rigour (whether the methods 
used to generate the relevant data are credible and trustworthy). Assessment of rigour focused on the 
extent to which sources provided a detailed description of their methods and how generalisable and 
trustworthy their findings were based on those methods.36

www.evidence.nhs.uk/
https://psnet.ahrq.gov/
www.rayyan.ai/
www.rayyan.ai/
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Our formal criteria for classifying the potential relevancy of sources included assessing for:

•	 major contribution for sources that:
◦	contributed to the study aims and are conducted in an NHS context in acute care; or
◦	contributed to the study aims and are conducted in an NHS context; or
◦	contributed to the study aims and are conducted in contexts with similarities to the NHS (e.g. universal, 

publicly funded healthcare systems); and

•	 minor contribution for sources that:
◦	were conducted in non-UK healthcare systems that are markedly different from the NHS (e.g. fee-for-

service, private insurance scheme systems) but where the mechanisms causing or moderating UBs could 
plausibly operate in the context of those working in the NHS; or

◦	contributed to the study aims and can clearly help to identify mechanisms that could plausibly operate 
in the context of the NHS (e.g. law, police, military).

We prioritised the sources of major relevance in relation to the above criteria. The criteria that are 
italicised reflect those criteria we adopted in our final review. We did not seek studies beyond health 
care because we reached theoretical saturation. These sources were then sorted into the above 
categories and assessed for their ability to inform the refinement of programme theories (theoretical 
relevancy and conceptual richness). Where a scarcity of ‘major contribution’ sources meant that we 
were unable to develop and refine aspects of the programme theory, we drew on literature from the 
minor relevancy criteria. In addition, we also classified documents according to their conceptual richness 
(thickness vs. thinness) using adapted criteria from Pearson et al.46 These criteria reflected the usefulness 
of each document to the realist analysis so that we could judiciously draw on a wide range of sources in 
a timely manner.

The criteria for appraising conceptual richness are defined in Table 2, with examples.

TABLE 1 Inclusion criteria

Category Criterion

Study design Any (including non-empirical papers/reports)

Study setting Acute healthcare settings – acute, critical, emergency and, potentially wider (see relevance criteria 
below)

Types of UB All as exhibited and experienced by healthcare staff (not patients nor patient-to-staff)

Types of 
participants

Employed staff groups including students on placements

Types of 
interventions/
strategies

Individual, team, organisational and policy-level interventions. Cyber-bullying and other forms of online 
staff-to-staff UB

Causes of UBs All

Outcomes Included but not limited to a focus on one or more of: staff well-being (stress, burnout, resilience), staff 
turnover, absenteeism, malpractice claims, patient complaints, magnet hospital/recruitment, patient 
safety (avoidable harm, errors, speaking-up rates, safety incidents, improved listening/response), cost

Language English only
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Results of searching and screening

The following results are in chronological order and reflect multiple cycles of searches, screening and 
relevance/rigour assessments. Figure 3, however, displays the process of searching, screening and 
inclusion in a non-chronological order, that is, all cycles of search results are incorporated with the initial 
search results in the diagram. This demonstrates more clearly how many studies were found, included 
and excluded, at Step 1 versus Step 2 of the review.

Step 1 (November 2021): Identifying existing theories and scoping the literature
We included 38 documents in the initial theory-generation step, comprising 30 identified from the 
proposal, five from informal searches and three from the team.

Step 2 (November 2021–February 2022): Searching for evidence
The initial systematic search identified 2629 records after 99 Google Scholar search results after cross-
database deduplication. Initial independent pilot screening of 54 (of 2629) records resulted in 16 papers 
included for full-text screening with 100% agreement. Independent screening by two reviewers (JAA 
and RA) of 267 (10% of 2629) records led to 72 being included for the next step. Disagreement occurred 
on 40 items (15%) and was resolved through discussion between JAA and RA. The remaining 2308 
papers were screened by JAA against the inclusion/exclusion criteria: of these, 400 papers were selected 
for full-text screening.

Google and Google Scholar searches (November 2021)
Two searches were performed on Google Scholar via use of Harzing’s Publish or Perish software (each 
was limited to the 50 most relevant results). This was to ensure we captured relevant grey or academic 

TABLE 2 Description of criteria for conceptual richness

Element Conceptually thick Conceptually thin

Description Possessing rich description of how causes of UB 
may increase UB or how strategies to reduce UB 
may work

Little or no useful description of how causes of 
UB or strategies to reduce UB work

Context Consideration of context in which UB develops/
intervention is implemented

Little or no description of context

Implementation Description of how implementation of strategies 
deviated from expectations or presenting 
multiple theories for how causes may lead to UB

No description of how implementation of 
strategies deviated from expectations. Limited, 
single, surface-level explanation for how causes 
may lead to UB

Qualitative vs. 
quantitative

Exploration of the qualitative aspects of 
phenomena

Limited description, focus on quantitative aspects, 
for example associations between variables, 
prevalence of UB, etc., without further detail on 
the how or why

Example extract 
and explanation

‘For example, it is now noted that some methods 
of delivering interventions to staff may induce 
feelings of being “targeted”, “at fault” and 
perhaps being bullied themselves, if content 
is “aimed” at certain negative behaviours, say 
“anger management”, or staff groups, say “the 
doctors”’.47

This example is rich because it provides evi-
dence regarding in what context an intervention 
may have unintended consequences

‘The Joint Commission’s Sentinel Event Alert 
outlined the need for institutions to develop the 
following educational programme to address 
bullying in the nursing workforce: (a) skills-based 
training and coaching; (b) ongoing, nonconfron-
tational surveillance; (c) a system for assessing 
staff perceptions of the seriousness and extent 
of unprofessional behaviors; and (d) policies that 
support early reporting’.48

This example is thin because it simply lists the 
content of a proposed intervention without any 
explanation as to how it may work
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Informal search.
Including NHS
England, King’s Fund,
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• Minor relevance sources,
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• Not staff-to-staff UB, n = 11
• Focused on patients, n = 15
• Not healthcare, n = 1

Reports not retrieved (n = 75)
• Duplicates, n = 66
• Cannot access, n = 5
• Abstract only, n = 4

Records excluded (n = 2390)
• Not related to staff-to-staff
    UB
• Not related to UB at all

Records removed before
screening.
• Duplicates, n = 5967

Additional
searching prior to
Aug 2022 (n = 52)
• Google search
    Nov 2021, n = 30
• Team member
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    sources, n = 10

Post relevance and
rigor screening
(n = 10)
• Team member
    sources, n = 8
• Citation search of
    key programmes, 
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sources with
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(n = 21)
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    n = 10
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    from
    reference
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    n = 11

Team member
sources (n = 6)
• Included from
    team, n = 4
• Included
    from
    reference
    scanning
    within these,
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Citation search
using
Citation chaser
tool (n = 9)

Systematic searches 2021–
2022 (n = 8944)
• MEDLINE, CINAHL, HMIC,
    NICE Evidence, Patient
    Safety Network, and
    EMBASE databases, n = 3656
• Google Scholar, n = 100
• USA update, n = 1298
• Update search 09.12.2022, 
    n = 3890

Reports excluded (n = 47)
• Lack relevance, n = 45
• Lack rigour, n = 2

Relevancy and rigour
screening (n = 377)
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(n = 2977)
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Lacking in
relevance
(n = 339)

Full text sought for retrieval
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relevancy screening (n = 564)

Relevance and rigour screening
(n = 170)
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(n = 38)

Conceptual thickness
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(n = 135)

Rich Reports included
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(including update) search

papers (n = 148)

Excluded for conceptual
thinness (n = 61)

Included reports
(n = 36)

Identification of
studies by websites

Identification of
studies via other

methods

Identification of studies by databases and search engines

Step 2 searchesInitial theory searches

Identification of studies via other methods

Additional searching in Aug 2022

Total included papers

FIGURE 3 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) style diagram outlining our search processes and results.



DOI: 10.3310/PAMV3758� Health and Social Care Delivery Research 2024 Vol. 12 No. 25

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

11

literature identified by Google’s algorithms. Search strategies are presented in Report Supplementary 
Material 2. After duplicate removal, 99 papers remained for title and abstract screening. Papers were 
excluded largely because they were not related to UBs between staff (Figure 4). Sixty-three papers were 
selected for full-text screening and then combined with the systematic search results at the full-text 
screening stage. An additional 52 sources were identified through searches on Google (30) in 2021, 
from the project team (12) and from stakeholders (10) during 2022 (see Additional searching). In total, 
603 papers were selected for full-text screening. After cross-deduplication of these various sources of 
literature, 537 full-text papers were eligible for screening.

Full-text screening
Following application of major/minor screening criteria to the 537 potentially relevant papers, 193 
papers were determined to have major relevance and 352 were excluded for having minor relevance. In 
addition, 34 (10%) of those papers excluded at this stage were selected for independent screening (JAA 
and RA). From these, two decisions were found to be in conflict. These two discrepancies were resolved 
through discussion and remained excluded. The 193 papers were then screened against inclusion criteria 
and conceptual richness and 148 papers were included.

Relevance and rigour
The remaining 148 papers were screened for relevance according to the realist method, meaning 
papers had to include passages suitable for theory gleaning, testing or refining with respect to either 
causes or strategies.49 Studies that lacked such passages were, therefore, screened out (n = 45), 
resulting in 103 papers. An additional six studies from the team and two studies from citation-
tracking key intervention papers were added at this stage; thus, 111 documents were included for 
conceptual-thickness screening.

Conceptual-thickness screening
As a result of conceptual-thickness screening as outlined in Table 2, 47 sources were excluded at this 
stage for lacking conceptual thickness. This meant that 64 rich sources were included at this stage.

FIGURE 4 Example NVivo 12 coding structure for strategies.
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Additional searching and evidence gathering (August–November 2022)

Search update to expand relevancy criteria to US intervention studies  
(August 2022)
The team decided to include US-based literature because we wanted to include wider interventional 
literature, and exploratory searches indicated a significant amount of literature available from the 
USA. We reran the same searches for Step 2 but limited results to the USA (excluding HMIC due to its 
predominance of UK content, and NHS Evidence, which was withdrawn in April 2022). This identified 
1298 records, which reduced to 57 once duplicates and previously screened records were removed. 
These 57 records were screened but none were included because no interventions were identified. 
However, we did re-include 10 USA studies from our Step 2 search, which had previously been excluded 
due to country.

A further nine relevant studies were identified by citation searching (forwards and backwards) from nine 
key further US studies using the CitationChaser Shiny App.50 Four studies were identified by the team. 
Reference scanning of the 10 included US studies and the four identified by the team found a further 
eleven and two, resulting in a total of 36 additional papers from August 2022 searches. A total of 138 
papers were included (Steps 1 and 2) prior to final update searches.

Searches for behavioural and organisational psychology theories  
(November 2022)
Members of the advisory group indicated that literature from behavioural or organisational psychology 
may provide useful evidence, so we searched for anti-bullying interventions that use behavioural 
science theory in ABI/INFORM® Collection (ProQuest, Ann Arbor, MI, USA), Business Source Premier 
[EBSCOhost (Elton B. Stephens Company)] and Google Scholar. The lack of relevant search results 
prompted a further search [in ABI/INFORM Collection (ProQuest) and Google Scholar]. Due to low 
relevance of results during screening, papers found in this search were not utilised.

Search update (December 2022)
The above searches were repeated on 9 December 2022 (except for NICE Evidence, which was 
withdrawn in April 2022) to ensure our review remained up to date. The search strategies were reviewed 
before running the final update searches and no changes made. This identified 3890 records, which 
reduced to 192 records when we removed duplicates and previously identified records. After title and 
abstract screening, 36 papers were retained for full-text screening. Included from this update were eight 
papers and an additional two studies from the team (10 in total).

Total included literature (March 2023)
One hundred and forty-eight total papers were included. This included 38 papers from Step 1, 100 
papers from Step 2, and 10 from our updated December 2022 search. Full search results are depicted in 
Figure 3.

Step 4: Data extraction

To aid in data extraction, sources were first categorised in Mendeley according to country and 
healthcare setting (e.g. acute care) and whether they described an intervention. To further organise our 
data, relevant sections of texts were coded and organised in NVivo 12 software (QSR International) 
(see Figure 4). This coding was both inductive (codes created to categorise data reported in included 
sources) and deductive (codes created in advance of data extraction and analysis as informed by the 
initial programme theory). Each new element of relevant data was used to test and refine aspects of the 
programme theory. A realist review aims to reach theoretical saturation in relation to the objectives, 
rather than to aggregate every relevant study.
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Descriptive study information was extracted into an Excel spreadsheet. Sources reporting on 
interventions were explored in greater depth with samples, duration of interventions, behaviour-change 
strategies used, study design, theoretical frameworks, outcome measures and findings extracted and 
tabulated for each study.

Step 5: Synthesising evidence, refining initial theories and drawing conclusions

Realist analysis
During the review, we moved iteratively between analysis of examples from the literature, refinement 
of programme theory and further iterative searching to test particular programme theories as required 
(see Figure 2). We also used the strategies listed in Table 3 to make sense of the data.46,51 This type of 
analysis enabled us to understand how the most relevant and important mechanisms work in different 
contexts, allowing us to build more transferable CMOCs.

These strategies found in Table 3 were also drawn upon in the theory-refinement process. In this 
process, we compared initial theories with novel data from Step 2 literature. Novel data were compared 
with initial theories to see if they affirmed, refuted or altered the existing initial theory and, in these 
cases, the above comparison strategies were drawn upon to make a decision regarding how theories 
were to be refined. Where novel data leading to candidate theories were identified that did not match 
with any initial theory from Step 1, we formulated novel theories and tested them further using 
literature from within Step 2 onwards.

Descriptive analyses
To ensure that the same information is not referred to in different ways in the report, our categories 
of contributors and strategies – developed based on underlying common realist mechanism (i.e. how 
and why they work) – were also used to organise the descriptive analysis. These categories were 
developed in an inductive way and discussed with the team and stakeholder group to ensure rigour. 
Additional codes were created in NVivo 12 for data relevant to the descriptive analysis, including the 
experience of particular professional groups of the contributors of UB (such as nurses and doctors) and 
for those from minoritised communities. In Chapter 5, we report on some basic statistics, such as mean 
or median sample sizes for included studies. These statistics were computed in Microsoft Excel using 
in-built formulae.

Categorising and collapsing contributors and strategies
When developing our programme theories to underpin individual contributors and strategies, the 
theories became too numerous and complex; we needed to collapse these to be more manageable 
and reportable. We accomplished this by forming categories according to common mechanisms 
underpinning how contributors lead to UB, as well as how strategies may mitigate or reduce UB.  

TABLE 3 Strategies foundational to the realist analysis46

Strategies for synthesising evidence

Comparing and contrasting sources of evidence: e.g. where evidence about interventions or its mechanisms in one source 
allowed insights into evidence about outcomes in another paper

Reconciling of sources of evidence: where results differed in apparently similar circumstances, further investigation to 
find explanations as to why these different results occurred

Adjudication of sources of evidence: made the synthesis more manageable, i.e. dividing papers that make ‘major’ or 
‘minor’ contributions to our research questions46

Consolidation of sources of evidence: where outcomes differed in particular contexts, an explanation was constructed as 
to how and why these outcomes occurred differently
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These categories were initially formed by JAA before refinement through intensive discussion with RA 
and JM, and input from the wider team and stakeholder groups.

Identification of key dynamics
We operationalised many of the demi-regularities (or ‘semi-predictable patterns or pathways of 
programme functioning’ across studies) identified across studies as ‘key dynamics’36 and ‘implementation 
principles’ (see Chapters 7 and 8). Key dynamics were defined as contradictions within, considerations 
for or frequent unintended consequences of interventions/strategies. These dynamics and principles 
were iteratively discussed within the team before they were presented to our stakeholders to be sense-
checked against their expertise. Our intention was to surface these often-implicit contradictions, which 
should be actively managed by those involved in implementing interventions in organisational settings.

Formatting of context, mechanism and outcome configuration in this report
Throughout this report, CMOCs are most commonly formatted as ‘if, then, because’ statements for 
simplicity: meaning ‘if [context], then O [outcome], because [mechanism]’. In Chapter 6, where particular 
strategies are discussed, we formulated the CMOCs using a method outlined by Dalkin et al.35 This 
format is as follows: R (Resources introduced by the intervention) + C (Context) → M (Change in 
participant reasoning) = O (Outcome).

The purpose of the differing CMOC formulation in Chapter 6 is to make a greater distinction between 
the resource offered by the intervention (i.e. the strategy) and the context in which that strategy 
is delivered.

Step 6: Testing, refining and developing resources with stakeholders

Informed by the ‘Evidence Integration Triangle’ (EIT)52 and stakeholder involvement in March 2023, we 
used our realist review findings to produce actionable evidence to support NHS managers/leaders to 
better understand how work environments may help or hinder UBs and identify what strategies work 
where. Further detail on patient and public involvement (PPI) is in Chapter 9, Discussion.
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Chapter 3 Characterising unprofessional 
behaviours

Introduction

This chapter outlines the characteristics of our included sources and explores the terminology used to 
describe UBs among staff in acute healthcare settings. We also propose a definition of staff-to-staff 
UB and outline the middle-range theories (MRTs) drawn upon in this report, which added depth to our 
analysis. Full detail on MRTs is given in Appendix 2.

Document characteristics

Source types
The 148 included sources encompassed 113 empirical and 45 non-empirical sources (Table 4). The 
largest source type was acute care intervention papers (n = 42) (Figure 5), all identified in Step 2 
onwards. These interventions, the characteristics of their evaluations and their components are 
discussed in Chapter 5. Full details on all 148 included sources – including country, healthcare setting, 
samples, etc. – can be found in Appendix 3, Table 25.

Healthcare settings
Included sources focus predominantly on acute healthcare settings, as per our protocol, comprising 
37% of included sources (Table 5). We also included ambiguous healthcare settings (e.g. sources that 
referred to simply ‘bullying in health care’) or sources that encompassed multiple healthcare settings 
(general healthcare settings, 38.5%). We also included several sources focusing on a setting with medical 
professionals who were still in education or training. These comprised 5.4% of sources.

TABLE 4 Types of included sources

Study type Step 1 Step 2 and updates Total (%)

Empirical (total n = 113)

 Systematic review 8 5 13 (8.8)

 Narrative review 3 8 11 (7.4)

 Cross-sectional/case studies 5 17 22 (14.9)

 Intervention 1 42 43 (29.1)

 Report 6 8 14 (9.5)

 Simulation study 3 1 4 (2.7)

 Theoretical/modelling 1 5 6 (4.1)

Non-empirical (n = 45)

 Web page 2 0 2 (1.4)

 Opinion article 3 0 3 (2.0)

 News article 1 1 2 (1.4)

 Editorial 5 23 28 (18.9)

 Total 38 110 148 (100)
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Countries of focus
We collated information regarding the country on which the source content focused, not the country in 
which the source was published. Our included sources were predominantly focused on the USA or UK, 
together comprising over 52% of sources. A further 24.3% had a focus in no specific geographical region 
(Table 6).

Terminology used to understand unprofessional behaviours

In this review, we focused on interpersonal forms of UB between staff – that is, those who can be 
targeted – as outlined in Figure 6. We did not examine counterproductive workplace behaviours such as 
laziness or lateness. UBs have been defined as ‘a wide spectrum that includes conduct that more subtly 
interferes with team functioning, such as poor or ambiguous communication, passive aggression, lack of 
responsiveness, public criticism of colleagues and humour at others’ expense’.1 UBs can, therefore, be 

38, 26%

42, 28%

68, 46%
Step 1 sources

Step 2 onwards: Intervention sources

Step 2 onwards: Other sources

FIGURE 5 Pie chart depicting distribution of included literature and to which step of the project it corresponds.

TABLE 5 Healthcare contexts for included sources

Healthcare setting Step 1 Step 2 and updates Total (%)

Non-specified health care 28 29 57 (38.5)

Acute healthcare settings 3 52 55 (37.2)

Speciality care (e.g. surgery, neonatal, obstetrics, military, mental health) 5 9 14 (9.5)

Emergency 1 12 13 (8.8)

Medical education 0 8 8 (5.4)

Non-health care 1 0 1 (0.7)

Total 38 110 148 (100)
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casual and generalised or highly targeted with the intention to cause distress or harm. The operational 
definition for UBs developed by the team, with stakeholder input, for use in this study is: ‘Any 
interpersonal behaviour by staff that causes distress or harm to other staff in the healthcare workplace’. 
We also acknowledge that UB can have many dimensions, and so also developed the following 
‘extended’ definition: ‘Any interpersonal behaviour by staff that acutely or frequently undermines, 
humiliates, intimidates, or causes distress or harm to other staff, in the healthcare workplace’.

Stakeholder feedback summary – definition of UB

At our stakeholder group meeting in March 2023, we presented two definitions to the stakeholders – one simplified and 
one with more detail. The stakeholders were split as to which definition they preferred. They emphasised the importance 
of capturing the impact on bystanders of UB, as well as discussing whether ‘harm’ or ‘distress’ was a more appropriate 
term. Consequently, we made refinements to the definitions and included both.

While some sources discussed more than one term to describe UBs, we synthesised terms that were 
used as the primary focus of each study. In so doing, we identified 21 different types of UB across 
our included documents (Table 7). Results show that over 50% of sources were focused on bullying, 
incivility and horizontal or lateral violence. Ten sources focused on more specific forms of UB that affect 
particular groups such as microaggressions, racism or sexual harassment. Twelve sources also focused 
on an issue adjacent to UB, such as organisational climate or communication issues between staff, and 
these were included where sufficiently rich to inform our analysis. It is also important to note that these 
terms are also a product of the focus of our search and may not be representative of proportions of such 
terms prevalent in the wider literature.

We also collated and mapped definitions and behaviours inherent to 33 different UB-related terms, 
including those in Table 7 (see Appendix 4, Table 26). Our findings indicate that literature generally 
refers to terms that encompass a wide set of behaviours, such as bullying, incivility, harassment and 
lateral violence.

TABLE 6 Country of focus for included sources

Country Step 1 Step 2 and updates Total (%)

USA 7 32 39 (26.4)

UK 16 23 39 (26.4)

Australia and New Zealand 1 14 15 (10.1)

Canada 0 6 6 (4.1)

Turkey 0 3 3 (2.0)

Ireland 0 2 2 (1.4)

South Korea 0 2 2 (1.4)

Iran 1 1 2 (1.4)

Sweden 0 1 1 (0.7)

Spain 0 1 1 (0.7)

Jordan 0 1 1 (0.7)

EU-wide 1 0 1 (0.7)

No focus 12 24 36 (24.3)

Total 38 110 148 (100)
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Dimensions of terminology
Some terms – such as ‘unprofessional behaviour’ – are used in more ambiguous ways and can include 
‘poor or disrespectful communication, irresponsible behavior, inappropriate care, and lack of professional 
integrity’.53 As such, this term encompasses all behaviours that compromise a professional environment, 
from more ‘active’ behaviours (e.g. being rude to a co-worker) to those that can be considered more 
passive (e.g. being late to work). Disruptive behaviour is another similar term that was used by included 
sources but typically focuses more on those behaviours that compromise patient safety.

As well as terms that encompass more passive types of behaviour, there are also those that are more 
‘active’, targeted and intended to cause distress or harm. These include bullying, harassment, disrespect, 
rudeness, conflict, and those that are actively harmful. Lateral violence is one example; it has been 
defined as ‘any repetitive behaviour among peers that is considered offensive, abusive, or intimidating 
by the target’.54 This suggests that lateral violence typically occurs between individuals in the same 

TABLE 7 Focus of included sources according to type of UB

UB type Number of sources (%)

Bullying 47 (31.8)

Incivility 18 (12.2)

Horizontal/lateral violence 16 (10.8)

Other (e.g. organisational climate, interpersonal collaboration, communication issues,  
discouraging environment)

12 (8.1)

Unprofessional behaviour 9 (6.1)

Positive environment (e.g. civility, professionalism, respect) 8 (5.4)

Disruptive behaviour 5 (3.4)

Microaggressions 4 (2.7)

Undermining 4 (2.7)

Racism 3 (2.0)

Conflict 3 (2.0)

Negative workplace behaviour 3 (2.0)

Unacceptable behaviour 2 (1.4)

Rudeness 2 (1.4)

Hostility 2 (1.4)

Mobbing 2 (1.4)

Sexual harassment 2 (1.4)

Harassment 1 (0.7)

Misconduct 1 (0.7)

Aggression 1 (0.7)

Disrespect 1 (0.7)

Mistreatment 1 (0.7)

Discrimination 1 (0.7)
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group (e.g. frontline nurses) and highlights another dimension of included UB terms: whether or not they 
are targeted.

While lateral violence involves staff on the same hierarchical level, other forms of UB may require a 
vertical hierarchy. This is typical for bullying, for example. Included articles suggested that bullying was 
an interpersonal form of UB that was repeated and often from a person higher in an organisational 
hierarchy towards a person lower in the hierarchy: ‘bullying encompassed a range of disruptive, 
repetitive, and ineffective behaviors, such as criticism and humiliation, negative acts perpetrated by an 
individual in a position of power intended to cause fear in a targeted individual’.55 This adds two further 
dimensions to UBs: frequency and requirement of a hierarchy.

Unprofessional behaviours can also be more insidious and invisible. While such behaviours are 
difficult to target or measure, they can also be highly targeted in nature. Such behaviours can include 
undermining, which is defined as ‘conduct that subverts, weakens or wears away a person’s confidence, 
and may occur when one practitioner intentionally or unintentionally erodes another practitioner’s 
reputation or intentionally seeks to turn others against them’.56 As such, the behaviour may be invisible 
from the target’s perspective and can be difficult to identify from an organisation’s perspective. This 
adds the dimension of visibility to UBs.

Mapping dimensions of unprofessional behaviours
The above results identified that UBs can: be general or more specific in nature, be more or less 
targeted, require an organisational hierarchy or not, inherently be frequent (i.e. must occur more than 
once) as per its definition, and be more or less visible to both the organisation and the target. Figure 6 
outlines our typology of UB terms and their location within the various dimensions. Terms such as 
‘deviant’, ‘disruptive’ and ‘unacceptable behaviour’, which include non-targeted passive behaviours, sit 
at the top-left of Figure 6 and none are inherently frequent by definition (i.e. they can all be one-off 
events). Inherently frequent behaviours include bullying/mobbing, terrorisation, victimisation and 
injustice. Some of these behaviours – such as bullying – also require an organisational power hierarchy 
(according to most definitions), whereas micromanagement also requires a hierarchy but does not need 
to be frequent.

Most behaviours on which we focus in this review are targeted interpersonal behaviours, such as 
incivility, conflict, harassment, aggression, rudeness, microaggressions and disrespect. Some are also 
specifically targeted towards a person or entire group but are less visible. Such behaviours include 
discrimination, scapegoating and ostracism (see Figure 6). We considered a dimension of severity but 
these were fraught with complexity and are likely to be subjective, related to recipients’ perceptions. 
However, we acknowledge that some types of UB are broadly considered to be more ‘severe’ than 
others, that is, physical assault is worse than rudeness.

Stakeholder feedback summary – typology

When we presented this typology to our stakeholders in January 2022, they pointed out that some behaviours were 
not classified correctly, e.g. discrimination is always highly targeted and does not necessarily require a hierarchy. They 
also provided us with the dimension that some behaviours may be ‘hidden’ or potentially invisible as our final typology 
reflects. We adjusted our typology accordingly.

Conflicting definitions
Included sources often used terms in conflicting ways. Bullying, it seems, is often used as a catch-
all term for UBs of all kinds – perhaps because it has been in use in the literature for a longer 
period. However, ‘there is no single, universal definition of workplace bullying either nationally or 
internationally’.57 While many definitions suggested a hierarchy or power imbalance was essential for 
bullying, others did not. One definition stated that ‘[bullying has] been used to explain aggression 
between colleagues who are on the same level within the organizational hierarchy and who, because of 
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FIGURE 6 Typology of UB terms and their dimensions.
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their (supposed) low personal self-esteem and poor group identity, direct abusive behaviour toward each 
other’.58 Evidently, this definition does not suggest that a hierarchy must be present. For the purposes of 
our review – and since most definitions state that bullying occurs within a hierarchy – we have included 
it in the part of our typology that requires hierarchy. Without the hierarchy component, it is not clear 
how the definitions of bullying and harassment differ as both are frequent forms of persistent UB.

Similarly, while it might be expected that ‘lateral violence’ occurs at the same level, there was 
disagreement on this in the literature. One included source suggested that: ‘Terms such as horizontal 
violence and lateral violence suggest the perpetrator is a nurse colleague of equal status, but this is not 
always the case. It might be a person in a higher position – or it might not even be a nurse’.59 Table 8 
depicts examples of selected terms where conflicting definitions were identified.

How conflicting terminology impacts staff in practice
Included sources emphasised the importance of terminology and that staff understanding forms of 
UB such as bullying, microaggressions etc. – including their definitions and appearance – is essential 
to staff understanding their experience of UB in the workplace and for being able to interpret when 
it is appropriate to speak up.65–67 One source stated ‘the absence of a comprehensive descriptive 
framework capturing and cataloguing those behaviours make identification, seeking assistance and 
intervention difficult’.68 Included literature highlighted that the lack of uniform definitions can result 
in different interpretations of UB by staff members and from different perspectives (e.g. individual vs. 
organisational), which creates an atmosphere of confusion and inhibits speaking up.

TABLE 8 Examples of conflicting definitions in the included sources

Term Definition 1 Definition 2 Key discrepancy

Bullying ‘a form of harassment which 
involves persistent, intimidating 
behaviour, usually by a supervisor 
toward an employee’60

‘repeated exposure to person‐, work‐, and  
intimidation‐related negative acts such as  
abuse, teasing, ridicule, and social exclusion  
over a period of time in the workplace’61

Definition 1 suggests a 
hierarchy must be present 
but definition 2 does not

Lateral 
violence

‘Lateral violence (LV) is described 
as behavior demonstrated by 
nurses who overtly or covertly 
direct dissatisfaction toward 
those less powerful than 
themselves and each other’62

‘LATERAL VIOLENCE is any repetitive 
behavior among peers that is considered 
offensive, abusive, or intimidating by the 
target’54

Definition 1 suggests 
lateral violence can be 
towards those lower on 
the hierarchy, whereas 
hierarchy is not mentioned 
in definition 2 and 
suggests incivility must be 
frequent

Incivility ‘subtle behaviors not intended 
to harm anyone but contrary to 
workplace standards’55

‘… repeated offensive, abusive, intimidating, 
or insulting behavior, abuse of power, or 
unfair sanctions that make recipients upset 
and feel humiliated, vulnerable, or threat-
ened, creating stress and undermining their 
self-confidence’63

Definition 1 suggests that 
incivility encompasses 
more subtle behaviours 
but definition 2 suggests 
they are not at all subtle

Disruptive 
behaviour

‘The American Medical 
Association’s Council on Ethical 
and Judicial Affairs defines dis-
ruptive behavior as behavior that 
‘tends to cause distress among 
other staff and affect overall 
morale within the work environ-
ment, undermining productivity 
and possibly leading to high staff 
turnover or even resulting in 
ineffective or substandard care’64

‘… we define disruptive behaviour as 
constituting the following three criteria:  
(a) interpersonal (i.e. directed toward others 
or occurs in the presence of others); (b) 
results in a perceived threat to victims 
and/or witnesses; (c) violates a reasonable 
person’s standard of respectful behaviour’32

Definition 1 suggests 
disruptive behaviour 
includes passive-type 
behaviours that 
undermine productivity, 
whereas definition 2 
suggests it must be 
targeted
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Lack of uniform definitions also impacts the ability to assess prevalence of UB or identify where and how 
it is occurring, which can make implementing strategies more difficult. For example, differing definitions 
of what constitutes UB could impact ability to understand its prevalence, reduce the likelihood of 
speaking up and impact ability to intervene effectively. One study showed a lack of a uniform definition 
and clarity regarding bullying in the nursing profession meant that: ‘those who are exposed to such 
behaviour, including new graduate nurses, senior nurses, and nurse unit managers would have reported 
based upon their own understanding of these behaviours’.58

Evolution of literature focus
One general trend noted in the literature over time was the articulation of more specific forms of UB, 
indicating that greater attention was paid to the experiences of minoritised communities – through the 
study of microaggressions or racism, for instance. All sources (n = 7) discussing microaggressions and 
racism more broadly were published from 2019 onwards, which is reflective of the more recent societal 
focus on racism and discrimination.69–75 The same can also be said for literature relating to sexism (n = 9), 
which begins in 201362 and is more prevalent from 2016 onwards.11,32,62,76–80

No such trends were observed for more widespread and generally used terms such as ‘bullying’ or 
‘harassment’, as these have always been used frequently. While the greater focus on issues affecting 
groups with protected characteristics is encouraging, much more needs to be done to help address the 
greater burden these groups face from the impact of UB in the workplace.

Terms not included: ‘professionalism’, ‘civility’ and ‘other behaviours’
We also wanted to highlight the many adjacent behaviours that are not included in our review. These 
include those behaviours that may be the ‘inverse’ of UB, including behaviours and terms such as 
‘civility’ and ‘professionalism’. It is important to highlight that professionalism may be more than the 
simple absence of UB, such as maintaining appropriate appearance, upholding patient confidentiality, 
applying clinical skills according to standards, and interacting honestly with patients.81 On the other 
hand, some behaviours may be unprofessional from the perspective of an organisation – but not from 
that of colleagues. One example is the use of workarounds employed by healthcare staff that may 
deviate from organisational procedures perceived as barriers (and hence may be unprofessional from the 
perspective of the organisation) but that can improve patient safety.82 Such nuanced cases are beyond 
the remit of this review; only interpersonal forms of UB are included.

Key concepts, middle-range theories and wider context for this review

Throughout this report, we draw on a number of MRTs to better interpret and add depth to various 
elements of our analysis, outlined in Table 9. Additionally, we want to highlight the influence of wider 
context on organisations – including societal events and transitions, such as COVID-19, #MeToo and 
#BLM – that form the wider, cultural and historical backdrop within which our review takes place. A full 
description of these MRTs can be found in Appendix 2.

Key findings and summary

In total, 148 sources are included in this review. We mapped different types of UB according to several 
main dimensions, including whether UB is more or less targeted, visible to organisations and their 
targets, and required an organisational hierarchy. Definitions of UB were found to have little agreement, 
making synthesis difficult and likely to sow confusion in practice. This review draws on the following 
MRTs: (1) theory of psychological safety, (2) moral injury, (3) the job demands and resources model 
(JDR) model to shed light on organisational processes that can contribute to UB, (4) the fundamental 
attribution error (FAE) and (5) trust, particularly in management. The literature does not yet sufficiently 
represent these wider societal events such as COVID-19 and movements such as #MeToo or #BLM and 
resultant changes in societal views.
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TABLE 9 Summary description of MRTs drawn upon in this report

Middle-range theory Description

Psychological safety Psychological safety refers to staff perceptions of consequences of the risks of speaking up in 
the workplace83 and is defined as ‘a shared belief held by members of a team that the team is 
safe for interpersonal risk taking’84

Moral injury Moral injury in a healthcare context has been defined as ‘perpetrating, failing to prevent, or 
bearing witness to acts that transgress deeply held moral beliefs and expectations’85 which may 
leave ‘long-lasting emotionally, psychologically, behaviourally and spiritually harmful impacts’86

The JDR Many included sources drew upon the JDR model as a contributor to bullying, explaining a lack 
of organisational resources could worsen UB.87 Originally used as a model to better understand 
burnout, it sets out the range of job demands that can contribute to exhaustion, as well as job 
resources that, if lacking, can lead to disengagement87

FAE The FAE is a phenomenon from social psychology whereby people tend to attribute a person’s 
behaviour solely to their personality – rather than acknowledging that, often, behaviour is a 
combination of a person’s personality and their environment.88 This applies mostly to other 
people’s negative actionss89

Trust Our report frequently discusses trust in management by staff, which is easily lost when UB is 
not addressed. Trust is defined by Robinson (1996) as ‘one’s expectations, assumptions or beliefs 
about the likelihood that another’s future actions will be beneficial or at least not detrimental to 
one’s interests’.90 Inherent to our understanding is the importance of managers’ roles in trust and 
UB; staff interests lie in managers providing a safe organisational environment free from UB

FAE, fundamental attribution error; JDR, job demands and resources model.
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Chapter 4 Contributors to and outcomes of 
unprofessional behaviour between staff in 
acute healthcare settings

Introduction

This chapter identifies and describes the contributors to and contexts of UB. It explains the ways 
interpersonal UBs are defined, developed and experienced across professional staff groups in acute 
healthcare settings according to the literature. We use the term ‘contributors’ to reflect the range of 
antecedents involved in how UBs manifest themselves and are discussed within current literature.

Results

This initial section sets out the lens with which we have viewed contributors to UB, as shaped by 
our analysis of the literature and discussions with our stakeholder group. Then, we discuss the four 
identified categories of contributors to UB. These categories include: (1) workplace disempowerment, 
(2) organisational confusion, uncertainty and stress, (3) job and organisational design that inhibits social 
connection and (4) harmful work cultures. Within these categories, we also elaborate a range of more 
specific contributors (e.g. shift working, leadership behaviours, etc.). Use of these categories allowed 
us to identify similar or shared mechanisms and explore how these categories and sub-contributors 
broadly work.

To elucidate how contributors lead to a worsening of UB, throughout this chapter we draw on a 
selection of CMOCs. In each section, we present a partial programme theory diagram (Figures 7–9). In 
these diagrams, mechanisms are depicted in ellipses; the contributors are in green boxes. Connections 
between these are indicated by arrows. Those mechanisms that can directly lead to an increase in UB 
are depicted by orange ellipses, while the blue ones simply connect to other aspects as indicated in the 
fully assembled programme theory (Figure 11). When CMOCs are depicted in the text, the mechanisms 
will be numbered. These numbers will correspond with the numbers in the partial programme theory 
diagrams to help locate where a CMOC lies in the causal chain. It is important to note that these 
diagrams may depict more information than there is capacity to discuss in the text because the emerging 
causal chain became increasingly complex with multiple and overlapping mechanisms and outcomes. 
The headings in each section explore the main sub-contributors identified in the literature.

At the end of this section, in Figure 11, we present our fully assembled programme theory to depict the 
connections between the categories of UB. Consistent numbering of mechanisms across the partial 
programme and full programme theory diagrams allow the CMOCs to be cross-referenced with the full 
programme theory diagram. Our CMOCs are further tabulated (see Appendix 5, Table 27) with additional 
quotes from the literature, further explaining some of the dynamics explored in this chapter. At the end 
of the chapter, we explore the outcomes of both these contributors and UB, as well as the impact on 
different groups.

The ‘bad apple’ approach
We noted a focus in the literature on individual and personal characteristics as contributors to UBs. One 
source, for example, discussed ‘maladaptive personality traits’ – such as being ‘paranoid, narcissistic, 
passive-aggressive and borderline types’ – as well as describing instigators of UB as having ‘poorly 
controlled anger’ and experiencing a ‘spillover of home problems’.91 These individuals are determined by 
the literature as having a greater proclivity to engage in UB than others and are often referred to as ‘bad 



26

NIHR Journals Library www.journalslibrary.nihr.ac.uk

Contributors to and outcomes of unprofessional behaviour between staff

apples’.92 The organisational response to such individuals is often to weed them out and try to discipline 
them. Over time, the hope is that this may lead to culture change, as a critical mass of instigators have 
their behaviour addressed.

However, other literature in our review argued that a focus on individual characteristics is often used by 
organisations as a ‘get out of jail free’ card that enables abrogation of responsibility and accountability 
to implement wider cultural change or strategies targeting UB.61,93,94 Moreover, evidence regarding 
individual-level contributors – such as personality types, gender or professional group – is often very 
mixed. For example, in terms of professional group, some sources find surgeons to be more frequent 
instigators of UB towards nurses because of inherent power dynamics, whereas other sources find 
nurses more frequently uncivil towards one another as a result of negative self-esteem, competition and 
fear.32 Additionally, possessing certain personality traits does not guarantee that someone will behave 
poorly, which makes the effectiveness of understanding such contributors questionable.95

Therefore, it may be more productive for organisations to focus on modifiable factors that are targetable 
by interventions in order to reduce UB. This can include improving working conditions, improving 
climate and culture, fostering a psychologically safe culture and eliminating barriers to providing 
high-quality care.96 In this manner, an organisation can create an environment that is least enabling of 
UB, regardless of the individual staff working at their organisation. Mannion et al. referred to this as 
addressing problems at the level of bad cellars (organisations), bad barrels (health systems) and bad 
orchards (professions), rather than bad apples.92 Professional accountability programmes such as Ethos 
in Australia and Vanderbilt in the USA show promise in fostering this kind of culture change.97,98 As such, 
this report and chapter will focus on factors that can be modified by interventions and not focus on 
what makes someone a ‘bad apple’ or a less resilient target.

Stakeholder feedback summary – contributors

We presented an early understanding of contributors to our stakeholders in January and May 2022. We received 
feedback that some of our understanding was too focused on the individual. This shaped our direction for the refined 
analysis in Step 2 of the project going forward, in which we focused on aspects that were within an organisation’s 
control to change. For example, in our initial theory of ‘causes’ of UB, we had many factors considered as individual-level, 
including professional or personal backgrounds, job demands and ability to cope. However, in our refined understanding, 
we now acknowledge that many of these factors are a function of the organisational environment rather than resulting 
from individual differences.

The stakeholder group also helped shape our language, moving from an understanding of ‘causes of UB’ – which was too 
deterministic – to ‘contributors to UB’.

Category 1: Workplace disempowerment
Workplace disempowerment can be caused by (1) organisational hierarchies, (2) physical environment 
and (3) unfairness.70,99–101 How these elements contribute to UB will be explained further, aided by 
presentation of CMOCs throughout this section.

Organisational hierarchies
The NHS and healthcare systems worldwide are known to be hierarchical; clinical professionals working 
across different grades and there are a range of disciplines, alongside non-clinical and/or support 
staff. As identified in the literature, working in a hierarchy was a key structure through which staff 
were disempowered. These hierarchies can exist both within and between professions and are often 
exemplified by the relationship between doctors and nurses, whereby doctors are often considered 
to be in a position of power relative to nurses.101,102 Hierarchy can either be a result of the design of 
the system in which organisations operate68 or a result of a socially constructed environment whereby 
certain groups or individuals are perceived to have more power than others. As such, hierarchies 
also interact with existing societal power dynamics – with hierarchies having generational, cultural, 
professional and gender-based roots.78
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Hierarchies can contribute to UB because those lower in the hierarchy have less power – which, as 
well as making them an easy target, also makes them feel less safe to speak up. One source provides an 
example of creating an environment in which it is unsafe to speak up in which vertical hierarchies can 
lead to a culture of blame and intimidation:

There appeared to be a style of management within nursing at this hospital that was based on fear rather 
than respect. There was an impression that nurses were tolerated rather than valued, that they should 
keep their heads down and not threaten those above them by disagreeing with them.103

This is highlighted in CMOC 1.

CMOC 1. If staff work in a disempowered position, such as at the bottom of an organisational or professional 
hierarchy (C), then this can inhibit willingness to speak up (M21/O1) and reduce ability to communicate  
(M14/O2) because a sense of intimidation and reduced psychological safety is experienced (M20).

With hierarchy as a ‘direct’ contributor to UB, the following quote from a patient support staff member 
from a qualitative study in Australia highlights the dynamic whereby a vertical hierarchy combined with a 
high-pressure environment creates more opportunity for ‘bullying down’:

If the surgeon is really anxious and tense, it flows down … they bully the anaesthetist, they bully the scrub 
nurse and scout nurses, and the techs cop it from everyone.93

This dynamic is depicted in CMOC 2.

CMOC 2. If staff work in a disempowered position, such as at the bottom of a hierarchy (C), then this can 
increase likelihood of experiencing and being impacted by UB (O) because it can make staff an easier target 
(M12).

Literature also reported that UB may manifest itself within flattened structures or between peer groups 
where there can be powerlessness. For example:

Frustration with their powerlessness often turns to internal hostility, known as ‘horizontal violence’, 
because of negative self-esteem and fear of the oppressor.104

Certain minority or disadvantaged groups can also be negatively affected and feel powerless (CMOC 3).

CMOC 3. If staff work in a disadvantaged group (C), then this can lead to displacement of aggression onto others 
(O1) and a feeling of being undervalued (O2) because of internalisation of oppression (M4).

Physical environment
Working in a physically uncomfortable environment (which is common in healthcare workplaces), for 
example where it is too hot or crowded or in close proximity to disease (such as during the COVID-19 
pandemic), can increase a sense of pressure and frustration and reduce ability to cope (see Figure 7).21 
Sources highlighted that certain environments could become associated with past traumatic 
experiences, causing regular and repeated post-traumatic triggers such as flashbacks, which further 
reduces ability to cope.77 See CMOC 4 (below).

Unfairness
Working in a lower position in a hierarchy can make staff feel they are disempowered and that 
organisational processes are unfair or unjust. Unfair processes – such as ‘bestowing apparent 
favours on some doctors in training by giving them access to resources, such as study leave or 
training opportunities, while denying these to others’105 and similar treatment – can be considered 
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discrimination, ostracisation or undermining in themselves. Over time, this can lead to a sense of 
annoyance, frustration or anger that can eventually lead to conflict.21 This is highlighted in CMOC 4.

CMOC 4. If staff work in a disempowered position where there does not seem to be a level playing field (C1) or 
work in a physically uncomfortable environment (C2), then this can cause them to externalise these frustrations 
– increasing proclivity to engage in UB (O2) because staff feel like they are being treated unfairly (M3), 
experience frustration (M5) and have a reduced ability to cope (M18/O1).

Depicting the processes of disempowerment
Figure 7 depicts how the contributors underpinning workplace disempowerment interact. You will 
notice that other factors, such as inauthentic leadership, are also depicted in this diagram; these will be 
discussed in the harmful work cultures section.

Category 2: Organisational confusion, uncertainty and stress
When staff experience organisational confusion, uncertainty and stress, these factors contribute to 
increased instances and experiences of UB. The following four headings demonstrate how this happens, 
showing that when staff experience a lack of control in their day-to-day work, they encounter challenges 
in building relationships that, in turn, increase conflict: (1) organisational change, (2) a lack of resources 
and high job demands, (3) a culture of pressure and (4) a lack of role clarity.

Organisational change
The literature and stakeholders suggested that whether or not organisational change increases UB often 
depends on the pre-existing culture and how change is managed. The primary evidence regarding how 
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FIGURE 7 How CMOCs underpinning workplace disempowerment interact.



DOI: 10.3310/PAMV3758� Health and Social Care Delivery Research 2024 Vol. 12 No. 25

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

29

changes may contribute to UB is through an increase in uncertainty about one’s organisational role and 
a further increase in workload, as well as potential job insecurity,76 which may result in an increase in 
competitive attitudes that can set employees against each other. For example:

In competitive environments, organizational re-structure or periods of rapid change may create 
opportunities for individuals to engage in the misuse of legitimate authority for furthering self-interest or 
career opportunities.58

This increase in competitive attitudes can further reduce the ability to engage in teamwork and generate 
conflict and UB in an organisation. This can also interact with hierarchy, whereby the power dynamic 
can be enhanced by the threat of organisational change and managers can seek to scapegoat employees 
beneath them to entrench their position.21

CMOC 5. If staff experience a period of organisational uncertainty, such as organisational change (C), or they 
experience a lack of job resources (C2), then this can lead to conflict and UB (O) because staff perceive their job 
to be at risk; an increase in competitive attitudes ensues (M8).

Demanding work environments and lack of resources
Demanding work environments with high job demands and lack of resources were also identified as 
contributors to UB through reduced achievements, leading to reduced ability to communicate effectively 
with colleagues. For example, one source highlighted the ED as a highly demanding work environment, 
due to:

acuity and complexity of patient presentations, the lack of predictability of workflow and the need to 
attend to patients in a timely manner.106

Such demands can impact staff in several ways, including reducing the quality of communication, which 
may increase the chance of it being perceived as UB. For example, one source highlighted that:

… consultants told us they were more likely to speak sharply to doctors in training when they themselves 
were stressed. They reported that they were less able to prioritise the training needs of their juniors, and 
less likely to treat them with respect at all times.105

This dynamic is explored further in the culture of pressure section (below).

Job demands can also include the complexities of healthcare work, as well as organisational bureaucracy 
that could theoretically be more streamlined. For example, opaque organisational processes were found 
to needlessly add to frustration and drive conflict. In other cases, irreconcilable responsibilities lead to 
conflict between individuals as they attempt to resolve such difficult organisational issues:

When incompatible social structures bear on a situation, the clash creates unresolvable conflicts fuelled 
by the simultaneous compulsion to fulfill irreconcilably oppositional obligations, creating a downward 
spiral of communication that circles back to escalate the conflicts.107

CMOC 6. If high job demands are experienced regularly in the absence of adequate resources (C1), then 
escalation of conflicts is more likely (O2) because there is both a high-pressure environment (M5) and a reduced 
ability to communicate effectively (M14/O1).

A lack of job resources can include financial, human and clinical resources, all of which contribute to 
an inability to adequately perform one’s role. There are known healthcare staff shortages in the UK 
and worldwide. One paper highlighted the impact of austerity in the UK on reducing job resources, 
noting that:
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… tightening regulation and oversight requires staff to provide efficient, high quality and safe care 
despite growing material and staff scarcity, increasingly complex workloads, worsening pay, morale and 
development prospects and a pressurized, high stakes environments. Unsurprisingly, this can undermine 
cultures of solidarity and respect between frontline professionals.108

This lack of resources could lead to staff feeling unable to work in a team, due to:

… contexts governed by rising stress, fear and precarity in which fellow health staff can feel in competition 
with each other, with each cadre of professional all too aware of the need to justify their own position 
and worth.108

These dynamics tie in with CMOC 6 (above) but can also lead to a culture of pressure (CMOC 7).

Culture of pressure
Significant job demands or a lack of resources can contribute to a sense of a pervasive culture of 
pressure which can make it difficult to meet expectations and get work done to a high standard, and can 
increase stress. This manifests itself in a feeling that one is not in control, which can generate a sense 
of frustration. In some cases, frustration can be externalised to attempt to relieve stress or regain some 
element of control. One source highlighted this dynamic:

… nurses commit negative workplace behaviours in order to release the feelings of frustration and regain a 
sense of control.68

These dynamics again relate to CMOC 4.

The sense of pressure can also cause stress and result in people being curt in their communications, 
which can lead to more miscommunication and a lack of empathy between employees. To emphasise 
this, a review of a culture of bullying at an NHS trust highlighted that:

… ‘often the people doing the bullying are actually stressed’ and ‘under more pressure’, resulting in 
aggression ‘in how they approach and manage people’.70

Unfortunately, the inhibition of communication caused by pressure can further increase the 
pressure due to the impact made when crucial information is not imparted; a vicious circle is created 
(see Figure 11). One study highlighted the link between pressure and communication, stating that:

… excessive workload, inadequate time for preoperative patient preparation, and unclear job descriptions 
all resulted in communication to be either disrupted, rushed, or incomplete.109

This vicious circle is highlighted in CMOC 7.

CMOC 7. If staff experience a lack of resources or high job demands that increase pressure (C), then this may 
lead to an inability to cope with the impact of UB (M18/O1) because communication with co-workers can be 
inhibited (M14). This makes it difficult to build relationships (M16), which can reduce feelings of social support 
(M17).

Lack of role clarity
A lack of role clarity is another contributor that could be considered to be an aspect beyond the control 
of staff and that can impede their ability to work effectively. This can result in a situation in which the 
demarcation lines between their responsibilities and those of another are blurred, and staff can find 
themselves in unnecessary conflicts through no fault of their own (CMOC 8). One study highlighted a 
dilemma one participant faced:
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Lack of clarity in workflow processes and management appeared to contribute to work-related discontent. 
‘Roles are blurred. Instructions are unclear and when you try to sort something out you are verbally 
attacked (or emailed) if something is not done “correctly” even though you tried to seek out the “correct” 
process ….77

Quote reproduced in part from BMC Health Services Research (https://bmchealthservres.biomedcentral.
com/articles/10.1186/s12913-022-07763-3) in line with the CC-BY 4.0 Licence.

These micro-conflicts resulting from a lack of role clarity, which can be considered forms of UB in 
themselves, can further impact communication, the ability to build relationships with colleagues and the 
ability to cope, as depicted by CMOC 8.

CMOC 8. If staff are disadvantaged by organisational processes outside their control – such as a lack of role 
clarity or high job demands (C) – then this may increase levels of curtness in communication (O2) because 
they begin to feel pressured and their tasks become rushed (M5), which reduces their ability to communicate 
effectively (M14/O1).

These relationships are depicted in Figure 9 because the mechanisms underlying organisational 
confusion, uncertainty and stress are entangled with those that enable harmful cultures.

Category 3: Job and organisation designs that inhibit social connection
When job or organisational designs inhibit the ability of staff to connect with one another, social 
isolation and siloed working occur. This can increase the likelihood of UB occurring as well as reduce 
one’s ability to cope with UB, if present, through: (1) a lack of social support, (2) shift or agency working 
and (3) reduced ability to communicate effectively.

Lack of social support
Experiencing a lack of social support is at the core of this category and predominantly leads to an inability 
to cope with UB.80 A lack of social support is generally more distal in the causal chain and can be a result 
of other contributors outlined throughout this chapter, including – as discussed previously – a culture 
of pressure undermining the ability to have time to build relationships. One included study stated that 
when social support exists:

… rallying around a victim in solidarity demonstrates a united front against the bully and is a means of 
taking power away, thus deflating the perceived outcomes from the bullying.110

A lack of social support causes a reduced sense of self-confidence. This can inhibit speaking up 
(see Figure 8). Thus, where social support does not exist, staff can be silenced or dehumanised. For 
example, one – a woman who had experienced sexual assault by co-workers in a healthcare workplace – 
was further ostracised by unsupportive co-workers:

Claire commented that even though she was taking calls from lawyers ‘in the middle of operating’, none of 
her colleagues offered support: ‘they were just pretending nothing was happening’ […]. The silencing and 
banishment from her workplace ‘reduced me into an enigma, and has depersonalised me’.80

Shift or agency working
Figure 8 demonstrates that reduced self-confidence can lead to an inability to cope, as well as a reduction 
in ability to speak up and report or challenge future instances of UB that may be encountered. Use of 
agency staff rather than permanent NHS staff is increasingly common in the UK; spending on agency 
workers in Scotland, for example, doubled in 2021.111 Similarly, a move to shift working in recent decades 
has made it less likely to see familiar faces or even have consistent managers while working, which ‘can 
lead to isolation and multiple cultures being developed across the organisation’.112 A move to shift and 
agency working can make it more difficult to build social connections with colleagues, which reduces the 
ability to communicate effectively and makes staff less likely to feel supported.113 The consequences of this 
were highlighted by one study, in which a participant reported that shift working was:

https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07763-3
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07763-3
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… leading to staff being unable to build a sense of team collegiality ‘because I now work with so many 
different people – no-one has my back any more’.76

This was highlighted as inhibiting an ability to cope, because: ‘I can’t confide to my manager because I 
never see them and now I can’t confide with my mate because I don’t know who my mate is’.76 When 
staff are unable to cope, this can cause a spillover of frustrations in the form of UB:

… when [staff] themselves might not be coping [they] take out their frustration by lashing out at other 
staff. Such behaviours reportedly led to conflicts.106

The dynamics of social support are reflected in CMOC 9.

CMOC 9. If staff work in shifts (C), then this can reduce the ability to cope when experiencing UB or workplace 
stressors (M18/O1) and reduce self-confidence (M19/O2), which can worsen the impact of UB on health and 
well-being (O3) because shift work can reduce the ability to build social connections (M16) and lessen feeling 
that one is socially supported (M17).

Reduced ability to communicate effectively
Connected to social support and many other contributors of UB, the ability to communicate effectively 
is also crucial. As highlighted earlier, several factors can reduce the ability to communicate effectively, 
including a culture of pressure or intimidation and high job demands. As such, an inability to 
communicate effectively can form vicious circles that increase the impact of UB on staff and directly 
exacerbate conflicts. This is highlighted in the following quote, in which a cycle between communication 
and frustration is outlined:

a lack of communication between the physician and the nurse can result in stress for the nurse […], and 
conflict between nurses and physicians and between nurses results in feelings of anger and frustration.110

This causal chain is depicted in Figure 7, whereby working in a high-pressure environment, for example 
(C), can lead to a reduced ability to communicate effectively (M4) and, therefore, to greater frustration 
(O1/M5) – which can directly lead to conflict and escalating UB (O2). One study interviewing hospital 
staff reported that a high-pressured clinical environment could also become associated with feeling 
psychologically unsafe:

…I felt unsafe in that environment… In the theatre environment at this hospital, I have been sexually 
harassed verbally and bullied by senior staff ….77

Additionally, an inability to communicate begets further UB as it undermines a sense of social support.109 
Sources highlighted that ‘simple gestures such as open, honest, transparent communication go a 
long way to build rapport with workers’.114 This is reflected in CMOC 10. Issues with communication 
quality can also cause clinical information to go uncommunicated and can allow medical mistakes to go 
unchallenged, affecting patient safety (see Figure 12).14

CMOC 10. If staff work in a high-pressure environment or in a culture of intimidation (C), then this can lead to 
reduced ability to build social connections (M16/O1), a reduced sense of social norms (M15/O2) and a reduced 
sense of social support (M17/O3) because there is a reduced sense of psychological safety and ability to 
communicate effectively (M14).

Depicting the process of reduced social cohesion
Figure 8 depicts the core CMOCs underlying the contributors in this section. CMOC 10 is depicted by 
drawing on M15, 16 and 17. The figure also depicts how these mechanisms – such as M17: Reduced 
feeling of social support – can impact both self-confidence and ability to cope.
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Category 4: Harmful work cultures
Leadership is a key contributor to how harmful work cultures come into being and persist. Behaviours 
exhibited by those in senior positions enable, model or tacitly permit UB to continue in their 
organisations. We articulate this in the following ways: (1) complicit and permissive leadership, 
(2) negative role-modelling and prior learned behaviour, (3) an authoritarian culture, (4) a lack of 
organisational accountability, (5) organisational deafness and (6) cliques.

Complicit and permissive leadership
Our findings indicate that enablement of harmful work cultures generally requires the permission 
(active or tacit) of leadership in order to persist – that is, being complicit. One example from the USA is 
the promotion of ‘high-performers’, even when it is known that they engage in UB. This reflects both a 
complicit and permissive leadership team:

The work environment is toxic with male surgeons who bring in high revenue streams to the hospital (and) 
seem to be allowed to treat staff as they please despite the fact that staff have raised concerns.77

This can result in staff learning that UB is acceptable or even necessary to succeed, causing such 
behaviours to be replicated (CMOC 11).

Laissez-faire (permissive) leadership can lead to a situation where UB is allowed to persist through 
avoidance or negligence and can signal that there would not be consequences for potential 
instigators.76,101 With respect to UB, if a hands-off leadership team does not address UB, it further 
reinforces their complicity – a dynamic reflected in CMOC 12. At the other extreme, leaders and 
managers engaging in micromanagement may also be perceived as bullying.68

Culture of pressure

Distrust in leader,
inauthentic leadership

18. Reduced ability
to cope

17. Reduced feeling
of social support

19. Reduced self-
confidence

16. Ability to build
social connections

Working in high pressure
environment, intimidation

Inhibited social cohesion (M15–19)

Shift, agency working

Hierarchy, inauthentic
leadership

15. Reduced ability
to perceive social

norms

14. Reduced ability to
communicate effectively

and appropriately

FIGURE 8 How CMOCs underpinning poor social cohesion interact.
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CMOC 11. If a workplace has a prevalence of UB and leaders/managers are not seen to address it by being 
complicit or laissez-faire (C1), then this can cause staff to engage in UB (O) and reduce trust in leadership (O2), 
because UB is perceived to be normal (M13).

Negative role-modelling and prior learned behaviour
Negative role-modelling and prior learned behaviour within the workplace – particularly by those more 
senior – can reinforce negative prevailing social norms within an organisation (in line with CMOC 11) by 
giving the impression that management tacitly support engaging in UB.93 This can directly lead to staff 
replicating these negative behaviours, reducing the sense of social cohesion within an organisation. 
For example, in some cases, negative role-modelling created learned behaviours, for example where 
‘nursing students can be bullied by one another and by faculty in both face-to-face and online learning 
environments’.99 This can lead students or staff moving organisations to bring practices with them into 
the workplace that propagate a bullying culture.115 See CMOC 12, below, for a depiction of how this 
contributor works.

CMOC 12. If a workplace has a prevalence of UB and leaders/managers are not seen to address it (C) – or they 
role-model it themselves (C2) – then there is an increasing likelihood of others engaging in UB (O) and reducing 
trust in leadership (O2) and little change (O3), because the impression can be given that incivility and other UB 
is tolerated and normalised (M13), which reduces perceived risk for instigators (M12) and, for victims, ability to 
speak up (M21).

Authoritarian culture
An authoritarian leadership style was also reported as creating an environment in which UB can thrive. 
One study cited that this may happen in high-pressure environments, such as operating departments 
in which ‘professional stressors related to surgical processes and procedures appear to activate or elicit 
authoritarian and hierarchical modes of interacting between inter-professional groups’.77 Existence of 
such a leadership style for a prolonged period can lead to the development of an authoritarian culture, 
which can also inhibit psychological safety and, consequently, speaking up. Chadwick and Travaglia57 
highlight how an authoritarian management style might result in UB: ‘An autocratic manager may engage 
in workplace bullying simply by exerting their authority over others, making unreasonable demands or 
excluding staff in decision-making processes which are within their authority’.57 By excluding staff from 
processes that should be in their remit, authoritarian management styles can reduce ‘problem-solving 
efficacy’, which has been put forward as an antecedent to psychological safety and can impact patient 
safety.83 It also creates an atmosphere of intimidation in which people do not feel psychologically safe to 
speak up. This dynamic is reflected in CMOC 13.

Lack of accountability by leadership
A culture of tolerance of UB can also be signalled by a lack of accountability taken by leaders when UB is 
reported. From interviews with healthcare staff, one included study highlighted the impact this has on 
healthcare staff directly:

(e.g.) a clinician raising unprofessional behaviour of another clinician from a different discipline, reports up 
through line manager/stream manager, only for the reporting clinician to be made ‘the problem’… shunt 
off to EAP (employee assistance services) … unprofessional behaviour continues …. Line manager and line 
manager’s manager continually demonstrate unprofessional behaviour. 77

Quote reproduced in part from BMC Health Services Research (https://bmchealthservres.biomedcentral.
com/articles/10.1186/s12913-022-07763-3) in line with the CC-BY 4.0 Licence.

Such a dynamic and the impact this has on perception of the organisation by staff are reflected in 
CMOC 13.

CMOC 13. If UB is prevalent in a workplace and managers are seen not to address it – or even negatively role-
model such behaviours themselves (C) – then this can reduce psychological safety (M21/O1) and reduce trust in 
management (O2) because staff sense that the organisation is deaf (i.e. that they do not care about UB) (M10): 
creates an intimidating culture (M20).

https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07763-3
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-07763-3
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Organisational deafness
The literature reviewed suggests that how organisations visibly respond to UB sends a strong signal 
indicating cultural direction. Turning a blind eye or the organisation (represented by managers and leaders) 
not reacting to staff concerns can cause proliferation or at least lack of reduction in UB. When people 
speak up but do not feel heard and no action is taken, this can be referred to as organisational deafness116 
in the literature. Jones and Kelly116 highlight that, in many cases, employees who do try to speak up and 
indicate that there is a problem receive no acknowledgement or response from their managers or the 
organisation (a ‘deaf’ effect). The signal this sends to staff cannot be overestimated and the damage to 
trust between employees and their leaders may be as damaging as the UB itself. This places an onus on 
organisations to be actively listening and acting on concerns in order to tackle UB issues as they arise.

In some cases, the deafness may be more purposeful, in which case it could be termed a form of 
organisational tolerance of UB.117 One example behaviour, as mentioned previously, is promotion of 
high-performing clinicians who are known by staff to engage in UB.115 The literature highlighted that 
active tolerance of UB was noted in some organisations. Additionally, in other situations, organisations 
and managers may not know that UB is taking place, because a lack of psychological safety means that 
issues are not reported and hence not known to managers (CMOC 14).

CMOC 14. If a reduced sense of psychological safety leads people to not speak up (C), then strategies to address 
UB are not implemented (M23/O1), reducing trust in leadership (O2) because managers are not aware that UB is 
taking place (M22).

Cliques
One paper identified that informal alliances or cliques can create an environment in which UB is tolerated 
or even encouraged by local line managers, with one included study stating ‘a tolerance of bullying 
behaviour formed because of the power of these alliances. “They were really a strong force, really 
opposing anything different. And, they were (...) fairly united and stuck together”’.118 Included sources 
suggest that cliques can manifest themselves at any hierarchical level and operate to undermine and 
minimise challenge and speaking out by weaponising social ostracisation and intimidation tactics.119 By 
amplifying a culture of intimidation that can damage psychological safety and inhibit speaking up, the 
dynamics through which cliques work can reflect CMOC 1 as well as CMOC 14.

Depicting how harmful culture and organisational processes affect UB
Figure 9 depicts how both a harmful organisational culture and organisational processes (as evidenced 
in a recent report regarding University Hospitals Birmingham8) can drive UB. For example, CMOC 12 
is reflected in M12 and M13 in the diagram and a ‘vicious circle’ is depicted between social norms that 
enables incivility and a reduction in the perception that management cares about UB.

Proximal outcomes

Development of our CMOCs led us to understand that contributors had three main outcomes that 
worsened UB and its impacts: (1) an increase in proclivity to engage in UB, (2) reduced ability to cope 
with the effects of UB and (3) reduced ability to report or challenge UB, which allows it to continue as 
UB is not directly challenged and managers are not aware of where UB is taking place (Figure 10). This is 
reflected in existing CMOCs throughout this chapter and is also depicted in Figure 11.

Interactions of contributors

This chapter has so far elucidated the core contributors to UB, which include: (1) feelings of workplace 
disempowerment, (2) organisational confusion, uncertainty and stress, (3) job and organisational designs 
that inhibit social connection and (4) harmful work cultures as a direct result of poor leadership and 
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FIGURE 9 How CMOCs underpinning enablement of harmful cultures, and battling organisational processes, interact.
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management. Within each category, we have discussed and depicted a number of ‘vicious circles’ that 
impact day-to-day practice in the partial programme theory diagrams.120 However, there was not space 
to textually discuss every aspect of the complexity. We have formulated Figure 11 to depict the full 
scope of relationships between contexts, mechanisms and outcomes. Mechanisms (ellipses) are still 
numbered and are consistent with other CMOCs and figures throughout this chapter.

The proximal outcomes discussed above are reflected in Figure 11 as a reduced ability to cope in 
contexts where UB occurs (see Figure 11, mechanism 18), as well as a reduced ability to speak up 
to address UBs (mechanism 21). As discussed above, some contributors (such as a competitive 
environment, working in a disadvantaged group or a lack of job resources) also lead to an increased 
proclivity to engage in UB. The mechanisms (shown as orange ellipses in the figure) that increase 
proclivity to engage in UB include: feeling the need to compete (M8), scapegoating/undermining (M9), 
low risk to engage in UB (M12), frustration (M5), reduced ability to communicate effectively (M14), 
internalisation of oppression and (M4) reduced ability to perceive social norms (M15).

Our overarching programme theory in Figure 11 presents the complexity of the contributors and their 
interactions to allow us to better understand the underlying contexts, mechanisms and outcomes and 
how they interconnect. For example, a lack of job resources (C) can lead to frustration and a feeling 
of powerlessness (M5), which can then lead to reduced ability to cope (O/M18). As another example, 
permissive leadership (C) can lead to a management style interpreted as UB (M12) increasing incivility 
among staff (O/M14). This can then form a causal chain: the change in organisational norm towards 
incivility (C) can create an atmosphere of intimidation (M20), which can reduce sense of psychological 
safety to speak up (O/M21). These dynamics highlight that mechanisms for one CMOC can form 
contexts or outcomes for another – meaning that one contributor can have echoes throughout the rest 
of the system, which can dangerously escalate.

Figure 11 also shows how contributors generally feed into each other from left to right. That is, workplace 
disempowerment connects to social cohesion, before affecting ability to speak up and manager 
awareness of UB, whereas battling organisational processes and enablement of a harmful culture more 
directly connects to reduced ability to speak up. Additionally, social cohesion connects directly to a 
reduced ability to speak up (M19 to M21). It is important to note that, while the diagram is complex, it is 
still a simplification of the complexity inherent in understanding UB in healthcare organisations.

Distal outcomes

The outcomes presented below are too distal to connect to any one example or CMOC above. However, 
any of the reported contributors already mentioned could negatively impact (1) psychological well-being 
of staff, (2) the organisation in terms of productivity, engagement and motivation and (3) patient safety 
and care quality.

Direct increase in incidence of UB

Reduction in ability to cope

Reduction in ability to report or challenge UB

FIGURE 10 Key outcomes from contributors to UB.
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Impact on psychological well-being
Being exposed to UB can have a negative impact on psychological well-being.121 A recent realist review 
of factors impacting psychological ill-health in nurses, midwives and paramedics found that working in 
an environment in which staff mistreat one another can create moral distress that can lead to stress and 
burnout.121 Other impacts on psychological well-being from UB exposure include post-traumatic stress, 
anxiety, depression and sleep disturbances.122 Bystanders and those witnessing UB can also experience 
a corresponding impact on their own psychological well-being or moral injury from not being able to 
prevent the UB.21 In some extreme cases, those on the receiving end of UB have resulted in suicide.123 
Other impacts of UB explored in this chapter – such as a loss of confidence – can also reverberate and 
further reduce staff’s ability to cope with UB. While we have formulated a programme theory for how 
patient safety is impacted by the presence of UB in Figure 12, we were not able to do so for staff well-
being. This is because the impact on well-being from UB is highly variable, dependent on individual and 
circumstantial factors, and no one type of UB is guaranteed to lead to a particular type of well-being 
impact (such as anxiety or post-traumatic stress).

Impacts for organisation
As well as affecting staff psychological well-being, impacts of UB on an organisation can include 
reduced productivity due to time spent tackling UB, low morale, coping strategies such as staff taking 
time off, increased staff turnover, lack of work engagement and loss of respect for management,124 
with significant economic ramifications. Included sources highlighted, for example, that hiring a new 
nurse can cost twice a nurse’s salary.54 Likewise, in the USA, one study reported that an average-sized 
hospital will spend $379,500 per percentage point increase in turnover rates (based on 2011 figures) in 
recruitment costs, with poorly performing organisations faring worse and paying up to $3.6 million per 
percentage point increase.62 Put another way, sources indicated this cost was $30,000–$100,000 per 
nurse actively experiencing incivility,63 with another study estimating this at $22,000–$64,000 per nurse 
(figures from 2015).125 Another study identified that, prior to an intervention in their hospital, costs due 
to annual staff turnover being 11.5% were $19 million annually.126 Finally, one study calculated that a 
‘conservative estimate’ of the total cost of incivility on a per incident basis was $250,000 even in 2008.62 
These figures, universally high, indicate the considerable financial impact of UB if left unaddressed by 
organisations, with the US-based literature generally having more focus on the economic impact of UB. 
However, it is unclear whether these numbers include the hidden clinical cost of reduced performance in 
terms of care quality, safety and impact on psychological well-being.

Impact on patient safety and care quality
An environment rife with UB can inhibit provision of quality care for patients.97,127,128 This occurs largely 
through ineffective communication, which makes it difficult to transmit the accurate information for 
complex medical procedures. During our analysis, we coded and analysed passages from our sources to 
understand how and why patient safety might be impacted by UB. Our realist analysis of how this occurs 
allowed us to form a programme theory that underpins the causal chain from UB to patient safety and 
care quality (see Figure 12). As Figure 12 shows, the presence of UB has four immediate impacts:  
(1) a loss of self-worth and confidence, (2) impaired communication, (3) reduced trust in teams and  
(4) impaired concentration. Intermediary outcomes identified include (1) inhibition of psychological 
safety, (2) being dishonest to avoid criticism, (3) inability to communicate essential clinical information 
and (4) working while distracted. Likewise, the presence of UB can cause (1) loss of passion, (2) inability 
to point out clinical errors and (3) reduced ability to learn. These factors can lead directly to an increase 
in clinical errors, as well as longer-term impacts – such as staff turnover and entrenched bad practices – 
ultimately leading to reduced care quality and safety (Figure 12).

Outcomes for different groups
Evidence within included sources was mixed regarding the susceptibility of various professional groups 
to UB – except for a few cases, which are explored here.
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Minoritised groups
Our results indicated that exposure to UB among marginalised groups may be a combination of harmful 
cultures that reflect wider societal attitudes, that is, issues such as structural racism and patriarchy69 –  
as well as interactions of other dynamics highlighted here, including hierarchy. As such, societal 
attitudes provide the wider context in which UBs occur in healthcare organisations. Groups that may be 
oppressed and/or who experience more UB than others in the healthcare workplace include (but are not 
limited to) nurses,102 women, members of disadvantaged social groups such as staff from ethnic minority 
backgrounds70 and people with a disability.129 Staff from marginalised backgrounds are more likely to 
work in shifts or as agency staff, which led to 47% of minority staff being in pandemic-specific roles 
compared to 31% of all staff.79 However, at the same time, the pandemic and social movements in the 
early 2020s (such as #BLM and #MeToo) were reported to have increased focus on misogyny, sexism, 
racism, homophobia, equality issues and UB more generally.75,79

Staff from abroad were also found to encounter difficulties, even while many health systems (e.g. the 
NHS) are recruiting internationally and becoming increasingly diverse. Speaking English less well than 
others or with a strong accent was found to affect peer relationships69 and could cause staff to feel 
marginalised. The difficulties of coming from a non-white racial background was reflected in included 
sources, where, for example, ‘… in my earlier job when I was leading the team, people will come … and 
will meet me sitting down and they will bypass me and go to white staff’.69

In terms of forms of UB, we did find staff with protected characteristics were more likely to be targets 
of UB in the form of harassment, discrimination and microaggressions.74,75 People with protected 
characteristics can be discriminated against based on age, gender, race, religion, sexual orientation, 
relationship status, country of origin, disability or pregnancy. Included literature highlighted that 
LGBTQ+ staff were the second-most likely to experience UB in the healthcare workplace after staff 
with a disability. Although staff networks were mentioned as a resource LGBTQ+ staff can turn to, no 
interventions in the literature sought to improve forms of UB such as homophobia or transphobia.130 
Staff with a disability were found to more frequently experience forms of ableism from managers, 
often stemming from a sense that managers were not sufficiently accommodating of their needs in 
the workplace.131

Microaggressions have been defined as ‘stunning and automatic acts of disrespect arising from 
unconscious attitudes inflicted by the culturally dominant groups’.69 The impact of microaggressions was 
found to build up and have a detrimental impact over time, silencing recipients and making them feel 
disregarded – as well as, for example, reducing their job performance and leading to poor psychological 
health,132 indicating that microaggressions are no less serious than other forms of UB.74,75 A review of 
NHS culture by Kline70 highlighted that microaggressions are an insidious form of racial harassment 
but that, in their review of culture at an NHS trust, few people could define them or their impact. 
Additionally, one report on culture in an NHS trust found that the presence of a harmful culture in which 
senior leaders ‘won’t say anything because they’re afraid of being called racist’70 led to inhibition of 
strategies being implemented to address the issue. These factors are represented in CMOC 15.

CMOC 15. Outcomes for marginalised groups.

People with protected characteristics (C) are more likely to experience UB from other staff members (O) because 
they are at higher risk of being in disempowered positions in the workplace (M1), may be less likely to receive 
social support from colleagues (M2) and because stigma can prevent structural issues (racism, sexism, ableism or 
transphobia) being acknowledged or addressed (M3).

Students and those new to the profession
One group highlighted within the literature as more susceptible to being on the receiving end of UB 
were newly qualified staff and students, who are often at the bottom of the workplace hierarchy and are 
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unsure about social norms when entering work.133 Included sources referred to both medical students 
and graduate nurses as more prone to impacts of UB. For example, one study reported 31% of newly 
graduated nursing students indicated they were experiencing bullying.134 Other sources reported that 
this could lead to nurses leaving the workforce at an early stage and changing career, particularly those 
from ethnic minority backgrounds.32 Many of the UB contributors that impact graduate nurses are the 
same as those already explored in this chapter but amplified. Sources often reported that graduate 
nurses experienced UB more frequently – often with exclusionary behaviours such as other staff being 
dismissive of them.135

During the early years of their careers, graduate nurses are highly reliant on their relationships with 
mentors and supervisors, and trust in their supervisor is key. At the same time, for students, this must 
be balanced with a feeling that they are useful and contributing to their work environment.101 The 
impact of high job demands can most negatively impact those new to the profession, reducing time 
interacting with more experienced colleagues.136 Seeking interaction with mentors and supervisors 
generally is analogous to a search for role models. If mentors and supervisors model UB-promoting 
behaviours, graduate students are more at risk of internalising such negative behaviours and potentially 
subsequently reproducing them (and perceiving them to be normal).137

Sources suggested it should be possible to intervene at the junction between studentship and entering 
the workforce, perhaps with education and awareness or role-playing interventions (e.g. anticipatory 
socialisation interventions), delivered as they join an organisation.68,138,139 One intervention with students 
implemented problem-based learning to prepare them for UB they may face upon graduation and 
reported success at raising awareness of UB and mechanisms to tackle it139 (see CMOC 16).

CMOC 16. Experience of UB by students and new graduates.

Staff such as students and others new to the healthcare profession (C) can experience more UB than other 
groups (O) because they are seeking to integrate into the social environment and be accepted, which makes them 
socially vulnerable (M1). They may have less concept of the pervading social norms (M2) and may be perceived 
by others as less capable (M3).

Surgeons, doctors and nurses
As previously reported, evidence regarding doctor-to-nurse interactions overall was mixed.95 However, 
one consistently reported problematic interprofessional interaction was in a surgical context. This 
perhaps relates both to stricter hierarchy and the high-pressure environment of surgery.91 The presence 
of a steep hierarchy was often cited as inhibiting effective communication (reducing psychological 
safety), which can impact patient safety and care quality.109 A study across seven Australian hospitals 
in 2022 highlighted that this is still an ongoing problem, with one participant stating ‘Some (surgical 
medical staff) in theatres are still very rude to nurses – every week I would witness a surgeon raising his 
voice, yelling, throwing things out of anger and impatience …’.77 However, despite the incidence of steep 
hierarchy leading to increased UB in a surgical setting, nurses reported that UB originating from other 
nurses was more hurtful than that from other professional groups – indicating that intraprofessional or 
‘in-group’ UB may be perceived to be more psychologically damaging110 (see CMOC 17).

CMOC 17. Inter and intraprofessional UB.

If UB is experienced at an intraprofessional level (C), then it can be perceived to be more harmful (O) because it 
can feel like more of a betrayal (from within one’s own profession) when horizontal violence occurs (M1) and can 
have a greater impact on interpersonal relationships that are more frequent and meaningful (M2).
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Key findings

This chapter focused on the four broad types of contributors to UB: (1) workplace disempowerment, 
(2) organisational confusion, uncertainty and stress, (3) work and organisation designs that inhibit social 
connection and (4) harmful workplace cultures that tolerate UB. Our full programme theory has depicted 
how these categories can also interact with one another to form vicious circles (e.g. frustration limiting 
ability to communicate thus causing more frustration) (see Figure 11). These contributors can broadly 
lead to: increased propensity to engage in UB, a reduction in the ability to cope when UB is present, and 
a decrease in ability to report or challenge UB. In terms of who is most at risk, women and new entrants 
to the profession, as well as individuals from marginalised groups including black, minority, and disabled 
staff, are at greater risk of UB. Evidence regarding interprofessional interactions (e.g. doctors and nurses) 
was mixed in terms of frequency but evidence did suggest that intraprofessional UB was more harmful 
than interprofessional UB to well-being.

Our findings have identified outcomes at both a distal and a proximal level. Proximal outcomes 
included impacts to reduced ability to cope, increases in UB and inhibition of ability to speak up. Distal 
outcomes included directly reducing patient care quality and safety through several mechanisms, 
including inhibiting ability to report mistakes, reducing ability to learn and impairing concentration and 
communication. Sources also identified negative impacts on staff psychological well-being from being 
exposed to UB in the workplace. Sources reporting on the effects of UB on organisations (such as 
reduced staff engagement and poor retention, leading to economic impact) highlight potential significant 
cost savings when reducing UB. This chapter and the associated evidence challenges the ‘bad apples’ 
individual approach and emphasises considering broader and more systemic contributors to UB, such as 
workplace design.
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Chapter 5 Interventions to reduce 
unprofessional behaviours between staff in 
acute healthcare settings

Introduction

This chapter describes and explores the 42 interventions identified in the 148 sources included in our 
review. We categorise interventions in the first instance, before exploring their settings, evaluations 
and findings within acute healthcare settings. Strategies to change behaviour are outlined in Chapter 6, 
which discusses how they work. Chapters 7 and 8 explore more contexts in which interventions may or 
may not work. We conclude this chapter with some summary CMOCs to reflect differences between 
different identified intervention types.

Interventions versus strategies

In this chapter, we refer to both interventions and strategies. Interventions are defined as 
‘co-ordinated sets of activities designed to change specified behaviour patterns’.140 Interventions are 
broad, typically comprising (1) the apparatus for delivering strategies, (2) the strategies themselves 
and (3) the evaluation methods assessing their effectiveness.140 Strategies, on the other hand, are 
components of interventions and comprise the specific activities of an intervention.140 This may 
include, for example, behaviour-change techniques (BCTs). BCTs and related strategies are defined as 
the ‘active ingredients’ within interventions that aim to change behaviour in specific ways.140 Figure 13 
provides a visual depiction.

We have fully tabulated details on the 42 included intervention papers in Appendix 6, Table 28. 
Of the 42 interventions discussed in the first part of this chapter, 30 were conducted in the 
USA,53,54,62–67,71,72,98,104,107,125,126,134,137–139,141–152 5 in Australia,93,97,103,127,153 2 in Canada154,155 and 2 in South 
Korea.61,156 One intervention was delivered in Turkey,157 another in Ireland152 and one final one in Iran.158 
We identified no sources reporting on an intervention that was implemented in the UK. Thus, no 
interventions have been delivered and reported from a UK context – which is striking, given the high 
rates of bullying reported in NHS staff surveys.16 However, we do acknowledge that there are several 
‘in-practice’ interventions taking place in the UK and elsewhere; we explore these in Appendix 7.

Intervention design and types

This section explores the characteristics of the 42 papers directly reporting on interventions, including 
study designs, use of theory, samples, duration, flexibility, effectiveness and use of outcome measures. 
Where possible, we categorise our analysis by intervention type. We categorised interventions into five 
types (Figure 14):

•	 Single-session education/training-based interventions (n = 13: Ceravolo et al., 2012; Clark et al., 
2013; Dahlby and Herrick, 2014; Embree et al., 2013; Griffin, 2004; Griffith et al., 2019; Hawkins 
et al., 2022; Kile et al., 2019; Nikstaitis and Simko, 2014; O’Connell et al., 2019; Stagg et al., 2011, 
2013; Warrner et al., 2016)

•	 Multiple session education/training-based interventions (n = 11: Asi Karakaş and Okanli, 2015; 
Banerjee et al., 2022; Barrett et al., 2009; Demarco et al., 2005; Jenkins et al., 2011; Kang et al., 2017; 
Kousha et al., 2022; Lasater et al., 2015; Nicotera et al., 2014; O’Keeffe et al., 2022; Saxton, 2012)
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FIGURE 13 Umbrella diagram depicting components of an intervention.
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FIGURE 14 Intervention types and quantities.
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•	 Combined intervention sessions with other activities, such as codes of conduct to form one 
intervention (n = 6: Chipps and McRury, 2012; Dimarino, 2011; Kang and Jeong, 2019; Parker et al., 
2016; Stevens, 2002; Thorsness and Sayers, 1995)

•	 Professional accountability and reporting interventions, such as Vanderbilt and Ethos (n = 8: Baldwin 
et al., 2022; Churruca et al., 2022; Dixon-Woods et al., 2019; Hickson et al., 2007; McKenzie et al., 
2019; Speck et al., 2014; Webb et al., 2016; J. I. Westbrook et al., unpublished); and

•	 Structured culture-change interventions, such as civility, respect and engagement in the workplace 
(CREW) (n = 4: Armstrong, 2017; Laschinger et al., 2012; Leiter et al., 2011; Osatuke et al., 2009).

Use of strategies across intervention designs
There were differences between intervention types and the strategies used, outlined as follows:

•	 Single-session interventions drew predominantly on awareness-raising strategies such as education 
about UBs (n = 2). In 11 cases, this was also combined with role-playing and other activities intended 
to enhance and practise the ability to speak up and challenge UB in the moment.

•	 Multisession interventions typically drew on similar strategies but often diversified the approach 
to include strategies aimed at increasing the ability to speak up or improving the ability to work 
together, such as assertiveness training (n = 1), problem-based learning (n = 1), conflict-management 
training (n = 1) group writing or journalling (n = 2), and communication training (n = 1). However, most 
still drew on a mix of cognitive rehearsal/role-playing and education (n = 4).

•	 Combined sessions with other activity interventions often sought to (1) have a training or education 
session to, for example, improve knowledge and awareness of UB and ability to speak up, alongside 
(2) non-session activities, such as the addition of a code of conduct (n = 6).

•	 Professional accountability interventions often including a reporting and escalation system. These 
interventions typically combined this with training to enhance speaking up and role-modelling 
by leadership (in the case of Ethos97,127) or incorporated championing – that is, encouraging 
individuals to role-model and espouse the benefits of the intervention (in the case of Vanderbilt 
interventions53,93,98,143,147,151).

•	 Structured culture-change interventions tended to utilise a case-by-case or bespoke response to 
organisational needs, including (1) action-planning to assess which strategies to implement and (2) 
surveys to understand the initial landscape of UB. Strategies used within these interventions included 
training on assertiveness, communication and conflict resolution, as well as for leaders and other 
social support-building strategies.

Intervention evaluation designs

The majority of studies did not use rigorous study designs to evaluate the interventions or assess 
effectiveness (Figure 15).

•	 Sixteen of the studies used pre–post intervention study designs with very short 
follow-up periods (e.g. a survey immediately following a training session) and no control 
group.54,62,65–67,72,104,126,127,139,141,142,148–150,157

•	 Three further studies applied a pre–post design with a non-randomised control group.107,146,153

•	 Five other studies used a pre–post design with no control group but with the addition of follow-up 
data collection, ranging from 2 weeks to a year post intervention.63,64,134,137,145

•	 Five used a randomised or quasi-randomised controlled trial (RCT) design.61,154–156,158

•	 Thirteen were descriptive case studies or feasibility studies that did not report on effectiveness of 
the interventions.53,71,93,97,98,103,125,138,143,144,147,151,152

Table 10 breaks down the intervention design against the evaluation design of included studies.
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Professional accountability interventions may be more difficult to evaluate and, thus far, they have 
only been reported in descriptive studies – with few data regarding effectiveness. It is also of note 
that interventions relying on single sessions to deliver their strategies also typically drew on pre–post 
designs without control groups, despite their lack of complexity – which should theoretically make 
them easier to evaluate in an RCT. This, perhaps, highlights a general lack of resources devoted to these 
interventions. CREW interventions originating in the USA seem to have been more well-resourced; as 
such, they have been assessed with more rigorous study designs, typically drawing on randomisation of 
entire hospitals or organisational units.

Use of theoretical frameworks and logic models
We extracted information regarding use of theoretical frameworks and logic models where it was 
explicitly mentioned. Descriptions of each theory are summarised in Table 11.

Five interventions used organisational theories, including Model of Improvement by Langley,141 
Kanter’s theory of structural power in organisations,155 a National Center for Organisation 
Development practice model,146 a Three-Level Intervention Model by Longo138 and Kilmann’s Model for 
transforming organisations.150

16 (38%)

13 (31%)

5 (12%)

5 (12%)

3 (7%)

Pre–post single group

Informal/case study designs

Pre–post single group with
follow-up

RCT

Pre–post with non-randomised
control group

FIGURE 15 Pie chart depicting number of studies using different evaluation types.

TABLE 10 Table depicting evaluation design against intervention types

Intervention design
Single 
session

Multiple 
session

Combined-session 
interventions

Professional 
accountability

Structured 
culture change Total

Pre–post without control 10 3 1 1 1 16

Pre–post without con-
trol but with follow-up

2 2 1 0 0 5

Pre–post with control 1 1 0 0 1 3

RCT 0 2 1 0 2 5

Descriptive 0 3 3 7 0 13

Total 13 11 6 8 4 42
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Thirteen interventions drew on psychological theories, including Social Learning Theory by 
Bandura,137,145,158 Oppressed Group Behaviour,104 ‘Cognitive Learning Theories’,67 a ‘Six-Step approach 
to curricular development’,72 a theory of Non-Violent Communication,61,156 Einarsen’s predisposing 
factors for workplace bullying,134 Theory of Social Interactions at Work,154 Structurational Divergence 
theory107 and Transformative Learning Theory,152 and a final paper incorporated Harmonising Nursing 
Communication Theory.64

In terms of intervention types:

•	 Three (out of 13) single-session interventions drew on a psychological theory.
•	 Seven (out of 11) of the multisession interventions drew on a psychological theory.
•	 Four (out of six) of the combined sessions drew on psychological theories (n = 2) and organisational 

theories (n = 2) (Table 11).
•	 All of the professional accountability interventions had entirely unknown theoretical frameworks 

(n = 8).
•	 Four structured culture-change interventions drew on organisational development (OD) and 

organisational theories, with one drawing on a psychological theory; thus, all of this intervention type 
drew on some kind of theoretical framework.

As such, these results indicate that use of theoretical frameworks is most common in structured culture-
change interventions and multisession interventions.

TABLE 11 Theories used by intervention type

Intervention type
Number of studies 
using theories Theories used (and frequency)

Single session (contact time) 3 out of 13 Psychological theories:
•	 Cognitive learning theories
•	 Six-step approach to curricular development by Kern et al.
•	 Bandura’s social learning theory

Multisession (contact time) 7 out of 11 Psychological theories:
•	 Oppressed group behaviour
•	 Four stages of cognitive rehearsal and non-violent communication
•	 Bandura’s social learning theory (n = 2)
•	 Structurational divergence theory
•	 Transformative learning theory
•	 Humanising nursing communication theory and social cognitive 

theory

Sessions combined with 
other actions

4 out of 6 Psychological theories:
•	 Einarsen’s (2000) theoretical framework on predisposing factors 

for workplace bullying
•	 Non‐violent communication

Organisational theories:
•	 Longo’s (2010) three-level intervention model: organisation,  

leadership and individual
•	 Kilmann model for transforming organisations (1974)

Professional accountability 0 out of 8 N/A

Structured culture change 4 out of 4 Psychological theory:
•	 Social interactions at work

Organisational theories:
•	 Model for improvement by Langley (1996)
•	 Kanter’s (1977, 1993) theory of structural power in organisations
•	 National Center for Organisation Development (NCOD) practice 

model and prototype approach



50

NIHR Journals Library www.journalslibrary.nihr.ac.uk

Interventions to reduce unprofessional behaviours between staff

Use of theory in included studies was either weakly integrated or not adequately reported (Figure 16). In 
those studies that did draw on a theoretical framework, intervention developers generally used theory 
to understand only one aspect of the causal chain linking intervention components to a reduction in 
UB. For example, interventions either had a focus on ‘how people learn’ (e.g. Social Learning Theory) 
or ‘how conflict arises’ (e.g. Structurational Divergence Theory). No included intervention depicted 
a comprehensive logic model explaining the entire causal chain from intervention components to a 
decrease or reduction in impact of UB.

Intervention participant backgrounds
In terms of the professional background of participants, in 12 studies the samples were 
nurses,61,62,137,141,142,145,148,149,153,156–158 nursing students were sampled in three studies104,139,144 
and ‘newly enrolled nurses’ in one further study.67 One study included only doctors.71 Another 
study drew on ‘nurses, students and faculty’.126 A further 11 studies drew on a range of staff 
members.54,64–66,72,93,107,134,146,150,152 Three studies drew on organisational ‘units’,63,154,155 seven on entire 
hospitals, multiple hospitals or healthcare organisations53,97,127,138,143,147,151 and three were unclear.98,103,125 
Unfortunately, it was not possible to combine and include professional groups for each intervention 
type in Table 12 due to heterogeneity and some studies including multiple professional groups; however, 
these data are tabulated for each study in Appendix 6, Table 28.

Table 12 depicts the average (mean and median) number of participants according to intervention 
type. Although numbers are limited, it shows that numbers for training interventions were similar, 
while efforts in structured culture-change interventions were typically broader in scope, reaching 
much greater numbers of participants. Some studies used an approach of intervening in entire units 
or sections of hospitals, with limited information provided with respect to the number of employees 
who received the strategies (n = 9) (Table 12); this may be due to the nature of the intervention (e.g. 
implementing a reporting system). Other interventions (n = 28) were delivered to a specific number of 
people, ranging from five participants to 5192. A small number of interventions had no defined number 
of organisational units or participants (n = 5). Interventions delivered to entire units or organisations may 
theoretically be more effective due to their breadth of coverage.

24 (57%)13 (31%)

5 (12%)

No theory
Psychological theories

Organisational theories

FIGURE 16 Pie chart depicting use of theory in included interventions.
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Duration of interventions
Many studies reporting durations of sessions gave a range of, for example, 60–90 minutes; this made 
it difficult to calculate averages. For example, Armstrong141 used a CREW intervention lasting 4 weeks 
with one 20- to 30-minute meeting per week, and Jenkins et al.144 drew on a journal club intervention 
that had monthly 6-hour sessions for 6 months. Nonetheless, we have synthesised intervention 
durations where possible according to our identified intervention types.

In terms of intervention types, for single and multisession interventions we calculated total ‘contact 
time’ in minutes, rather than study duration, according to when outcome measures were delivered. This 
is because study duration according to evaluation timing was too heterogeneous and often not reported. 
Where possible, we calculated study contact time by multiplying session length by number of sessions 
(Table 13).

•	 Thirteen of the included studies relied on single ‘sessions’ of 2.5-hour duration or less (see 
Appendix 6, Table 28). Eleven out of 13 single-session interventions reported session duration. The 
mean contact time of single-session interventions was 93.14 (SD 27.9) minutes with a median 
of 120.

•	 Ten out of 11 multisession interventions reported session duration. For multisession interventions 
the mean time was 747.91 (SD 520.0) minutes, with a median of 750 minutes. Ten studies relied 
on use of multiple sessions or sessions lasting longer than 2.5 hours. This shows the substantially 
greater contact time in multisession interventions, which could have given them greater opportunity 
to change behaviour. We can speculate that this may be one reason why such interventions report 
marginally greater effectiveness. The minimum contact time for multisession interventions was 
240 minutes; this was greater than the maximum time in single-session interventions, which stood at 
120 minutes.

•	 The combined-session interventions were too heterogeneous to quantify and four out of six of these 
did not provide information on duration, while one comprised 8 weeks61 and another 3 weeks.134

•	 For professional accountability interventions and structured culture-change interventions, we were 
unable to calculate overall duration. Since these do not use ‘sessions’, their components may be 
engaged in by participants for multiple months or years. For professional accountability interventions, 
seven out of eight reported length in years. Of these, the mean was 2.56 (SD 1.20) years, with a 
median of 2.

•	 For the structured culture-change interventions, these involved the CREW interventions; two of 
these were 6 months in duration,154,155 with one being only 1 month (see Appendix 6, Table 28). A final 
CREW intervention was unclear.146

Table 13 depicts intervention durations or contact times where we were able to homogenise these.

TABLE 12 Intervention samples according to intervention type. Figures rounded to nearest whole number. It was not 
possible to calculate for professional accountability interventions

Intervention type
Number of study types 
providing figures

Mean (SD) number of 
participants

Median number 
of participants

Single session 12/13 53 (1422) 26

Multisession 11/11 38 (53) 45

Combined-session interventions 2/6 34 (28) 44

Professional accountability 
interventions

N/A N/A N/A

Structured culture-change 
interventions

3/4 241 (588) 1173
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Effectiveness
Most studies evaluated an intervention and assessed some measures of effectiveness (Table 14). 
Thirteen of the 42 studies were descriptive or examined only implementation or feasibility issues 
(see Table 10). Of the 29 studies that assessed intervention effectiveness, the majority (n = 23) reported 
positive results, while six studies did not report statistically significant results – and three even reported 
a negative result.54,62,66,134,153,158 The most common reason for these ‘negative’ results was the use of 
education strategies, which led people to become more active in reporting UB; this, in turn, led to an 
increase in reports after the study when compared to baseline.66,134,158

In terms of intervention types reporting themselves as effective (where measured):

•	 nine out of 13 single-session interventions
•	 seven out of eight multisession interventions
•	 two out of three combined-session interventions (although one did not report statistical  

significance150)
•	 all (one out of one) professional accountability interventions
•	 all (n = 4) structured culture-change interventions.

Figure 17 depicts the number of studies that self-reported effectiveness. However, some, for 
example, simply did assertiveness training, measured an increase in assertiveness and considered that 
a success.157

Outcome measures
Studies used a wide range of outcome measures; the most common was change in the prevalence of 
UB following implementation of the intervention. Overall, 23 studies measured prevalence. Common 
tools used to measure experience of UB in studies included the Negative Acts Questionnaire – Revised 
(NAQ-R) (n = 5), the Nursing Incivility Scale (n = 3)159 and the CREW Civility Scale146 (n = 2).

TABLE 13 Study durations or contact time according to intervention type

Intervention type
Number of studies 
possible to homogenise Mean (SD) duration Median duration

Single session (contact time) 11/13 93.14 (27.9) minutes 120 minutes

Multisession (contact time) 10/11 747.91 (520.0) minutes 750 minutes

Sessions combined with other actions Not possible N/A N/A

Professional accountability 7/8 2.56 (1.2) years 2 years

Structured culture change 3/4 3.3 (2.36) months 6 months

TABLE 14 Proportion of studies reporting some measure of effectiveness, stratified by intervention type

Intervention type
Number of studies measuring  
effectiveness, n = 29 (69%)

Number reporting some 
positive effects, n = 23 (55%)

Single session (contact time) 13 9 (69.2%)

Multisession (contact time) 8 7 (87.5%)

Sessions combined with other actions 3 2 (66.6%)

Professional accountability 1 1 (100%)

Structured culture change 4 4 (100%)
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One study evaluating the CREW intervention used a range of measurement tools, including the CREW 
Civility Scale, Effort-Reward Imbalance Questionnaire, trust in management using an Interpersonal Trust 
at Work Scale, Turnover Intentions and Professional Effectiveness, among others.154 Other studies that 
relied upon, for instance, assertiveness training, measured assertiveness with the Rathus Assertiveness 
Inventory as their primary outcome.157 Several studies relied on qualitative measures primarily, such as 
interviews.93,104,143 Other studies – primarily ones evaluating the Vanderbilt or Ethos interventions – drew 
on statistics from their reporting systems to determine its effects.97,151 Appendix 5, Table 28, outlines 
the full range of outcome measures in included studies. No studies assessed improvements to patient 
safety – perhaps due to their limited intervention durations or difficulty in attributing changes in such 
outcomes to their intervention.

Intervention design responsiveness to context
Interventions may involve single or multiple strategies. For example, most of the classroom/single-
session interventions draw upon single strategies. Interventions with multiple sessions may be bundle 
interventions where all strategies are implemented in every context. Indeed, most interventions drew 
on pre-planned study designs that were fixed (i.e. their implementation could not adapt or change 
during the intervention period). While this provided an easier way to evaluate the intervention, 
the trade-off was adaptability to unforeseen events that may occur during implementation. Those 
using a more responsive design included structured culture-change interventions and professional 
accountability interventions. These approaches tended to take an organisation-wide approach, relying 
on a repertoire of strategies that could be implemented on-demand depending on the type of UB 
encountered or setting. As such, intervention content could change and flex depending on the situation, 
which acknowledges that organisations are changing and dynamic systems.146 Structured culture-
change interventions such as CREW,141,146,154,155 for example, scheduled regular meetings to survey 
the organisational context and deliver different strategies depending on what factors were deemed 
to be contributing to unprofessionalism at any given time or in certain units. Osatuke et al.146 set this 
out in their paper outlining the CREW intervention, stating that ‘for the intervention period, the VHA 
organizations commit to giving time, attention, and support to having regular (weekly) workgroup-level 
conversations about civility’. This builds momentum and a scaffolding around which other strategies 
can be implemented. The intervention can vary according to its context and the authors highlight that 
‘across the sites, the specifics of in-group process and follow-ups are allowed to vary greatly, and as 
a result, the interventions become driven by responsiveness to local needs and local culture-based 

23 (55%)

6 (14%)

13 (31%)

Claimed positive effect

Claimed negative effect

Did not measure effectiveness

FIGURE 17 Pie chart depicting number of studies reporting ‘positive’ vs. ‘negative’ results, as well as those that did not 
measure effectiveness.
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civility definitions’.146 Taking this responsive approach – particularly with structured culture-change 
interventions – is purported to be integral to the success of these interventions.

Professional accountability interventions, such as Ethos and Vanderbilt, rely on a reporting and 
escalation system at their core. However, they also implement other strategies, including capability 
training and championing.97 While professional accountability interventions such as Ethos are not as 
flexible as CREW, they do enable a variety of different escalating organisational responses depending on 
specifics of individual cases of UB.127

Interventions outside the scope of this report
Our review and search strategy focused on identifying interventions specific to UB. We did not 
intentionally search for those seeking to improve civility and professionalism alone. Additionally, 
there may be many interventions that occur in practice but are not published in the grey or academic 
literature. Lastly, we identified some simulation studies investigating cognitive bias modification (CBM), 
a technique that may limit the impact of UB on ability to report medical errors. These were not included, 
as simulation studies were not interventions taking place in actual healthcare practice. Full discussion of 
these three categories of interventions outside the scope of this report is presented in Appendix 7.

Summarising intervention findings with context, mechanism and outcome 
configuration
In keeping with realist methodology, we present our overall findings with respect to different 
intervention types with CMOCs in Table 15.

TABLE 15 Summary of intervention findings as CMOCs

Intervention type CMOCs

Single session 19. If an intervention relies solely on single sessions (C) then, while they may raise 
awareness and knowledge of skills to tackle UB in an organisation in the moment 
(O1), any planned behaviour change may not be sustained (O2), because they are 
intended as a one-time hit of information or training and may be forgotten (M).
20. If an intervention relies solely on single sessions (C), then behaviour and 
sustained culture change may not happen (O), because it relies on individuals 
changing their behaviour without any systemic organisation-wide approach (M)

Multisession 21. If an organisation seeks to implement a multisession intervention then, 
compared to single-session interventions (C), a greater transference of intervention 
content will occur (O), because it is possible to include more material and learning 
is repeated and reinforced, which facilitates greater retention (M)

Sessions combined with other 
actions

22. If an organisation implements sessions combined with other strategies (e.g. a 
code of conduct) (C), then this may increase the spread of knowledge about how 
to address UB (O), because they are both establishing more systemic change and 
individual knowledge gain/attitude changes through training or education (M)

Professional accountability 23. If reporting and escalation systems – and education about how to use – them 
are implemented to address UB (C), then a clear message of no tolerance is sent to 
employees (O), because a new and structured route for speaking up is created (M)

Structured culture change 24. If organisations have access to financial and material resources that allow 
them to address UB in a setting-specific manner with a structured culture-change 
intervention (C), then they will be better able to tailor their response to local UB as 
it occurs (O), allowing for contributors to be more directly addressed over time (M)
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Chapter 6 Strategies to mitigate, manage and 
prevent unprofessional behaviours, and how 
and why they work

Introduction

This chapter focuses on describing behaviour-change strategies that are incorporated into interventions 
(or are more informal activities) that seek to mitigate, manage or prevent UB, and how and why they 
may work. In the following section, we first explain what we mean by evaluated versus unevaluated 
strategies and then present our identified categories of strategy, discussing each with CMOCs to explain 
how strategies work in specific scenarios. The formulation of CMOCs in this chapter will draw upon the 
method outlined by Dalkin et al.35 (further discussed in Chapter 3).

Evaluated versus unevaluated strategies
Throughout this chapter, we have made distinct whether strategies are evaluated or unevaluated, where 
unevaluated means not yet assessed for feasibility or effectiveness. We have separated discussion of 
these throughout this chapter to increase our ability to discuss whether evaluated strategies were found 
to be effective. We have explicitly noted all strategies we identified, as well as those that have been 
evaluated in some form as part of an intervention in Table 16. Even though some strategies have not 
been formally evaluated in the academic literature, these strategies may still be widely used in practice 
and considered to be effective by those implementing or using them.

Strategies used to tackle unprofessional behaviour between staff,  
how they work and why

We formed 13 categories of strategy by grouping strategies per common underlying mechanism. For 
example, social norm-setting strategies work by setting an expectation for normal behaviour in the 
workplace and include individual strategies such as championing, positive role-modelling and codes of 
conduct. Table 16 sets out the range of strategies identified in this review, arranged by category, and 
provides an overview to contextualise our CMOCs to follow. Strategies currently unevaluated in the 
literature are in italics.

Category 1: Direct or indirect approach to instigator (victim, bystander or managers)
Approaching an instigator of UB can be performed by a target, bystander or manager in the workplace; it 
can be done at the time at which UB occurs, or later. However, this strategy relies on a great deal of self-
confidence and the ability to overcome fear of reprisal in those approaching the instigator. Strategies to 
improve confidence and ability to do this are discussed in Category 2, which focuses specifically on the 
act of approaching an instigator (either directly or indirectly).

Approaching an instigator as a victim or bystander directly and telling them how it felt when exposed 
to their behaviour would be an attempt at informal resolution. A direct approach can also take 
other forms, such as writing a letter to the instigator or approaching human resources to facilitate 
a meeting to attempt to resolve differences with the instigator.124 Disciplinary strategies include a 
formal investigation of an instigator. This could include reporting an instigator to management and/
or writing a formal complaint whereby organisations may investigate patterns of UB and deliver a 
warning, or other disciplinary strategies or action if required.97 Often, this is according to legal and 
investigative requirements.
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TABLE 16 Overview of included strategies arranged by strategy category (including both evaluated and unevaluated)

Strategy Description

Publications reporting an 
intervention using the strategy 
(evaluated) or example sources that 
mention the strategy (unevaluated)

1. Direct or indirect approach to instigator (victim, bystander or managers)

Informal 
resolution

Approaching an instigator individually or their line manager, 
to have the individual reflect on behaviour or change future 
behaviour or resolve the situation

97,98,147,151

Disciplinary 
action

Process of individual being identified as problematic and 
disciplinary action taken against them by managers. Usually 
combined with reporting system of sorts

93,97,98,143,147,151

Peer messengers Peer messengers deliver reports about UB to potential 
instigators, on behalf of other people who have been targeted 
and submitted a report to a reporting system

53,97,127,151

Mediation 
(unevaluated)

Victim and instigator try to resolve their differences with aid of a 
trained mediator who creates safe environment for discussion

78,112,124

Changing/ sof-
tening language 
(unevaluated)

Attempts to change or soften language when reporting mistakes 
made by clinicians

160

Speaking up 
(unevaluated)

Going to a person (e.g. Freedom to Speak Up Guardian161) or 
authority to report the incidence of UB in an organisation – or 
could be simply to state in the moment that one is uncomfortable 
with someone’s behaviour. Requires adequate psychological safety

11,78,103,143

2. Improving confidence to come forward (victim, bystander)

Assertiveness 
training

Training intended to boost self-confidence and increase 
people’s ability to challenge UB as it happens

126,157

Role-playing Similar to cognitive rehearsal, role-playing involves practising 
resolution behaviours and thoughts with others in group 
setting. May enhance ability to cope or improve confidence to 
come forward

54,107,137–139,141,142,152,156

Cognitive 
rehearsal

Learning of specific cognitive responses to prepare staff 
when they encounter UB. Intended to move responses from 
automatic towards deliberated to enhance coping and reduce 
escalation67

54,61,63,65,67,138,145,148,149,156

Keeping records Recording incidences of UB and details of the events to 
provide evidence/improve trustworthiness when coming 
forward to make a claim against people

72

3. Improving ability to cope with UB (victim, bystander) – all unevaluated

Seeking help 
externally 
(unevaluated)

Looking outside one’s organisation for help with UB, e.g. union 
representative, regulatory body or GP

69,76,124

Journalling 
(unevaluated)

Reflective writing about one’s experience of UB in the workplace 
may help with coping

55,119

Moving victims 
(unevaluated)

Moving victims away from instigators in organisation. 56,118

Individual 
coping strategies 
(unevaluated)

Various strategies to help improve coping – e.g. taking sick days, 
hiding emotions/breathing exercises

68,135

Reflection 
(unevaluated)

Engaging in self-reflection or group reflection to enhance ability to 
cope e.g. Schwartz Rounds

152,162
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Strategy Description

Publications reporting an 
intervention using the strategy 
(evaluated) or example sources that 
mention the strategy (unevaluated)

4. Understanding prevalence of UB (managers/leaders)

Survey Survey to identify the level of UB occurring within an organisa-
tion, which may help to target or design other strategies

150,154,155

Multisource 
feedback 
(unevaluated)

Similar to reporting systems, but identifies/investigates individuals 
from different perspectives – ‘360-degree’ view of individual’s 
historical behaviour

163

5. Improving teamwork (all)

Team-building 
exercises

Generally group sessions that incorporate activities to build a 
sense of social support and camaraderie

141,142,152

Conflict-
management 
training

Training to be able to de-escalate situations or avoid escalating 
them altogether

107,134,154,155

Communication 
training

Training to enhance ability to communicate in a way that is less 
likely to be interpreted as or foster UB.

64,134,150,154,156,164

Journal club/
group writing

Writing as a group, often to reflect on experiences of UB and 
build a sense of social support

104,144

Problem-based 
learning

Group learning, involving identifying with and attempting 
to tackle real-life problems. It often involves peer-to-peer 
teaching

139

Staff networks 
(unevaluated)

Establishing internal or external networks for staff from specific 
backgrounds (e.g. minority ethnic or female) to share coping 
strategies/improve social support

79

6. Social norm-setting (all)

Championing Encouragement for certain individuals to espouse anti-UB 
values and behaviours and, sometimes, to act as trusted 
contacts for reporting UB incidents

93,138,142,147,151

Code of conduct Document clarifying organisational policies on acceptable 
behaviour and processes to report or otherwise tackle UB

103,125,134,138,150,154,164

Role-modelling Similar to championing, leaders or managers seeking to 
espouse the behaviours and values they want to encourage in 
staff

97,126,127,138

Environmental 
modification 
(unevaluated)

Modifying physical environment can increase awareness of UB  
(e.g. posters) or reduce discomfort (i.e. more comfortable 
temperature), which may reduce UB.

47,93

Allyship 
(unevaluated)

When an individual from a more privileged background publicly 
comes out in support of less privileged colleagues and actively 
furthers their cause

131

7. Improving leadership competence and empathy (managers/leaders)

Leadership 
training

Training to improve management or communication styles so 
that they are less likely to be perceived to use bullying as a 
management tactic

98,154

Reverse mentor-
ing (unevaluated)

Enables people in senior positions to learn from and understand 
issues from the perspective of people in less senior roles, often 
from under-represented groups

131

TABLE 16 Overview of included strategies arranged by strategy category (including both evaluated and 
unevaluated) (continued)

continued
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Disciplinary action, however, also requires receptivity from management to engage with the process. If 
some organisations do not have a culture that enables resolution of these issues, then individuals can 
seek help externally – a strategy discussed in Category 3.

Included sources mention informal direct approaches very frequently (see Table 16) but it is difficult 
to evaluate the success of these strategies as they tend to occur more naturally or as an outcome of 
other strategies. Only reporting and professional accountability interventions, such as those in Ethos 
or Vanderbilt, formally include direct approaches to instigators as a strategy and enable both informal 
resolution via a peer messenger (to encourage reflection) and behaviour change while including an 

Strategy Description

Publications reporting an 
intervention using the strategy 
(evaluated) or example sources that 
mention the strategy (unevaluated)

8. External pressure on organisations (managers/leaders)

Seeking hospital 
Magnet status

Seeking Magnet status can lead to managers and leaders 
becoming more focused on addressing a culture of incivility

138,142

Regulator action 
(unevaluated)

CQC or regulatory body inspection may identify culture of UB, 
which can place pressure on managers to tackle UB

55,124

Laws 
(unevaluated)

Legislation may place responsibilities on organisations for ensuring 
equality and employee well-being and safety, which increases 
urgency to address UB

136,165,166

9. Reporting and escalation systems (all)

Reporting 
system

System to report incidences of UB in the workplace. Can be 
web-based, report to a specific person or other way. Can be 
anonymous or not

53,93,97,98,127,147,151

10. Workplace redesign (all)

Democratisation 
of workplace

Reorganisation of workplace processes to drive an increased 
sense of job control, reduce frustration and reduce hierarchy

103

11. Improving awareness and knowledge (all)

Education, 
awareness and 
general group 
discussions

Training to increase knowledge of what UB look like, how to 
tackle/increase general awareness of it

54,62,63,65,66,72,93,107,125,126,134,137,138, 

142,145,148–150,152,154,164

12. Implementation-aiding strategies (managers/leaders)

Action-planning 
or goal setting

Staff come together to plan other strategies to tackle UB. Can 
foster a sense of co-creation

72,93,98,103,134,137,150,154,164

Building a 
repertoire of 
strategies

Enables flexible intervention delivery, with repertoire of 
activities to tackle UB enabling targeted responses to different 
scenarios

154,155

13. Changing recruitment processes (all) – all unevaluated

Changing recruit-
ment criteria 
(unevaluated)

Recruitment criteria to include personality/emotional intelligence 
tests to decrease recruitment of people who will not flourish in civil 
organisational culture

70,76

Dismissal 
(unevaluated)

Dismissing instigator known to have UB behaviour from 
employment

125

TABLE 16 Overview of included strategies arranged by strategy category (including both evaluated and 
unevaluated) (continued)
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escalation to formal investigation if poor behaviours persist.97,98 However, other interventions that 
encourage speaking up or build confidence may also be indirectly attempting to encourage recipients of 
UB to engage in informal resolution.

Direct or indirect approach to instigator – unevaluated
Mediation was mentioned as a strategy often used ‘in practice’ to deal with UB, generally where it is 
limited to a single victim and an instigator. Mediation involves the use of a mediator (ideally, trained) 
who helps conflicting parties resolve differences and continue to work together. As one included 
source highlights, a mediator ‘is there not to judge right or wrong or take sides but to assist the parties 
in reaching an agreement to improve the situation and resolve a problem’.167 The Royal College of 
Nursing124 mentions mediation being used in cases of bullying and harassment and highlights mediation 
as a strategy to be performed separately with the target and instigator of UB, as well as with both 
together. Due to the impartiality of mediators, mediation may not be appropriate when participants 
are at different levels of seniority, where one party lacks insight into their behaviour or in very serious 
cases of misconduct.167 As such, it may be most suitable for lateral violence and forms of UB that do not 
involve power imbalance.

One informal strategy mentioned infrequently in the literature was simply being more aware of language 
when reporting incidents such as medical errors (i.e. with nurses and surgeons). We have called this 
softening language and it may involve modifying language to sound less judgemental or harsh. One 
study referred to a case in which someone who spoke up avoided blame despite the existence of 
an interprofessional hierarchy and ‘used neutral language focusing on what happened and how the 
patient was treated. They focused on the patient and made no reference to “who” was involved in 
the incident’.160 This was particularly mentioned in relation to attempts to challenge behaviour in the 
moment and may, in some cases, reduce conflict and backlash.160

Speaking up is the action individuals can take to convey concern about incidences of UB, either in the 
moment or by discussing or reporting after the event to the individual involved, to a supervisor or 
an organisational reporting system. Speaking up can be an informal resolution approach – discussed 
earlier – and refers to challenging negative behaviour, which is typically but not necessarily in-person 
and direct. Speaking up is often what many other strategies in this category are trying to stimulate, 
enabling identification of problem areas and implementation of other strategies to address UB. It is very 
closely tied to the concept of psychological safety (see Chapter 3 and Appendix 2).15,168 In the UK, this can 
include reporting to a Freedom to Speak Up Guardian.11

How and why informal or disciplinary strategies may work
Included studies highlighted that it was important to attempt informal approaches before moving onto 
formal disciplinary procedures. This is because informal approaches were found to generally be sufficient 
to resolve a situation without making the instigator themselves feel unfairly targeted, which may worsen 
any conflict.22,91 This approach works through a couple of mechanisms. Firstly, it may prompt reflection 
and a change in behaviour by the instigator in the future (CMOC 25): ‘Individually, the programme 
provides doctors with an opportunity for reflection and to change their behaviour to align with 
professional standards’.97 In cases where it does not feel safe to do so, individuals can approach more 
senior employees or utilise reporting systems, where available, to alert senior employees to serious UB 
or a pattern of UB. In this case, the second mechanism comes into play. Here, instigators gain knowledge 
that one has been reported and investigated, which may lead to a perception that it is risky to engage in 
such behaviour and can enable follow-up strategies to be implemented by managers (CMOC 26).

CMOC 25. Informal approach.

When feeling psychologically safe (C1), approaching an instigator directly (R) can provide an opportunity for the 
instigator to reflect (M1), which may cause them to be less likely to engage in UB in the future (O1) and change 
their behaviours (O2).
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CMOC 26. Formal approach.

When either an informal approach hasn’t worked (C1) or it feels psychologically unsafe to informally approach 
(C2), then taking a more formal approach [e.g. using a reporting system (R)] may increase an individual’s or 
perpetrator’s perception of risk when behaving unprofessionally (M) and reduce their future UB (O).

Category 2: Improving confidence to come forward/speak up
Several strategies seek to improve an individual’s confidence – and thus ability – to come forward to 
report or challenge someone who is engaging in UB. Examples include assertiveness training, cognitive 
rehearsal and role-playing; these were all evaluated in the included intervention papers. One study 
conducted in Turkey sought to assess the impact of assertiveness training to tackle mobbing (defined 
as ‘unethical communication and antagonistic action directed by one or several people toward a single 
individual systematically’157). A rationale for including assertiveness training was the claim that when 
encountering mobbing, the majority of nurses ‘act passively’.157 The authors found that, according to a 
self-developed mobbing scale, mobbing decreased after the intervention – decreasing from a score of 
226.4 ± 27.7 to 159.6 ± 47.9 – and assertiveness improved from 6.23 ± 15.6 to 17.0 ± 16.06 (measured 
by the Rathus Assertiveness Inventory). A second study combined assertiveness training with other 
strategies, such as education, and found an associated decrease in reported verbal abuse rates from 
90% to 76%, as well as reduced feelings of powerlessness among nurses.126

Cognitive rehearsal and role-playing involve practising scenarios to improve mental readiness for 
when UB is encountered in the workplace.67,152 Cognitive rehearsal involves practising responses to 
UB, usually mentally, to change them from automatic towards deliberated, as a means by which to 
enhance coping and reduce UB escalation. Ten of the included studies used cognitive rehearsal, making 
it one of the most used strategies. Five studies54,63,65,148,149 attempted to replicate a study by Griffin 
(2004), undertaken with 26 newly registered nurses, drawing upon cognitive rehearsal as their main 
behaviour-change strategy. While 62 new nurses received the intervention, only 26 nurses provided 
outcome data. The intervention drew on both education and presentation of appropriate responses to 
10 common UB scenarios – such as staff engaging in broken confidences, scapegoating, backstabbing, 
undermining and verbal affront. The strategy included the use of cueing cards covering appropriate 
responses, to which nurses could refer later. The researchers reported that 100% (n = 26) of nurses 
reported confronting instigators during focus groups that took place 12 months post intervention. The 
organisational retention rate was reported to have been positively affected but no comparison of pre- to 
post-retention rates was provided.

All sources drawing on cognitive rehearsal as a strategy reported positive results, except for a study 
by O’Connell et al.,54 which also drew on the strategy of role-play. Role-playing is similar to cognitive 
rehearsal but involves practising responses with other people, as opposed to purely mental rehearsal. 
O’Connell et al.’s54 study was conducted with military nurses in the USA and drew on Griffin’s work, 
incorporating education, cognitive rehearsal and role-play.54 The NAQ was administered before and 
3 months after their intervention and no statistically significant changes in experience of UB after the 
intervention were found. This lack of change, they stated, could have been due to senior and junior staff 
being mixed together, which inhibited engagement in role-playing due to the strict military hierarchy.54 
All other studies drawing on role-playing reported positive results.107,137–139,141,142,156

One final evaluated confidence-improving strategy is keeping records, which is a strategy that individuals 
can use to enhance the likelihood they are believed when speaking up, as well as providing evidence 
about who was involved. This may take the form of notes, journals or screenshots if harassed 
electronically. One study recommended this as a strategy as a result of a workshop, stating that ‘session 
participants recommended instructing residents to document very clearly what was said or done, and by 
whom, in order to equip the institution with the necessary information to make an intervention’.72 This 
study reported raising awareness of UB – but it is not clear if or how keeping records had an impact on 
subsequent behaviours.
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How and why improving confidence may work
All the above strategies are focused on improving an underlying mechanism of self-confidence and a 
feeling that the rewards of speaking up are greater than the risks of doing so. Further to self-confidence-
building, sources referred to concepts such as self-efficacy and/or assertiveness as essential to 
increasing individuals’ abilities to speak up, with these skills being the focus of these strategies. One 
study drawing on role-playing stated that ‘To immediately challenge the bully with a recommended 
response, the nurse needed to feel adequately prepared for the task. Practicing the responses before 
actual use helped to build the nurse’s self-confidence in performing the technique in difficult bullying 
situations’.149 Likewise, for keeping records, its contribution to improving confidence through offering 
evidence was implicit in this quotation:

it is essential to ensure you keep written records of the bullying incidents. This can be a helpful way for you 
to clarify what is going on and whether the behaviour is occurring on an ongoing and persistent basis, but 
it will also form essential evidence if you decide to make a formal complaint.169

This dynamic is reflected in CMOC 27. It is important to note that encouraging speaking up is an 
individualised approach to tackling UB and, alone, does not necessarily promote a psychologically safe 
organisational culture or environment.

CMOC 27. Enhancing speaking up: role-playing, cognitive rehearsal, keeping records.

Use of role-playing, cognitive rehearsal strategies or keeping records as an individual (R) to encourage speaking 
up about UB (C) can lead to improved self-confidence when coming forward (M), which can lead to the victim 
speaking up (O1), the instigator reducing their UB (O2) and increased management awareness of UB (O3).

Category 3: Improving ability to cope (victim, bystander)
Some strategies can be a means to improve an individual’s ability to withstand the negative impact of 
UB, a concept also referred to by some as resilience.170

Improving ability to cope (victim, bystander) – unevaluated
The strategies designed to improve individuals’ abilities to cope were all unevaluated. These strategies 
also tend to assume at their core that people are simply not sufficiently resilient to be able to handle 
UB. This is an individual-focused mindset and can send a signal that UB is inevitable and staff should 
just learn to ‘live with it’. Journalling can be a reflective exercise said to help improve the ability to cope 
in the workplace; it can be performed alone rather than in a group (such as with group writing or journal 
clubs, explored above). Journalling has been found to increase awareness of civility and one’s role in the 
creation of a civil environment.55 Journalling may be a form of reflection strategy; however, other sources 
mentioned group discussions serving to promote reflection – in addition to self-reflection – by filling out 
self-reflective paper-based tools, for example.162 Included sources also mentioned other miscellaneous 
individual coping strategies that individuals can engage in, such as talking with family and friends, ‘positive 
thinking’, ‘stockpiling human favours’ (such as ‘helping senior nurses with their workload so that the 
senior nurses would help them in return’)171 and taking sick leave.68 After an individual speaks up, it is 
possible that some organisations simply move the victim out of reach of those claimed to be instigators. 
However, this can inhibit subsequent speaking up, erode psychological safety and typically sends a 
message that an instigator ‘gets away with it’.115

Seeking help externally can also help someone experiencing UB to cope. This may include seeking help 
at a worker’s union or dedicated body to help with such issues. For example, one study mentioned 
that Canada has a Vancouver Island Health Authority Employee and Family Assistance intervention to 
support staff with such issues.119
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How and why improving ability to cope may work
Trying to improve ability to cope or improve mood and resilience were commonly reported as ways the 
above strategies had been intended to work; therefore, this is the main underlying mechanism. Improved 
ability to cope may occur through coming to terms with things that have happened or building the 
ability to withstand future episodes of UB in some way (CMOC 28). Some sources call this ‘resilience’ 
and highlight that, for example, ‘Evidence of resilience was reflected in various comments of study 
participants, such as, “never have too many negative thoughts, otherwise they will make you unhappy …. 
So I will think positively and I won’t be too miserable”’.171 These dynamics are highlighted in CMOC 28. 
However, it is important to highlight that assuming that people should be able to withstand UB better 
does not help to address core contributors to UB.

CMOC 28. Coping: seeking help externally, journalling, individual coping strategies, reflection.

Use of coping strategies – such as seeking help externally, journalling, reflection or other individual actions (such 
as taking sick days) (R) – in a situation where one is experiencing UB (C) can lead to an increased ability to cope 
(M), thereby reducing the impact of UB on the victim’s psychological well-being (O).

Category 4: Understanding prevalence of unprofessional behaviour (managers/leaders)
Many studies, prior to an intervention, assessed prevalence of UB in their sample as part of an 
evaluation. However, few studies drew on prevalence surveys as a strategy to identify where UB was 
occurring in order to better focus and tailor the intervention.146,150,154,155 This strategy category involves 
understanding where and how UB is occurring, to allow contributors to be better targeted by other 
strategies. Three studies using prevalence surveys drew on the CREW intervention, which incorporated 
myriad systemic strategies for reducing UB;146,154,155 another non-CREW intervention study also drew on 
a bespoke and highly systemic approach that included action-planning, communication skills training and 
workplace rearrangement.150 The CREW intervention draws on a custom-designed CREW survey called 
the ‘civility scale’, which assesses a range of civility-related metrics such as respect, cooperation, anti-
discrimination and value differences.146 As such, it does not test for prevalence of particular types of UB.

Use of this strategy only in more intensive interventions demonstrates that the use of surveys to 
understand prevalence is typically performed either before a larger culture-change effort to identify 
where ‘problem areas’ are or to identify baseline data against which to compare changes following an 
intervention. Use of qualitative investigation and interviews with staff may also enhance survey data by 
identifying specific contributors to UB present in organisations. One study drew on a comprehensive 
4-month investigation of workplace culture at a UK ambulance service, using a mixed-methods 
approach as well as over 120 hours of one-to-one telephone interviews.76 The study gathered sufficient 
data to understand how different professional and demographic groups experience UB in unique ways 
and identified many systemic factors propagating UB. This enabled the proposal of organisational and/
or bureaucratic changes that could minimise aspects leading to frustration etc. in the workplace – in 
addition to individual-level interventions that are so often the focus.76

Understanding prevalence – unevaluated
Although mentioned in the literature, multisource feedback has not been evaluated in healthcare settings. 
Similar to reporting systems, multisource feedback (such as 360-degree appraisals) involves use of 
multiple raters to assess the behaviour of one individual. Unlike reporting systems, however, which are 
more universal, multisource feedback is a more targeted process that requires seeking opinions about 
one particular individual.21

How and why understanding of prevalence of UB may work
Understanding the prevalence of UB is useful to managers and leaders in order to better understand 
the contributors to and extent of UB in an organisation. This enables implementation of other strategies 
that can more directly reduce UB. As such, the mechanism underlying this strategy is an increase in 
understanding for managers or leaders of the places in which UB occurs. This dynamic was highlighted 
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by a study: ‘cultural audits, using measures such as those developed and validated in our study, may 
enable organizations to learn about the existence and sedimented nature of sub-climates and alliances 
that perpetuate tolerance of workplace bullying’.58 CMOC 29 depicts how and why this may work.

CMOC 29. Understanding prevalence: surveys, multisource feedback.

Implementing strategies to understand prevalence of UB – such as performing an audit of an organisation’s 
culture (R) in an organisational environment in which UB is suspected to be prevalent (C) – can give managers a 
better understanding of contributors and where UB is occurring (M1), increase knowledge about interventions 
that might help (O2) and provide a sense of urgency to tackle UB (M3). This can lead to improved ability to target 
strategies towards core contributors to UB (O1), which can improve effectiveness at reducing UB (O2)

Category 5: Improving teamwork (all)
We have collated strategies explicitly attempting to mitigate UB by increasing a sense of camaraderie or 
improving the ability to work together as those that try to improve teamwork. These include activities 
such as team-building exercises,141,142 communication training (which may lower the risk of conflict 
caused by improper or unprofessional communication64,134,150,154,156,164), problem-based learning139 and 
journal clubs or group writing strategies.104,144 On team-building exercises, for example, Armstrong141 
drew on a modified CREW intervention and included team-building exercises, facilitating discussions 
about workplace incivility and role-playing. Their examples of team-building exercises included ‘Anything 
Anytime’, which involved ‘providing a generic subject and discussing how it is viewed differently by 
different members of the group’, as well as ‘Geometry of Work Styles’, which ‘involves participants 
selecting from four geometric shapes that relate to a personality type’.141 The authors found no 
differences in exposure to incivility post intervention but did find it was able to modify nurses’ self-
assessed ability to respond to incivility. Overall, two out of three interventions drawing on team-building 
were reported to be successful, with the other reporting improvements to group cohesion.142 One did 
not assess efficacy.152

Five studies drew on the strategy of communication training.64,150,154,156,164 All reported positive results 
except for Chipps and McRury,134 who reported training on ‘techniques for giving feedback’ and 
anecdotally reported an increase in a ‘learning community’ after the intervention; however, details were 
sparse. They found that reported negative acts nearly doubled post intervention, alongside a paradoxical 
decrease in self-identified engagement in bullying. A more well-defined intervention by Saxton64 
involved collaborating with a certified Crucial Conversations trainer – who, over a 2-day intervention, 
drew on several techniques including videos, role-play and reflection to improve communication 
abilities. They found an increase in self-effectiveness immediately post and 4 weeks after the 
intervention and a self-reported increase in ability to address disruptive physician behaviour.64

Problem-based learning involves identifying with and attempting to tackle real-life problems, often 
drawing on peer-to-peer teaching and learning. Problem-based learning was only used by one study, 
which happened to draw on live actors ‘acting out a situation in which one of the staff nurses was 
extremely uncivil to her two colleagues’ in which students ‘observed the scenario, provided written 
feedback on the effectiveness of the scenario, and participated in small-group discussions to debrief 
after observing the scenarios’.139 Post intervention, the authors reported that participants felt better 
prepared to address incivility in the workplace.

Two studies drew on journal club/group writing techniques.104,144 One sought to decrease negative 
workplace behaviours by enhancing voice and connection among nurses, with music-assisted 
meditation lasting 15 minutes followed by a 1 hour 45 minutes creative writing exercise. This took 
place once a week for 6 weeks (although the wording in the study is slightly unclear). The creative 
writing drew on several steps: ‘(1) an explanation of the writing group method, (2) an introduction to 
the exercise, (3) 20 minutes of writing, (4) an invitation to read their writing aloud and (5) the group 
listens and comments on what is liked and remembered’.104 This study did not assess effectiveness but 
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found participants reported it as a ‘positive experience’. The other study using this strategy involved 
6-hour-long monthly meetings over 6 months and drew on article-reading as well as other activities in 
each session, such as ‘role-play’, ‘breathing techniques’ and ‘stress-ball activities’. The authors did not 
assess effectiveness.144

Conflict-management training107,134,154,155 can overlap with communication training and focuses on 
communication styles, problem-solving methods and conflict-resolution methods that can de-escalate 
situations to avoid UB issues.107,134 For example, one included intervention drew on teaching problem-
solving methods that ‘transformed from competition to joint problem-solving, which is the hallmark of 
competent conflict communication’.107 This study reportedly managed to improve conflict management 
and communication skills;107 however, another found that UB increased after the intervention but did 
not assess actual conflict-management abilities.134 The two other studies using this strategy adopted 
conflict-management training on a flexible basis as part of the CREW intervention strategy repertoire.

Improving teamwork – unevaluated
Staff networks were mentioned in the literature as having the ability to build social ties between 
staff such as by offering a ‘safe space’ in which to discuss issues affecting particular professional or 
demographic groups.131 These networks can take several forms, such as operating within or between 
organisations and having different foci. For example, one paper reported that an NHS trust had an 
‘LGBT+ network focusing on education raising and “myth-busting”; its Black and minority ethnic 
network being “issues-led”; [and] its disability network focusing on “small differences” achieving 
impact’.79 This paper also warned that setting these networks up correctly can require significant 
resource,79 and another suggested buy-in can be required from both minority and non-minority staff.131 
This source highlighted that

creating a safe space for ethnic minority staff to talk about race-related issues could inadvertently create 
new (or exacerbate old) divisions between different groups. And, at worst, ethnic minority staff could find 
themselves having to justify why this type of recognition of difference is needed.131

Such dynamics are explored further in Key Dynamic 10 in Chapter 7.

How and why improving teamwork may work
These strategies focused on improving the ability of individuals to work together effectively and 
without conflict. Increasing empathy via building a sense of team and improving the ability to effectively 
communicate without miscommunication are core mechanisms by which to reduce likelihood of conflict 
with colleagues. These strategies also underlie why UB may lead to a reduction in patient safety, 
providing other benefits beyond directly reducing UB. One included review highlighted the importance 
of avoiding low-level conflict, for example:

Several papers recommended the use of teambuilding activities to prevent or reduce bullying For 
example, [one] suggested informal gatherings and regular meetings, as well as interpersonal skills training, 
to foster positive interpersonal relationships and informally encourage collegial repair attempts for 
low-level conflict.21

Staff networks were also highlighted as increasing empathy between different staff groups: ‘In hearing 
those perceptions and experiences first-hand, staff can have more empathy towards people with 
different characteristics from their own’.131 How and why these strategies work is depicted in CMOC 30.

CMOC 30. Improving teamwork.

Implementing interventions to improve teamworking (R) in an environment with low levels of social support 
(C) can increase empathy for one another, improving the sense of being supported by others (M1) and improve 
ability to communicate (M2), thereby reducing chance of experiencing conflict with colleagues (O1), reducing UB 
(O2) and increasing ability to cope (O3).
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Category 6: Social norm-setting (all)
The strategies in this category revolve around setting new expectations for behaviour in the workplace. 
Championing was used by five studies93,138,142,147,151 and involves encouraging certain individuals to 
espouse anti-UB values and behaviours to help drive changes in social norms and, sometimes (as in 
the case of Freedom to Speak Up Guardians) to act as trusted contacts to whom incidents of UB can 
be reported.168 The impact of drawing upon champions is highly difficult to measure, as culture-change 
may be subtle and champions were always used alongside other strategies, often over a long period of 
time. For example, three of these studies used the Vanderbilt intervention approach, which draws on 
many strategies – including a reporting system for identifying problematic individuals.93,147,151 In this 
approach, champions were identified from individuals already known to espouse the positive values 
being sought.151 These individuals were then used as go-to people to help implement other intervention 
activities, train peer messengers and disseminate project messages to various staff types.

Other social norm-setting activities include role-modelling, which can be done by champions but is more 
typically performed by leaders seeking to act as a model for lower-level employees.126,138 Positive role-
modelling as an active choice is a strategy; however, negative role-modelling can be a contributor to UB. 
One study used workshops on role-modelling, delivered to nurse managers first in order to train them 
to be role models for other staff.126 A second tier of workshops were then delivered to 20 regular staff 
to train them to be trainers to other staff and be role models for those who attend their sessions. All 
studies using role-modelling reported positive results as per their selected outcome measures.97,126,127,138

Codes of conduct also seek to set expectations of behaviour in the workplace; seven included studies 
drew upon implementing new codes of conduct.103,125,134,138,150,154,164 Codes of conduct often form the 
backbone of a wider intervention and are not often delivered on their own – rather, they set out policies 
and practices for the organisation. These can include what UB in the workplace looks like, how to tackle 
it, what resources are available to employees to address it and resolution pathways, among others. 
Sometimes, codes of conduct can be enhanced by increasing awareness of the policy or by asking 
employees to sign a pledge to abide by them during hiring or performance reviews. For example, one 
study drew on this approach, stating that ‘beginning in 2008, at the time of the annual performance 
review, each leader commits in writing to consistently holding staff, peers, and leader colleagues 
accountable to the Highland Promise Standards of behavior’.138 This demonstrates that annual reviews 
can also be used as a time point at which to raise awareness of the code of conduct and to re-commit 
to it.

Social norm setting – unevaluated
Unevaluated social norm-setting strategies included environmental modification and allyship. 
Environmental modification was only identified as a means of providing awareness of or prompts to staff 
members and, therefore, can be intended as a means of signalling culture change as well as enhancing 
knowledge of other strategies to tackle UB being rolled out in an organisation.172 For example, one 
study using posters to signpost their intervention’s existence reported enhanced engagement with the 
intervention.93 Blakey et al.47 also highlighted use of posters to signal what was and was not acceptable 
behaviour – similar to a code of conduct but more constantly visible to employees.

Allyship was also identified as important for indicating that an organisation is not tolerant of 
discrimination against minority groups. Allyship was not often mentioned in the included sources, with 
only one discussing it in any real depth.131 Allyship involves individuals with privileges ‘us[ing] those 
advantages to further the cause of marginalised groups’.131 Similar to being a champion or intervening as 
a bystander, the article highlights the potential risk of reprisal (see also Key Dynamic 5 in the preceeding 
section) but that being an ally also sends a strong message regarding what is and is not tolerated in an 
organisation. This can be more effective when more senior employees become allies.
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How and why setting social norms may work
Setting social norms is important and often healthcare staff look to leaders for an understanding of what 
the social norms are. If leaders tolerate or role-model negative behaviours, this sets an expectation that 
UB is normal. However, inversely, if leaders role-model positive behaviours, enforce rigid behavioural 
standards and implement genuine culture-change efforts, it can signal strongly that the social norm 
does not tolerate UB (M1 below, CMOC 31). One included study highlighted this dynamic, stating: 
‘Executives and senior leaders enable change when they role model positive behaviours and inhibit 
change when their own behaviours are inappropriate’.112 A code of conduct, for example, may set out 
behavioural expectations in writing but these are only effective if visibly enforced, as indicated in 
this study:

Demonstrated top management commitment to a policy of zero tolerance is of core importance, with this 
commitment included in mission/vision statements and embedded in strategic plans. Organisational focus 
on a regulatory approach of policy and legislation is not effective on its own.57

Another study highlights that ‘employees closely and carefully monitor leader and manager behaviours. 
This is often forgotten or misunderstood by leaders and managers’.76 Negative role-modelling can also 
undermine otherwise well-designed interventions (see Key Dynamic 7). As such, the core mechanism 
underlying these strategies setting out social norms is an assessment by employees of the cultural 
direction. CMOC 31 depicts how and why these social norm-setting strategies may work.

CMOC 31. Social norm-setting strategies: anti-discrimination, codes of conduct, role-modelling, championing, 
environmental modification, allyship.

As long as leaders are seen to embody and enforce positive behavioural norms (C), then implementing social 
norm-setting strategies such as a code of conduct or positive role-modelling (R) can signal culture change 
towards civility (M1), making it socially unacceptable and, therefore, riskier to engage in UB for instigators (M2) – 
thus increasing the sense of psychological safety (O1) and reducing the likelihood of UB (O2).

Category 7: Improving leadership competence and empathy (managers/leaders)
UB originating with management is unfortunately common, as statistics from the NHS staff survey 
and others indicate.16 Within this category lie strategies that try to improve how leaders and managers 
interact with their employees and their management styles through leadership training. We did not 
include conflict-resolution strategies delivered only to management in this category – these are in 
the conflict-management category. Only one paper drew on some form of leadership or management 
training and this was using the Vanderbilt programme.98 This paper drew on an academic leadership 
programme using role-playing techniques for skill development, as well as a programme called Elevate 
to promote professionalism in leadership.98 However, this paper did not assess effectiveness. Despite 
a lack of management skills being a major cause of UB and UB originating with management being a 
core statistic within the NHS staff survey, for example, the dearth of papers evaluating this as a strategy 
was surprising.

Improving leadership competence and empathy – unevaluated strategies
When leaders are paired up with employees in less senior roles to try to understand the issues affecting 
them and their co-workers, this is termed reverse or reciprocal mentoring. These employees may be of 
a different gender or from a different minority group to the leader. Kline70 reviewed the use of the 
programme in a UK university hospital and found they tend to garner support only for the individuals 
involved in the programme (rather than the group), and that wide-scale change was not likely to be 
achieved by use of this strategy alone. As such, evidence for this strategy is mixed. Another paper 
reported senior leaders finding it a useful programme while also emphasising it has not been evaluated, 
nor demonstrated to have benefits for junior employees.131
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How and why improving leadership competence and empathy may work
Included literature highlighted that a lack of management skills can result in employees feeling bullied or 
harassed due to poor communication, micromanagement and undermining. As such, the core mechanism 
by which strategies to improve leadership competence and empathy may work is improvement in 
day-to-day line management skills by reducing miscommunications that can lead to interpretation of 
management styles as a form of UB (M1, CMOC 32), and improving empathy for staff (M2, CMOC 32). A 
lack of empathy by managers towards staff was highlighted as especially important for perceived UB:

Some participants with underlying conditions felt their managers were dismissive of their fears around 
Covid-19. Some participants talked about coming back off sick leave and being ‘interrogated’ about their 
time off or feeling the Trust unthinkingly applied its sickness absence policy.70

Likewise, another included study highlighted the importance of management skills in avoiding UB 
stemming from management styles:

The most frequently cited perpetrator of bullying by employees is their immediate manager or supervisor 
[…], the ‘people side’ of management is often neglected and nurse managers may not be trained to deal 
effectively with the behaviours of their team members.169

These excerpts highlight the importance of underlying empathy and management skill-improving 
mechanisms (CMOC 32).

CMOC 32. Improving leadership competence and empathy: leadership and management training.

In an organisation in which there is substantial pressure on organisational leaders (C1) or situations in which 
leaders have been perceived to engage in bullying-type management practices (C2), implementing training to 
improve management skills (R) can enhance ability to communicate with employees (M1), enhance empathy 
for less senior colleagues and report supporting ability to manage compassionately (M2), which reduces the 
likelihood of leadership directly contributing to UB (O).

Category 8: External pressure on organisations (managers/leaders)
External pressure on organisations can come in several forms, typically leading to managers or leaders 
gaining an increased sense of urgency to tackle the issue. Seeking hospital Magnet status for being a 
positive place to work can drive motivation for leadership when tackling UB and can indicate a path 
to achieve it. Two studies mentioned seeking Magnet status, which is a certification indicating a high-
quality place to work – currently in use most frequently in the USA.138,142 Achieving Magnet status 
requires exemplary performance in terms of transformational leadership, structural empowerment, 
professional practice, new knowledge generation and empirical outcomes;173 as such, reducing 
unprofessionalism is key to achieving this status. Magnet was the only such programme we identified 
in the literature, although other such ‘awards’ for hospital culture may also exist. Included interventions 
mentioned that Magnet was a motivating force for implementing interventions; however, Magnet was 
not an intervention in itself. Since the status is mostly a motivating force for managers and leaders, one 
critique of seeking an accreditation is that it may only change behaviour of managers and leaders. This is 
a feature of all the strategies that place external pressure on organisations within this category.

External scrutiny and pressure on organisations – unevaluated strategies
Events such as public failures that reach the media (e.g. bullying cultures) exposed as a result of external 
inspections [e.g. care quality commission (CQC)] are examples of public pressure leading to actions 
being taken by management. For example, one included media article outlined the unearthing of a 
bullying culture resulting from a CQC inspection in the UK. It led to leaders needing to make a public 
commitment to addressing UB in the organisation.174 Thus, a renewed focus on UB may require actions 
and interventions and strategies to be implemented to address it.
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Legislation can also be a form of pressure impacting organisation leaders to provide a safe work 
environment. For example, one included source highlighted how occupational health and safety 
legislation in Australia provides an obligation for healthcare employers to provide a workplace free from 
horizontal violence.166

How and why external pressure on organisations may work
The external factors discussed here can all act on managers and leaders to foster a sense of urgency to 
address UB in their organisation. For example, in order to attain Magnet status, an organisation cannot 
have a culture rife with UB and should drive managers to implement strategies to address UB. This was 
reflected in a study that suggested achieving this status as a motivator for their intervention: ‘applying 
the CORS process to nursing should support an organization’s pursuit of Magnet, high reliability, and 
quality nursing outcomes while promoting self-governance, self-evaluation, and a culture of safety and 
respect’.53 This highlights the primary mechanism of increasing pressure on managers (as a result of 
external pressures), as reflected in CMOC 33.

CMOC 33: External pressure on organisations (managers/leaders): seeking Magnet status, inspections or 
public knowledge of failings, regulator action, legislation.

If there is societal pressure or organisational reputational risk placed on an organisation (R) due to findings of an 
unsafe culture or prevalence of UB (C), then this can lead to pressure on management to resolve the problem 
– often speedily (M) – which can increase the likelihood of other strategies to address UB being designed, 
resourced and implemented (O).

Category 9: Reporting and escalation systems (all)
Reporting systems involve implementing a process by which co-workers can document instances of 
UB (often online). These reports or messages are then reviewed by dedicated personnel to tackle the 
issues raised, usually in a graduated manner (which may then be escalated). Although it is possible to 
implement a more basic reporting system without a graduated component, we did not encounter this in 
the literature. Both the Ethos97 and Vanderbilt93,98,147,151 systems pair the reporting system with a means 
by which to escalate the approach taken to the instigator over time, typically starting with a message 
delivered informally by a peer messenger. If UB continues, then a more formal investigation process or 
management plan is initiated. The reported messages can be anonymous, which can increase willingness 
to speak up.97 Vanderbilt has seen significant proliferation in the USA93,151 but included papers did not 
report on effectiveness of the intervention. One paper assessing Ethos found it to be associated with a 
reduction in the prevalence of UB.127 We provide more details of Vanderbilt in the section below on the 
flexibility of interventions.

How and why reporting and escalation systems may work
Such systems can enable staff to speak up about events even when there may be a low level of 
psychological safety, and enable poor behaviour to be identified early – facilitating reflection. As such, 
this type of strategy is largely individual-focused and presents its own issues (see Key Dynamics 1, 2 
and 4). The ability to increase ease of speaking up is highlighted in an included study, which suggests 
the Ethos system is intended for use ‘when staff do not feel safe or able to address behaviour with the 
person in the moment’.97 Receipt of messages in the reporting system then enables others to address 
issues on a case-by-case basis, such as facilitating reflection, escalating to a formal investigation or 
implementing other strategies. This case-by-case follow-up is also reflected in the CORS system, 
which is part of the Vanderbilt programme: ‘The CORS [Coworker Observation Reporting System] 
process offers an approach to identifying and addressing professionals who resist adoption and inhibit 
sustainability of safety initiatives’.151 As mentioned earlier, if this results in an informal approach by a 
peer messenger, for example, it can allow recipients to reflect on their behaviour and change it:

Delivering reflective feedback involves the peer messenger having an informal conversation with the 
message recipient, providing them with insight into how their behaviour was perceived by another staff 
member (whose identity is not revealed) and an opportunity to reflect upon this.97
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This is highlighted in CMOC 34.

CMOC 34. Reporting systems: e.g. Ethos or Vanderbilt programme reporting methods.

In an organisation where people may not feel psychologically safe (C), implementing a reporting system such 
as Ethos or Vanderbilt (R) can provide an alternative means to speak up – one that feels safer (M1), enabling 
instigators to be approached to cause them to reflect on their behaviour (M2), which can lead to a reduction in 
UB (O).

Category 10: Workplace redesign (all)
As mentioned in Chapter 3, when a workplace reduces job control and worker participation in decision-
making, this can increase worker frustration, which is a contributing factor to UB. As such, redesigning 
the workplace can be considered to be addressing systemic contributors to UB. Despite this, only 
one included study sought to redesign work processes to facilitate worker involvement and increase 
job control. This study did not specifically refer to their strategy as democratisation – but in response 
to findings of a culture of intimidation, it did seek to include less senior employees more in decision-
making processes around how to address this culture.103 This, they reported, may have contributed to 
a reduction in staff turnover rate from 28.4% in the preceding 3 years to an average of 21.9% in the 
3 years thereafter. Unfortunately, we were not able to find larger-scale workplace democratisation 
efforts in the UB literature in health care.

How and why workplace redesign may work
Redesigning the way in which the workplace functions – whether through democratisation efforts or 
by increasing role clarity to reduce organisational frustrations – may go a long way to reducing UB by 
addressing core organisational contributors. However, it is difficult to address such systemic issues, 
given workplace design is traditionally considered somewhat disconnected from UBs themselves. One 
recommendation from a study that modelled bullying in the nursing workplace was that ‘organizations 
must provide more democratic and less hierarchical workplaces’ to address key antecedents.58 This is 
reflected in a study which stated that horizontal violence would be reduced if ‘nurse managers were 
given authentic authority and decision-making abilities to break down hierarchies and power imbalances 
that sustain RNs in an oppressed position within organisations’.175 Breaking down hierarchies and 
increasing democratisation in the workplace could also enable staff to feel greater ownership and 
passion for their work and increase psychological safety by reducing the perceived risk of reprisal 
from more senior colleagues. Existence of a hierarchy also often inhibits effective communication. 
CMOC 35 shows how making these workplace adjustments may reduce some of the mechanisms 
that contribute to UB in the first place, such as a sense of unfairness, poor psychological safety and 
poor communication.

CMOC 35. Workplace redesign: democratisation of workplace.

Adjusting the workplace to give more decision-making power to employees or increasing role clarity (R) in an 
environment in which workplace factors inhibit ability to do one’s work (C) can increase a sense of fairness in 
the workplace (M1), improve psychological safety (M2), improve communication within teams (M3), and improve 
work engagement and motivation (M4) – which can reduce proclivity to engage in UB (O1), increase ability to 
speak up (O2) and improve psychological well-being (O3).

Category 11: Improving awareness and knowledge (all)
Education was the most common strategy employed by included interventions (see Table 16). It is also 
a strategy relatively easy to deliver, typically in a lecture-type format or ‘session’, or with use of simple 
leaflets.65,72,145 However, the content of the educational sessions varied substantially. Most interventions 
provided educational content about what UB is, ways to cope or how to address it in the moment. 
Generally, information covered a wide range of UB types; however, some interventions mentioned 
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including specific behaviours such as education about microaggressions.72 Others drew on education 
about specific ways in which UB might arise; for example, one study drew on Structurational Divergence 
Theory (a theory suggesting UB arises due to inherently conflicting and opaque organisational 
structures)176 to teach participants that an underlying source of their workplace frustration might 
be a ‘treacherous institutional landscape’, which can sometimes be unnavigable.107 This, they hoped, 
would change the way staff perceived UB and its origins; the authors reported reduced negative 
conflict attitudes and behaviours and greater empowerment to manage workplace conflicts among 
participants.103 Most commonly, studies simply drew on education regarding UB and its effects, and 
some simple strategies for attempting to address it.54,125 The use of education alone was not always 
successful in changing behaviour and, although such strategies often resulted in greater awareness of 
UB (which was perhaps the aim in many cases), this came with the unintended side effect of simply 
leading to more reports of UB.66,134

How and why improving awareness and knowledge may work
As mentioned above, providing education was intended to improve awareness of UB and provide 
knowledge of basic coping or ‘speaking up’ strategies staff can apply in the workplace. This may 
be important to ‘fill the gaps’ in terms of what people understand UB to be. For example, many 
may not understand that certain communication styles are more likely to be construed as UB and, 
therefore, education may be able to address such issues rapidly. The increase in reports of UB seen 
after educational or awareness-raising interventions are delivered suggests such interventions can 
successfully impart increased awareness of and knowledge about what UB looks like. This was as 
highlighted by Nikstaitis and Simko:66

Another important indication seen in the results of this study is that the nurse’s perception of incivility 
after education was higher. In other words, nurses were unfamiliar with the concept of incivility, and once 
they were made aware, it was perceived more, and now it can be rectified.66

Similarly, for people who may have been inadvertently engaging in behaviour that could be construed 
as UB, education can provide a ‘clear understanding of what bullying and harassment are, so they can 
prevent their own behaviour from crossing the line and identify when others might be being bullied or 
harassed and need support’.167 Education can also avoid any misunderstandings because it ‘eliminates 
differing opinions about what lateral violence is. For example, one nurse may attribute another 
nurse’s incivility to being stressed out, while a second nurse may define that same behavior as lateral 
violence’.125 CMOC 36 depicts how education may work.

CMOC 36. Improving awareness and knowledge: education.

If employees are engaging in UB inadvertently (C1) or are working in an environment where UB is not obvious 
(C), then interventions to increase knowledge and improve awareness (R) can lead to an improved ability to 
recognise UB (M1) and can lead to reflection about past behaviour (M2), stimulating behaviour change away 
from UB (O1), as well as likelihood of addressing UB in the moment (O2) while reducing likelihood of UB 
occurring in the future (O3).

Category 12: Implementation-aiding strategies (managers/leaders)
This category of strategies includes activities that may help sustain engagement or plan other behaviour-
change strategies within a larger intervention, such as ongoing co-creation efforts. This can range 
from simple one-off exercises, such as where ‘full-day workshops were attended by more than 90% of 
nursing supervisors to receive feedback on the research and to develop compatible strategies for their 
areas’103 to large 6-month efforts in which action-planning is a constant feature, such as in the CREW 
programme.154,155 The CREW programme offers a selection of activities from a repertoire that can be 
chosen for implementation depending on the situation. Indeed, development of such a repertoire of 
strategies or activities that can be implemented on demand can itself be considered an implementation-
aiding strategy. While many of these strategies are formulated in advance and are part of the repertoire, 
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others are developed as required for circumstances that may arise during implementation.146 To facilitate 
this, meetings are scheduled to provide dedicated time every week for 6 months, to provide space and 
time for planning or implementing anti-incivility activities in addition to larger meetings at the beginning 
and the 3-month midpoint. This ensures there are no excuses relating to capacity for delivering 
programme activities. To facilitate these meetings, facilitators are chosen and trained to ensure that 
activities can be delivered in a high-quality and consistent manner by those passionate about tackling 
UB. The existence of dedicated time enables action-planning to occur, whereby the plans to address 
cases or contributors to UB are formulated. Many included interventions drew on action-planning.93,98,103, 

134,137,154,164 Another implementation-aiding strategy can be the provision of dedicated personnel whose 
role it is to have dedicated time and space for helping deliver the programmes and initiatives. As such, 
all these activities serve to generate momentum. However, building in more implementation-aiding 
techniques is likely to require increasing organisational resource.

How and why implementation-aiding strategies may help interventions
Strategies that aid implementation do so by providing spaces and capacity for delivering other essential 
behaviour-change intervention components. As mentioned above, the CREW intervention schedules 
meetings far in advance in order to provide such space ‘in which employees work with a trained 
facilitator to establish goals and develop ways to improve how they work together in the unit’.155 One 
study drawing on action-planning found that drawing employees into the process fostered a sense of 
empowerment and engagement with the process, and helped hold managers to account:

… others felt empowered to promote a different way of doing things in their own spheres of control and to 
remind more senior management of their commitment to change. They subsequently began to implement 
some of the strategies produced at the workshop.103

Additionally, these sessions were found to increase motivation for leaders to implement changes; this 
was recognised by other staff attending the session, which suggests that these strategies can help 
further the aim of reducing UB while building trust in management: ‘this leader appeared in a new 
light as someone willing and able to acknowledge shortcomings in the profession and in this specific 
organization’.103 These dynamics are reflected in CMOC 37.

CMOC 37. Implementation-aiding strategies: action-planning, scheduling dedicated time, appointing 
dedicated personnel for programmes.

When delivering a complex intervention to reduce UB (R) that must be sustained over a longer period (C), 
providing time and resource to implement momentum-building strategies can enable greater belief that the 
programme is an authentic effort to reduce UB, thereby increasing engagement (M1), increasing commitment 
to the intervention by key actors (M2) and increasing motivation for leaders and managers to implement further 
strategies to reduce UB (M3) – which can increase effectiveness of other strategies to reduce UB (O).

Category 13. Changing recruitment processes (all)
These strategies relate to changes that can be made to hiring, firing and recruitment processes, to try to 
remove or avoid hiring ‘bad apples’. As such, this is also a category of individual-focused efforts.

Changing recruitment processes (all) – unevaluated
Changing recruitment criteria to include personality or emotional intelligence tests was an example 
given as to how organisations could seek to hire people who better match the culture the organisation 
seeks to cultivate.76 However, these were not mentioned frequently in the literature and have not 
been evaluated. In severe cases of UB – such as repeated engagement in UB which informal and other 
graduated approaches have not been able to resolve – employees with a pattern of behaviour could 
be subject to dismissal.122 This was not formally evaluated as a strategy, however. Some interventions 
mentioned earlier in this chapter (such as the Vanderbilt programme) could potentially escalate formal 
investigations until dismissal was necessary – but Webb et al.,151 for instance, reported not doing so.
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How and why changing recruitment processes may work
Changing the criteria for recruitment processes is not likely to have an immediate impact; nor is it likely 
to work well alone. One included study highlighted that

Change via selection requires bullies to leave or be dismissed before new personnel can be hired using the 
new selection process. Culture change using selection may require a ‘critical mass’ of staff to have been 
recruited using the new system.21

Since these strategies rely on sufficient individuals leaving and then joining an organisation, it is 
important to note that managers or leaders and other high-performing individuals who help set the 
organisational culture may still be part of the problem, and that such individuals are unlikely to leave 
because of such changes. CMOC 38 reflects this.

CMOC 38. Changing recruitment processes.

Implementing strategies to reduce UB, for example novel selection methods (R) at the point of recruitment (C), 
can slowly change the perception of social norm towards civility (M) if the individuals behaving badly leave (C2), 
which can reduce likelihood of staff engaging in UB (O).

Summary

Table 17 summarises the strategies identified in this chapter.

TABLE 17 Strategy categories and all strategies within each category (including those not evaluated)

Overall strategy categories (whom it impacts) All strategies within category

1.	 Informal or disciplinary strategies to address UB (e.g. by a 
victim, bystander, manager or peer) and speaking up

Informal resolution, disciplinary action, peer messengers, 
mediation, changing/softening language, speaking up

2.	 Improving confidence to come forward (victim, bystander) Assertiveness training, role-playing, cognitive rehearsal, 
keeping records

3.	 Improving ability to cope (victim, bystander) Seeking help externally, journalling, moving victims, 
individual coping strategies (e.g. taking sick leave), reflection

4.	 Understanding prevalence of UB (managers/leaders) Survey, multisource feedback

5.	 Improving teamwork (all staff) ‘Team-building activities’, conflict-management training, 
communication training, group writing, problem-based 
learning, staff networks

6.	 Social norm-setting (all) Championing, codes of conduct, role-modelling,  
environmental modification, allyship

7.	 Improving leadership competence and empathy  
(managers/leaders)

Leadership and management training, reverse mentoring

8.	 External pressure on organisations (managers/leaders) Seeking hospital Magnet status, government and 
regulator action, laws

9.	 Reporting and escalation systems (all staff) Reporting systems, e.g. Ethos or Vanderbilt programme 
reporting methods

10.	Workplace redesign (all staff) Democratisation of workplace

11.	Improving awareness and knowledge (all staff) Education, awareness and group discussions

12.	Strategies to aid implementation (managers/leaders) Action-planning, building a repertoire of strategies

13.	Changing recruitment and dismissal processes (all staff) Changing recruitment criteria, dismissal
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Chapter 7 Key dynamics shaping intervention 
delivery: when and why strategies to address 
unprofessional behaviours do or do not work

In addition to our findings regarding how and why certain strategies work (see Chapter 6), we also 
identified patterns in the literature that we have formulated into 12 key dynamics. These key dynamics 

explore common issues, contradictions, tensions or considerations identified as important as they may 
inadvertently undermine intervention success, even if other aspects are well-designed.

Key Dynamic 1: Interventions should address systemic factors that contribute to 
unprofessional behaviour, not only individual factors
As highlighted earlier in this report, many interventions ultimately assume that individual failings 
primarily cause UB. For example, interventions and associated strategies to improve awareness and 
knowledge assume that people do not know what UB is or how to address it. Likewise, strategies 
that improve confidence to come forward assume that people simply need to have more confidence 
to be able to speak up and address an incident of UB in the moment. This may be assumed to be 
easier to address than fostering a psychologically safe environment. As highlighted in Chapter 4, many 
contributors are organisational or systemic and are not likely to be solved with a solely individual focus. 
Our MRT of fundamental attribution error (FAE) (see Appendix 2 for more details) occurring in the minds 
of key leaders and intervention architects may explain how organisations inadvertently slip into the 
mindset of considering UB an individual-level issue while downplaying the role of systemic factors.94 
However, a focus on identifying and resolving individual attitudes and issues can, in many cases, lead to 
larger systemic issues remaining unaddressed. When these systemic factors are unaddressed, they can 
continue to lead people to behave poorly.

Stakeholder feedback summary – understanding what works

Our stakeholders acknowledged a lack of understanding of what works exists within practice. One stakeholder men-
tioned that when they ask NHS boards why their action plan to address UB is expected to work, they are met with ‘blank 
looks’. They highlighted that often the onus is placed on individuals, rather than organisations, to do better.

It is important to note that systemic issues are, of course, often more difficult to tackle. This is evidenced 
by the lack of workplace redesign efforts in included studies. One study highlighted a quote from a 
participant regarding efforts to reduce UB that their organisation was employing:

NGN1 explained: ‘I honestly think if we just had more staff and more resources, if we reduced the stress 
levels, that in itself would reduce incivility and bullying drastically. Because if you do that, people are less 
stressed and people are respecting each other more’.177

This dynamic is highlighted in CMOC 39.

CMOC 39: Addressing systemic contributors.

If systemic issues such as understaffing, stress and lack of resources are addressed at the same time as 
implementing an intervention (C), then interventions to address UB will have greater success (O), because staff 
feel better supported and psychological distress levels are reduced (M).
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Key Dynamic 2: Focusing on individual staff can have unintended consequences for 
psychological safety
This dynamic builds upon dynamic 1 (above) and concentrates on the unintended consequences 
of focusing on individual staff members. Like Ethos or Vanderbilt, several programmes – while 
incorporating other strategies – have at their core the notion of ‘professional accountability’, that is, 
that it is an individual problem if staff are not behaving professionally. One reported side effect of 
interventions focused on reporting badly behaving individuals is that they create the conditions in which 
the default behaviour is to report colleagues when they are behaving badly, rather than seeking to 
resolve issues face-to-face as they happen. This also furthers the perception that the root cause of UB is 
problematic individuals, which can further absolve an organisation of responsibility or blame. The ability 
to report colleagues easily can inadvertently make it appear less necessary to tackle those conditions 
that make poor behaviour more likely (addressing other, more difficult-to-tackle, contributors).

CMOC 40: Identifying bad apples.

Top-down interventions that focus on identifying problematic individuals (C) can lead to other/wider 
contributors of UB remaining unaddressed (O) and have a negative effect on team cohesion (O2) because they 
can inhibit the development of an open culture that promotes psychological safety (M1) and increase retaliatory 
reporting (M2).

vs.

CMOC 41: Enhancing psychological safety.

In an environment dominated by hierarchy and power dynamics, interventions addressing systemic contributors 
to UB (e.g. by reorganising the workplace, increasing role clarity and improving worker decision-making) (C) can 
reduce UB more effectively (O) because an open culture and psychological safety are fostered (M).

One included study using the Vanderbilt approach highlighted such unexpected consequences, stating 
that ‘introducing feedback about co-worker concerns may have unintended consequences ranging from 
increases in unprofessional conduct and retaliatory reporting to negative effects on team cohesion 
and a culture that emphasises reporting over colleague-to-colleague conversations about concerns’.151 
The same study highlighted that recipients of negative messages generally did not take them well, 
demonstrating that it can be a somewhat traumatic experience to receive such reports: ‘recipients’ 
responses included blaming systems and other people, asserting inaccurate reporting, minimizing their 
behavior’s impact, expressing disbelief that three reports over three years constituted a pattern, focusing 
on who might have reported, and offering to “apologize”’.151 Another study went further, to suggest that 
preventing an accused from resolving an issue with an accuser can be a form of marginalisation in itself:

an accused is ‘isolated’ from communicating about a complaint with other staff [...]. While a laudable goal, 
such an act can be experienced as kind of marginalisation, in itself a harmful practice which is understood 
by some to indicate management’s complicity with bullying acts.47

Based on this excerpt, it is unlikely that this fosters a psychologically safe environment in which trust 
between colleagues is maximised (see CMOC 41). Indeed, one can argue that creating an anonymous 
reporting system simply allows psychological safety to be bypassed and, instead, seeks to maximise ease 
of ‘speaking up’ (Figure 18).

It is important to note that the literature suggests that identifying problematic individuals may be very 
effective at reducing incidence of UB, despite the risk that such systems may also be used to undermine 
others. Individuals may have lesser or greater proclivity to engage in UB due to their personalities or 
susceptibility to systemic issues such as pressure or lack of job resources etc. As such, reporting systems 
may eventually ‘weed out’ people from the environment; this may have the effect of changing the 
culture towards one in which UB is not tolerated.
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Addressing this dynamic
While we emphasised that anonymising speaking up using online systems can effectively sidestep 
psychological safety and might not develop the intended culture change, it is possible to combine 
a reporting system with strategies that address other, more fundamental, contributors to UBs. For 
example, the Ethos programme also includes educational materials, appointment of intervention 
champions to help normalise speaking up and the ability to report positive ‘feedback for recognition’, 
which has actually comprised the majority of reports submitted to date.97 Addressing other systemic 
contributors may further help to foster psychological safety in key moments and might be more effective 
than a reporting system alone. However, the cultural impact of mixing a reporting system with other 
strategies is, as yet, unclear.

Key Dynamic 3: How and why an intervention is expected to work must be clear; 
otherwise, evaluations of interventions can be misleading
Many of the included studies used intermediate outcome indicators – such as ‘assertiveness’ or 
‘communication quality’ – as a measure of overall success. However, these are not sufficient to 
determine whether UB has been addressed. This issue may partially be due to underuse of theory and 
logic models when designing these interventions. One pertinent example of this is use of ‘awareness’ to 
assess intervention success.

Reliance on measures of awareness or prevalence of UB to gauge the success of an intervention is 
problematic. For example, four included interventions that relied on reports of UB as their primary 
outcome measure were reported by their authors as being ‘unsuccessful’. This was due to an increase 
in reports of UB seen in the intervention groups post intervention.66,134,153,158 As the authors state, 
an increased number of reports of UB means that awareness was increased, which these authors 
consider in the ‘limitations’ sections of their studies. These authors also consider it to mean that their 
interventions are unsuccessful; however, this may be an erroneous judgement. If interventions were 
more robustly designed with a logic model that took intermediary concepts such as ‘awareness of UB’ 
into consideration, then improved awareness that led to staff increasing their reports of UB could be 
considered a successful example of behaviour change. This could then lead to more incidences of UB 
being addressed in the moment.

It is also important to note that while there are strategies that specifically seek to raise awareness of 
UB, many strategies do not. However, many strategies that do not aim specifically to raise awareness of 
UB are likely to do so as the intervention will raise the presence of UB as an issue in participants’ minds. 
As such, relying on decreased awareness or reports of UB to indicate intervention success may be 
problematic. To properly assess intervention effectiveness, the use of a wide range of outcome measures 
is required that enables an understanding of how and why awareness is key to reducing UB and 

Tackling systemic
issues is too hard, we 
need to find the ‘bad

apples’

Identifying ‘bad apples’ Enhancing psychological safety

We just want an
environment in which
it is safe to speak up

vs.

FIGURE 18 Locating bad apples is not the same as enhancing psychological safety.
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improving patient safety (Figure 19). CMOC 42 highlights the risk intervention architects may encounter 
if they do not rely on robust logic models.

CMOC 42. Need for comprehensive evaluation.

If those responsible for developing and implementing a UB intervention clearly map out how it could work, draw 
on theory and invest in sufficient evaluation (C), then how it impacts patient safety, staff psychological well-
being and marginalised staff groups can be determined (O), because greater nuance regarding success can be 
determined (M).

Key Dynamic 4: Maintaining a focus on why it is important to reduce unprofessional 
behaviour (e.g. to improve patient safety) is key when designing an intervention to 
reduce unprofessional behaviour
We identified a dynamic whereby interventions may seek to reduce UB for the sake of reducing 
UB – but do so without enhancing ability to speak up in the moment and/or without improving staff 
conditions or patient safety. While reducing UB is the main goal of such interventions, it is important to 
remember that the primary reason to reduce UB should be to improve the psychological well-being of 
staff, and improve patient safety and quality of care. Improving ability to speak up in the moment can 
often be essential to improving patient safety14,24 (Figure 20); thus, interventions should seek to improve 
psychological safety. Included studies highlighted in some scenarios that, despite a programme being 
implemented to reduce UB, managers were still dismissive of patient safety concerns: for example

On multiple occasions over the past six months, [managers] have been disrespectful and dismissive of staff 
when patient management and safety issues have been raised …. Whilst I applaud the new safety system 
… the cultural change looks like it will take much longer. 93

However, such concerns should be an impetus for attempting to reduce UB in the first place.

Providing education
and awareness

Increased awareness
of UB

Reduced
unprofessional

behaviour

Improved patient
safety

FIGURE 19 Figure demonstrating that much of how interventions are intended to benefit UB or patient safety is left 
unclear.

“I just saw the
surgeon make a

critical mistake! I
didn’t feel safe to say

anything but
thankfully I can report

it online tomorrow!”

vs.

Enabling speaking up Enhancing psychological safety

“I just saw the
surgeon make a

critical mistake! I
Thankfully I felt able

to report it in the
moment and avoided
harm to the patient.”

FIGURE 20 Highlighting the juxtaposition between enabling speaking up in a way that enhances patient safety vs. a way 
that is less impactful to patient safety.
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Since many interventions discussed in this report involve rather distal aspects to improving patient 
safety – such as trying to increase staff assertiveness, for example – it is theoretically possible that 
novel methods such as CBM (discussed in full in Appendix 7) may have a greater direct impact on patient 
safety. CBM might be a valuable addition as it focuses on improving information-sharing, which is 
essential to maintaining safe patient care.14

Included studies were not able to demonstrate that reducing UB improved patient safety or staff 
psychological well-being and that doing so is quite difficult since patient safety and well-being are a 
result of many factors. Despite the recognised importance of a patient safety basis for reducing UB, 
studies rarely attempt to measure improvements on patient safety metrics. Likewise, evidence that 
attempting to improve the ability for staff to cope with UB has an impact on the organisational culture or 
workplace design is absent. Very few interventions attempted to measure worker psychological well-
being, while some drew on turnover rate as a proxy for worker satisfaction. While turnover rate may 
give some indication of staff satisfaction with their workplace, it is likely to also be a result of myriad 
other factors.

CMOC 43. Maintaining a focus on distal outcomes such as patient safety is important when designing an 
intervention to reduce UB.

When interventions to reduce UB maintain a focus on improving patient safety (C), then challenging UB in the 
moment and speaking up about medical mistakes is more likely to be improved (O), because staff may feel more 
psychologically safe (M1); a greater focus on patient safety may enhance engagement (M2) and improve culture 
change (M3).

Key Dynamic 5: Encouraging bystanders to intervene is important for culture change 
but can lead to moral injury
Encouraging bystander intervention was a common strategy in the direct approach to instigator category 
in Chapter 6. Encouraging bystanders to intervene can send an important message that UB is no longer 
tolerated in an organisation and can lead to UB being addressed in the moment. However, encouraging 
bystanders to intervene can create a sense of moral imperative and may lead to moral injury (a MRT we 
outline in Chapter 3 and Appendix 2) if bystanders do not then have the courage or skills to intervene the 
moment UB is occurring. Alternatively, they may intervene and experience reprisal – or inadvertently 
escalate the conflict. A debate between demanding bystander intervention and being wary of it was 
frequently present in the literature. On the one hand, sources stated ‘We believe health professionals 
have a moral duty to practice ‘upstanding’ — intervening as bystanders’178 and on the other, ‘We thus 
find some of the advice offered rather out of place, e.g. for a bystander to confront a bully, given that the 
main remit of any bullying intervention should be to encourage harmony, not discord, in a workplace’.47 
This debate is reflected in CMOCs 44 and 45.

CMOC 44. Encouraging bystander intervention successfully.

Encouraging bystander intervention (C) can lead to UB being addressed in the moment (O+) and drive social 
norms moving towards civility (O2+), because bystanders feel protected and able to act on their sense of moral 
duty to intervene (M2).

CMOC 45. Encouraging bystander intervention may lead to moral injury or reprisal.

Encouraging bystander intervention (C) can cause moral injury if the bystander does not feel confident 
intervening (O−) or can lead to reprisal if intervening when it was not safe to do so (O2−), because they may feel 
that they have failed in their moral duty to intervene (M1).
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Resolution
This dynamic suggests that care is needed when suggesting that staff intervene as it puts the onus on 
individuals to solve potentially systemic issues – at risk to themselves. There is also a risk it can lead to 
further conflict. As such, organisations should emphasise that it is not a moral duty to intervene and 
bystanders should only do so when they are certain they are not at risk of reprisal. Organisations should 
focus on creating psychologically safe conditions in which the risk of reprisal is low and there is safety 
for individuals when speaking up.

Key Dynamic 6: Identifying unintended consequences of anonymous reporting 
systems is essential
While allowing anonymous submissions about UB may increase speaking up behaviour, it may also 
increase the chance that systems may be misused. Systems that enable other people to be easily 
reported – especially anonymously – sidestep direct person-to-person resolution and may be used 
for purposes of undermining and scapegoating (CMOC 46). Sources highlighted the potential misuse 
of reporting systems: for example, one reporting system used within an adapted Vanderbilt approach 
identified how ‘a few staff described feeling distressed after receiving weCare feedback based on what 
they deemed vexatious and fictitious content’.93 Another example arose from the Ethos intervention, 
which itself was ‘reported’ to the media for, among other issues, fostering alleged ‘implicit sexism’. 
In this case, ‘Ethos data from St Vincent’s public hospital for the 12 months to this month, seen by 
The Age, shows female medical staff were the subject of about 30 per cent more complaints than 
male medical staff’. However, it is also possible that going to the media regarding the intervention 
was itself an attempt by entrenched cliques to avoid a problematic culture from being addressed. 
Undermining of intervention measures seeking to address UB by cliques is a common theme, as this 
example demonstrates:

The continued emphasis upon in-house reporting schemes as a central plank to address workplace 
bullying inadvertently risks the protection of perpetrators, as it is possible that actors in alliances m0ay 
work together to subvert organizational reporting processes to protect their own interests.117

Similar unintended consequences have been identified with the UK Datix electronic incident-reporting 
system; an incident-reporting system intended to aid patient safety used within NHS organisations.179 
Although primarily focused on patient safety, Datix is also known to be used to report UB between 
healthcare staff. For example, a recent publication highlights that ‘several high-risk events, including the 
assault of my team member by another staff member within a forensic unit, mandated the completion 
of an online Datix form’.180 Informal accounts via social media provide some examples in which staff 
(Figure 21) report the weaponisation of the Datix system to the point where ‘Datixing’ has become a 
verb and is used as a threat.180

FIGURE 21 Tweet depicting the Datix system being used intentionally or unintentionally to undermine a doctor in practice 
in the NHS.
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Bal et al.180 highlight the weaponisation of Datix, stating that

45% of reports attributed blame to an individual, potentially reflecting an organizational culture in health 
which leads to retribution, rather than one of learning, along with ‘a failure to appreciate the contribution 
of system factors’, undermining the original purpose of the incident reporting system.180

These dynamics are reflected in CMOCs 46 and 47.

CMOC 46: Enabling speaking up.

Enabling anonymous reporting of colleagues (C) can mean instigators are approached by messengers or line 
managers, directly reducing UB (O) because recipients or witnesses of UB have been able to speak up where 
there are low levels of psychological safety (M1).

and

CMOC 47: Misuse.

Enabling anonymous reporting of colleagues (C) can lead to an increase in UB in the form of undermining and 
scapegoating (O) because informal alliances and nefarious individuals can co-opt the reporting system to target 
specific individuals with false reports (M1).

Addressing this dynamic
Although misuse and unintended consequences of some reporting systems are quite commonly 
mentioned – as with the given Datix example – evidence from formal evaluations such as that of the 
Ethos intervention suggests that false complaints are not very common. They report that ‘there have 
been < 10 vexatious complaints in over 2000 submissions, and the triage process aims to identify such 
reports’. This triage process involves ensuring reports submitted are consistent with the purpose of 
the system and that reports ‘(1) should relate to a specific event, (2) the event was recent and (3) the 
feedback is likely to be useful’.97 As such, it is currently not clear whether there is genuine abuse of these 
systems or simply a fear of abuse of such systems: this may have a negative impact on adoption. Either 
way, careful triage of messages is essential to avoiding unintended consequences of such methods that 
increase ease of speaking up. Use of ‘natural language processing software’, such as in the Coworker 
Observation System53 or use of even more novel artificial intelligence methods, to identify language 
indicative of a false or inflammatory report may also be a means to solving the issue.53 Additionally, 
the use of a database to store reports and actions taken can also help to identify problematic 
messaging patterns.

Key Dynamic 7: Interventions must be perceived as authentic to foster trust in 
management
Many of the key dynamics we identified relate to building trust in management, which is often 
undermined when staff see UB occurring around them, unaddressed.

Stakeholder feedback summary – rebuilding trust in management

Our spotlight session highlighted that trust in management is often particularly low among people from minoritised 
backgrounds. Often, there is a passing of the torch when it comes to accountability and often management do not want 
to acknowledge racism or sexism within their organisations. This lowers trust in management.

Stakeholders also helped us to make clearer the distinction between manager intentions behind interventions, how they 
are perceived by recipients and that there may often be a large gap between positive intentions of managers and poor 
receipt of the intervention. This helped us to refine Key Dynamic 7.
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Staff make a constant assessment of the culture of an organisation, particularly in terms of UB. Staff 
will notice behaviours by managers and take these as a signal for what is tolerated and acceptable. In 
organisations that have historically had an issue with UB, it is likely that staff strongly desire change 
towards a civil environment and seek signs that this is the direction of travel. This ties in with trust in 
management (a MRT outlined in Chapter 3 and Appendix 2), because staff who experience unaddressed 
UB for a prolonged period of time will lose trust in management.48,143,155 To assess whether it is worth 
trusting management to provide a safe working environment, healthcare staff will assess the authenticity 
of efforts that management make to reduce UB. By authenticity (and genuineness) of the intervention in 
this section, we mean the perception of ‘whether there is a collective change in management intention 
to properly address UB and regain employee trust’. This notion of a ‘changing wind’ was highlighted by 
another included study: ‘The commissioning of the interview study and the wide public sharing of the 
findings functioned as an intervention in its own right, demonstrating to sceptical colleagues a new 
appetite for learning in the organization’.143

An assessment of authenticity may involve looking at the intervention itself and assessing whether 
its components are likely to have the desired effect (i.e. is it a ‘tick box’ or a real attempt at changing 
culture?) (Figure 22). For example, one included study found that

employees’ attributions and perceptions of the organisation’s intention to prevent negative employee 
behaviours (bullying) only have their desired effect when policies are perceived to be implemented 
effectively. Effective implementation appears to signal to employees that bullying behaviours will not be 
regarded as acceptable behaviours within the organisation.181

Staff will also look to managers to ensure they are not continuing to role-model negative behaviours 
themselves. One included intervention was undermined in this way: ‘at mid-intervention several 
participants had observed leaders behaving in an unprofessional manner which was sending inconsistent 
messages and perceived as impeding implementation’.93 Likewise, another study reported interventions 
to be less successful if an organisation was known to be poor at following up and sustaining initiatives.21 
As such, the sense that interventions are genuine must be fostered, otherwise healthcare staff will not 
properly engage with interventions because they will not trust management and not trust that it is worth 
their time. This will undermine the intervention’s effectiveness.

Manager intentions
It is important to highlight that managers may have very positive intentions when it comes to changing 
the organisational culture but that the perception by healthcare staff can differ. This may particularly be 
the case with well-meaning interventions that are simply not sufficiently wide-ranging to be effective 
– perhaps due to resource constraints. One included paper highlighted this dynamic: ‘it is also possible 
that a type of intervention is selected for perceived value-for-money rather than quality, relevance or 
efficacy, such as that required for staff to genuinely change or develop their values’.47 Similarly, ‘“good” 

“It looks like
management is finally

serious about
addressing

unprofessional
behaviour, let’s give this

programme a chance”

“Managers continue to
engage in or tolerate

unprofessional
behaviours and there is
no way this programme

will address issues
sufficiently, so why

change our behaviour?”

vs.

Programme perceived as authentic Programme perceived as inauthentic

FIGURE 22 Perception of programme intervention authenticity.
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initiatives, once out of the spotlight, can be quickly forgotten, especially if there is high turnover of staff. 
This can make well-intentioned activities feel tokenistic, regardless of the actual commitment of those 
instigating them’.131 In other cases, managers and leaders may want to be seen to be addressing UB 
while knowing that the interventions they are implementing are not going to be sufficient to address 
the problem. This situation risks being perceived as ‘virtue-signalling’ (a public expression of opinions 
or sentiments intended to demonstrate one’s good character or social conscience), ‘box-ticking’ or 
tokenistic. Frustrations with efforts that were clearly inadequate and not going to work were highlighted 
by one study:

Informants suggested that senior management had very little accountability, took little action and instead 
gave token rewards to staff to improve culture, such as barbeques, pizza days and bacon and egg rolls. 
Informants described those actions as ‘insulting’ (CNE1) and ‘having little effect upon culture’ (CNE2).177

Another paper highlighted some strategies leaders could use to avoid their interventions seeming 
to be ‘tokenistic’: ‘Emphasising the judgements that leaders at all levels make as to what to do, 
modelling curiosity, admitting mistakes, encouraging participation and showing genuine commitment 
seem to be important so that interventions do not come across as tokenistic or inauthentic’.131 
Authentic interventions will see greater engagement, greater cultural impact and an improved sense of 
psychological safety (CMOC 48). However, if staff do not see interventions as genuine, engagement and 
effectiveness will be reduced (CMOC 49).

CMOC 48. Intervention perceived to be authentic.

When interventions are seen to be authentic and senior staff role-model professional behaviour (C), then staff 
feel more able to buy into the intervention (O) because it is perceived to be a legitimate attempt at reducing  
UB (M).

vs.

CMOC 49. Intervention perceived as inauthentic.

If managers implement an intervention to address UB but continue to role-model or tolerate negative behaviours 
(C1) or the intervention content is perceived as unlikely to have any effect (C2), then staff will disengage from the 
intervention (O−) because staff dismiss it as inauthentic (M).

Solving this dynamic
Resolving this dynamic requires building a sense of intervention authenticity and building trust in 
management (and thus interventions and strategies they introduce) by increasing engagement with 
interventions and avoiding negative leadership behaviours. Key to building a sense of authenticity 
and trust in management are activities whereby major organisational contributors to UB are identified 
and targeted, always ensuring leaders role-model positive intervention-coherent behaviour, ensuring 
managers are targetable/included in the intervention, using co-creation to build engagement, and 
ensuring the intervention is widely advertised and that it has the staying power and resource backing 
that gives people confidence it will deliver (see Chapter 8). Lastly, interventions need to pass a ‘common 
sense’ inspection by those participating to ensure its strategies might be able to have the stated impact.

Key Dynamic 8: One size does not fit all – tackling unprofessional behaviour generally 
requires multiple and sustained interventions to address underlying contributors
Related to Key Dynamic 7, we also identified that doing something to tackle UB is not the same as doing 
enough. Interventions will likely require many strategies, sustained over a long period of time and with 
genuine systemic changes to address contributors leading to UB. One study, for example, identified 
that their one-off educational intervention was insufficient to address UB in their organisation, stating 
‘a one size fits all approach is not sufficient to mitigate negative workplace behaviour and that using 
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education as a “tick box approach” is unlikely to be effective in developing sustainable cultural changes 
in organizations’.177 This, however, relies on sufficient resource being available to implement follow-up 
action that draws on more strategies. Organisations also run the risk of becoming complacent because 
they are already doing ‘something’ to address UB, which can lead to other contributors remaining 
unaddressed. In these cases, for example, ineffective policies or procedures are seen as adequate and 
can lead to situations in which ‘workplaces with prominently posted policies that mandate respect or 
decry bullying often fail to address actual complaints’.114 One study also demonstrated this, stating that 
a bullying intervention was ‘management’s “one hit wonder”’ but that it ‘would require concurrent and 
similarly successful initiatives to raise their level of trust in management’.122 This dynamic is highlighted 
in CMOC 50.

CMOC 50. Tackling UB requires multiple and sustained interventions.

If an intervention does not address all UB contributors (C), this can allow UB to continue (O−) and inhibit trust in 
management (O2−) because contributors remain unaddressed and more comprehensive interventions to reduce 
UB are ignored (M).

It is also important to note that failing to tackle systemic issues, such as unfairness in the workplace, can 
disproportionately impact those individuals with protected characteristics who suffer from systemic or 
less visible forms of UB, such as discrimination. One included study highlighted this, stating that

race equality and inclusion may be unamenable to simple applications to evidence-based interventions 
that do not take into account the subtleties of local context and history. A ‘do-once’ attitude, or well-
intended processes that do not model the spirit of the outcome, may even be harmful.131

Key Dynamic 9: Addressing manager behaviour is essential for building trust in 
management
Interventions work best when they are seen to include management; it is essential for trust in 
management to be (re)built (Figure 23 and CMOC 51). If an intervention involves ‘targeting’ individuals 
– such as with a reporting system – then it must include the ability for managers to be targeted, too. If it 
delivers training, this is less important but still helpful when it comes to demonstrating that management 
is involved in moving the culture in a positive direction in some way. The importance of this is explained 
in one study:

Management participation is also important because these staff are not immune to bullying behaviours, 
and in some cases are central protagonists. Either way, ‘what management do’ (role modelling and 
showing they are learning and supporting other staff) has been shown to vastly influence workplace 
culture and any intervention.22

We want to tackle
unprofessional

behaviours, but we
don’t want to be

targeted or included
ourselves

Managers need to be
targeted or included
by the strategies for

the intervention to be
seen as fair and

authentic

vs.

Managers Workers

FIGURE 23 Managers must implement programme interventions that include themselves.
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However, managers or leaders are usually the ones who implement any intervention to reduce UB 
(CMOC 52). Thus, from the outset, there’s already a potential incentive to exclude themselves being 
targeted or involved in the intervention, creating a dilemma that organisations need to address. This 
will be especially important for those organisations in which managers have been seen to engage or 
tolerate UB themselves, with subsequent low levels of trust in management. In cases in which managers 
do not want to be targeted by the interventions they implement, interventions may not be successful; 
in such cases, the only resolution may be external pressure from regulatory bodies or enforced 
leadership changes.

CMOC 51: Participation.

If managers include themselves as a recipient or target of an intervention (C), this can show that UB is no 
longer tolerated (O+) and can build trust in management (O2+) because it signals to other employees that the 
intervention is genuine (M1) and suggests there is a real cultural shift taking place (M2).

vs.

CMOC 52: No participation.

If managers do not include themselves as recipient or target of the intervention (C), this can allow UB to continue 
(O−) and reduces trust in management (O2−), because it signals to other employees that the intervention is unfair 
and/or managers that are not taking it seriously (M1) and suggests there is no real cultural shift taking place (M2).

Key Dynamic 10: Interventions that are both inclusive and equitable are critical to 
ensure effectiveness and sustainability and for addressing inequalities
Interventions should be seen as both inclusive and equitable. However, we identified that it was rarely 
possible to achieve both, particularly when it came to creating equitable solutions across different 
groups. As discussed earlier in this report, certain groups with protected characteristics experience more 
UB in the workplace. Yet these groups are currently rarely catered for in existing interventions to tackle 
UB. One could argue that this reduces fairness and equity of access. For example, the following excerpt 
from one study notes: ‘despite their selflessness and arduous work, Black African nurses face structural 
and institutionalised discrimination within the NHS. Employers must challenge the dominance and 
hegemony that exists within the NHS to ensure greater equality of all employees’.69 Interventions could 
– and arguably should – be more accessible and designed and specifically focused on reducing UB for 
these groups. One way to do this could be to deliver an intervention to improve opportunities for these 
staff with protected characteristics or to deliver an intervention specific to racism.

However, at the same time, included sources have highlighted that being inclusive is also important. 
While equity is essential to the success of interventions, it is also important to include as many 
people as possible in an intervention and not target one group over another. This is because targeting 
interventions at specific groups could alienate certain groups or imply they are at fault. Examples could 
include targeting doctors with an anti-bullying intervention because they are perceived to be bullies 
more often than nurses. One study highlighted that

it is now noted that some methods of delivering interventions to staff may induce feelings of being 
‘targeted’, ‘at fault’ and perhaps being bullied themselves, if content is ‘aimed’ at certain negative 
behaviours, say ‘anger management’, or staff groups, say ‘the doctors’.47

This highlights that this dynamic can apply to professional – as well as demographic – groups (e.g. 
gender).

One included study highlighted a participant reacting to the existence of a leadership programme open 
only to staff from an ethnic minority background:
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For the [ethnic minority] leadership programme, it’s well, ‘What [have you] been taught which I couldn’t 
be taught?’ What is actually being said [to programme participants]? Is it, this sounds really bad and really 
racist, but is it, ‘Don’t listen to the white man’?.131

In addition to the perception that such interventions are unfair, sources also reported that deficit-led 
interventions may have unfortunate connotations as ‘development programmes aimed at ethnic minority 
staff might create a sense that they somehow need to be “brought up” to the same level or standard as 
white people’131 (see Stakeholder feedback summary – inclusion and equity). As such, these dynamics 
highlighted a tension between inclusion and fairness, and that picking one or the other may result in 
negative consequences (Figure 24). These dynamics are also reflected in CMOCs 53 and 54.

A further risk is that delivering interventions for only one marginalised group may inadvertently also 
exclude those from other disadvantaged backgrounds, such as those from an economically deprived 
background, LGBTQ+ people or people with a disability. It also shows that interventions to enhance 
fairness at the cost of inclusion may generate unnecessary conflict. Simply ensuring all employees 
have equal access to opportunities (equity) may be the less risky option for organisations. It is not clear 
whether a lack of interventions seeking to address UB towards marginalised groups is due to leaders 
wrestling with this key dynamic or simply due to underinvestment and lack of prioritisation of this issue.

CMOC 53: Equity.

When UB interventions cater to the specific needs of groups that experience systematic inequalities (C), 
then they will feel better supported in their workplace (O), because they feel heard, seen and validated where 
previously they felt ignored (M).

vs.

CMOC 54: Inclusion.

If UB interventions seek to include all staff, including minoritised staff, and recognise differences in experiences 
such as higher rates of bullying directed at minoritised groups (C), then interprofessional conflict may be reduced 
(O), because staff feel included and their differences acknowledged (M).

Stakeholder feedback summary – inclusion and equity

When we presented this dynamic to our stakeholder group, we received feedback that ‘deficit-led’ interventions (those 
that try to ‘bring up’ one group to the level of another) can be problematic for both those receiving the intervention (due 
to the implications of this) and for those who are not (due to feeling of unfairness). This suggests that policies that are 
deficit-led may inadvertently increase UB towards certain groups; however, this has not yet been tested.

Some groups are
disadvantaged and

require specific
help

Interventions
should include all

groups to be
perceived as fair

and equal

vs.

Inclusion Equality

FIGURE 24 Interventions that are both inclusive and fair are difficult to achieve.
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Solving this dynamic
This dynamic reflects a situation in which both sides have negative outcomes and only one can be 
chosen. Theoretically, it is possible to design an intervention that has both inclusive components open 
to all, as well as elements that can boost opportunities for specific groups. This may lessen the backlash 
to group-specific elements but, since it has not been tested, it is not clear by how much.

Addressing these issues and overcoming this dynamic may again require better data to enhance 
understanding of the contributors to UB that impact these groups. For example, one included source 
surveyed the culture in their organisation and performed a demographic analysis. They found that 
people with a disability experienced undermining- and scapegoating-type behaviours more than others 
and this was found to stem from management. They found that in their organisation

people with disabilities and chronic health conditions are often poorly managed in terms of workloads 
and deadlines and procedures around making reasonable adjustments are often seriously misunderstood 
by managers […]. The data here is very clear – disability is correlated with several unreasonable 
management behaviours.76

As such, performing a root-cause analysis was able to identify that management style was the source of 
the greater experience of UB by this group and that management training could be a solution. As such, 
better data may enable more simple solutions to problems facing specific groups in cases such as these, 
avoiding this dynamic.

Key Dynamic 11: There are trade-offs between fixed interventions and flexibility
As discussed in Chapter 5, we identified that some interventions were adaptable to the situation and 
organisational context. This meant that certain strategies might be used in some contexts but not in 
others. Theoretically, this adaptability can enable enhanced efficacy, because drawing on a repertoire 
of strategies can mean strategies can be chosen that better fit the context (CMOC 55). For example, 
Laschinger et al.155 set out how certain strategies can be used to tackle certain goals in the CREW 
intervention. In CREW, weekly meetings enable identification of the challenges ahead and strategies can 
be either drawn from a repertoire or created on demand, to be implemented on a case-by-case basis. 
An example they provide is one in which junior managers identified that a lack of conflict-management 
skills in their unit may have been leading to UB. As such, discussion in a weekly meeting led to 
implementation of role-playing scenarios to build the missing conflict-management skills.155

This trade-off between flexibility and fidelity necessarily means that it is more complex and difficult to be 
able to assess why the intervention worked since the intervention will not be the same when delivered in 
different contexts. For example, was success due to implementing this conflict-management strategy or was 
it due to another strategy targeting another situation – or did it work despite implementing these strategies? 
As such, when implementing CREW in one organisation versus another, the actual implementation may 
comprise entirely different delivered components and thus be similar to comparing two totally different 
interventions in behavioural terms. This difficulty of evaluation is reflected in CMOC 56.

CMOC 55. Flexibility.

When implementing an intervention to address UB that draws on flexible implementation (C), this can enhance 
efficacy of the intervention to reduce UB (O) because it may enable better adaptability of strategies to specific 
scenarios (M).

and

CMOC 56. Fidelity.

When implementing an intervention to address UB that draws on flexible implementation (C), this can reduce 
the ability to identify how to change the intervention to improve future efficacy (O) because variability in 
implementation delivery across organisations can make it difficult to identify which components work (M).
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Key Dynamic 12: There are trade-offs between a theory-first and practice-first 
intervention design
In Chapter 5, we identified that many interventions lack a strong theoretical framework and logic 
model, and that many interventions are being conducted in practice and are not reported in the 
academic literature. Key Dynamic 12 refers to two main ways we identified to design an intervention: 
(1) top-down (i.e. drawing on robust theory, logic models, modelling the assumptions and components 
behind how UB may occur, developing an intervention that targets the antecedents of the behaviours) 
or (2) bottom-up (i.e. identifying a problem on the ground, searching for an applicable solution and 
implementing it to prevent UB as quickly as possible). Academics may use the former top-down strategy, 
while many working in practice in the NHS often use the latter strategy.

A top-down approach may have more ability to test what works and why, whereas the bottom-up 
approach may provide adequate results more rapidly. One limitation of a top-down approach could be 
that it does not properly target the contributors ‘on the ground’, as highlighted by one study:

The Program’s implementation was commonly viewed as being ‘top-down’ and not adequately reflecting 
the unique needs of unit-level sub-cultures: ‘I feel that the staff aren’t really connected with the 
organisational programme because it kind of sits up here and it’s very disconnected from what goes on at 
grassroots level’.93

While we are portraying this as a key dynamic, we do believe it is possible for a theory-based, well-
articulated and practical intervention to be constructed. However, this will require suitable guidance 
to be in place that would enable practitioners on the ground to easily access information required for 
tackling UB in the workplace (see draft manager’s guide, Appendix 8). This includes which strategies 
target which contributors and a basic introduction to changing behaviour, as well as factors that can 
inadvertently affect intervention implementation such as these key dynamics. CMOCs 57 and 58 
highlight the key trade-offs.

CMOC 57. Theory-led.

If an intervention to reduce UB is being implemented drawing on theories about how UB may arise (C), then 
an intervention may take longer to design and implement (O), because it is facilitating a more robust evaluation 
process (M).

vs.

CMOC 58. Practice-led.

If an intervention to reduce UB is implemented rapidly (C), then understanding its effectiveness will be 
compromised (O), because due consideration of the evaluation process has not been factored in (M).

Stakeholder feedback summary – key dynamics

We presented a selection of these findings to the stakeholder group in November 2022 and March 2023. The group 
helped us to ensure we name these as ‘dynamics’; previously we had referred to them as ‘tensions’, which was not 
reflective of all findings.

The meetings also helped us to surface other dynamics. For example, in the November 2022 meeting, one stakeholder 
asked: ‘How many organisations ask what evidence there is that what they plan to do might do what it aims to do’. This 
was a pertinent point to raise and helped us formulate Key Dynamic 3.
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Summary

We identified 12 key dynamics across the literature, which are essential considerations for 
understanding when strategies to address UB work (Table 18).

TABLE 18 Summary of 12 key dynamics

Key dynamics

Key Dynamic 1. Interventions should address systemic factors that contribute to UB – not only individual factors. 
Individual factors were overestimated as contributors to UB, which leaves systemic contributors unaddressed and can lead to 
implementation of interventions that do not tackle root causes of UB

Key Dynamic 2. Focusing on individual staff can have unintended consequences for psychological safety. When systems 
are implemented that seek to weed out the bad apples, this has implications for psychological safety because staff do not feel 
protected and systemic issues (see Key Dynamic 1) remain unaddressed

Key Dynamic 3. How and why an intervention is expected to work must be clear; otherwise, intervention evaluation can 
be misleading. Existing studies have claimed success or failure based on intermediate outcomes such as ‘level of awareness’ of 
UB or adjacent outcomes e.g. ‘assertiveness’. Use of logic models is essential to improve fidelity of such evaluations and get closer 
to measuring actual improvements in UB

Key Dynamic 4. Maintaining a focus on why it is important to reduce UB (e.g. to improve patient safety) is key when 
designing an intervention to reduce UB. For example, increasing the ease and normality of speaking up in the moment will 
have a greater, more positive impact on patient safety than facilitating it later on

Key Dynamic 5. Encouraging bystanders to intervene is important for culture change but can lead to moral injury. 
Encouraging bystanders to intervene sends signals regarding unacceptability of UB. However, creating an imperative to intervene 
can also lead to moral injury if staff subsequently do not intervene and can place staff at risk of reprisal

Key Dynamic 6. Identifying unintended consequences of anonymous reporting systems is essential. Systems that enable 
anonymously speaking up also enable subversion of these systems to drive behaviours such as scapegoating by filing false 
reports. This can be avoided with triage systems or databases

Key Dynamic 7. Interventions must be perceived to be authentic to foster trust in management. Authenticity can be lost if 
managers are simultaneously engaging in negative behaviours and sending mixed messages or if the intervention itself is clearly 
inadequate for its intended purpose

Key Dynamic 8. One size does not fit all: tackling UB generally requires multiple and sustained interventions to address 
underlying contributors. Many interventions do not address systemic contributors; rather, only a small number of them for a 
certain duration. Existence of an inadequate intervention may inhibit more adequate interventions from being developed and 
put into place

Key Dynamic 9. Addressing manager behaviour is essential for building trust in management. To be seen as genuine, 
interventions need to include managers and senior employees at all levels. This is especially important for those organisations in 
which managers have been seen to engage in or tolerate UB themselves, with subsequent low levels of trust in management

Key Dynamic 10. Interventions that are both inclusive and equitable are critical to ensure effectiveness and sustainability 
and for addressing inequalities. Gaining a greater understanding of the differences in experience of UB by different groups and 
the root causes for these may help drive greater understanding of how to address UB in a fair and inclusive manner for people 
with protected characteristics

Key Dynamic 11. There are trade-offs between fixed interventions and flexibility. Some interventions are inherently flexible, 
enabling use of a repertoire of strategies that may be more effective in different contexts. However, different components in 
different contexts make it difficult to evaluate what was effective

Key Dynamic 12. There are trade-offs between a theory-first and a practice-first intervention design. A theory-first design 
risks being distant from what occurs in practice whereas a practice-first design risks lacking articulation of how and why it is 
supposed to work. As the study of such interventions progresses, provision of materials for those embedded in practice may help 
bring these two approaches closer together
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Chapter 8 Implementation principles to 
optimise future interventions to reduce 
unprofessional behaviours

Introduction

This chapter presents both general implementation principles that span interventions and specific 
recommendations for organisations. We have begun to translate the intervention guidance in this 
chapter into practical resources for managers to fully address this objective. We have done this in 
collaboration with our stakeholders and advisory group members; indicative content can be found in 
Appendix 8. The guidance will be finalised with stakeholders and published as an output of this study.

What follows is an exploration of 15 implementation principles applicable to a range of UB interventions 
and organisational scenarios. These have been developed within the context of the preceding chapters 
(particularly Chapters 6 and 7). Their development was based on our realist understanding of the 
mechanisms by which interventions seek to reduce UB or mitigate the effects, as identified in the 
categories and key dynamics. As such, we refer to the key dynamics from Chapter 7 throughout this 
chapter. For each principle, we have developed CMOCs to help explain the mechanisms of action, the 
contexts that are conducive (or otherwise) and the outcomes that may be expected.

Implementation principles to optimise unprofessional behaviour intervention 
effectiveness

This section will explore the key implementation principles identified through our analysis that apply 
across a wide range of interventions seeking to tackle UB. These CMOCs are formulated as ‘action 
statements’ – that is, if (context), then (outcome), because (mechanism) – for simplicity.

Implementation Principle 1: Reach
It is important that interventions seeking to address UB have broad reach. This means including 
all staff groups, including management and senior leaders, to demonstrate a serious effort by the 
organisation.151 Evidence suggests that including as wide a range of staff as possible could also provide 
additional benefits, such as improving interprofessional interactions22 and reducing ostracisation of 
certain groups, as discussed in Key Dynamic 9. However, consideration must be given to how different 
groups are brought together to promote psychological safety; particularly if hierarchies are mixed (see 
Implementation Principle 15).

CMOC 59. If an intervention is delivered to as many staff as 
possible (C), then it may be more effective at reducing UB 
(O), because it can improve engagement and interprofes-
sional interactions, reduce ostracisation and demonstrate 
that management is serious about tackling UB (M).

‘… a relatively “broad” approach, including all staff, can also 
optimise engagement particularly where positive relation-
ships begin to be reinforced or forged between professional 
groups. For example, an approach which crosses disciplines 
and groups of people, and aims to include everyone’.22

Implementation Principle 2: Co-creation
Including staff in the design and delivery of intervention content can be a practical way to increase a 
sense of ownership among staff.119 Engaging staff in this way can also help to empower them (by making 
them feel involved in doing something to tackle the issue),138 as well as ensuring that intervention 
content is tailored appropriately to ensure uptake.138 Examples in the literature indicated that staff can 
both help plan the intervention and become agents of change during intervention implementation.126,138 
Similarly, co-creation can help increase a sense that managers are now serious about addressing UB and 
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that they are making an authentic effort to design a proper intervention. This can help to resolve Key 
Dynamic 5 and can help sustain engagement with the intervention for longer.

CMOC 60. If UB interventions are designed and implemented 
with staff at the helm (i.e. co-created) (C), then staff feel a sense of 
ownership (O), because they have been engaged with the process 
and perceive it to be authentic (M).

‘Involving nurses in policy development gives them the 
opportunity to take ownership and responsibility for 
the environment in which they work. Enabling nurses 
themselves to develop a policy addressing workplace 
bullying is one strategy to decrease bullying’.119

Implementation Principle 3: Assess before implementation
Identifying organisational antecedents is an important initial step. Surveying organisational culture and 
identifying the contributors to UB within an organisation can enable better tailoring of strategies to 
an organisational context. Assessing organisational context before implementing any interventions or 
strategies can be useful in multiple ways: it can identify pockets of UB that may require more targeted 
approaches, enable an understanding of how the existing culture is contributing to UB, and identify 
specific UB that require specific tailored interventions or strategies. In the CREW intervention, for 
example, the pre survey determines how a site can best implement the intervention. Conversely, one 
included study highlighted that ‘failure to identify and address catalysts could itself be understood as a 
way to “facilitate” or perpetuate bullying’.22

CMOC 61. If delivering an intervention to reduce UB (C), then assessing 
the organisational landscape in terms of culture, presence and types of 
UB before the intervention is implemented can improve effectiveness 
(O), because it enables the specific targeting of appropriate strategies at 
contributors (M).

‘… analysis of risks or of potential organisational 
antecedents of bullying can be conducted 
through the application of particular instruments, 
pre-intervention surveys, interviews, focus groups, 
introductory meetings, and joint discussions’.21

Implementation Principle 4: Dedicated staff to lead work to tackle unprofessional 
behaviour
Identifying dedicated staff to tackle UB can facilitate intervention sustainability and provide a single point 
of contact for organisational expertise and knowledge, thereby enhancing its success. One study referred 
to drawing on an ‘interventionist’ to ‘develop a knowledge and understanding of what exactly staff do 
and a department’s clinical function within the health system’ to ‘offer appropriate, applicable content’ for 
an intervention, as well as to ‘ensure the offering is accessible’.22 Use of dedicated staff can increase the 
perception that management is engaging in a genuine effort to address UB (Key Dynamic 5).

CMOC 62. If delivering an intervention to reduce UB (C), then having  
dedicated staff in place to tackle UB can improve intervention momentum and 
sustainability (O), because staff can collate relevant information for implement-
ing the intervention, which may enhance applicability of content, increase 
perception that management is serious about addressing UB and increase staff 
engagement (M).

‘An interventionist taking time to acquire 
such knowledge, and to develop an 
intervention around it, can help staff to 
engage in learning as it indicates a degree 
of respect for those taking part and under-
standing of their personal situation’.22

Implementation Principle 5: Skilled facilitation
Many types of intervention require a facilitator to deliver content. This can include the use of training 
strategies, such as conflict-management training, educational activities or the training of essential staff 
members as mentioned above (e.g. peer messengers97). Comprehensive training enables foresight of any 
issues that may crop up during intervention delivery, avoiding unintended consequences before they happen.

CMOC 63. If an intervention to reduce UB relies on facilitation (C), then the 
facilitator must have adequate training and be skilled at delivering intervention 
content to be successful (O), because a facilitator with the ‘right’ skills will be 
capable of building an alliance between themselves and participants, keeping 
discussion on track and engaging participants, which can lead to better interven-
tion outcomes (M).

‘… an interventionist’s process and con-
tent might be appropriate, but their lack 
of skill can mean participants side-track 
discussion away from a central remit’.22
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Implementation Principle 6: Multiple simultaneous strategies
Use of many simultaneous strategies (as opposed to only one or two) in an intervention was often 
cited as a major factor in success.68,93,138,141 Purported reasons indicate that use of many strategies 
‘link together to form social systems that promote changes in behaviour norms’172 and that strategies 
‘must be multidimensional in order to reach all constituents in an organization’.138 It is thought that 
the use of multiple strategies may be more effective at changing culture and practice.68,141 This works 
best when there is a full understanding of both what strategies are appropriate for the type of UB (see 
Implementation Principle 3) and why and how those strategies may interact and complement each other. 
Evidence for this is currently lacking. Additionally, inclusion of a greater number of strategies will incur a 
resource cost. Nonetheless, drawing on multiple strategies can help to improve intervention authenticity 
(Key Dynamic 5) and address a greater number of contributors to UB (Key Dynamic 6).

CMOC 64. If an intervention draws on a greater number of simultaneous 
strategies (C), then it may have a greater culture-change impact (O), 
because they create social systems that promote behaviour change, 
reach more people, increase uptake, address multiple contributors and 
send a signal that management is serious about addressing UB (M).

‘Our approach also suggests why bundles of inter-
ventions packaged together seem more effective 
than single interventions. This is not because 
they have an aggregate or cumulative effect, but 
because they link together to form social systems 
that promote changes in behaviour norms’.172

Implementation Principle 7: Maximise visibility
Interventions must be highly visible. Maximising visibility of activities or interventions to address UB 
sends a strong signal about leadership and culture change and can improve effectiveness. During the 
project lifecycle, advertising successes of the intervention can also be extremely important: for example, 
in organisation-wide e-mails from leadership or organisational newsletters. This can help sustain 
momentum and build trust in the intervention, which can help build a sense of authenticity essential to 
Key Dynamic 5. For example: ‘The Programme is well advertised, information about it is everywhere –  
posters, intranet page, computer screen savers. I think this helps provide a strong stance that this 
programme and changing our culture is a priority’.93

CMOC 65. If delivering an intervention to reduce UB (C), then ensur-
ing it is highly visible through advertising improves its momentum 
and effectiveness (O), because it helps engage staff, sends a signal 
that culture change is happening and increases participation (M).

‘Participants noted mid-intervention that formal 
communications promoting the Programme were 
important in engaging staff in cultural change 
and demonstrating organisational commitment’.93

Implementation Principle 8: Early intervention
Intervening early – as soon as any negative patterns of behaviour are identified – was often 
recommended as the best approach to send a signal that UB is not tolerated. Yet, implementing an 
extremely well-designed intervention, drawing on many of the principles laid out in this section, can 
also be in competition with intervening quickly (see Key Dynamic 12). Nonetheless, intervening quickly is 
important because any delay can unintentionally give the impression that management tacitly tolerates 
or has a hands-off approach towards UB. Additionally, any potential impact on patient safety and 
care quality must also be addressed rapidly. It may be possible to implement interim measures in an 
organisation while a more robust and complex intervention is developed.

CMOC 66. If a pattern of UB is identified in an organisation (C), then it 
is important to demonstrate that something is being done to address it 
rapidly (even if working on implementing a more complex intervention 
alongside a smaller rapid action) to ensure it does not take hold (O), 
because doing so indicates that management will not tolerate any UB and 
mitigates loss of trust in management (M).

‘Early identification and intervention are 
essential when it comes to managing disruptive 
behaviours. Ignoring inappropriate conduct will 
result in the problem persisting and becoming 
entrenched. Disruptive behaviour needs to be 
confronted and addressed before it takes hold’.91
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Implementation Principle 9: Manager and leader engagement
The engagement of managers and leaders with the intervention is essential both to ensure the content 
of the intervention is properly delivered and to ensure staff see that reducing UB in the organisation 
is a priority of senior staff. This relates to Key Dynamic 5 (enhancing authenticity) and Key Dynamic 7 
(engaging managers). For example:

… If senior personnel … promote and encourage [a programme to address UB], that will certainly have a 
positive impact … and vice versa, if there’s not a lot of interest shown … then people under them are less 
likely to be engaged and see it as a valued program.93

CMOC 67. If implementing an intervention to reduce UB 
(C), then ensuring senior staff (i.e. managers and leaders) are 
engaged (e.g. role model behaviour, provide resources and 
focus) is crucial to maintaining engagement and effectiveness 
(O), because this transmits the message that UB is not 
tolerated and fosters psychological safety (M).

‘leaders regularly connecting with frontline staff [is impor-
tant…]. Firstly, it shows leaders are prioritising the removal 
of barriers to safe care. Secondly, staff who observe leaders 
improving safety may be encouraged to follow suit. Finally, 
these interactions provide an opportunity to build respect 
across hierarchical levels and promote psychological safety’.93

Implementation Principle 10: Intervention perceived as just and not punitive
It is important that interventions are perceived to be justified and not overly punitive or staff may 
become apathetic and disengage from the intervention and its content. For example, ‘Just culture is also 
supported by sharing and addressing behaviors that undermine teamwork by promoting collaboration, 
accountability, self-evaluation, and decency to help solve system issues and create a blame-free error 
reporting system that supports peer feedback without punitive measures’.53 It is also important to avoid 
an intervention undermining psychological safety, which links to Key Dynamic 2. Natural justice – the 
notion of ‘innocent until proven guilty’ and the ‘right of reply’ – is also essential in specific strategy 
types, such as with reporting systems. In these, there are graduated systems depending on whether 
there is a one-off negative behaviour or a pattern of UB. It is important that the perception of justice in 
the system is maintained to ensure that one-off or less severe events are not treated the same way as 
patterns of behaviour or severe forms of UB. For example, ‘anonymity has led to frivolous complaints 
and some staff feel a divide growing between the messengers and ordinary staff. Ethos is providing a 
system of no accountability for complainants, no just hearing and no records for due process’.182

CMOC 68. If seeking to implement an intervention to address UB (C), then 
ensuring the intervention is just and not punitive is essential to ensuring 
effectiveness of the intervention and avoiding backlash (O), because a sense of 
injustice can lead to disengagement with the intervention and generate a sense 
of outrage or discontent (M).

‘A positive focus is engaging and empower-
ing for participants, and important to the 
eventual creation of a blame-free environ-
ment, again, similar to that described in the 
field of clinical error prevention’.22

Implementation Principle 11: Maximising existing opportunities
Existing organisational processes such as onboarding processes, appraisals or development reviews can 
be used to reduce UB. Although we did not identify any interventions doing so in the literature, some 
sources did mention the possibility of using existing organisational processes. For example, ‘the use of a 
pre-existing educational conference block to ensure protected time for fellows was helpful in seamlessly 
integrating the curriculum into a busy academic fellowship programme and division’.71 Our stakeholder 
group also highlighted the importance of tying in with ongoing efforts that are related to addressing 
UB in organisations, such as the Freedom To Speak Up Guardians.168 Since these events and activities 
are already taking place, it can be low cost and low risk to use them to help drive behaviour change. 
Included studies cited drawing on onboarding processes, for example, to introduce the signing of 
‘conduct pledges’, which can ensure awareness of the behavioural policy and make it easier to discipline 
those who behave badly in the future.
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CMOC 69. If an organisation is seeking to reduce UB 
(C), then using existing organisational processes such 
as reviewing or appraising staff to discuss UB can build 
momentum (O), because using existing processes may 
enable other strategies to be more easily rolled out (M).

‘SWAST should consider establishing a contract of respectful 
behaviour to enable managers to brief employees during induction, 
at appraisals and in team meetings as to what the expectations of 
the Trust are. This should explicitly make clear issues of equality, 
diversity and inclusion as well as fair and respectful behaviour’.76

Implementation Principle 12: Organisational turnover and change
Staff and leaders who were championing an intervention and then leave an organisation can take much 
experience and momentum with them. The same can be said for processes of organisational change, 
whether that is changes in leadership or organisational mergers, which can serve as a distraction from 
efforts to reduce UB. It is important for those implementing UB interventions to plan for succession, 
intervention continuation and sustainability in cases of disruption to processes or staff.

CMOC 70. If implementing a longer-term intervention to 
reduce UB (C), then organisational change and turnover can 
disrupt intervention momentum (O), because there can be a 
loss in staff, expertise, resource and engagement (M).

‘… participants from both units were not confident in their 
collective ability to sustain the impact of the intervention 
over time, given staff and leadership changes’.137

‘Challenges to programme adoption […] were retirement or 
departure of faculty members invested in the programme’.183

Implementation Principle 13: Tackle the instigator of unprofessional behaviour
Literature reported that in cases where conflict was occurring between two people, some organisations 
simply moved the instigator or the target of UB to another department. This enables the instigator to 
continue his or her behaviour, either in the same or in another setting, and sends the signal that the 
organisation is tolerant of UB. This was cited in the literature as occurring most frequently when an 
instigator is a high-performing doctor or surgeon.

CMOC 71. If an individual is frequently engaging in UB, then 
moving the victim or instigator out of the situation (C) can lead to a 
worsening of social norms about UB (O), because it sends a signal 
that an organisation is tolerant of UB (M).

‘Perpetrators of bullying often have a history of this type 
of behaviour and instead of dealing with it, managers 
may transfer the bully to other areas within the 
organisation where the same behaviours continue’.115

Implementation Principle 14: Incorporate ongoing evaluation
Incorporating ongoing evaluation into an intervention may increase resource costs but it can also 
enable greater adaptability that can enhance efficacy either while the intervention is running or when 
implementing new versions of an intervention (Plan, Do, Study, Act cycles). It can potentially save costs 
in the longer term because an evaluation can identify contextual factors that may have undermined its 
success. An evaluation can help with understanding the setting in which an intervention is implemented 
and improving understanding of contexts that influence its success, as well as proximal (i.e. psychological 
safety), intermediate (i.e. reports of UB) and distal outcomes (i.e. patient safety metrics) (Key Dynamic 11). 
Evaluation results can also demonstrate to staff that interventions are effective and thereby enhance 
both trust in the organisation and support for the intervention.

CMOC 72. If implementing an intervention to tackle UB (C), then  
embedding an ongoing evaluation can enable strategies to be adjusted  
and adapted (O), because there can be a greater understanding of the 
organisational and implementation context (M).

‘As with all interventions, the applicability of 
these resources to local contexts will vary, 
and there has been no attempt at formal 
evaluation that would help to establish the 
contexts in which they may be more or less 
helpful’.131
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Implementation Principle 15: Do not mix hierarchies
While managers should be involved in interventions, it is important to also highlight that hierarchies 
have a large impact on ability to speak up (as outlined in Chapter 4, Category 1). As such, mixing of 
hierarchies can inhibit psychological safety in group-based interventions, undermining the ability 
of lower-level staff to engage with the intervention. This is purportedly a reason why one included 
intervention did not meet its objectives (see quotation, below). This principle is reflected in CMOC 73.

CMOC 73. Seeking to include employees at all levels of an organisa-
tion with managers and lower-level staff present when implementing 
interventions that rely on group sessions (C) can cause disengagement 
with the intervention (O−), because speaking up can be inhibited due 
to mixing of hierarchies reducing psychological safety for lower-level 
staff (M).

‘… staff did not appear to fully engage in the role 
play when the management staff was present. For 
future studies, the research team decided to either 
restrict the participants in the intervention to 
clinical staff only or to have two intervention groups, 
one for management and one for clinical staff’.54

This principle could be resolved by designing an intervention that is seen to include managers in another 
way without mixing hierarchies, thereby avoiding this pitfall.

Table 19 provides an overview of our key implementation principles, mapped on to the consolidated 
framework for implementation research (CFIR), to facilitate stronger links to implementation theory.

TABLE 19 Application of the CFIR184 to the design, development and implementation of resources from this study

CFIR domain Key considerations Application to developing UB resources

Outer setting (Wider NHS/governmental 
and societal context)
What is there in the wider 
NHS to support the systemic 
change required?
e.g. patient needs/priorities, 
peer pressure, external 
policies/incentives

•	 Provide links to ongoing work in NHS England (NHSE)11 and 
include NHSE stakeholders

•	 Synergy with NHS policy and strategy e.g. Freedom to Speak 
up Guardians [FTSUG]

•	 Emphasise financial as well as ethical business case

•	 Need to address workforce crisis – stem attrition and recruit 
and retain staff

•	 Royal College/Regulatory body representatives contribute to 
interpretation and design

•	 Consider link to wider societal movements, e.g. #BLM/reports

Inner setting (organisational context)
What are the barriers/
facilitators from within Trusts/
organisations and how can 
these be mitigated/capitalised 
upon?
e.g. networks/communi-
cations, culture, tension 
for change, compatibility, 
relative priority, organisa-
tional incentives/rewards, 
learning climate, readiness for 
implementation, leadership 
engagement, available 
resources

•	 Resources are aimed at identifying, addressing/reducing barri-
ers and aiming for long-term culture change

•	 Designed to sit alongside and have synergy with other policies 
and organisational processes

•	 Designed with input from NHSE, NHS Employers, organisa-
tional leaders and NHS managers, and experts by experience

Characteristics of 
individuals

(individual context) e.g. 
knowledge/beliefs about 
the interventions and 
resources among healthcare 
staff and managers/leaders; 
self-efficacy

•	 Evidence-based and co-created to ensure language, style and 
format are acceptable, trusted and easy to use and implement

•	 Developed with healthcare staff users by experience
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CFIR domain Key considerations Application to developing UB resources

•	 Ensure activities implemented are seen as authentic efforts by 
staff and not overly punitive

•	 Staff should feel they are ‘taken with’ the intervention and not 
‘targeted by’ it

•	 Engagement from senior staff

Intervention 
characteristics (s) 
– the resources

(mechanisms) e.g. evidence 
strength/quality, relative 
advantage compared to 
other things, adaptability, 
complexity, cost, stakeholders’ 
perceptions of the potential 
benefits

•	 Based on robust realist and descriptive synthesis of literature
•	 Focused on taking account of context rather than generalising 

and simplifying
•	 When co-designed, are trustworthy and felt to be able to 

make a difference

•	 Aimed at guiding and giving ideas for translation into work-
place settings

•	 Providing editable versions to personalise to contexts and 
settings

Process of 
implementing

(context + mechanism)
What is the strategy for 
implementing, sustaining and 
evaluating?
e.g. planning, engaging, 
opinion leaders, implemen-
tation leaders, champions, 
reflecting/evaluating

•	 Co-designed with stakeholders including staff-by-experience, 
frontline staff, managers/leaders, representatives from 
regulatory bodies, NHSE, NHS Employers and Royal Colleges

•	 More than tick-box process, demonstrable leadership that UB 
is not tolerated

•	 Easy access to resources and feedback, to enable constant 
review and evaluation of use

•	 Highly visible initiatives with coherent communication 
strategies to support implementation

•	 Implement ongoing evaluation as an ongoing feedback 
mechanism for determining effectiveness

•	 National dissemination event
•	 Dissemination via stakeholders (royal colleges, regulators, 

NHSE)

Reproduced from Care Under Pressure 2 (CUP2).121

TABLE 19 Application of the CFIR184 to the design, development and implementation of resources from this 
study (continued)
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Chapter 9 Discussion

This chapter integrates our review findings firstly by situating and summarising them within wider 
societal and NHS organisational contexts. We provide the reader with a final orientation to our 

findings by mapping them to our objectives, follow this with recommendations for various stakeholders, 
detail the strengths and limitations of this research, and, finally, identify directions for future research.

Contextualising and summarising our findings

Over the past 5 years, we have seen a significant shift in discourse relating to sexual harassment, with 
the #MeToo movement raising awareness about whether and how women are believed when they 
experience sexual harassment and abuse – particularly in the workplace.17 We have also seen a shift in 
awareness relating to race and racism, with the black lives matter (#BLM) movement shining a spotlight 
on the poor treatment of black communities by societal institutions – such as the police and health 
service – with reported institutionalised racism.69

These movements and important societal shifts in consciousness have implications as to how 
organisations respond and uphold recognition of any wrongdoing. In healthcare settings, we have seen a 
plethora of reports with claims of bullying, harassment and abuse, which have led to dire consequences 
for patients and staff.3,6–8 The findings from our report may go some way to changing the downward 
spiral of these events and contribute to a broader societal narrative about how we can all do better.

Our overall aim in this study was to improve context-specific understanding of how, why and in 
what circumstances UBs between staff in acute healthcare settings occur, and evidence of strategies 
implemented to mitigate, manage and prevent them. Through our analysis (see Chapters 3–8) 
and discussions with our stakeholder and advisory groups, we surfaced several issues previously 
unaddressed by prior research. Our overall review findings are summarised in Boxes 1–4 and are 
organised in relation to our four study objectives.

Our first objective was to ‘Conceptualise and refine terminology: to understand differences 
and similarities between terms referring to unprofessional behaviours (e.g. incivility, bullying, 
microaggressions)’. Chapter 3 addresses this by exploring the use of UB-related terminology in the 
literature (see also Appendix 3, Table 26). Findings allowed us to conceptualise UBs on a spectrum 
according to their inherent dimensions, such as how specific they were, whether visible to the 
organisation or their targets and whether they required a hierarchical structure to occur (see Figure 6). 
However, we found little agreement across organisations or professional groups regarding what 
constitutes UB, which can cause confusion and make it challenging to synthesise the literature on 
this topic. In practice, the lack of a shared definition or understanding of UB could lead to difficulties 
in understanding its prevalence, reduce the likelihood of individuals reporting it and hinder the 
effectiveness of interventions to address it. We present a shorter and longer definition of UB in 
Chapter 3, refined with our stakeholders, as operationalised in this project. This provides a definition that 
can help bring clarity both in practice and in understanding the academic literature.

Our second objective was to ‘Develop CMOCs to understand the causes, contexts, mechanisms, and 
outcomes of unprofessional behaviours on staff, patients and wider healthcare system’. Chapter 4 
explored the contributors to UB among staff in acute healthcare settings and its outcomes. Our 
analysis produced 17 CMOCs and a comprehensive programme theory, which categorised contributors 
of UB (see Figure 11 and Box 1). This level of analysis demonstrated the overlapping nature of many 
mechanisms and outcomes, emphasising the complexity of the emergence of UB. In terms of who and 
how UB is experienced, we found that UB is experienced more by people from a minoritised background 
(including ethnic minority staff, LGBTQ+ staff and staff with disabilities) and those new to the profession. 
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Lastly, we created an overarching programme theory regarding how the presence of UB can impact staff 
and patient safety through various mechanisms, such as inability to effectively communicate and loss 
of learning.

BOX 1 Four broad categories of UB contributors

Workplace disempowerment:

•	 Factors such as organisational and professional hierarchies can lead to staff becoming an easier target 
for instigators, foster a sense of unfairness and cause a reduction in psychological safety, which can all 
encourage UB.

Organisational uncertainty, confusion and stress:

•	 When staff experience organisational confusion, uncertainty and stress due to factors such as 
organisational change or a lack of resources, this also contributes to increased instances and experiences of 
UB. When staff experience a lack of control in their day-to-day work, they encounter challenges in building 
relationships which can, in turn, worsen conflict.

Social cohesion:

•	 A lack of social support from colleagues, shift or agency working and reduced ability to communicate 
effectively (e.g. due to stress and pressure as outlined above) can all lead to undermining of social 
relationships between staff. These would otherwise enable a greater ability to cope with UB, understand 
norms of the workplace and help to avoid forms of UB, such as feeling ostracised.

Enablement of harmful cultures that tolerate UB:

•	 Leadership and the culture that is created within an organisation can enable, model or tacitly permit UB to 
continue in their organisations. This can create an environment where UB is part of the social norm. Factors 
such as permissive, complicit toxic and dysfunctional leadership, negative role-modelling and cliques come 
into play here.

Our third objective sought to ‘Identify strategies designed to mitigate, manage and prevent unprofessional 
behaviours, how, why, and in what circumstances these work and whom they benefit’. This is answered 
in Chapters 5 and 6, wherein we explored interventions intended to address UB (see Chapter 5), alongside 
strategies they incorporated (see Chapter 6). We made a distinction between interventions (a bundle of 
strategies and evaluation methods delivered in a particular context) and strategies (BCTs used to drive 
reductions in UB), to aid our analysis and to be more applicable to modern behavioural science. Our 
investigation of interventions allowed us to report on which interventions are effective according to their 
outcome measures. We identified 13 categories of strategies (see Box 2), which we explored according to 
whether they had been evaluated in an intervention or only used in practice.

BOX 2 Strategies used to address UB in healthcare settings

1.	 Informal or disciplinary strategies to address UB (e.g. by a victim, bystander, manager or peer) and speaking 
up. This included approaching an instigator or their line manager, which could prompt reflection and a change 
in behaviour. It also included more formal disciplinary procedures if a serious pattern is identified.

2.	 Improving confidence to come forward (victim, bystander). Strategies such as assertiveness training could 
seek to boost an individual’s ability to report instances of UB.

3.	 Improving ability to cope (victim, bystander). Strategies to improve ability to cope could reduce the impact of 
UB on workers’ well-being, for example.

4.	 Understanding prevalence of UB (managers/leaders). Delivering surveys or qualitative interviews with staff 
members to identify how prevalent UB is and where it is occurring can enable better targeting of other 
strategies at the issue.

5.	 Improving teamwork (all staff). Improving ability to communicate through communication training or doing 
team-building activities may increase a sense of social support and rapport, which can decrease UB.

6.	 Social norm-setting (all). Strategies such as role-modelling by leaders and incorporating a code of conduct can 
signal a new cultural direction and set new social norms with an organisation.

7.	 Improving leadership competence and empathy (managers/leaders). Delivering management training, for 
example, can reduce the likelihood of managers engaging in behaviours that could be considered bullying or 
micromanagement, etc.

8.	 External pressure on organisations (managers/leaders) (e.g. regulatory inspections, laws). These stimulated 
managers or leaders to increase focus on reducing UB.



DOI: 10.3310/PAMV3758� Health and Social Care Delivery Research 2024 Vol. 12 No. 25

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

99

9.	 Reporting and escalation systems (all staff). These were able to identify where UB was taking place and 
enabled approaches to instigators to be made (strategy group 1).

10.	Workplace redesign (all staff). These included efforts to redesign the work environment to reduce pressure 
and frustration experienced by staff. These approaches were discussed frequently but rarely implemented 
through an intervention.

11.	Improving awareness and knowledge (all staff). These included training or education workshops; for example, 
to improve ability to recognise UB.

12.	Strategies to aid implementation (managers/leaders). These included strategies that could help implement 
other behaviour-change strategies (e.g. action-planning).

13.	Changing recruitment, promotion and dismissal processes (all staff). These included attempts to screen out 
people who may not fit with an organisational culture during recruitment, in order to slowly change social 
norms. These were not often used, however.

Chapter 7 presented 12 key dynamics highlighting common issues, contradictions, tensions or 
considerations that may inadvertently undermine intervention success, even if otherwise well-designed 
(see Box 3 for summary).

BOX 3 Twelve key dynamics

Key Dynamic 1: Interventions should focus on systemic issues (e.g. workplace designs that promote frustration) 
as a priority rather than focusing on problematic individuals; otherwise, systemic contributors can continue to 
undermine a programme.

Key Dynamic 2: Enhancing a culture of psychological safety and openness should take priority if intending to 
improve staff well-being.

Key Dynamic 3: A comprehensive evaluation relying on greater number of outcome measures at multiple points 
in the causal chain will give greater insight into what works, how and why.

Key Dynamic 4: Maintaining a focus on why it is important to reduce UB (e.g. to improve patient safety) is key 
when designing an intervention to reduce UB.

Key Dynamic 5: Encouraging bystanders to intervene is important for culture change but can lead to moral injury 
if people do not feel capable of intervening.

Key Dynamic 6: Triage of messages in systems that enable anonymously speaking up is essential to ensure 
messages are not used to undermine others.

Key Dynamic 7: Programmes must be perceived as authentic to foster trust in management. Authenticity can be 
lacking due to either negative role-modelling by leaders or a programme that can be easily seen as inadequate 
by staff.

Key Dynamic 8: One size does not fit all – tackling UB generally requires multiple and sustained programmes to 
address underlying contributors.

Key Dynamic 9: Addressing manager behaviour is essential for building trust in management.

Key Dynamic 10: Interventions that are both inclusive and fair are critical to ensure effectiveness and 
sustainability, and for addressing inequalities.

Key Dynamic 11: There are trade-offs between intervention flexibility (i.e. adaptability to circumstances) and 
rigidity (i.e. fixed intervention content and design). Enabling flexibility may enhance effectiveness – but at the 
cost of ability to determine what worked and why.

Key Dynamic 12: There are trade-offs between a theory-first and a practice-first intervention design.

A programme theory highlighting which strategies address which contributors  
to unprofessional behaviour

Our realist analysis was able to give us a sense for which strategies address which mechanisms 
that underlie contributors to UB and which may not. It was able to indicate where there may be 
contributors that are currently not addressed by existing strategies. Figure 25 depicts the result of this 
mapping exercise.
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FIGURE 25 Final programme theory: contributors and strategies, and which mechanisms they target. Black squares are strategies, and orange and blue ellipses are mechanisms underlying 
how various contributors work.
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It is evident from this mapping exercise that the systemic contributors (left of the diagram) contributing to a 
sense of unfairness, frustration and powerlessness, role uncertainty, feeling a need to compete and loss of 
motivation or passion are only really addressed by workplace redesign efforts. However, such efforts were 
only incorporated by a single evaluated intervention to a very limited extent.103 This further emphasises 
the findings of Key Dynamic 1, whereby systemic contributors can continue to undermine an intervention 
that is focused on individual behaviour. Examples of this include the use of social norm-setting strategies or 
those that improve ability to cope rather than a more holistic approach to addressing UB.

Figure 25 presents our final programme theory. Building upon this, Figure 26 highlights strategies 
according to the level at which they are implemented: whether at individual, team, organisational, 

Individual (57)

Team (32)
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Societal (3)
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norm-
setting
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5. Improving
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(16)
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aiding strategies

(11)
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(3)
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and empathy

(2)
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and escalation
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13. Changing
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1. Direct
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FIGURE 26 Interventions mapped according to their level of implementation. Numbers indicate how many strategies were 
evaluated within each category. Strategy categories mentioned more than once are reflected in different colours for ease 
of identification.
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health system or societal levels. Some strategy categories (understanding prevalence of UB, workplace 
redesign, reporting and escalation systems, changing recruitment processes and social norm setting) 
are highlighted here multiple times since they can operate at multiple levels (e.g. setting social norms 
can occur at both team and organisational levels). Figure 26 also identifies the number of evaluated 
intervention papers we identified that tested interventions at each level and the total for each level 
itself, in brackets (e.g. 57 individual-level strategies were tested across the intervention papers, with 
21 of these attempting to improve awareness and knowledge of UB). This analysis shows that most 
strategies are implemented at the individual level (i.e. with sessions or workshops) and few strategies try 
to alter organisational culture, health systems or societal dynamics.

Recommendations

Our fourth objective was to ‘produce recommendations and comprehensive resources to tailor, 
implement, monitor, and evaluate strategies to tackle UB and their impacts’. Our results enabled us to 
create guidance for healthcare managers and leaders seeking to address UB in their organisations (see 
Appendix 8 for indicative content). It may also provide insight for researchers who want to identify and 
implement novel strategies to address contributors that are, as yet, unaddressed by existing strategies.

The evidence and analyses presented in this review have been translated through an iterative process 
with the stakeholder and advisory groups and policy-makers (as outlined in our protocol – see also 
Chapter 2), to produce 10 overarching recommendations (see Box 4). These are targeted at national and 
local Freedom to Speak Up Guardians and executive boards, those responsible for leading teams, and/
or those designing or refining interventional strategies to tackle interpersonal UB between healthcare 
staff. We have also begun to translate these recommendations for different audiences (noting that these 
recommendations are interdependent) (Table 20).

BOX 4 Ten overarching recommendations to consider when mitigating, managing and preventing UB in acute healthcare 
settings

1.	 The default position statement of the employer (NHS), leaders and managers needs to be ‘we do not 
tolerate unprofessional behaviour of any kind’. Doing something to address UB is better than doing nothing, 
maximises visibility to engagement and signals seriousness about addressing UB.

2.	 Assess organisational landscape (understand organisational contributors to UB), then invest in 
implementation of multiple interventions and strategies (cover as broad a section of the organisation 
as possible to avoid perceptions of singling out specific groups and foster culture change), design a 
model outlining how and why the intervention should work and plan both ongoing formative and 
summative evaluations.

3.	 Implement multiple strategies: using a greater number of (aligned) strategies can increase uptake and spread.
4.	 Intervene early when UB is first detected – important to reinforce the message that UB is not tolerated and 

maintain trust in management, but make sure the intervention is seen as just and not overly punitive (e.g. 
relatively minor instances of UB are addressed informally).

5.	 Plan and implement a UB strategy to address organisational need, use societal shifts and changes in 
discourses relating to bullying, harassment and racism.

6.	 Shift the balance towards organisational as well as individual-level responsibility by encouraging allyship and 
workplace redesigns that minimise frustration, and foster social support and the ability to speak up.

7.	 Identify and nurture leaders capable of modelling ‘good’ behaviours and encourage their visibility so they 
can lead by example, avoid simply moving the instigator or recipient of UB (sends negative signals regarding 
tolerance of UB).

8.	 Harness existing organisational processes to emphasise organisational commitment to reducing UB 
(repurpose existing meetings or build into professional development reviews and appraisals).

9.	 Co-create interventions with staff (to foster intervention authenticity and increase engagement), including 
those more at risk (e.g. minority group members or those lower in organisational hierarchies), and senior 
groups to ensure buy-in, authenticity and reach.

10.  �Appoint dedicated staff to lead work to tackle UB (intervention implementation and monitoring to improve 
design, enhance intervention implementation and sustainability) and maximise manager engagement.
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TABLE 20 Recommendations for different stakeholder groups

Audience Recommendations

Individuals •	 If it feels safe to do so, speak up directly and/or address UBs
•	 Be an ally to those most at risk, including new staff, students, those in disempowered posi-

tions, and those from minoritised backgrounds
•	 Engage in training to improve your ability, confidence and awareness of how to speak up
•	 Engage in training designed to help you understand what UB looks like and how it can be 

addressed
•	 Model behaviours demonstrating that UB is not tolerated
•	 Raise and escalate concerns regarding barriers to working well that promote conflict and 

frustration

Teams •	 Foster social norms within teams that are explicit about not tolerating UB. These include 
speaking up in the moment, particularly if patient safety is at risk

•	 Foster connection, trust and social support within and across teams, particularly in times of 
acute stress or among groups most at risk

•	 Establish clear lines of communication by developing a shared understanding of what UB 
looks like within your team

Organisations •	 Where resources allow, seek to assess the organisational landscape of UB. For example: using 
Trust-wide OD support, better use of NHS annual staff surveys to understand any hot spots, 
and use NHS staff survey open comments to understand where and how to intervene

•	 Invest in broader, holistic responses to UB as opposed to addressing individual behaviours 
only. Strategies that aid implementation do so by providing spaces and capacity for delivering 
other essential behaviour-change intervention components

•	 Engage senior leaders including chief executives and board
•	 Involve staff in the design and implementation of interventions
•	 Ensure interventions and their successes are advertised/highly visible in organisation-wide 

leadership communications
•	 Tag strategies onto pre-existing processes such as onboarding, appraisals or development 

reviews where possible

Broader healthcare 
systems

•	 Implement reporting systems that make it easy and safe to report UB. This might include: 
an anonymous reporting system that facilitates feedback, allows for acknowledgement that 
reports are delivered, uses a triage process and has a database where reports are reviewed 
and verified

•	 Implement change facilitators across systems who are skilled at building culture-change mo-
mentum

•	 Share best practice and learnings regarding how to tackle UB from individual organisations 
within and between healthcare systems to ensure learnings are captured and not lost

•	 Undertake formative and summative evaluations to get real-time feedback and assess 
post-intervention effectiveness

Society and service 
users

•	 Support healthcare staff by demanding safe workspaces for them (e.g. lobbying government 
representatives) to improve UB and enhance care quality

•	 Make a report as a patient when you have witnessed something that feels wrong

Regulators •	 Build upon this research to create and promote packaged interventions and support for 
organisations seeking to address UB

•	 Implement monitoring systems to identify the presence of UB and evaluate an organisation’s 
success (or lack thereof) at responding

Policy •	 Recognise that addressing UB can improve health system efficiencies and patient safety, and 
should be an area of priority

•	 Ensure no tolerance of UB in government bodies (e.g. Department for Health and Social Care) 
to avoid sending mixed messages to healthcare staff and systems

Researchers •	 Build on our emergent definition of UB
•	 Explore UK-based implementation of interventions to address UB with evaluation of what 

works in an NHS context
•	 Establish multidisciplinary teams to research UB, drawing on behaviour science theories
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What our review adds

This research had several strengths. We included a significant number of sources (148) for a realist 
review, and the realist methodology enabled us to build a greater understanding of this area than 
previously articulated. Although a realist synthesis by Illing et al.21 had been performed in this area a 
decade ago in 2013, the vast majority of the literature we included was published after 2013, including 
27 out of 42 intervention studies.21 Additionally, Illing et al.21 did not include behaviours beyond bullying, 
whereas we sought to include all forms of staff-to-staff UB. A more modern and developed realist 
methodology informed by the RAMESES standards39 enabled us to open up the black box of included 
interventions, understand the range of strategies at use in this area and articulate how and why they 
were intended to work. The methods used for the project and its results are reported clearly and in 
great detail (e.g. incorporating stakeholder engagement methods, iterative screening and searches 
described in the Preferred Reporting Items for Systematic reviews and Meta-Analyses diagram), enabling 
researchers to understand how the results have been reached and offer a template of methods for 
future realist reviews. The review searches are a strength; we drew on a range of published and grey 
literature sources, multiple searches ensured we were drawing on literature likely to be relevant at 
different stages of the review, and searches were updated throughout the project until December 2022 
– ensuring the team was up-to-date with the latest and emerging research.

Combined with our analysis of contributors to UB, we were able to create a complex and coherent 
programme theory. This will enable those studying UB to understand the available options to address 
UB while navigating the key dynamics and implementation guidance we identified. Incorporation of 
stakeholder and advisory group feedback at multiple timepoints throughout our analysis applied a 
‘reality check’ to our findings. Since we expanded the international breadth of our included sources to 
capture more intervention literature, the applicability of our findings to multiple healthcare system types 
is also a strength.

Limitations of this research

The focus of our review was specifically on UB between staff in acute healthcare settings. We sought 
to define UB and identify contributors and strategies to reduce it. However, in having UB as our focal 
point, we did not seek detailed investigation of the opposite, that is, civility and professionalism. This 
means we did not, for instance, include analysis of interventions to improve civility but rather only 
to reduce incivility. Therefore, we may have excluded interventions capable of addressing UB, simply 
because of the way in which they were presented. We searched a range of academic databases but our 
search may have been enhanced further if we had included databases such as PsycINFO. Nonetheless, 
we drew on Google and Google Scholar searches to overcome these limitations and are confident our 
programme theories are fully representative of the range of strategies, interventions and contributors 
present in the literature. We are also aware that there may be practice-based interventions not captured 
by our review methods. For example, while we have sought and identified grey literature, there may still 
be live interventions not yet documented in the literature that we did not identify.

While our initial relevance criteria enabled us to go wider and include sources from outside health care 
if necessary, due to the volume of literature identified within health care we did not require additional 
literature. As such, there may be opportunity to learn from other sectors but this was beyond the scope 
of our review. Likewise, we did not expand to areas such as primary or community care, deeming these 
fundamentally different in their working environments. When analysing contributors to UB, we also did 
not include sources reporting from countries beyond the UK, as we found sufficient depth and breadth 
without this.

Lastly, while in line with RAMESES guidelines, our search relied upon independent screening by two 
people for only 10% of total titles, abstracts and full texts at each relevant stage, rather than full 
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TABLE 21 Stakeholder and advisory group meetings

Date Group Meeting purpose/focus

18 January 2022 Stakeholder Introductions, refining initial theories of strategies to reduce UB 
and typology of UB types

26 April 2022 Advisory Keeping to timeline, assessing methodology used to refine initial 
theories of strategies to reduce UB and typology of UB types

23 May 2022 Stakeholder Refining initial theories of contributors to UB

10 November 2022 Stakeholder Presenting and refining tensions (became dynamics/
considerations)

1 December 2022 Advisory Keeping to timeline, presenting tensions methodology (became 
dynamics/considerations)

16 January 2023 Stakeholder Spotlight session: how to mitigate UB towards disadvantaged 
groups

28 March 2023 Stakeholder Refining manager materials and terminology

independent screening, which may have increased the chance of human error in the screening process. 
Additionally, we did not employ independent data extraction – but this is not typical in a realist review.

Public, patient and stakeholder involvement

Stakeholders and advisors informed our review throughout the project lifecycle. Those involved came 
from relevant backgrounds, including patients and the public, heads of professional standards bodies, 
members of regulatory bodies and unions in the UK, influential theorists in the field, healthcare 
professionals with experience of UBs and minority ethnic perspectives. The review included four 
points at which stakeholder and advisory group feedback was incorporated (Table 21). This feedback 
was used to sense-check our initial programme theories, identify the most relevant evidence, ensure 
that our CMOCs reflect lived experience, and refine the final programme theories. Our methodology 
is aligned with the ACTIVE (Authors and Consumers Together Impacting on eVidencE) framework for 
stakeholder involvement in systematic reviews, which advocates a continuous, multiple-time closed-
event approach in which stakeholders are able to influence the results of the review.185 We also used 
the three components of the EIT52 to inform the structure and conduct of our stakeholder meetings; 
namely (1) practical evidence-based strategies, (2) pragmatic, longitudinal measures of progress and (3) 
participatory implementation processes – particularly in the development and shaping of our resources.

During the project, we held a total of five stakeholder group sessions and two advisory group meetings 
(see Table 21).

We incorporated stakeholder and advisory group feedback into our processes to ensure rigour and 
relevance by recording: (1) what aspects of the developing theory were presented to stakeholders 
for refinement and how they were presented, (2) any suggested alterations, (3) additional searches 
undertaken to sense-check recommendations, (4) how as a team we came to a consensus and (5) 
changes made in response to feedback and presenting this back for sense-checking.186 To facilitate this 
process, we took detailed notes of the meetings with the help of a project administrator and followed 
up with stakeholders and advisors individually to address specific points that were raised. To highlight 
stakeholder contributions to our project, we have added ‘stakeholder feedback summary’ boxes (no 
direct quotations) in each of our results chapters to reflect contributions.
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Equality, diversity and inclusion

When envisioning this project, we were aware of the greater burden of UB experienced by people with 
protected characteristics or from minoritised backgrounds. To ensure we incorporated an understanding 
of how different groups are impacted by UB, we sought evidence regarding specific types of UB 
affecting these groups – such as racism, ableism, sexism, discrimination and microaggressions – and 
included these as terms in our search strategy from the outset to capture all relevant literature. 
Additionally, in line with the NIHR-INCLUDE framework,187,188 we sought to ensure representation in our 
stakeholder group by including people from many backgrounds, areas of expertise and perspectives, and 
geographical locations throughout the country. However, we may not have captured viewpoints from all 
types of sociodemographic groups (such as social class or breadth of generational views).

As mentioned above, during our theory-refinement phase, we also held a ‘spotlight session’ with a 
focus on the experience of marginalised groups and people with protected characteristics of UB in 
health care. The agenda for this session explored what our findings were with respect to these groups, 
an exploration of potential reasons why there is a paucity of interventions in this area (including the 
relevant key dynamics) and in what directions research must go to address this issue. Additionally, it 
helped us to refine the language we use in this report to refer to such issues.

What is missing in the literature

In terms of different staff groups (the ‘who’), the literature we reviewed did not include much work on 
understanding intersectionality, and the experiences of women in the healthcare workplace or LGBTQ+, 
minority ethnic or staff with a disability. We found only one intervention that sought to reduce racism 
towards minority groups.71 We were not able to locate research that seeks to address homophobia, 
transphobia or ableism, despite disabled and LGBTQ+ people experiencing UB to a greater degree than 
other groups. While we have situated our review societally and historically, we cannot say that much 
included literature did the same. This has limited us in our provision of recommendations in this area, 
other than to indicate that further research is needed with these specific groups. Notably missing were 
interventions in a UK context, which was a surprising finding. We also found a dearth of logic models 
and theoretical underpinnings in the interventions reviewed and, overall, a lack of robust evaluations. 
Interventions did not adequately report implementation issues and contextual factors; this would have 
enabled us to better understand why they did or did not work, which made comparing contexts difficult. 
This may have been easier if included papers outlining intervention results had reported their findings 
in a standardised and best-practice way, such as by using the ‘template for intervention description and 
replication (TIDieR)’189 method.

Recommendations for future research

Terminology
As highlighted in Chapter 3, terminology used to refer to UB is highly inconsistent and can present 
issues in practice, as well as when attempting to synthesise literature in this area. Definitions should 
be provided when seeking to assess the incidence of certain forms of UB or when referring to UB in 
a study. The academic and practitioner space would greatly benefit from a more uniform and clear 
understanding of the range of UB terms to help avoid such issues, as would staff in NHS organisations 
seeking to address UB. Drawing upon an understanding of the differences in dimensions of UB types 
may help shed some light on essential differences between them. To this end, we hope our typology 
outlining the dimensions and breadth of UB-related terms in the healthcare space will be an important 
first step towards the goal of mapping UB terms. Although it is not possible or advisable to dictate 
how UB should be defined, future studies should work on compiling a compendium of terms: perhaps 
through use of the Delphi method, for example. We believe our initial definition or understanding of 
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UB, presented in Chapter 3 and refined with our stakeholder group, will help serve as a basis for future 
efforts in this area.

Behavioural science
More robust logic models (and indeed, programme theories) may also include depiction of how various 
intervention strategies are anticipated to interact and may even pre-empt implementation challenges 
and assumptions, and how to overcome them. No studies drew on modern theories originating in 
behaviour-change psychology, such as the COM-B approach (capability, opportunity and motivation 
for changing behaviour)190 or implementation science frameworks or theories [e.g. CFIR, i-PARIHS 
(Integrated Promoting Action on Research Implementation in Health Services),191,192 normalisation 
process theory193]. Future studies must fully explicate how and why they think the intervention 
components will lead to the outcomes they intend, including how implementation challenges in diverse 
contexts will be addressed. Future research may need to draw on multiple theories to explain how and 
why their intervention is intended to drive the desired effects. As our review indicates, mechanisms and 
outcomes are often overlapping.

Enhancing ability to synthesise findings
In addition to not adequately explaining how and why interventions are intended to work, reports of 
evaluations of interventions should give greater priority to reporting implementation context and how it 
could impact effectiveness. This will enable future evidence syntheses to gain a greater understanding of 
why a particular strategy may work in one context but not another.

Need for tools to assess UB prior to intervention
For interventions to address the actual contributors to UB, they need to first understand what they are. 
Our review identified that this was a limitation with existing interventions, yet few tools and instruments 
exist that are adequate for determining anything more specific than the prevalence of UB prior to 
intervening.146 Tools should be formulated that provide greater insight into what is contributing to UB 
in an organisation and where it is taking place. Such tools may need to be mixed methods in nature, to 
capture both the prevalence quantitatively and ‘how or why’ it is occurring qualitatively.

Other healthcare settings
While our research sought to identify work around UB in acute care, we believe our findings should be 
contrasted and understood against other healthcare settings, such as private health care or primary care, 
too. This will enhance applicability of our findings while supporting research in other areas.

Conclusion

UB is a pervasive issue that is currently incompletely addressed by existing interventions. We identified 
many contributors to UB, most of which relate to worker disempowerment and organisational barriers 
to being able to carry out work effectively. Most existing interventions do not address these systemic 
contributors to UB and largely rely on education or training workshops to boost individual knowledge 
or awareness, as well as identifying problematic individuals or improving ability for staff to speak up. 
Such approaches may reduce prevalence of UB but it is unclear whether this has a positive impact 
on staff well-being or patient safety. In addition to the individual focus, issues such as lack of trust 
in management caused by pervasive, unaddressed UB present significant barriers to enabling staff 
to engage with interventions. Interventions that focus on both individual and systemic contributors 
are required to change culture and, at the same time, address the UB of instigators quickly, support 
staff who report and are on the receiving end of UB and signal that UB is not tolerated. We identified 
no interventions to reduce UB evaluated in a UK context; the majority were USA-based. Future 
interventions would benefit from being designed and tested in UK settings, drawing on modern 
behavioural science principles and focusing on systemic issues that produce UB.
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Appendix 1 Development of initial programme 
theories

This appendix lays out our initial programme theories across areas of terminology, contributors to UB 
(referred to as ‘causes’ here) and strategies to mitigate and reduce UB. These will be explored in the 

following sections.

Initial mapping of UB terminology

Our initial mapping of types of UB identified that there was a targeted and less targeted dimension, 
frequency, and power hierarchy. However, this is less developed because it does not include visibility of 
behaviours, for example, and contains fewer terms than our final version does (see Figure 27).

Initial theories around causes

Early on in our review process we surfaced our initial assumptions relating to the possible causes of UB. 
Our initial programme theory for causes is depicted in Figure 28. We determined a cause as:

Cause (i.e. environmental factor that can cause a change in reasoning) → Mechanism (change in 
reasoning) which increases proclivity to engage in UB → Outcome (usually increased UB)

At the time, we allocated numbers to reflect how well they were based on data, which is indicated after 
each CMOC from 1 to 3: (1) indicated the CMOC was based on few data, (2) indicated partial data 
and (3) meant that every aspect of the CMOC was supported by data. We did not retain this system 
in our final programme theory because we had more data (110 more studies) to rely on; however, 
understanding which theories were less supported by the literature helped us to direct our efforts during 
the refinement stage.

Less targeted

Incivility

Inherently frequent

Highly targeted

Aggression

Undermining

Disrespect

Rudeness

Abuse

Demeaning
Physical violence

Scapegoating

Intimidation

Requires power
hierarchy

Deviant behaviour

Bullying/
mobbing

Discrimination?

Humiliation

Harassment
(sexual, racial, etc.)

Micro-aggressions

VictimisationDisruptive behaviour

FIGURE 27 Dimensions of UBs: initial mapping of terminology.
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TABLE 22 Initial theories of causes

Causes CMOCs

Individual factors

1.	 Perceived unfairness A consistent sense of perceived unfairness in the workplace (e.g. a feeling that one is being 
wrongfully passed over for promotion) (C) leads to a feeling of anger and resentment (M) 
which increases chance of a negative response/becoming an instigator of UB (O) – 3

2.	 Personality disorders  
(instigator)

(Included but CMOC not formulated)

3.	 Risk/reward analysis of 
the environment  
(instigator)

An environment that is not likely to punish an instigator, or otherwise rewards engaging 
in UB (e.g. a ‘bro’ culture), (C) makes workers perceive the environment as less risky for 
engaging in UB (M1) or that it may even be socially beneficial to engage in UB (M2) leading 
to increased proclivity to engage in UB (O) – 3

4.	 Interpretation of situation 
(victim)

If a victim has different expectations of social norms in their workplace (C) then they may 
interpret more forms of behaviour (i.e. criticism, feedback) as UB (M), therefore this may 
increase desire to reciprocate by engaging in UB, creating conflict (O1) or lead to more 
reports of UB (O2) – 3

5.	 Job demands (stress, 
pressure) vs. Job  
resources (sufficient 
time, autonomy, lack of 
organisational  
constraints)

Perpetual and unsustainable workplace pressure or a decrease in work resources (C) can 
lead to ineffective ability to communicate (e.g. due to time pressures) (M) which can lead 
to an increase in conflict (O) – 3
Perpetual and unsustainable workplace pressure or a decrease in work resources (C) can 
lead to reduced ability to cope (e.g. due to lack of time to break) (M) and therefore increase 
chance of inappropriate or unprofessional responses (O) – 3

6.	 Social support from  
colleagues

When social support is offered by colleagues (C) it can lead to an improved ability to 
cope (M1) and improved feeling of respect and belonging from colleagues (M2) which 
can reduce desire to reciprocate UB (O1) and mitigate impact of UB on mental health/
well-being (O2) – 3

7.	 Role ambiguity (instigator) Lack of clarity, control, or clear goals in job role (C) can lead to irritation and frustration 
(M1), and boredom (M2) which increases search for stimulating behaviours and likelihood 
to engage in conflict and UB (O) – 3

8.	 Physical discomfort Physical discomfort due to conditions in the workplace (e.g. temperature, crowding) (C) can 
lead to increased lashing out (O) due to irritation and frustration (M) – 2

9.	 Role-modelling, social 
learning of UB norms, 
and the cycle of abuse 
(instigator)

Having a senior role model who frequently engages in UB with no consequence (C) could 
lead to social learning of inappropriate behavioural norms (M) and therefore increased 
desire to imitate/model the UB themselves (O) – 3

Organisational factors

10.	Hierarchies Perceiving oneself to be in a low position in an organisational power hierarchy (C) reduces 
ability to communicate vertically within the hierarchy (M) and reduces psychological safety 
(M2) leading to inability to report mistakes by superiors (O) and increase chance of being a 
target for UB (O2) – 3
Perceiving oneself to be in a low position in an organisational power hierarchy (C) can lead 
to a reduced perception of respect for one’s role (M). This can increase anger/resentment 
leading to increased likelihood of engaging in UB (O1) – 3
Perceiving another person to be lower in the hierarchy as an instigator (C) makes the victim 
a perceptually less risky target than the instigator (M) leading to a higher chance of them 
becoming a victim (O) – 3

11.	Leadership styles  
(destructive – autocratic)

Working under a leader using an autocratic leadership style (C) can lead to increased 
role-modelling of UB by employees (M1), and normalisation of UB in organisational culture 
(M2) which can lead to increased UB (O) – 3
Working under a leader using an autocratic leadership style (C) can lead to reduced sense 
of psychological safety (M3) which can lead to inability to speak up about UB (O2) – 3

12.	Leadership styles  
(destructive –  
laissez-faire)

Working under leaders who are laissez-faire or ‘hands-off’ (C) can lead to the perception 
by instigators that there is low risk to engage in UB, as there’s little chance of punishment 
(M1), leading to increased proclivity to engage in UB (O) – 3
Working under leaders who are laissez-faire or ‘hands-off’ (C) can lead to increased role 
ambiguity (M1) leading to increased boredom (O1) and frustration (O2) – 3
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13.	Leadership styles  
(destructive –  
transactional)

Working under a transactional leader (C) can lead to a culture of tolerance of mistreatment 
(M1) and reduction in risk for instigators to engage in UB (M2) leading to increased 
proclivity to engage in UB and to become an instigator (O) – 3

14.	Leadership styles  
(destructive – tyrannical)

Working under a tyrannical leader (C) can lead to a reduction in feeling of social support (M1) 
and a reduction in psychological safety (M2) leading to an increased chance of becoming a 
victim of UB (O) and increased personal impact of being exposed to UB (O2) – 2

15.	Leadership styles  
(constructive –  
transformational,  
democratic, or compas-
sionate)

Working under a constructive leader (C) can lead to an increased sense of psychological 
safety (M) and increased ability to speak up (O) – 3
Working under a constructive leader (C) can lead to an increased perception of risk for 
potential instigators (M) and reduction in desire to engage in UB (O) – 3
Working under a constructive leader (C) can lead to a reduction in role ambiguity (M) and 
therefore a reduction in boredom and frustration (O) – 3
Working under a democratic leader (C) can lead to an increased sense of social support 
from colleagues (M) and therefore improved ability to cope (O1) and improved sense of 
respect (O2) – 3

16.	Organisational change Working amidst significant organisational reorganisation or turnover (C) reduces feelings 
of psychological safety (M1) and can increase uncertainty about one’s organisational role 
(M2), leading to greater competition, bullying, and incivility between staff (O) – 3
Change in organisational leadership (C) can enlarge the power gap between employees 
and leaders (M), leading to a reduction in psychological safety (O) – 3

17.	Organisational culture 
(tolerance of UBs)

A perceived tolerance of UB in the organisation or team (C) can lead to a lowering of risk 
to engage in UB by instigators (M) leading to increased proclivity to engage in UB (O) – 3
A perceived tolerance of UB in the organisation or team (C) can lead to an increase in 
perceived role-modelling of UB (M) leading to increased proclivity to engage in UB (O) – 3
A perceived tolerance of UB in the organisation or team (C) can lead to ridiculing of 
professional behaviours such as acting compassionate (M), leading to reduced desire to act 
against the social norm where UB is prevalent (O) – 3
Witnessing UB occur without negative consequence in the organisational environment (C) 
can lead to increased perception that UB is acceptable (M1) and reduce perception of risk 
to engage in UB (M2) leading to increased proclivity to engage in UB (O) – 3

18.	Organisational cul-
ture – (belonging to an 
‘outgroup’ or workplace 
minority in intolerant 
work environment)

Being a member of a minority group in a workplace that is intolerant towards minorities (C) 
can lead to a reduced perception by minority members that they have social support (M1) 
and may appear as being in lower perceived position in the power hierarchy to potential 
instigators (M2) which may make such minority members more susceptible to experiencing 
UB (O1) and make victims less likely to speak up (O2) – 3

19.	Organisational culture 
(oppression of certain 
workers)

Workers from professional groups that have a lack of power in their organisational 
structure (C) may engage in greater UBs (O) because they can internalise the oppression 
and lash out due to frustration (M) – 2
Being a member of an oppressed professional group in an organisation (C) can make you 
more likely to be a target of UB (O) due to being seen as a less risky target for instigators 
of UB (M) – 2

20.	Organisational culture 
(integrity and fairness)

When staff members feel undervalued, underappreciated and oppressed within their 
workplaces (C), they may internalise the oppression (M1), causing a decrease in empathy 
for one another (M2), and in turn become bullies of those below or equal to themselves 
(O) – 3

21.	Organisational culture 
(social norm of prolonged 
and unnecessary high 
stress)

In cultures of high stress and high stakes for patient safety (C), staff may experience anger, 
frustration and fear (M) making them more likely to lash out and produce an environment 
rife with conflict (O) – 3

Team factors

22.	Collaboration across 
departments

If there is significant collaboration across departments when teamworking (C) then there 
may be an increased chance of being exposed to a perceived interprofessional power 
hierarchy (M) which can increase chance of conflict (O1) and reduce effective communica-
tion (O2) – 2

TABLE 22 Initial theories of causes (continued)

continued
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23.	Team leaders having un-
reasonable expectations

When senior members of staff have high expectations that feel unreasonable to junior 
staff members (e.g. a culture of perfectionism) (C), working relationships become tense and 
unpleasant (M), which creates an environment for bullying to occur (O) – 3

24.	Team – lacking a common 
vision/direction

If the team lacks a common vision (C) then this may increase sense of frustration (M) which 
can lead to an increase in conflict and UB between team members (O) – 2
When a team lacks common direction or purpose (C) then boredom/frustration can lead 
to selection of scapegoats within the team (M) which can lead to targeted forms of UB 
(O) – 2

25.	Team leadership A more democratic team leadership style (C) can lead to an improved sense of social 
support (M1) and psychological safety (M2) which can therefore reduce the impact of UB 
(O) – 3

26.	Shift working If team members are working in shifts (C) then they may not be able to build interpersonal 
relationships with their co-workers (M), leading to an absence of social support (O) – 3

Societal factors

27.	Public pressure If the public becomes aware through media (or other) reports about high prevalence of UB 
in an organisation (C) then this can lead to a sense of pressure on management to resolve 
the problem (M), which can reduce UB (O) – 3

28.	Regulation If there is regulation in place to reduce UB or punish it, and this is implemented by 
organisations (C) then this may increase perception of risk for the instigator due to fear of 
breaking organisational policies and the law (M), leading to a reduction in desire to engage 
in UB (O) – 2

Societal factors

Organisational
factors

Team factors

Individual factors

Collaboration across
departments/inter-
professional working

Policies or resources
which exclude
outgroups

Public pressure/media
coverage

Organisational change
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democratic, or
compassionate
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Quality of line
management/
expectations of
team leaders
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unprofessional
behaviours
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High prevalence of
unprofessional
behaviours in
environment

Tolerance of
unprofessional
behaviours
(organisation)

Organisational culture:
• Tolerance of UB
• Intolerance of
    minorities
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• Integrity & fairness
• High pressure

Autocratic, Iaissez-faire,
transactional, or
tyrannical leadership
(negative)
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‘Culture’–team (SH)
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Withstand/interpret
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Risk/reward analysis
(instigator)

Role ambiguity
(instigator)

Role-modelling
(instigator) Personality–views

attitudes, perceptions
(instigator)

Job demands (stress,
pressure)

Perceived unfairness

Physical discomfort

Job resources

Job resource (social
support)

Trust (SH)

FIGURE 28 Initial programme theory for causes.

TABLE 22 Initial theories of causes (continued)
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TABLE 23 Initial theories of preventative strategies

Strategy
Type of 
behaviours CMOC

1.	 Education, training 
of workforce about 
identifying UBs

UBs (general) When staff think UBs are necessary (e.g. bullying as part of training ‘to build 
resilience’) (C) then education regarding the effects of UBs may not lead to 
reflection on one’s behaviour (M – Instigator) therefore leading to no decrease 
in UBs (O) – 3
If the intervention is of too short duration (C), then it is unlikely to reduce 
prevalence of UBs (O), because uptake of the intervention content will not be 
sufficient across the workforce (M) – 2
If the facilitators have the skills to properly implement the intervention (C), then 
UBs may become reduced (O), because they will improve collective awareness 
of UB (M1) and teach attendees how to identify UB (M2) – 1

If the education does not reach a critical mass of key actors in the workforce 
(e.g. management, bystanders, instigators) (C), then the intervention may not 
reduce UBs (O), because the intervention may not be taken up by those most 
proximal to the UBs (M) – 2
If the intervention does not have management support (C), then it is unlikely to 
be delivered for sufficiently long enough to achieve critical mass (M), because 
employee commitment will be lacking (O) – 2
If the intervention cannot be delivered in a flexible manner for employees 
around their other commitments (C) then it may not reduce UBs (O) as it is less 
likely to be taken up by people most proximal to the UBs (M) – 1

If the intervention is delivered to a high-quality standard, i.e. is of sufficient 
duration (C1), is delivered flexibly around other commitment (C2), has support 
of management (C3), is delivered skilfully (C4) and reaches a critical mass of key 
actors (C5), then it may reduce UBs (O) because it can improve awareness of UB 
(M1), improve identification of UB (M2), enable instigators to reflect on their 
own behaviour (M3) and empowers victims and bystanders to come forward 
(M4) – 2
Piloting the educational/training materials with stakeholders (C) can lead to 
improved ability to reduce UB (O) because it enables facilitators to improve 
intervention materials for greater efficacy (M) – 3

2.	 Team-building, 
Schwartz Rounds

UBs (general) If the intervention is of too short a duration of implementation (C), then it is 
unlikely to reduce prevalence of UBs (O), because the workforce will not sense 
that they are supported by others (M1), and sense of collective empathy/ 
mutual understanding has not been improved (M2) – 2
If the Schwartz rounds/team-building exercises are not delivered to a critical 
mass of the workforce (C) or the intervention does not have sufficient man-
agement support (C2), then it may not reduce UBs (O), as uptake will not be 
high enough to improve enough people’s collective sense of social support and 
empathy (M) – 2

If the intervention resource is of sufficient duration of implementation (C1) 
and is delivered to enough people (C2) then the intervention might reduce UBs 
(O), because it can improve sense of social support, making people more likely 
to come forward to report UBs (M1), can improve sense of empathy which 
reduces the likelihood of UBs occurring (M2), and can improve empowered 
decision-making processes in a team setting (M3) – 3

Initial theories regarding strategies to reduce unprofessional behaviour

We also identified and coded excerpts relating to strategies in NVivo and initially classified them as 
either ‘preventative’ (i.e. intended to prevent UB) or ‘reactive’, that is try to mitigate the impact of UB; 
however, in the refined version, we did not retain these categories as the distinction between these was 
not always clear. Our initial CMOCs are presented in Table 23.

continued
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Strategy
Type of 
behaviours CMOC

3.	 Coaching and 
mentoring

UBs (general) If the intervention is not visible or accessible to the workforce (C) then it may 
not reduce UBs (O), as workforce uptake will be low (M) – 2
If the mentor is skilled at mentorship (C1) and if enough of the workforce is 
mentored (C2) then mentorship may reduce UBs (O), as it would effectively 
improve perception of social support (M1), understanding of victimhood (M2), 
and improve victim self-confidence (M3) and individuals will feel in a stronger 
position to challenge negative behaviours (M4) – 2

4.	 Reverse mentoring 
(when lower-level 
employee mentors 
management)

UBs (general), 
might work 
better on 
behaviours 
which require 
hierarchy

If managers have prior knowledge/training of the interventions to reduce 
UBs (C), then reverse mentoring may reduce UBs (O), as managers might gain 
knowledge, skills and motivation to tackle such behaviours (M) – 2
If managers do have knowledge and skills for how to effectively tackle UBs 
with follow-up interventions (C), then reverse mentoring may reduce UBs (O), 
as managers are more likely to accept there is a problem (M1), are more likely 
to better understand and have empathy for lower-level employees experiences 
(M2), and trust in management to tackle the problem will be increased (M3) – 3

5.	 Code of conduct 
(organisational)

UBs (general) If the code of conduct does not apply to all staff equally (C), then UBs may not 
be reduced (O), as instigators will not have their perception of risk increased 
(M1), and there will be no greater sense of empathy between staff members 
(M2) – 3
If the code of conduct does not have visible enforcement (C), then UBs may not 
be reduced (O), as there is no increase to perceived risk for instigators (M) – 3

If the code of conduct does reward positive behaviours (C), then UBs may be 
reduced (O), as there may be a greater sense of empathy between staff (M1), 
and perception of reward for instigators is reduced (M2) – 3
If the code of conduct is not visible and known to all employees (C), then it will 
not reduce UBs (O), as it will not increase awareness (or knowledge about how 
to tackle?) of UBs (M1), not increase perception of risk/reward for instigators 
(M2) nor improve sense of collegiality (M3) – 3

If employees sign a pledge to abide by the code of conduct (C1), then the code 
of conduct may further reduce UBs (O), because it will increase commitment to 
the code of conduct (M1), further increase awareness of UB (M2) and increase 
risk for an instigator (M3) – 3

6.	 Conflict manage-
ment training

Bullying, 
harassment, 
undermining 
(targeted 
behaviours)

If there is a lack of follow-up (C1) or short period in which the intervention 
is offered (C2) then conflict management training might not reduce UBs (O), 
because collective uptake is not sufficient in the population (M) – 2
If management does not support the intervention (C), then UBs may not be 
reduced (O), as the workforce would not be committed to the training (M) – 3
If the workforce does not know that they can access and take part in the 
training (C), then UBs may not be reduced (O), as uptake would not be sufficient 
in the population (M) – 3

If the organisation has a high prevalence of targeted behaviours such as 
harassment and bullying (C), then conflict management training might reduce 
conflict (O), because it may improve sense of collegiality and empathy (M) – 2
If conflict management training is skilfully delivered (e.g. with use of active 
learning techniques, reframing, role-play or ‘I messages’) (C), then conflict-
management training may reduce UBs (O), because the intervention increases 
awareness of UBs (M1), provides an opportunity to practice new skills (M2); 
reduces escalation and reciprocity in situations involving conflict (M3), and 
improves sense of collegiality and empathy (M4) – 3

7.	 Environmental 
modification (cues)

UBs (general) If there are environmental prompts to remind staff of UBs (C) then it may reduce 
UBs (O) because there will be an increased awareness of UBs (M) and there will 
be an increased perception of risk to engage in UB (M2 – Instigators) – 2

TABLE 23 Initial theories of preventative strategies (continued)
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Strategy
Type of 
behaviours CMOC

8.	 Flattening hierar-
chies and training 
managers

Targeted 
behaviours 
that rely on 
hierarchy

If time and resources are not provided for the training (C), then UBs may not 
be reduced (O), as collective uptake of the intervention may not be sufficient 
(M) – 3
If facilitators do not have the requisite skills and knowledge to implement the 
intervention (C) then UBs may not be reduced (O) because managers will not 
uptake the required skills properly (M) – 2
If the training does not properly target a critical mass of managers (C) then UBs 
may not be reduced (O), as the perception of power gradient for victims will not 
be changed (M) – 3

If time and resources are provided for the training, facilitators have requisite 
skills to deliver the training, and training is delivered to a critical mass of 
managers (C1,2,3) then UBs may be reduced (O), as the perception of the power 
gradient may be changed for victims/bystanders (M1) leading to an increase 
in psychological safety (M2), there may be a reduced perception of reward 
for instigators (M3), managers may have a greater sense of empathy for those 
working under them (M4), and there may be improved team communication 
(M5) – 2
If there is a prevalence of targeted UBs that rely on hierarchy (e.g. bullying) in 
the organisation (C), then training to reduce hierarchy may be more effective 
(O), as it more explicitly targets the causes of these behaviours (M) – 2

9.	 Improving inclu-
sion (e.g. staff net-
works, improving 
representation, 
unconscious bias 
training, allyship)

Racism, 
sexism, behav-
iours targeted 
at minority 
members of 
workforce

If the intervention is not sustained continuously (C), then UBs against minorities 
may not be reduced (O), because the intervention would not have reached 
enough people (low uptake) (M) – 3
Having allies who are not from ethnic minority backgrounds championing an 
intervention to improve inclusion (C) can improve efficacy of the intervention 
(O) because it can shine a light on assumptions underpinning structural biases 
by the challenge coming from less expected sources (M) – 3

If there are not multiple implementers to champion the intervention(s) (C1) or 
the champions do not have sufficient resource to maintain resilience (C2) then 
they may not effectively reduce UBs towards minorities (O) because there may 
not be sufficient uptake of the intervention (M) – 2
If the facilitators are not sufficiently skilled in the delivery of the training (C) 
then UBs towards minority members may not be reduced (O), because there 
might be improper uptake of the training by participants (M) – 2

If improvements are not able to be measured in response to these interventions 
(C), then UBs may not be reduced (O), because people will lose commitment to 
the intervention because they do not see change (M) – 2
If some staff who are not minority members are excluded from the interventions 
(C) then conflict may occur (O), as resentment could be increased in those who 
are excluded (M) – 3
If the intervention does not reach a critical mass of the workforce (C), then 
UBs towards minorities may not be reduced (O), because uptake will not be 
sufficiently high (M) – 2

If you see people of a similar background to yourself represented in senior 
management in the organisation (C) you are more likely to be committed to 
your organisation (O) because you will feel more empowered by working there 
(M) – 2
If the intervention has peer support (C1) and reaches a critical mass of the 
workforce (C2) then interventions focused on inclusion may reduce UBs 
towards minorities (O), as they can improve sense of fairness (M1), thereby 
reducing stress in victims/bystanders (M2), they can reduce the sense of a 
power gradient (M3), improve empathy towards colleagues from different 
backgrounds (M4), improve communication within teams (M5), help instigators 
understand differences in perception of their actions (M6), and provide positive 
role models for minority members (M–) – 2

TABLE 23 Initial theories of preventative strategies (continued)
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Strategy
Type of 
behaviours CMOC

10.	Monitoring preva-
lence of UBs

UBs (general) If the monitoring of UBs is continuous (C) then it may reduce the impact of UBs 
(O), as it enables other strategies/interventions to be put in place to deal with 
UB earlier (M) – 3
If staff are made aware of the results of the monitoring (i.e. the prevalence) (C) 
then UBs may be reduced (O) because staff will gain trust in management (M1)
If actions are not taken when data about high prevalence of UB is made 
available (C) then UBs can be increased (O) because staff will lose morale (M1) 
and trust in management (M2) – 3

If monitoring is continuous (C1), UBs are seen as a problem (C2), and staff 
are more widely made aware of the prevalence of UB (C3), then UBs may be 
reduced (O), because there will be an enhanced awareness of UBs that can lead 
to further action (M1), it can improve collective trust in management to reduce 
these behaviours (M2) and knowledge that UB is being monitored can lead to 
improved psychological safety (M3) – 2

11.	Positive role-
modelling/ 
championing

UBs (general) If there are positive role models in place (C1) then UBs may be reduced (O), 
because victims and instigators can learn how to behave in a positive manner 
through social learning (M1) thereby collectively changing social norms/culture 
(M2) – 2

12.	Visible commit-
ment to reducing 
UBs by managers 
and gaining of 
trust from employ-
ees Commitment 
must be followed 
up by action or risk 
large decrease in 
trust

UBs (general) 
– strategy 
might be less 
effective with 
bullying or 
harassment

If managers visibly commit to reducing UBs in front of the workforce (C), then 
UBs may be reduced (O), because victims and bystanders may perceive that 
management is serious (M1), leading to a greater willingness to come forward 
(M2). Additionally, instigators may perceive there to be a greater risk to 
engaging in UBs (M3), and managers may be more likely to acquire more skills to 
deal with UBs (M4). – 3
If the commitment is not followed up by action by managers (C), then UBs may 
worsen (O), because staff will lose significant trust in management (M) – 3

13.	Encouraging 
bystander inter-
vention (once 
environment is 
relatively free of 
risk of reprisal)

UBs (general) If a bystander speaks up in a situation when they are lower in a power hierarchy 
than an instigator(C1), or where bullying is prevalent (C2), then they may face 
reprisal in the form of more UBs (O), because the instigator may perceive this 
action as an attack (M1) – 3
If bystanders are in a situation without power hierarchy (C1), then being 
encouraged to speak up may help reduce UBs (O), because it may identify 
instigators as unprofessional both to themselves and to others (M1), leading 
instigators to reflect upon their actions (M2). Additionally, training may improve 
self-confidence of bystanders (M3), improve bystanders’ abilities to correctly 
identify UBs (M4) can change social norms in the organisation to make UB less 
acceptable (M5) and can provide a sense of personal responsibility to employees 
to reduce and call out UB (M6) – 2

14.	More stringent 
staff-selection 
processes

UBs (general) If there is long-term commitment to changing staff-selection processes (C) that 
results in a change in critical mass of the type of staff working in the organ-
isation with positive values that militate against UB (R), then more stringent 
staff-selection processes may reduce UB (O), as it will reduce perceived 
exposure to UB (M1), thereby reducing prevalence of negative role models and 
reducing social learning of negative behaviours (M2) and desire to reciprocate 
(M3). Additionally, it may increase the perception of fairness in the workplace 
(M4) – 1

15.	Improvements to 
work design

UBs (general)
Might be 
useful with 
hierarchy 
where 
anonymous 
feedback 
is provided 
regarding 
manager 
behaviour

If work processes can be changed to reduce job demands (C), then conflict 
between staff may be reduced (O), because staff may have reduced stress 
(M) – 1

TABLE 23 Initial theories of preventative strategies (continued)
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Reactive strategies

Strategy
Type of 
behaviours CMOC

16.	Multisource feed-
back

Bullying/
harassment 
(targeted 
behaviours)

If 360-degree appraisal raters are able to provide anonymous feedback 
regarding the behaviour of a specific person (R), then, where there is a hierarchy 
in place (C), it may be particularly effective in tackling UBs (O) because it can 
help identify UB and who instigators are (M1) with low risk of reprisal to the 
reporter (M2). – 2
Additionally, existence of such an intervention (C) may increase collective per-
ception that management is serious about addressing behaviours (O) because it 
requires managers to be put at risk of appraisal themselves (M) – 2

17.	Training for  
workforce  
(assertiveness,  
resilience, 
cognitive 
rehearsal)

More targeted 
behaviours but 
also improving 
ability to 
speak up

If a critical mass of employees is not trained (C), then these types of training 
intervention may not be successful at reducing UBs (O), because collective 
uptake is not sufficient (M) – 2
If the intervention is not visible and accessible (C), then these types of training 
intervention may not be successful at reducing UBs (O), because the training 
does not reach a critical mass of staff (M) – 2

If such interventions are not delivered competently by a trained facilitator (C), 
then UBs may not be reduced (O), because recipients will not have learned 
greater assertiveness (M) – 2
If a critical mass of employees is trained (C1), and the training is delivered com-
petently (C2), then UBs may be reduced (O), because victims/bystanders may 
have improved confidence leading to an improved sense of psychological safety 
(M1), an increased understanding of their victimhood (M2), a reduced desire 
to escalate or respond (breaking the cycle) (M3), and improved teamworking/
communication (M4) – 2
If delivered in a context of prevalent targeted forms of UB (C), then these inter-
ventions may be particularly effective (O), because they can enhance resilience 
of victims (M1) and improve likelihood of bystanders speaking up (M2) – 2

TABLE 23 Initial theories of preventative strategies (continued)

TABLE 24 Initial theories of reactive strategies

Intervention
Type of 
behaviours CMOCs

1.	 Acknowledgement 
of UB problem by 
management to the 
workforce

UBs (general) If staff think UBs are necessary to be able to do their jobs (C) (i.e. when 
training trainees), then acknowledgement by managers alone will not reduce 
UBs without further follow-up action (O), because there will be no commit-
ment by employees to any strategies to reduce UB (M) – 2
If managers have the skills, knowledge and capability to follow up on the 
acknowledgement that there is a problem (C), then psychological safety 
of employees may be improved (O), because there can be an increased 
perception of risk to the instigator (M1), improved trust in management by 
victims/bystanders (M2), and improved perception of social support and 
self-efficacy (M3) – 2
Acknowledgement of the problem by management (C) may lead to identifica-
tion and revealing of instigators by the workforce (M) which can lead to their 
dismissal (O1), lowering prevalence of UBs (O2) – 2

2.	 Changing language 
around reporting 
incidents

Reduce 
potential for 
backlash in 
situation with 
hierarchy

If there are situations with a strict hierarchy, such as with surgeons and their 
trainees (C), then changing language to neutral non-blaming language when 
reporting errors can lower incidence of UBs (O), as it reduces the desire 
for senior staff to escalate or respond to critiques, which would generate 
conflict (M) – 3

continued
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Intervention
Type of 
behaviours CMOCs

3.	 Being inspected by 
regulatory body

Likely to only 
detect UBs 
that are having 
a more severe 
impact on care 
quality (e.g. 
patterns of 
bullying)

If actions are taken by management in response (C) to inspections by a 
regulatory body which finds a high prevalence of UB (R), then this may 
lead to a reduction in UBs (O), because it can increase awareness of UBs 
in the organisation (M1), leading to acceptance that there is a problem by 
managers (M2) – 1

4.	 Dismissal of offend-
ing staff

UBs (general) If instigators are dismissed and replaced with more appropriately behaving 
staff (C), then unprofessional behaviours may be reduced (O), because there 
will be a greater sense of risk to other instigators (M1), reduced frequency 
of negative role-modelling in the workplace (M2), and a perception that 
management is serious about addressing these negative behaviours and that 
there are consequences for perpetrators, thus encouraging others to report 
(M3) – 2

5.	 Warning offending 
staff, removing key 
organisational roles 
from them

Unprofessional 
behaviours 
(general)

If removing perpetrators from their roles is considered by instigators to be 
a sufficient punishment (C), then warning offending staff and removing their 
roles may reduce UBs (O), because it will increase their perception of risk 
and serious consequences if they continue negative behaviour (M1), and 
may cause them to reflect on their actions (M2) – 1
If removing roles from an instigator is implemented (C) then an instigator 
may have an increased perception of risk when engaging in UB (O) because 
they will have been identified as an instigator to others (M) – 1

6.	 Educating instigators 
about their impact

UBs (general) Educating instigators about the impact of their actions (C) may reduce the 
chance of them engaging in further UB (O), because it may cause reflection 
upon their actions (M1), help them see the perspective of others (empathy/
being in other’s shoes) (M2) and may increase their sense of risk in engaging 
in such behaviours (M3) – 2

7.	 Individual – gather-
ing evidence about 
UBs (e.g. diaries, 
e-mails)

Likely to work 
on targeted 
behaviours

If an individual is planning to report another for targeted forms of UB 
towards them or others (C), then collating evidence of these UBs can 
increase effectiveness of reporting to reduce these behaviours (R), because 
it can improve confidence and self-efficacy when coming forward (M1) and 
increase how seriously management takes such claims (M2) – 2

8.	 Mediation Likely to 
work only 
with targeted 
behaviours 
where there is 
no hierarchy 
(e.g. rudeness)

If there is a power gradient between two individuals in mediation (C), then 
mediation can increase UBs (O), because it gives the instigator further 
opportunity to engage in such behaviour (M1) and does not reduce the 
underlying perception of risk in engaging in UB (M2) – 3
If in a case of UBs between two or more individuals with little hierarchy 
(C1), and a skilled mediator (C2), then mediation may be effective to reduce 
UBs (O), because it can cause an understanding in differences in perception 
between the victim and instigator (M1) which can lead to improved mutual 
understanding and empathy for each other (M2) – 3

If mediation is not known about, visible or trusted by employees (C) then 
participants may not engage with mediation (M) which will not reduce UB 
(O) – 3
Use of mediators external to an organisation (C) may be less effective at 
reducing UB than using internal ones (O) because the targets of mediators 
may perceive them as less familiar with their situation (M) – 1

9.	 Rewarding 
whistle-blowers, 
presence of ‘speak 
up guardians’ etc.

More perva-
sive cultures of 
UBs

If there is an onus on the victim to report UBs (C), then UBs may not be 
reduced (O), as there can be significant fear of reprisal from the victim  
(M1) – 2
If whistle-blowers are rewarded in a manner visible to other employees (C) 
then this can increase speaking up about UB (O1) and thereby reduce likeli-
hood of UBs (O2), as it can improve perception of social support for victims/
bystanders (M1) and improve self-confidence/self-efficacy (M2) thereby 
increasing sense of psychological safety (M3). Additionally, it can improve 
trust in management that they will take any claims seriously (M4) – 2

TABLE 24 Initial theories of reactive strategies (continued)
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Intervention
Type of 
behaviours CMOCs

10.	Creating ‘safe space’ 
and opportunities to 
speak up anony-
mously

More effective 
in situations 
where there is 
risk of reprisal 
(e.g. very prev-
alent negative 
cultures, much 
hierarchy)

If there are opportunities for victims or bystanders to speak up completely 
anonymously (C) then this can reduce UBs (O) because instigators might 
have a greater sense of risk from knowing they can be anonymously 
reported (M1) Additionally, the reduced chance of identification significantly 
lowers fear of reprisal for the reporter and massively increases sense of 
psychological safety when doing so (M2) – 2

11.	Increasing safe 
space to speak up 
(non-anonymously), 
e.g. ensuring clear 
rules are in place and 
alleviating concerns 
that individuals 
may have regarding 
repercussions, etc.

UBs (general) If there are significant power differentials in place in the organisation 
(C1) or high prevalence of UB (C2), then opportunities to speak up non-
anonymously can be ineffective (O), because victims and bystanders feel a 
lack of psychological safety (M) – 2
If there are clear and trusted routes for reporting UBs in an organisation 
(C), then UBs may be reduced (O), because it can lower perception of risk 
when speaking up for victims and bystanders (M1), and improve confidence/
self-efficacy (M2) – 2

12.	Removing victims 
from problematic 
environment

Bullying, 
harassment, 
undermining 
– targeted 
behaviours

If victims are removed from a problematic environment (R) but the insti-
gators are not removed, or not punished in some way (C1), this may not 
be effective in reducing UBs towards others (O), because there will be no 
consequences observed by others for the instigators, who may feel free to 
continue engaging in UB (less sense of risk for the instigators) (M1) and no 
change in social norms (M2) – 2
If in an environment rife with targeted UB such as bullying and harassment 
(C), removing victims from the reach of the instigator within an organisation 
may reduce their experience of the UBs (O), because they will have less 
perceived exposure to the instigator (M) – 3

13.	Seeking help at a 
professional body

Targeted UBs If the intervention is visible and accessible to victims/bystanders (C1), then 
seeking help at a professional body (R) can help reduce the impact of UBs 
(O), because it improves self-efficacy to come forward for victims (M1) and 
improves sense of social support (M2), thus increasing psychological safety 
and resilience (M3) – 2

If help is sought at a professional body (R) at the first sign of being exposed 
to targeted and frequent forms of UB (C) then the impact of UB on the 
victim may be reduced (O) because the victim may have increased sense of 
social support and improved ability to cope (M1) – 2
If help is sought at HR of an organisation before seeking help at a pro-
fessional body (C) then it may avoid further backlash on the reporter (O) 
because others will perceive them as having done what they could before 
involving external actors (M)

14.	Therapeutic/coping 
strategies

Targeted UBs If the intervention is visible and accessible (C1), and has sufficient follow-up 
and duration (C2), then therapeutic strategies may work to reduce targeted 
UBs (O) because they can increase understanding of victimhood by victims/
bystanders to increase sense of empowerment (M1), increase sense of social 
support (M2) and thus sense of psychological safety (M3), and reduce stress 
(M4) – 2

TABLE 24 Initial theories of reactive strategies (continued)
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Appendix 2 Full description of middle-range 
theories utilised in this review

T 
his appendix discusses MRTs drawn upon in this review in more detail.

(i) Psychological safety

One theory that helps explain and provides a way of understanding the issues outlined above in terms 
of speaking up or raising concerns about UB is psychological safety, a MRT we drew upon throughout 
the report to aid our understanding of how various contributors could inhibit willingness to speak 
up.84 Psychological safety refers to workers’ perceptions of consequences of the risks of speaking up 
in the workplace83 and is defined as ‘a shared belief held by members of a team that the team is safe 
for interpersonal risk-taking’.84 Edmondson further elaborates that a ‘leader’s job—whether at the top 
of an organisation or somewhere in the middle—is to create a safe space for people to speak up, make 
mistakes, and bring their full selves to work’.194 Essentially, psychological safety means that people 
won’t be punished or humiliated for speaking up about work challenges, with questions, concerns, or 
mistakes, and won’t be embarrassed, rejected, or punished by teammates for sharing ideas, taking risks, 
or asking for feedback. As such, a psychologically safe environment, that is, one in which staff feel safe 
to report mistakes and medical errors, is a key part of the causal chain in terms of why UB can lead to 
impacts on staff and ultimately on patient safety. Staff need to feel able to speak up in critical moments 
to prevent medical errors. A harmful culture where UB thrives is the antithesis of a psychologically safe 
work environment where leaders want to hear difficult truths to change culture and become a learning 
organisation. Many of the aspects outlined in the following sections, such as a culture of tolerance of UB 
in organisations, and hierarchy, can impact psychological safety.

(ii) Moral injury

We draw upon the MRT of moral injury in Chapter 7 to highlight the impact that not intervening can 
have on healthcare staff, when they witness UB or a medical error or are affected by bullying. Moral 
injury in a healthcare context has been defined as ‘perpetrating, failing to prevent, or bearing witness 
to acts that transgress deeply held moral beliefs and expectations’85 which may leave ‘long-lasting 
emotionally, psychologically, behaviourally and spiritually harmful impacts’.86 This has been used to 
understand the experience of healthcare professionals, for example, being unable to deliver the quality 
of care they would like due to resource constraints and the resulting psychological impact this has on 
them.89 In terms of UB, moral injury can be a result of workplace bullying, for example, because it is 
transgressive, asymmetric, and livelihood and identity are at risk.195

(iii) Job demands and resources

Many included studies drew upon the JDR model as a contributor to bullying, explaining organisational 
processes that could worsen UB.87 Originally used as a model to better understand burnout, it sets 
out the range of job demands which can contribute to exhaustion, as well as the job resources that, 
if lacking, can lead to disengagement.87 For example, studies have determined that ‘better job design’ 
which limits job demands and favours job resources, such as increasing social support and cohesion, can 
minimise bullying.196 In our report, in Chapter 4, we outline that job demands can be increased by many 
factors, such as not being given enough time to complete tasks and due to shift working. On the other 
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hand, job resources include factors such as supervisor support, job security, rewards and job control. 
Chapter 4 explores in detail how lack of job resources contributes to UB.

(iv) Fundamental attribution error

FAE is a phenomenon from social psychology, in which people tend to solely attribute a person’s 
behaviour to their personality rather than acknowledging that often behaviour is a combination of a 
person’s behaviour and their environment.88 This applies mostly to other people’s negative actions, 
but when it comes to themselves, negative actions are more likely to be attributed to environmental 
factors.89 Taylor and Taylor (2018) highlighted that ‘interventions to address horizontal violence and 
other disruptive behaviors have focused on identifying “the bad apple”, the problem individual that can 
be blamed and weeded out’, and that this is akin to an ‘organizational-level fundamental attribution 
error and ignores the importance of context’.94 It is likely that many architects of interventions included 
in this literature are drawing on what we suggest is an individual focus whereby a flawed human 
perspective influenced by the FAE and we use it in this report to help understand the significant 
focus by organisations and individuals on ‘bad apples’ as opposed to more systemic contributors that 
organisations also have power to address.

(v) Trust

Trust is a significant concept in this field, between staff, and trust in management is also specifically a 
common theme throughout this report. Trust is evident in many parts of the causal chain, such as the 
effects of trust (or lack of it) on contributors, as an outcome of strategies, as an outcome measure used 
by included interventions, and as an important dynamic that affects engagement with interventions. 
We are drawing upon Robinson’s (1996) definition of trust: ‘one’s expectations, assumptions or beliefs 
about the likelihood that another’s future actions will be beneficial or at least not detrimental to one’s 
interests’.90 Inherent to our understanding is the importance of managers’ role in trust and UB; staff’s 
interests lie in managers providing an organisational environment that is free of UB, because UB will 
negatively impact their ability to fulfil their job role (i.e. to deliver patient care) and negatively impact 
their individual well-being. Trust is often easy to lose but hard to regain, and so manager behaviour and 
actions and the impact of these on trust underpin much of this report.
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Appendix 3 Characteristics of all included 
literature sources (n = 148)

T 
able 25 sets out all the relevant characteristics of included literature.
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TABLE 25 Characteristics of all included literature sources (n = 148)

Document
Source type/
study design

Country of 
conduct or 
focus Sample Healthcare type Area of UB Key findings and relevancy

Step 1 – Initial theories

Ariza-Montes  
et al. (2013)113

Survey EU 
member 
states

Sub-sample of 284 
health professionals

General health 
care

Bullying Draws on data from the 5th European Working Conditions Survey to 
identify predictors of bullying in the healthcare workplace. Predictors 
included shift working, monotonous tasks, stress, and few promotion 
opportunities

Armstrong 
(2018)197

Systematic 
review

N/A Nurses, 10 studies General health 
care

Incivility A systematic review of strategies used to address incivility in the nurs-
ing workplace. It found that some strategies such as communication 
training and education may have some promise for managing incivility. 
But studies were low quality

Bambi et al. 
(2017)123

Systematic 
review

N/A Nurses, 7 studies General health 
care

Incivility, lateral 
violence, and 
bullying

Assesses strategies to prevent incivility between nurses. Limited 
numbers of studies were available, so it was not possible to assess 
effectiveness of existing programmes. More innovative interventions 
are needed.

Barzallo Salazar 
et al. (2014)198

Simulation 
study/RCT 
design

USA 55 trainees, 
encouraged (n = 28) 
and discouraged 
(n = 27) groups

Surgery ‘Discouraging 
environment’

This study isa RCT that explores how surgeon behaviour affects trainee 
willingness to speak up during surgeries. Positive surgeon behaviour 
leads to increased trainee speaking up and improved patient safety

BBC News 
(2021)18

News article UK N/A General health 
care

Bullying News article reporting on a £3.4 million settlement to current and 
former staff at NHS Highland

Benjamin 
(2021)199

Opinion article UK N/A General health 
care

Microaggressions Opinion article summarising what microaggressions are and how they 
are experienced in the healthcare workplace. Offers also some accounts 
from those who have experienced them

Blackstock et al. 
(2018)175

Integrative 
review

N/A Nurses, 22 studies General health 
care

Horizontal 
violence

An integrative review exploring the organisational antecedents of 
horizontal violence among nurses. Working conditions, organisational 
culture, and leadership roles were all found to be key themes

British Medical 
Association 
(2017)130

Narrative review UK Doctors, unclear 
number of studies

General health 
care

Bullying and 
harassment

A review of research by the BMA assessing prevalence of bullying and 
harassment affecting doctors, as well as antecedents and solutions

British Medical 
Association 
(2018)167

Report UK N/A General health 
care

Bullying and 
harassment

Report by the BMA about how to address bullying and harassment in 
the healthcare workplace, including suggestions such as intervening 
early
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Document
Source type/
study design

Country of 
conduct or 
focus Sample Healthcare type Area of UB Key findings and relevancy

British Medical 
Association 
(2021)200

Web page UK N/A General health 
care

Unacceptable 
behaviour

Web page defining what unacceptable behaviours are in the healthcare 
workplace, and setting out some informal resolution options

Cooper (2018)201 Opinion piece UK N/A General health 
care

Bullying Highlights experience of bullying by different people in the NHS with 
quotes. Highlights some strategies people can take to address it, such 
as documenting incidences

Cruz et al. 
(2019)132

Cross-sectional 
study

USA 296 African 
American and 
Latino participants

General health 
care

Microaggressions Study seeking to provide psychometric evidence for the 
Microaggressions in Health Care Scale. Provides significant background 
information regarding microaggressions. Microaggressions were found 
to correlate with mental health symptoms

Felblinger 
(2009)9

Editorial paper N/A N/A General health 
care

Bullying, incivility, 
and disruptive 
behaviours

An editorial that assesses how to identify bullying, incivility and 
disruptive behaviours, as well as how to mitigate their impact. Factors 
such as changing hierarchies, conflicting loyalties, and stress were 
stated to increase risk of such behaviour

General Medical 
Council (2015)105

Report drawing 
on interviews

N/A 12 sites Surgery and 
obstetrics and 
gynaecology

Undermining and 
bullying

A report and review of bullying and undermining behaviours in medical 
education and training. Explores the groups that experience such 
behaviours more, factors contributing to them, and wider context for 
such behaviours

Gillespie et al. 
(2017)183

Intervention USA Five academic 
campuses, nursing 
students

General health 
care

Bullying Article describing the development process and utility of an educational 
intervention for use by nursing faculty with nursing students performed 
in a university context

Illing et al. 
(2013)21

Evidence 
synthesis

N/A 160 papers, 55 
described in detail

General health 
care

Bullying and 
harassment

An evidence synthesis exploring occurrence, causes, and management 
of bullying and harassment behaviours in health care

Illing et al. 
(2016)202

Report UK N/A General health 
care

Bullying A review of measures that are appropriate for measuring change in 
bullying over time in healthcare organisations

Jones and Kelly 
(2014)116

Editorial paper UK N/A General health 
care

Organisational 
deafness

An editorial exploring organisational deafness and highlighting how 
people often do speak up but that their concerns fall on deaf ears. 
Suggests some means to attempt to resolve this

TABLE 25 Characteristics of all included literature sources (n = 148) (continued)

continued



146

N
IH

R Journals Library w
w

w
.journalslibrary.nihr.ac.uk

A
ppendix


 3 Document

Source type/
study design

Country of 
conduct or 
focus Sample Healthcare type Area of UB Key findings and relevancy

Kaiser (2017)203 Survey USA 237 staff nurses General health 
care

Incivility Exploration of leadership style and the relationship to nurse-to-nurse 
incivility. Transformational leadership was found to correlate with lower 
levels of incivility. However, leadership style was not a very strong 
factor affecting incivility incidence

Keller et al. 
(2020)95

Systematic 
review

N/A 53 included papers General health 
care

Incivility Systematic review identifying predictors of incivility within healthcare 
teams. It found conceptualisation of incivility was subjective and varied, 
and quality of studies low. Results were inconsistent regarding individ-
ual characteristics but situational and cultural predictors were identified

Kline (2021)17 Opinion piece/
online blog

UK N/A General health 
care

Racism Explores the risks associated with not tackling racism in the NHS. These 
include depriving patients of the best talent, blame culture affecting 
patient safety, impact to staff health, loss of patient benefit attained by 
greater representation

Maben et al. 
(2012)204

Mixed-methods 
case study

UK 66 survey respond-
ents, 18 staff 
interviews

Acute care Incivility and 
bullying

Explores the link between staff experience of work and care received by 
acutely ill older people. Finds that incivility and bullying led to worsened 
patient care experience

Mannion et al. 
(2019)92

Literature 
review and 
textual analysis

UK Unclear number 
of documents, 7 in 
textual analysis

General health 
care

Misconduct Examines how doctor misconduct can be understood using metaphors 
of bad apples, barrels, or orchards

Mitchell 
(2021)174

Editorial UK N/A Acute care Bullying An editorial exploring findings of bullying and racial discrimination at an 
NHS trust as a result of an inspection

National 
Guardian’s Office 
(2018)168

Report UK Data from 7087 
cases

General health 
care

Bullying and 
harassment

An overview of cases of speaking up to Freedom To Speak Up guardians 
in the NHS between April 2017 and April 2018. Shows that 45% of 
cases included an element of harassment and bullying

Nursing and 
Midwifery 
Council (2021)205

Report UK N/A General health 
care

Bullying Report on the register of nurses from April 2020 to 2021 during the 
COVID-19 pandemic. Reports on instance of bullying in this time

Parizad et al. 
(2018)106

Qualitative 
study

Iran 15 registered 
nurses

ED UBs Explores Iranian nurses’ experiences of unprofessionalism in the ED. 
Explores contributors to these behaviours as well as prevalence

Pislakov et al. 
(2013)19

Literature 
review

USA Unclear number of 
sources

Health care in 
general

Bullying and 
aggressive 
behaviour

An informal literature review that explores what types of people engage 
in bullying, how it is defined, and its causes

TABLE 25 Characteristics of all included literature sources (n = 148) (continued)
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Document
Source type/
study design

Country of 
conduct or 
focus Sample Healthcare type Area of UB Key findings and relevancy

Quinlan et al. 
(2014)122

Scoping review N/A 8 sources Health care in 
general

Bullying A scoping review exploring interventions to reduce bullying in health-
care organisations. It revealed eight articles that included education, 
championing, and zero-tolerance policies

Riskin et al. 
(2015)24

Simulation 
study RCT

USA 24 neonatal 
intensive care unit 
teams

Neonatal intensive 
care unit

Rudeness A simulation RCT with exposure to rudeness or control conditions. It 
found that rudeness had adverse consequences on information-sharing 
and help-seeking behaviours with implications for patient safety

Riskin et al. 
(2017)14

Simulation 
study RCT

USA 39 neonatal 
intensive care unit 
teams

Neonatal intensive 
care unit

Rudeness A simulation RCT with exposure to rudeness or control, as well as 
rudeness with and without a preventative or therapeutic intervention. It 
was found that CBM was able to mitigate adverse effects of rudeness

Rogers-Clark  
et al. (2009)118

Systematic 
review

N/A 24 papers General health 
care

Disruptive 
behaviour

A systematic review of interventions to manage disruptive clinician 
behaviour in the nursing work environment. It found few sources 
evaluating effectiveness of interventions

Ross et al. 
(2020)131

Report drawing 
on interviews

UK 12 NHS staff and 
three case studies 
of NHS Providers

Acute care Racism A report investigating workforce race inequalities and inclusion in NHS 
Providers. Assesses lived experience of a number of NHS staff as well as 
interventions used to address these race inequalities in NHS Provider 
case studies

Salin (2003)206 Review N/A Non-health care, 
bullying in general

Non-health care Bullying A review assessing ways of understanding workplace bullying in general 
and the factors that precipitate it. Such factors include antecedents 
including power imbalances, low perceived costs, and motivating 
structures such as reward systems

Walton (2006)160 Editorial N/A N/A Health care in 
general

Hierarchy and 
power

Explores the impact of hierarchy on the ability to speak up from a 
patient safety perspective

Westbrook et al. 
(2018a)10

Editorial Australia N/A Health care in 
general

UB Highlights the impact of UB in the Australian healthcare system, as 
well as the limited intervention evidence base, while calling for greater 
culture-change efforts

Wild et al. 
(2015)56

Editorial UK N/A Surgery Undermining and 
bullying

Recommendations by the Association of Surgeons in Training to help 
create a positive learning environment free of undermining and bullying

Yu et al. (2019)170 Systematic 
review with 
narrative 
synthesis

N/A 38 articles General health 
care

Resilience This systematic review aimed to identify the personal and work-related 
factors associated with nurse resilience. The study concluded that 
understanding nurse resilience can help promote personal and profes-
sional growth and reduce the effects of job demands

TABLE 25 Characteristics of all included literature sources (n = 148) (continued)

continued
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study design

Country of 
conduct or 
focus Sample Healthcare type Area of UB Key findings and relevancy

Step 2 – Exhaustive search

Academy of 
Medical Royal 
Colleges (2016)78

Report UK N/A Trainees (general) Undermining and 
bullying

Explores causes of UB based on findings of a 1-day seminar and 
proposes strategies

Al-Ghabeesh and 
Qattom (2019)207

Survey Jordan 120 ED nurses ED Bullying Explores quantitatively the antecedents of bullying in a sample of ED 
nurses and proposes in limited form some measures to mitigate it

Al-Rias (2017)208 Editorial UK N/A ED ‘Handover 
hostility’

Describes a scenario of handover hostility in the English NHS and 
explores reasons for it

Allen (2015)169 Narrative review UK N/A General health 
care

Bullying Narrative review of bullying with a focus on the English NHS. Presents 
causes of bullying and preventative measures one can take

Almost et al. 
(2010)209

Testing theoreti-
cal model

Canada 277 acute care 
nurses

Acute care Conflict Quantitatively testing a theoretical model of causes of intragroup 
conflict among nurses with a non-experimental design. Explores how 
factors like self-evaluation, complexity of nursing care, and interactional 
justice affect incidence of conflict

Alspach (2007)210 Editorial No specific 
country

N/A General health 
care

Lateral hostility Explores causes, impacts, and prevention of lateral hostility between 
critical care nurses

Anderson 
(2011)166

Editorial Australia N/A ED Workplace 
aggression 
and horizontal 
violence

Explores violence from patients but also horizontal violence, its causes, 
the harm it causes, and how legislation may reduce it

Anonymous 
(2018)211

Case study No specific 
country

N/A Acute care Bullying Exploration of how a single event of bullying in the operating room led 
to an impact on patient safety

Armstrong 
(2017)141

Intervention USA 9 nurses Acute care Incivility Quantitative investigation of an intervention in a rural hospital to 
reduce nursing workplace incivility. Findings indicated no change in 
experience of incivility but a greater ability to respond to incivility

Asi Karakaş and 
Okanli (2015)157

Intervention Turkey 30 nurses Acute care Mobbing This study reported an evaluation of an assertiveness training inter-
vention in 30 nurses who experienced a high level of mobbing. Results 
indicated a statistically significant fall in mobbing after the intervention 
and an increase in assertiveness

TABLE 25 Characteristics of all included literature sources (n = 148) (continued)
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Document
Source type/
study design

Country of 
conduct or 
focus Sample Healthcare type Area of UB Key findings and relevancy

Babenko-Mould 
and Laschinger 
(2014)135

Survey Canada 126 year-4 nursing 
students

Acute care Incivility Focuses on effect on incivility on nurse burnout and talks about 
strategies to mitigate this impact. It finds that incivility is strongly 
related to burnout

Babla et al. 
(2021)74

Letter UK N/A Critical care Microaggressions Focuses on racial microaggressions and what they are, how they 
manifest themselves in the healthcare workplace, and how they should 
be addressed

Barrett et al. 
(2009)142

Intervention USA 59 pre-intervention 
and 45 post- 
intervention nurses

Critical care Lateral violence The study assessed a team-building intervention to reduce lateral 
violence, using mixed methods. The intervention was found to improve 
group cohesion

Beale and 
Leather (2005)162

Report UK N/A General health 
care

‘Working 
relationships’

Guide by the Royal College of Nursing to help improve collegiality 
and avoid UBs in the nursing workplace. Presents team and individual 
assessment tools to improve team and individual behaviours. Also 
explores what behaviour may or may not be bullying

Blackstock et al. 
(2022)101

Review N/A 15 resources General health 
care

Incivility A review which develops an ecological model to understanding 
co-worker incivility experiences of new graduate nurses

Blakey et al. 
(2018)47

Editorial Australia N/A Trainees (general) Bullying Explores in in-depth manner the reasons why bullying interventions 
may and may not be effective, or even counterproductive, with trainees

Carter et al. 
(2013)212

Mixed-methods 
survey + 
interview

UK Seven NHS trusts 
in NE England, 
comprising 2950 
NHS staff and 43 in 
qualitative tele-
phone interviews

General health 
care (acute, 
primary and 
mental)

Bullying Survey with qualitative elements also which explores prevalence and 
impact of bullying in the NHS. Largely focuses on prevalence but also 
has rich description from qualitative findings of impacts of bullying. 
They find bullying is prevalent in the NHS with 20% of staff reporting 
being bullied

Ceravolo et al. 
(2012)126

Intervention USA 4032 practising 
nurses, 1160 
students and 
faculty

Acute care Lateral violence This intervention used culture-change and communication-enhancing 
workshops to decrease lateral violence in a five-hospital integrated 
health and care system

Chadwick 
and Travaglia 
(2017)57

Systematic 
review

Australia 62 studies General health 
care

Bullying Explores what types of behaviour comprise bullying, the contributing 
factors, and factors that can help address it too

TABLE 25 Characteristics of all included literature sources (n = 148) (continued)
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study design

Country of 
conduct or 
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Chipps and 
McRury (2012)134

Intervention USA 16 staff members Rehabilitation Bullying This quasi-experimental study assessed pre test and post test an 
educational intervention to address workplace bullying. They noted an 
increase in bullying reports as a result (from < 1 act weekly/daily to 1.6 
acts weekly/daily), but it did help develop a learning community

Churchman 
and Doherty 
(2010)102

Qualitative 
interviews

UK 12 nurses Acute care ‘Challenging 
doctors’ practice’

Unpacks when nurses would be willing to challenge doctors’ practice 
without fear of reprisal or conflict and the interprofessional status of 
nurses vs. doctors

Churruca et al. 
(2022)97

Intervention Australia Eight hospitals Acute care Respect Reports on a case study of the Ethos messaging system implemented 
across eight hospitals in Australia

Clark et al. 
(2013)139

Intervention USA 25 nurses on two 
units

General health 
care

Lateral violence Study of an intervention which used PBL to address incivility. It was 
found to heighten awareness of incivility, improve favourable reaction 
to PBL, and give increased confidence

Colangelo 
(2019)182

Editorial N/A N/A Acute care Bullying Reports on the ETHOS programme and how some staff feel that the 
intervention is unfairly applied

Credland and 
Whitfield 
(2022)100

Qualitative 
study

UK 14 interviews Paramedics Incivility A qualitative study of the experience of paramedics with incivility in the 
UK. It highlights the impact on clinical decision-making and well-being

Dahlby and 
Herrick (2014)65

Intervention USA 29 nurses pre test, 
29 post test

Acute care Lateral violence A study examining the effects of a 1.5-hour educational intervention on 
lateral violence

Demarco et al. 
(2005)104

Intervention USA 5 graduate nursing 
students

Acute care Group cohesion Pilot study investigating a writing group’s ability to build group 
cohesion. The group writing drew on the ‘Amherst Writers and Artists’ 
method which did not focus on UB but nonetheless was intended to 
help cope with it

Dimarino 
(2011)125

Intervention USA Unclear Ambulatory 
setting

Lateral violence Reporting of one ambulatory surgery centre’s approach to reducing 
lateral violence through education about lateral violence, and zero-
tolerance policies. Did not test effectiveness

Dixon-Woods  
et al. (2019)143

Intervention USA 67 employees (20 
senior, 47 frontline)

Acute care Disruptive 
behaviour

This study sought to improve employees’ ability to speak up about 
transgressive and disruptive behaviour at a Johns Hopkins Medicine 
hospital
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Edwards and 
O’Connell 
(2007)60

Narrative review UK N/A Nurse education Bullying Delves deeply into bullying and its aetiology and presents recommenda-
tions for practice to help tackle it

Efe and Ayaz 
(2010)213

Mixed-methods 
survey + focus 
groups

Turkey 206 nurses in one 
hospital and four 
focus groups with 
16 total participants

Acute care Mobbing Primarily investigated the prevalence of mobbing but also presents 
rich qualitative data regarding the causes of mobbing and what might 
be done about it. Suggests assertiveness training and need to solve 
communication issues

Embree et al. 
(2013)62

Intervention USA 143 nurses Acute care Lateral violence Investigates effectiveness of a cognitive rehearsal education interven-
tion on nurse-to-nurse lateral violence

Gamble Blakey 
et al. (2019)22

Narrative review No specific 
country

38 articles General health 
care

Bullying Explores interventions to help students with bullying and explores 
catalysts for bullying, how policies may affect bullying, how targeting of 
specific groups affects interventions, framing to improve effectiveness, 
and skills of facilitators

Griffin (2004)67 Intervention USA 26 newly licensed 
nurses

Acute care Lateral violence Reporting an intervention assessing use of cognitive rehearsal tech-
niques to reduce lateral violence between newly licensed nurses

Griffith et al. 
(2019)72

Intervention USA 25 clinical staff ED Mistreatment The authors developed an educational advance programme to aid 
residents and faculty in understanding and improving their learning 
environment. Attendees proposed coaching, signage, zero-tolerance 
policies, and more, to tackle mistreatment

Hawkins et al. 
(2019)68

Integrative 
review

No specific 
country

16 papers included Acute care Negative work-
place behaviour

Delves into the conceptual differences in terms dealing with negative 
workplace behaviour, precipitating factors, and interventions to reduce 
such behaviour

Hemmings et al. 
(2021)79

Report UK N/A General health 
care

Non-inclusive 
culture

Report by NHS Employers and the Nuffield trust focused on means of 
attracting and keeping a diverse NHS workforce. Explores a number 
of case studies in rich detail as well as interventions used to improve 
diversity and why they may have failed

Hickson et al. 
(2007)98

Intervention USA Unknown Acute care UBs Outlines and reviews the Vanderbilt approach to identifying, measuring, 
and addressing UB using four graduated interventions.

Hughes (2003)214 Editorial UK N/A Acute care Bullying Looks at strategies at both an individual and organisational level to 
reduce bullying and its impact in health care
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Hutchinson et al. 
(2008)58

Outlining 
theoretical 
model

No specific 
country

N/A General health 
care

Bullying Investigates a novel model of bullying in the nursing workplace 
which includes organisational antecedents and consequences of such 
behaviour. Goes into detail about the organisational climate that 
enables bullying

Hutchinson et al. 
(2010)117

Testing theoreti-
cal model

Australia 370 nurses General health 
care

Bullying Confirms the strengths of the relationships outlined in the model above 
– as such, explores several causes of bullying and how these may work

Işik et al. 
(2020)109

Qualitative 
interviews

Turkey Two hospitals 
with 14 interviews 
with perioperative 
nurses

Acute care Communication 
failure

Qualitatively investigates reasons for communication failures in 
perioperative environment, and as part of this looks at intrateam 
violence and other causes of communicative failures that might lead to 
negative behaviour

Jenkins et al. 
(2011)144

Intervention USA Unknown General health 
care

Civility Explores how 6-monthly hour-long journal club meetings may increase 
civility. Also incorporated journalling

Johnson and 
May (2015)172

Systematic 
review

No specific 
country

67 articles General health 
care

Professionalism A systematic overview of systematic reviews using NPT to interpret 
the results. It found that interventions using normative restructuring of 
practice, modifying peer group norms, and emphasising expectations of 
external groups, had the most success

Johnson et al. 
(2020)215

Simulation USA 58 students General health 
care (students)

Incivility An RCT simulation investigating the impact of an occurrence of incivility 
on clinical performance, teamwork and emotions. It found that 66% of 
the experimental group made a major error in their cardiopulmonary 
resuscitation performance

Kang and Jeong 
(2019)61

Intervention South 
Korea

72 hospital nurses Acute care Bullying Investigates a cognitive rehearsal smartphone-based intervention’s 
impact on bullying using a cluster quasi-randomised trial

Kang et al. 
(2017)156

Intervention South 
Korea

40 nurses Acute care Bullying An RCT to investigate a cognitive rehearsal programme on workplace 
bullying.

Kile et al. 
(2019)145

Intervention USA 19 nurses Community Incivility Investigated with a mixed-methods pilot study the impact of incivility 
and cognitive rehearsal education on nurse-to-nurse incivility

Kline (2022)70 Case study UK 34 interviews and 
survey of 3506 
people at one NHS 
Trust

Acute care Bullying A review of bullying and harassing behaviours at one NHS Trust, using 
mixed methods. It found significant evidence of negative culture at the 
Trust and proposes several strategies to implement to tackle this

TABLE 25 Characteristics of all included literature sources (n = 148) (continued)
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Lasater et al. 
(2015)137

Intervention USA 94 nursing staff Acute care Incivility Study of a three-part educational intervention to see if it reduced 
incivility in two units of a hospital

Laschinger et al. 
(2012)155

Intervention Canada 8 units with 33 
controls

Acute care Civility Investigates the impact of the CREW intervention over 6 months with 8 
intervention units and 33 control units

Leiter et al. 
(2011)154

Intervention Canada 1173 workers 
across 41 units

Acute care Civility Assesses the effect of 6 months of the CREW intervention and found 
that greater group × time interactions were found in the intervention 
group for civility, supervisor incivility, respect, cynicism, job satisfaction, 
and management trust, and absences

Lewis (2018)76 Report (mixed 
methods)

UK 110+ employees 
interviewed, 1488+ 
surveyed (1100 full 
responses)

ED UBs Report on grievances about staff behaviour at an NHS Ambulance 
Trust. Explores unreasonable management behaviours and their causes, 
incivility and disrespect, rudeness, and threatening behaviour. Delves 
deeply into the qualitative data

Longo and Hain 
(2014)110

Editorial No specific 
country

N/A Nephrology Bullying With a focus on dialysis centres, talks about healthy work environments 
that can counteract inappropriate work behaviours, including collabora-
tion, effective decision-making, authentic leadership, etc.

Lovejoy-Bluem 
(2016)216

Editorial No specific 
country

N/A Neonatal Incivility Discusses incivility in the neonatal ICU, and spends most of its words 
on discussing strategies to reduce incivility. Also walks through an 
example of how small incivility can lead to large clinical impact

Manton (2017)59 Editorial No specific 
country

N/A Emergency Bullying An editorial exploring bullying, its effect on the work environment, and 
strategies to reduce it

Markwell et al. 
(2015)163

Editorial Australia N/A Students (general 
health care)

Performance 
management 
vs. bullying and 
harassment

Breaks down performance management and how in some cases it may 
be considered bullying while in other cases it might not be. Presents 
briefly some strategies to tackle this issue. Also presents a couple 
‘vignettes’ as illustrative examples

McKenzie et al. 
(2019)93

Intervention Australia 21 healthcare staff 
pre-to-post

Acute care UB Investigated factors affecting implementation of a multistrategy inter-
vention using education, reporting systems with graduated intervention 
processes, safety champions, and action plans, to tackle UB

Mello and Jagsi 
(2020)178

Editorial No specific 
country

N/A General health 
care

Sexual 
harassment

Delves into the details of how to respond to sexual harassment, but 
mostly in an informal manner

Miller and Chen 
(2021)75

Editorial No specific 
country

N/A Students (general 
health care)

Microaggressions Tackles strategies to address microaggressions at a programmatic and 
institutional level, as well as informally as an individual
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National 
Freedom to 
Speak Up 
Guardian 
(2018)11

Report UK N/A General health 
care

Bullying Presents some examples of how various NHS trusts have sought to 
tackle bullying at their organisations

Nicotera et al. 
(2014)107

Intervention USA 36 working nurses Acute care Conflict Assesses a nursing conflict intervention using mixed pre- and post-test 
methods with a control sample, which sought to reduce structurational 
divergence by raising awareness of it and teaching skills to manage it

NHS Employers 
(2016)112

Report UK N/A Paramedics Bullying Explores many real-world strategies implemented by NHS ambulance 
trusts and how these strategies have been received

Nikstatis and 
Simko (2014)66

Intervention USA 21 nurses Acute care Incivility A quantitative pilot study using a 1-group pre and post intervention test 
design to assess a 60-minute educational programme

O’Connell et al. 
(2019)54

Intervention USA 76 participants Military Lateral violence A quantitative exploration of nurses’ perceptions of lateral violence 
within a military setting and the impact of an education, cognitive 
rehearsal, and role-play intervention

O’Keefe et al. 
(2022)152

Description of 
an intervention

Ireland 203 course 
participants

General health 
care

Conflict Describes an intervention, an instructional course, designed to improve 
professionalism, and how it is implemented. Course content focuses on 
conflict management

Osatuke et al. 
(2009)146

Intervention USA 647 post-
intervention 
CREW participants 
and 680 com-
parison (total 34 
workgroups)

Acute care Civility Preliminary evaluation of a nationwide Veterans Health Administration 
intervention called CREW across 23 sites

Owens et al. 
(2019)108

Editorial UK N/A General health 
care

Professionalism Explores the impact of austerity on professional working environments 
in health care in the UK context. Suggests mechanisms for how 
austerity signals to workers and organisations the degree to which 
professionalism is valued

Pavithra et al. 
(2022)77

Qualitative 
study

Australia 1636 survey 
respondents 
(various healthcare 
staff)

Acute care UB Explores qualitative responses to two open-ended survey questions 
delivered to seven hospitals in Australia. It found that a perceived lack 
of organisational action erodes confidence in hospital leaders and ability 
to address and mitigate UB effectively
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Parker et al. 
(2016)138

Intervention USA Unclear/
organisation-wide

Acute care Horizontal 
violence

Explores how nurses at an acute care hospital were able to implement 
multiple interventions to reduce horizontal violence prevalence in the 
organisation. These included 13 total organisational, leadership, and 
individual-level strategies

Phillips et al. 
(2018)99

Integrative 
review

No specific 
country

38 studies General health 
care

Incivility Explores quite deeply the different antecedents for incivility in health 
care. It also delves into preventative strategies and leadership behav-
iours, education, and systems thinking

Purpora and 
Blegen (2012)217

Theoretical 
model

No specific 
country

N/A General health 
care

Horizontal 
violence

Describes a theoretical model of how horizontal violence comes to 
impact the quality and safety of patient care. Model includes oppression 
and explores the concept in relation to oppression, as well as how this 
leads to internalisation and affects communication etc.

Rocker (2008)119 Narrative review Canada N/A General health 
care

Bullying A narrative review which explores strategies to prevent nurse-to-nurse 
bullying, mitigate its effects, legal responses in Canada, and its origins

Royal College of 
Nursing (2014)124

Report UK N/A General health 
care

Bullying and 
harassment

Guidance materials from the RCN oriented towards organisations for 
preventing bullying and harassment in health care. Provides information 
about the law, the impact of bullying, prevention and reactive strategies 
and sample policies and recommendations for investigating incidents

Royal College 
of Surgeons of 
England (2021)91

Report UK N/A Acute care Disruptive 
behaviour

Guide from the RCSE for surgeons delving deeply into how to tackle 
disruptive behaviour, as well as what causes it

Rutherford et al. 
(2019)55

Integrative 
review

No specific 
country

22 articles Trainees (general 
health care)

Bullying Integrative review which focuses on interventions against bullying of 
pre-licensure students specifically. Explores policy-level interventions, 
as well as those at individual or organisational levels

Saxton (2012)64 Intervention USA 17 perioperative 
nurses

Surgery Disruptive 
behaviour

Development and evaluation of a communication skills intervention to 
improve perceived self-effectiveness of perioperative nurses using a 
pre–post design

Sheehan et al. 
(2020)181

Testing a 
theoretical 
model

Ireland 1507 employees 
from 47 hospitals

Acute care Bullying A study testing a moderated mediated model of workplace bullying 
and employee outcomes. Explores the mediating influence of well-
implemented anti-bullying HR practices and what well-implemented 
looks like. Delves into factors which comprise good implementation in 
the model
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Shuttleworth 
(2018)218

News article UK N/A ED Bullying News article highlighting how an NHS trust has tried to tackle its 
culture of bullying after a whistleblower came forward

Sillero and Buil 
(2021)219

Qualitative 
interviews

Spain 16 healthcare 
professionals

Acute care Interprofessional 
collaboration

Examines the interactions between doctors and nurses and how 
they can be kept civil. Hence it sheds light on how interprofessional 
collaboration as a cause can lead to incivility

Solheim 
(2018)220

Editorial No specific 
country

N/A ED Lateral violence Discusses lateral violence in nursing and how it is much too prevalent. 
Mentions some informal means to tackle poor behaviour

Speck et al. 
(2014)147

Intervention USA Three hospitals Acute care UB Assessment of a professionalism committee approach to tackling UB 
across three large teaching hospitals

Stagg et al. 
(2013)148

Intervention USA 10 nurses Acute care Bullying Assessed the effectiveness of a 2-hour cognitive rehearsal programme, 
6 months after completion

Stagg et al. 
(2011)149

Intervention USA 20 nurses Acute care Bullying Evaluated a workplace bullying cognitive rehearsal programme

Stevens (2002)103 Intervention USA Unclear Acute care Bullying Informally explores the impact of a multistrategy anti-bullying interven-
tion in a large teaching hospital, delivered mostly through workshops 
for education, policies, supervisor training, and more

Stone et al. 
(2019)80

Qualitative 
interviews

Australia Six female doctors 
who were in 
training when 
abused

General health 
care

Sexual harass-
ment and assault

Discusses in depth the assaults that happened to several female 
doctors in the workplace by other doctors and how they tried to 
address what happened

Tame (2012)221 Qualitative 
interviews

UK 23 perioperative 
nurses at one NHS 
Trust

Acute care Horizontal 
violence

Qualitative study investigating experience of horizontal violence at an 
NHS Trust and the causes of it, the personal impacts, and touches upon 
strategies to resolve it

Taylor and Taylor 
(2018)94

Editorial No specific 
country

N/A General health 
care

Horizontal 
violence

A discussion paper based on a prior review and experience of the 
authors which argues that horizontal violence is a quality improvement 
concern. As part of this, it explores strategies such as codes of conduct 
and how these should be implemented across different contexts

Thorsness and 
Sayors (1995)150

Intervention USA Approximately 100 
surgical staff

Acute care Conduct issues Evaluation of a programme adopting a systems approach to cultivating 
a positive work environment for perioperative staff members
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Tran (2015)222 Editorial Australasia N/A ED Bullying and 
harassment

A practical guide for how trainees should deal with bullying and harass-
ment. Presents a flowchart for decision-making for how to approach the 
situation in the Australasian context with legal routes if necessary

Tuffour (2022)69 Qualitative 
interviews

UK Five nurses from 
sub-Saharan Africa

Mental health Discrimination Goes into depth on the experience of nurses from Africa working in 
the UK NHS Context. As part of this it explores their experience of 
discrimination and marginalisation and the ‘snowy peak’ syndrome. 
Paper makes recommendations for how to decrease discrimination in 
the NHS

Venkatesh et al. 
(2016)165

Communication Australasia Unclear Acute care Bullying, discrimi-
nation and sexual 
assault

Response of College of Intensive Care Medicine of Australia and New 
Zealand to survey showing high prevalence of bullying, discrimination 
and sexual assault in their workplace. Outlines actions and longer-term 
strategies they will be implementing in response

Villafranca et al. 
(2017)32

Narrative review No specific 
country

N/A Acute care Disruptive 
behaviour

Explores the antecedents of disruptive behaviour at intrapersonal, 
organisational, and interpersonal levels. It also discusses the prevention 
and management options to tackle it

Warrner et al. 
(2016)63

Intervention USA 60-bed orthopaedic 
inpatient unit incl. 
management

Acute care Incivility Evaluates an intervention comprising awareness education and 
cognitive rehearsal, and which included management

Weaver (2013)136 Editorial No specific 
country

N/A General health 
care (graduates)

Horizontal 
violence and 
bullying

Tackles the chain of violence in nursing from one generation to another 
and seeks to understand how to reduce it from individual, school, and 
organisational levels

Westbrook et al. 
(2018b)10

Editorial No specific 
country

N/A General health 
care

UB Article discussing need to change approach to tackling UB in health 
care. Explores the impact, and emphasises the limited evidence base 
for interventions to tackle UB. However, it does present organisational 
professional accountability and culture-change programmes as 
promising avenues

Webb et al. 
(2016)151

Intervention USA Three hospitals Acute care Disrespectful 
and unsafe 
behaviours

Presents a feasibility study of the Co-Worker Observation Reporting 
System implemented by Vanderbilt University Medical Centre to reduce 
disrespectful and unsafe behaviours
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Wild et al. 
(2015)56

Editorial UK N/A Acute health care 
(trainees)

Undermining and 
bullying

Editorial which looks at the definitions of undermining and bullying, 
implications of such behaviours towards trainees, and how such 
behaviours can be tackled. Towards the end it presents specific 
recommendations

Wilson (2016)115 Narrative review No specific 
country

N/A General health 
care

Bullying Narrative review that explores the root causes, types of perpetrators, 
behaviours of bullying, and interventions to combat it

Zhang and Xiong 
(2019)223

Review No specific 
country

44 articles General health 
care

Horizontal 
violence

Review focused on the impact of nursing and coping strategies that 
help tackle the effects of bullying as well as reduce it. These include 
educational interventions, leadership styles and enlightenment

Step 2 – Search update

Adams and 
Bryan (2021)114

Editorial Canada N/A General health 
care

Harassment Examines the role of leadership as the ones in a strategic position to 
address harassment and bullying

Baldwin et al. 
(2022)53

Intervention USA Three academic 
medical centres

Acute care Professionalism Descriptive study analysing the types of reports received during the 
intervention to promote professionalism with nurse.

Bamberger and 
Bamberger 
(2022)224

Editorial N/A N/A General health 
care

Unacceptable 
behaviours

Editorial exploring the impact of unacceptable behaviours between 
healthcare workers on patient safety

Banerjee et al. 
(2022)71

Intervention USA Division faculty 
members (n = 41) 
and pulmonary and 
critical care fellows 
(n = 12)

Acute care Racism Assessed the feasibility of a year-long antiracism educational study. As 
it was mostly a feasibility study, post-intervention surveying indicated a 
15% increase in self-directed learning on related topics

Bry and Wigert 
(2022)225

Qualitative 
study

Sweden 13 neonatal nurses Neonatal intensive 
care

Organisational 
climate and 
interpersonal 
interactions

Explores the organisational climate and type of interpersonal interac-
tions experienced by registered nurses in the neonatal unit. As part of 
this it explores the impact of incivility

Hawkins et al. 
(2022b)153

Intervention Australia 230 nurses from 
12 units in four 
hospitals

Acute care Negative work-
place behaviour

Examined experiences of negative workplace behaviour and ways of 
coping with nursing staff before and after educational workshops. They 
did not find statistically significant results
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Document
Source type/
study design

Country of 
conduct or 
focus Sample Healthcare type Area of UB Key findings and relevancy

Hawkins et al. 
(2022a)177

Qualitative 
study

Australia 13 nurses Acute care Negative work-
place behaviour

A qualitative study exploring negative workplace behaviour with 
nurses and why it occurs. It finds that while some individuals can be 
more inclined than others to do so, it is facilitated by organisational 
influences

Kousha et al. 
(2022)158

Intervention Iran 80 emergency 
nurses

Emergency care Incivility Examines the effectiveness of an educational and cognitive rehearsal 
programme among emergency nurses

Naylor et al. 
(2022)226

Qualitative 
study

UK 6 physiotherapists Acute care Incivility Investigates the impact of incivility on physiotherapists working in the 
acute hospital setting using Interpretative Phenomenological Analysis

Westbrook et al. 
(2013)127

Intervention Australia Staff across five 
hospitals

Acute care UBs Investigates changes in prevalence of UBs following a professional 
accountability programme called Ethos being implemented

NPT, normalisation process theory.

TABLE 25 Characteristics of all included literature sources (n = 148) (continued)





DOI: 10.3310/PAMV3758� Health and Social Care Delivery Research 2024 Vol. 12 No. 25

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

161

Appendix 4 Definitions of UB-related terms 
and their underlying behaviours identified in 
the literature

This appendix outlines our mapping of definitions identified in the literature for various 
UB-related terms.

TABLE 26 Definitions of UB-related terms and underlying behaviours

UB types identified 
and coded according 
to definitions or 
features Example definitions (where available) or behaviours

Number of 
definitions coded (if 
0, then behaviours 
were not explicitly 
defined in the 
included literature)

Behaviours explicitly defined in the literature

Bullying ‘Bullying is defined by Rodwell and Demir (2012) as a situation that occurs 
over a period of time where individuals perceive themselves to experience 
negative actions and behaviours from others. This can be carried out 
by one individual or several and the person being bullied has difficulty 
defending himself or herself from the abuse being experienced’115

‘Bullying is the misuse of power or position that undermines a person’s 
ability, or leaves them feeling hurt, frightened, angry or powerless’124

‘Bullying is behaviour that hurts or frightens someone who is less powerful, 
often forcing them to do something they do not want to do’78

‘repeated exposure to person, work‐, and intimidation‐related negative acts 
such as abuse, teasing, ridicule, and social exclusion over a period of time in 
the workplace’61

31

Incivility ‘low-intensity, deviant behaviors that are intended to harm the victim and 
demonstrate a lack of mutual respect’141

‘repeated offensive, abusive, intimidating, or insulting behavior, abuse 
of power, or unfair sanctions that make recipients upset and feel humil-
iated, vulnerable, or threatened, creating stress and undermining their 
self-confidence’63

‘rude or disruptive behaviors that violate workplace norms’215

14

Horizontal violence ‘When behaviors are displayed among workers in the same rank, such 
as staff nurses, rather than across power gradients, it is referred to as 
horizontal or lateral violence’110

‘a variety of unkind, discourteous, antagonistic interactions that occur 
between persons at the same organizational hierarchy level and are 
commonly described as divisive, infighting, backbiting, and off-putting’210

‘Horizontal violence is behavior that is directed by one peer toward another 
that harms, disrespects, and devalues the worth of the recipient while 
denying them their basic human rights’217

9

Harassment Legal UK definition: ‘unwanted conduct related to a relevant protected 
characteristic, which has the purpose or effect of violating an individual’s 
dignity or creating of intimidating, hostile, degrading, humiliating or 
offensive environment for that individual124

‘improper conduct by an individual, that is directed at and offensive to 
another individual in the workplace, including any event/location related 
to work, and that the individual knew or ought reasonably to have known 
would cause offence or harm’114

8

Lateral violence ‘any repetitive behavior among peers that is considered offensive, abusive, 
or intimidating by the target’54

6

continued
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UB types identified 
and coded according 
to definitions or 
features Example definitions (where available) or behaviours

Number of 
definitions coded (if 
0, then behaviours 
were not explicitly 
defined in the 
included literature)

Disruptive behaviour Behaviour that ‘tends to cause distress among other staff and affect 
overall morale within the work environment, undermining productivity and 
possibly leading to high staff turnover or even resulting in ineffective or 
substandard care’64

‘we define disruptive behaviour as constituting the following three criteria: 
(a) interpersonal (i.e. directed toward others or occurs in the presence of 
others); (b) results in a perceived threat to victims and/or witnesses; (c) 
violates a reasonable person’s standard of respectful behaviour, as defined 
in the Universal Declaration of Human Rights’32

5

Microaggressions ‘Racial microaggressions are actions, words, or behaviours that undermine 
or insult a person’s character, abilities, or perceptions based on their 
ethnicity. Racial microaggressions have been classified into three major 
types: microassaults, microinsults, and microinvalidations’74

‘stunning and automatic acts of disrespect arising from unconscious 
attitudes inflicted by the culturally dominant groups’69

3

UBs ‘Unprofessional behaviour encompasses a spectrum, from overtly hostile, 
bullying and inappropriate behaviours such as physical and verbal abuse, to 
more subtle behaviours such as lack of responsiveness, passive aggression, 
rudeness and incivility’127

‘behavior that undermines a culture of safety’147

3

Mobbing ‘Mobbing is the activity of a person to force someone out of the workplace 
through rumour, innuendo, intimidation, humiliation, discrediting and 
isolation’213

‘unethical communication and antagonistic action directed by one or 
several people toward a single individual systematically’157

3

Verbal abuse ‘Communication perceived by a person to be a harsh, condemnatory attack, 
either professional or personal. Language intended to cause distress to a 
target’210

3

Negative workplace 
behaviour

‘repeated, offensive, abusive, intimidating or insulting behaviour, abuse 
of power, or unfair sanctions that make recipients upset and feel humil-
iated, vulnerable, or threatened, creating stress and undermining their 
self-confidence’68

2

Undermining ‘Undermining is conduct that subverts, weakens or wears away a person’s 
confidence, and may occur when one practitioner intentionally or uninten-
tionally erodes another practitioner’s reputation or intentionally seeks to 
turn others against them’56

2

Violence ‘the intentional use of physical force or power, threatened or actual, against 
oneself, another person, or against a group or community that either results 
in or has a high likelihood of resulting in injury, death, psychological harm, 
mal-development or deprivation’137

2

Mistreatment ‘when behaviour shows disrespect for the dignity of others and unreasona-
bly interferes with the learning process’22,47

2

Sexual harassment ‘any improper and unwelcome conduct that might reasonably be expected 
or be perceived to cause offence or humiliation to another person’80

1

Gender bias Gender bias (manifested in discriminatory behaviour that, though not 
necessarily consciously recognised by the perpetrator, is sexist).

Offensive displays Displays of offensive material (e.g. flags)60 1

Sexual assault and 
violence

‘an act of a sexual nature carried out against a person’s will or without their 
consent, through the use of physical force, intimidation or coercion and/or 
involving physical contact’80

1

TABLE 26 Definitions of UB-related terms and underlying behaviours (continued)
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UB types identified 
and coded according 
to definitions or 
features Example definitions (where available) or behaviours

Number of 
definitions coded (if 
0, then behaviours 
were not explicitly 
defined in the 
included literature)

Unethical behaviours ‘negative or exclusionary interpretation and enactment of organisational 
values that are at odds with patient or staff identity and dignity’77

1

Victimisation ‘Victimisation: is the unfair treatment of an employee as a direct conse-
quence of raising or supporting a complaint of bullying and harassment’112

1

Behaviours discussed but not defined in the literature

Minimisation ‘having accomplishments and contributions disregarded’149 0

Humiliation Being ‘publicly ridiculed (15%, n = 3), observed and followed (15%, n = 3), 
disgraced in front of co-workers (10%, n = 2), secluded by work organiza-
tion (10%, n = 2), and intimidated (5%, n = 1)’149

0

Physical abuse ‘Unwanted physical contact, explicit physical threats or attacks, suggestive 
gestures (such as mimicking the effects of a disability), unnecessary 
touching or assault, stalking which occurs at work or outside of work, but is 
related to work’60

0

Racism ‘its definition including colourism, anti-Blackness in the Asian communities, 
and more recently, anti-Chinese sentiments in the wake of the COVID-19 
pandemic’74

0

Aggression ‘throwing things, hitting, slapping, breaking things, slamming doors, 
pushing, intimidating, stalking’77

0

Disrespect ‘Participants reported different ways this “disrespect” was expressed, both 
verbally and non- verbally. You’ll get a sort of derogatory look, you can see 
their eyes roll when you walk in with a patient, a bit of a tut and a bit of 
huffing and puffing’100

0

Ostracising ‘The consultant has given me strange looks in the department and tried 
not to make eye contact with me for over 3 months. This made me feel 
uncomfortable in the department and led to me avoiding them’78

0

Rudeness ‘When discussing an example of rudeness from a colleague you feel 
belittled and embarrassed … you feel worthless, you feel completely 
worthless’100

0

Scapegoating ‘Bully: “Have you noticed that whenever there is a code, Andy is usually 
working?”’149

0

Sexism ‘Sexism was also used against women to give unfair workloads compared 
to men and to be used as mechanisms of control’76

0

Intimidation ‘Conduct that belittles in some way, such as being shouted at, Intrusion by 
pestering, spying, following, Unnecessary closeness, Apportioning blame 
wrongly’60

0

Unacceptable 
behaviours

‘using patronising and demeaning language; • shouting or talking aggres-
sively to people; • unacceptable demeanour in meetings – actively looking 
disengaged and dismissive; • being overly critical of work, often in front of 
other colleagues; • not being listened to; • being rude and abrupt when 
direct reports ask questions: some participants talked about managers 
rolling their eyes when they asked a question’70

0

Unreasonable 
management

‘“Having your views and opinions ignored”, “Being given unmanageable 
workloads or impossible deadlines”, “Someone withholding information 
which affects your performance”, “Your employer not following proper 
procedures”, “Someone continually checking up on you or your work when 
it is not necessary”’76

0

TABLE 26 Definitions of UB-related terms and underlying behaviours (continued)
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Appendix 5 Summary table of CMOCs and 
supportive quotes for contributors to UB

TABLE 27 Contributors, sub-contributors and associated CMOCs

Overarching 
contributor

Sub-
contributors CMOCs Primary outcomes Example supportive quote

Workplace 
disempower-
ment

•	 Organisa-
tional hier-
archies and 
working in 
a disad-
vantaged 
group

•	 Physical 
environ-
ment

•	 Perceived 
unfairness

1.	 If staff work in a disempowered 
position such as at the bottom 
of an organisational or profes-
sional hierarchy (C) then this 
can inhibit willingness to speak 
up (M21/O1) and reduce ability 
to communicate (M14/O2) 
because a sense of intimidation 
and reduced psychological safe-
ty is experienced (M20)

2.	 If staff work in a disempowered 
position, such as at the bottom 
of a hierarchy (C), then this can 
increase likelihood of experienc-
ing and being impacted by UB 
(O) because it can make staff an 
easier target (M12)

•	 Increased 
proclivity to 
engage in UB

•	 Reduced ability 
to cope with 
UB

•	 Reduced ability 
to report or 
challenge UB

1.	 ‘Steep hierarchies can 
give rise to feelings of 
intimidation which can 
impair communication, 
especially on difficult 
matters, such as raising 
concerns about patient 
safety. It was acknowl-
edged that most behav-
iours that made people 
feel undermined were 
unintentional. Marked 
hierarchies may magnify 
the impact of relatively 
slight behaviours or com-
ments if those affected 
are less able to voice 
how it made them feel’78

2.	 ‘The presence or absence 
of these variables could 
influence bullying ratios, 
i.e. when bullies weigh 
the potential costs and 
personal benefits of their 
actions based on the 
particular characteristics 
of their victims. In this 
sense, certain groups 
are considered more 
vulnerable than others 
(e.g. women or junior 
employees)’113

3.	 If staff work in a disadvantaged 
group (C) then this can lead to 
displacement of aggression onto 
others (O1) and a feeling of 
being undervalued (O2) because 
of internalisation of oppression 
(M4)

4.	 If staff work in a disempowered 
position where there does not 
seem to be a level playing field 
(C1) or work in a physically 
uncomfortable environment 
(C2), then this can cause people 
to externalise these frustrations 
increasing proclivity to engage 
in UB (O2) because staff feel like 
they are being treated unfairly 
(M3) experience frustration 
(M5) and have a reduced ability 
to cope (M18/O1)

3.	 ‘…UBs appear to be 
tolerated and inter-
nalised as normalised 
behaviour, creating a 
self- perpetuating cycle 
of negative behaviours, 
negative sub- cultures, 
and self-isolation among 
victims’77

4.	 ‘In the model, horizon-
tal violence represents 
the harmful behaviour 
oppressed nurses are 
at risk for engaging in 
to relieve mounting 
frustration from working 
in hierarchical hospitals 
where they have great 
responsibility but little 
power’217

continued
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Overarching 
contributor

Sub-
contributors CMOCs Primary outcomes Example supportive quote

Organisational 
confusion, 
uncertainty 
and stress

•	 Organi-
sational 
change

•	 Demanding 
work envi-
ronments 
and lack of 
resources

•	 Culture of 
pressure

•	 Lack of role 
clarity

5.	 If staff experience a period of 
organisational uncertainty, such 
as organisational change (C) or 
they experience a lack of job re-
sources (C2), then this can lead 
to conflict and UB (O) because 
staff perceive their job is at risk 
and an increase in competitive 
attitudes ensues (M8)

6.	 If high job demands are experi-
enced regularly in the absence 
of adequate resources (C1) then 
escalation of conflicts are more 
likely (O2), because there is both 
a high-pressure environment 
(M5) and reduced ability to 
communicate effectively  
(M14/O1)

•	 Increased 
proclivity to 
engage in UB

•	 Reduced ability 
to cope with 
UB

5.	 ‘In competitive environ-
ments, organizational 
restructure or periods 
of rapid change may 
create opportunities for 
individuals to engage in 
the misuse of legitimate 
authority for furthering 
self-interest or career 
opportunities’58

6.	 ‘… some behavioural 
interactions associat-
ed with bullying are 
because of excessive 
job demands. What is 
well-defined is that ‘fric-
tion or anger’ between 
colleagues is widely 
reported as high across 
SWAST and extremely 
high by 111 staff’76

7.	 If staff experience a lack of 
resources, or high job demands 
that increase pressure (C) then 
this may lead to an inability to 
cope with the impact of UB, 
(M18/O1), because communi-
cation with co-workers can be 
inhibited (M14) meaning it is dif-
ficult to build relationships with 
colleagues (M16) which can 
reduce feeling of social support 
(M17)

8.	 If staff are disadvantaged by 
organisational processes outside 
of their control, such as a lack of 
role clarity or high job demands 
(C) then this may increase levels 
of curtness in communication 
(O2) because they begin to 
feel pressured and their tasks 
become rushed (M5), reducing 
ability to communicate effec-
tively (M14/O1)

7.	 ‘The stress caused by 
the accelerated pace and 
pressure to complete 
the activity can decrease 
communication quality, 
as explained by the fol-
lowing participants: Sur-
geon 3: “I cannot work 
on the patient the way I 
want, and it affects my 
work”. Anaesthesiologist 
2: “Of course, sometimes 
you feel understaffed”. 
Surgeon 1: “The oper-
ating room is like this... 
everything goes fast, 
practically every-thing 
must be done immedi-
ately, without waiting, 
with tension”’219

8.	 ‘Stress and pressures 
of the ED can cause 
inappropriate or unpro-
fessional responses that 
could trigger behaviours 
affecting colleagues’ 
relationships and task 
responsibilities’106

TABLE 27 Contributors, sub-contributors and associated CMOCs (continued)
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Overarching 
contributor

Sub-
contributors CMOCs Primary outcomes Example supportive quote

Inhibited 
social 
cohesion and 
support

•	 Lack of 
social sup-
port (e.g. 
due to time 
pressures)

•	 Shift or 
agency 
working

•	 Reduced 
ability to 
commu-
nicate 
effectively

9.	 If staff work in shifts (C), then 
this can reduce the ability to 
cope when experiencing UB 
or workplace stressors (M18/
O1) and reduce self-confidence 
(M19/O2) which can worsen 
the impact of UB on health and 
well-being (O3) because shift 
work can reduce ability to build 
social connections (M16) and 
lessen feeling that one is socially 
supported (M17)

10.	If staff work in a high-pressure 
environment or in a culture of 
intimidation (C) then this can 
lead to reduced ability to build 
social connections (M16/O1), a 
reduced sense of social norms 
(M15/O2), and a reduced sense 
of social support (M17/O3) be-
cause there is a reduced sense 
of psychological safety and abil-
ity to communicate effectively 
(M14)

•	 Reduced ability 
to cope

9.	 ‘Some staff cannot build 
relationships with their 
line manager because 
of rotas and might have 
very infrequent encoun-
ters with them’76

10.	‘Firstly, many participants 
relayed being subject 
to one-off experiences, 
such as being spoken 
to rudely in meetings 
or being shouted at for 
not having completed a 
task. When context was 
provided, most people 
attributed this to man-
agers being “stressed” 
or “pressured” due to 
excessive workloads 
generated by COVID-19 
or winter crises’17

Enablement 
of harmful 
cultures that 
tolerate UB

•	 Complic-
it and 
permissive 
leadership

•	 Negative 
role-
modelling 
and prior 
learned 
behaviour

•	 Authoritar-
ian culture

•	 Lack of or-
ganisation-
al account-
ability

•	 Organi-
sational 
deafness

•	 Cliques

11.	If a workplace has a prevalence 
of UB and leaders/ managers 
are not seen to address it by 
being complicit or laissez-faire 
(C1), then this can cause staff 
to engage in UB (O) and reduce 
trust in leadership (O2), because 
UB is perceived as normal (M13)

12.	If a workplace has a prevalence 
of UB and leaders/ managers 
are not seen to address it (C) or 
role model it themselves (C2) 
then there is an increasing like-
lihood of others engaging in UB 
(O) and reducing trust in leader-
ship (O2) and little change (O3), 
because the impression can be 
given that incivility and other 
UBs is tolerated and normalised 
(M13) which reduces perceived 
risk for instigators (M12), and 
ability to speak up for victims 
(M21)

•	 Increased 
proclivity to 
engage in UB

•	 Reduced ability 
to report or 
challenge UB

11.	‘Organisations in which 
managers do not act on 
bullying complaints and 
where co-staff do not act 
when they witness bully-
ing can create a social cli-
mate in which bullying is 
tolerated and even seen 
as the norm (Hutchinson 
et al. 2008). As a result, 
bullying can become the 
accepted “way we do 
things around here”, with 
some staff adopting the 
attitude “It was done to 
me, so I’ll do it to oth-
ers”’169

12.	"Staff raised numerous 
examples of manager 
behaviour that they 
deemed unreasonable. 
Issues such as being 
treated differently 
compared to colleagues 
such as 'some staff get 
pulled up, others don’t' 
was a frequent occur-
rence while Serious 
Investigations (SI) were 
believed by some staff to 
be seemingly deployed 
inappropriately"76

TABLE 27 Contributors, sub-contributors and associated CMOCs (continued)

continued
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Overarching 
contributor

Sub-
contributors CMOCs Primary outcomes Example supportive quote

13.	If UB is prevalent in a workplace 
and managers are not seen to 
address it or even negatively 
role model such behaviours 
themselves (C) then this can 
reduce psychological safety 
(M21/O1) and reduce trust in 
management (O2) because staff 
sense that the organisation is 
deaf (i.e. that they do not care 
about UB) (M10) and creates an 
intimidating culture (M20)

14.	If a reduced sense of psycho-
logical safety leads people to 
not speak up (C) then strategies 
to address UB are not imple-
mented (M23/O1), reducing 
trust in leadership (O2) because 
managers are not aware that UB 
is taking place (M22)

13.	‘Many at the sharp end 
expressed frustration 
that although the organ-
ization invited staff and 
faculty to speak about 
concerns, it appeared to 
lack an authentic capac-
ity for listening or a full 
commitment to address 
concerns: “[There are] 
pockets of historically 
weak leadership where 
we learn that there have 
been ongoing issues for 
years that people [man-
agers] have been either 
unwilling or uncomfort-
able addressing. So after 
a while you just stop 
talking about it’”143

14.	‘Furthermore, “bad news” 
is rarely passed upwards 
by front-line managers 
who feel it is better 
that senior managers 
do not “hear bad news”. 
This often means senior 
managers/executives are 
unaware of what is hap-
pening at the front line. 
Subsequently this can 
result in “why bother” 
attitudes from staff – a 
form of confirmation bias 
– because some staff 
perceive action plans will 
be largely ineffective as 
senior managers are too 
detached from employ-
ees’ everyday lives’76

SWAST, South Western Ambulance Service.

TABLE 27 Contributors, sub-contributors and associated CMOCs (continued)
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Appendix 6 Characteristics and findings of the 
included 42 sources reporting an intervention
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TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention

Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Single-session education/training

Ceravolo 
et al. 
(2012)126

4032 
practising 
nurses, 1160 
students and 
faculty

60- to 
90-minute 
workshops 
over 3 years

Quasi-experimental 
pre–post design 
without control. 
Pre (2007) and post 
3-year data collection 
via survey (2011)

None Education/
awareness (asser-
tiveness training), 
role-modelling

Verbal Abuse Survey This intervention used 
culture-change and 
communication-enhancing work-
shops to decrease lateral violence 
in a five-hospital integrated health 
and care system. Nursing turnover 
and vacancy rates decreased but it 
was not clear if that was due to the 
intervention

Y

Clark et al. 
(2013)139

65 senior 
nursing 
students

70-minute 
session

Pre–post design 
without control.
Only post measures 
were delivered, 
immediately post 
session

Unknown Problem-based 
learning, 
role-playing

Custom feasibility 
questionnaire

Study of an intervention which 
used PBL to address incivility. It 
was found to heighten awareness 
of incivility, improve favourable 
reaction to PBL, and give increased 
confidence

Y

Dahlby and 
Herrick 
(2014)65

25 nurses on 
two nursing 
units

1.5-hour 
session

Pre–post design 
without control. 
Post-test timing is 
unclear

None Education, cogni-
tive rehearsal

Lateral and Vertical 
Violence in Nursing Survey

A study examining the effects of a 
1.5-hour educational intervention 
on lateral violence. They found 
participants were better able to 
identify causes of lateral violence 
and it perhaps contributed to 
reducing frequency too. However, 
no statistically significant results 
were noted other than for lateral 
violence becoming less serious post 
intervention

Y
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Embree,  
et al. 
(2013)62

143 nurses 2-hour 
session

Quasi-experimental 
pre–post design 
without control. 
Some post measures 
were immediate 
and others such as 
internalised sexism 
were 1 year later

None Education, cogni-
tive rehearsal

Internalised Sexism, 
Minimisation of Self, Total 
Nurse Workplace Behavior 
Scale, and Silencing the 
Self-Work Scale, RN 
voluntary turnover

Investigates effectiveness of a 
cognitive rehearsal education inter-
vention on nurse-to-nurse lateral 
violence. It found that there was a 
trend towards increased awareness 
of lateral violence but no statistically 
significant results were identified

N

Griffin 
(2004)67

26 newly 
enrolled 
nurses

2-hour 
session

Quasi-experimental 
pre–post design 
without control. Data 
were collected post 
only, occurring 1 year 
post intervention

Cognitive 
learning 
theories

Cognitive 
rehearsal

Focus groups Investigates a cognitive rehearsal 
intervention as a shield for lateral 
violence in newly licensed nurses. 
It finds that knowledge of lateral 
violence enabled greater coping and 
confronting skills. Retention rate 
improved

Y

Griffith  
et al. 
(2019)72

25 
participants

One session 
of unknown 
length

Quasi-experimental 
post-only design 
without control. Data 
collection was only 
post intervention 
via survey over an 
unclear timeline

Six-step 
approach to 
curricular 
development 
by Kern et al.

Education, 
action-planning, 
keeping records

Custom electronic 
evaluation of effectiveness

The authors developed an educa-
tional advance programme to aid 
residents and faculty in understand-
ing and improving their learning 
environment. Attendees proposed 
coaching, signage, zero-tolerance 
policies, and more, to tackle 
mistreatment. There was some 
evidence it increased awareness

Y

Hawkins 
et al. 
(2022)153

111 nurses 
across 12 
units in four 
acute care 
hospitals

One session Quasi-experimental 
pre–post design 
with control group 
(non-randomised). 
Baseline data 
collection occurred 
over the month prior 
to the intervention 
and post data 
collection occurred 
over 6 months

None Education NAQ-R, Ways of Coping 
Questionnaire

The intervention group experienced 
less of a reduction in bullying and 
negative behaviours than the 
control group. But no results were 
statistically significant. Authors 
recommended against single-session 
attempts to reduce UB

N

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Kile et al. 
(2019)145

19 nurses 2-hour 
training 
session

Pilot study with no 
control group with 
pre, post (immediate), 
and 6 week follow-up

Bandura’s 
social learning 
theory (1977)

Education, cogni-
tive rehearsal

Adapted versions of the 
nursing Incivility Survey 
(NIS), the Nurse Interaction 
subscale of the National 
Database of Nursing 
Quality Indicators (NDNQI), 
and a questionnaire with 
two open‐ended questions

Investigated with a mixed-methods 
pilot study the impact of incivility 
and cognitive rehearsal education on 
nurse-to-nurse incivility. They found 
that it was effective at increasing 
recognition and confronting of 
incivility due to movement in means 
on the NIS subscales, and reduced 
perceived incivility

Y

Nikstatis 
and Simko 
(2014)66

21 nurses 1-hour 
session

Pilot study pre–post 
design without 
control group. Both 
pre and post data 
collection occurred 
over a 3-week 
timeframe

None Education, group 
discussion

Nursing incivility scale A quantitative pilot study using a 
one-group pre-and post-intervention 
test design to assess a 60-minute 
educational programme. They found 
that it increased perceived incivility. 
However, this was not statistically 
significant

N

O’Connell 
et al. 
(2019)54

76 
participants

2-hour 
session

A pre–post study 
design with no 
control group

None Education, cog-
nitive rehearsal, 
role-play

NAQ-R A quantitative exploration of nurses’ 
perceptions of lateral violence 
within a military setting and the 
impact of an education, cognitive 
rehearsal, and role-play intervention. 
Six negative acts occurred daily or 
weekly pre-intervention and nine 
occurred post-intervention. Putting 
together staff on different hierarchy 
levels into one session may have 
undermined results

N

Stagg et al. 
(2013)148

10 nurses 2-hour 
session

Pilot study with 
post-only testing 
(6-months after the 
intervention over 
a 6-week period) 
without control

None – based 
on Griffin 
(2004)

Education, cogni-
tive rehearsal

Workplace Bullying 
Follow-Up Survey

Assessed the effectiveness of a 
2-hour cognitive rehearsal pro-
gramme, 6 months after completion; 
70% of nurses reported changing 
behaviours, and 40% reported a 
decrease in bullying behaviours

Y

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Stagg et al. 
(2011)149

20 nurses 2-hour 
session

Pre–post quasi-
experimental design 
with no control 
group. Unclear 
when post test was 
delivered

None – based 
on Griffin 
(2004)

Education, cogni-
tive rehearsal

Adapted Workplace 
Bullying Inventory

Evaluated a workplace bullying 
cognitive rehearsal programme. 
Significant differences were found 
in the results between pre test 
and post test for observed bullying 
(Z = −2.636, p < 0.01), bullying 
of others (Z = −2.449, p < 0.05), 
and sufficiency of the training on 
management of bullying (Z = −3.358, 
p < 0.01)

Y

Warrner  
et al. 
(2016)63

60-bed 
orthopaedic 
inpatient 
unit incl. 
management

45-minute 
session

Pre–post design 
without control 
group, with follow-up 
at 2-months post 
intervention.

None Education, cog-
nitive rehearsal, 
environmental 
modification

Nursing Incivility Scale 
(NIS)

Evaluates an intervention comprising 
awareness education, cognitive 
rehearsal, and which included 
management. None of the scores 
for the five subscales of sources of 
incivility were statistically significant. 
Two out of five subscales showed a 
statistically significant decrease in 
instances of perceived incivility: gen-
eral incivility (2.75 to 2.24, p = 0.00) 
and physician incivility (2.79 to 2.43, 
p = 0.04), and the others decreased 
but not significantly

Y

Multiple-session education/training

Asi 
Karakaş 
and Okanli 
(2015)157

30 nurses Eight 2- to 
2.5-hour 
sessions

Quasi-experimental 
pre–post design 
without control. 
Assessment was 
6 months post 
intervention

None Assertiveness 
training

Mobbing Scale, Rathus 
Assertiveness Inventory

This study reported an evaluation of 
an assertiveness training interven-
tion in 30 nurses who experienced 
a high level of mobbing. Results 
indicated a statistically significant 
fall in mobbing after the intervention 
from 226.4 ± 27.7 to 159.6 ± 47.9 
on the mobbing scale and an 
increase in assertiveness from 
6.23 ± 15.6 to 17.0 ± 16.06

Y

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Banerjee 
et al. 
(2022)71

Division fac-
ulty members 
(n = 41) and 
pulmonary 
and critical 
care fellows 
(n = 12)

13 × 1-hour 
sessions 
over 1 year

Pre–post feasibility 
study. Time of 
post assessment is 
unclear but probably 
immediately post 
intervention

None Education, 
positive 
role-modelling

Surveys assessed knowl-
edge on racism in medicine; 
opinions, understanding, 
and comfort surrounding 
race and racism in medi-
cine; as well as additional 
questions to solicit 
feedback on the curriculum 
itself

Assessed the feasibility of a year-long 
antiracism educational study. As it 
was mostly a feasibility study, post 
intervention surveying indicated a 
15% increase in self-directed learning 
on related topics. However, interest 
in the curriculum actually decreased 
post intervention by 14%, perhaps 
since participants now felt they had 
learned what they needed to

N/A

Barrett 
et al. 
(2009)142

An inpatient 
unit, critical 
care unit, ED, 
and inpatient 
operating 
room
59 pre-
intervention 
and 45 post-
intervention 
nurses

Two 2-hour 
group 
sessions

Quasi-experimental 
pre–post design 
without control. 
Pre-intervention 
measures were 
2 weeks prior to 
intervention and 
post measures were 
3 months after 
intervention

None Education and 
role playing, 
encouragement 
to become 
champions, 
team-building, 
seeking hospital 
accreditation

National Database of 
Nursing Quality Indicators 
(NDNQI) RN-RN inter-
action subscale, Group 
Cohesion Scale

The study assessed a team-building 
intervention to reduce lateral 
violence, using mixed methods. The 
intervention was found to improve 
group cohesion from 540 pts to  
612 pts (p = 0.037)

Y

Demarco 
et al. 
(2005)104

Five graduate 
nursing 
student 
participants

2 hours per 
week for 6 
weeks

Pilot pre–post design 
without control. 
Interviews were as 
soon as possible post 
intervention

Oppressed 
group behav-
iour (Freire, 
1990)

Group writing Interview Pilot study investigating a writing 
group’s ability to build group 
cohesion. The group writing drew 
on the ‘Amherst Writers and Artists’ 
method which did not focus on 
UB but nonetheless was intended 
to help cope with it. It explored 
participants’ responses qualitatively, 
finding it helped build a sense of 
social support, and recommended 
potential changes. No quantitative 
effectiveness testing

Y

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Jenkins 
et al. 
(2011)144

10 student 
leaders

6-hour-long 
sessions, 
monthly, for 
6 months

Case study design Unknown Journal club/
group writing

Weekly journal comments Explores how 6-hour-long monthly 
journal club meetings may increase 
civility. Also incorporated journalling. 
Anecdotally, it found that partic-
ipants became more aware and 
sought to become role models of 
civility

N/A

Kang et al. 
(2017)156

40 hospital 
nurses

20 hours 
over 10 
sessions

RCT 4 stages of 
cognitive 
rehearsal by 
Smith and 
non-violence 
communication 
(Rosenberg and 
Chopra, 2015)

Cognitive 
rehearsal, 
role-playing, and 
communication 
training

Relationship Change Scale, 
NAQ-R, Brief Symptom 
Inventory-18, Yun’s nurse 
turnover intention tool

A RCT to investigate a cognitive 
rehearsal programme on workplace 
bullying. Post intervention, there 
were significant differences in 
interpersonal relationships (F = 6.21, 
p = 0.022) and turnover intention 
(F = 5.55, p = 0.024) between groups, 
but not for workplace bullying

Y

Kousha 
et al. 
(2022)158

80 emergency 
nurses

Five 2-hour 
sessions 
over 3 
weeks

Single-blinded 
RCT with two 
hospitals as groups 
(education-only 
vs. education and 
cognitive rehearsal). 
Post collection of 
data was 1 month 
after training sessions

Bandura’s 
social learning 
theory (1977)

Cognitive 
rehearsal, educa-
tion, role-play

The Incivility Scale The study, focused on incivility 
between emergency nurses, found 
that ANOVA and repeated-measures 
ANOVA indicated overall incivility 
and supervisor incivility increased 
in the intervention group but 
decreased in the control group. 
There were no notable differences in 
instances of nurse-to-nurse incivility 
and physician incivility

N

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Lasater 
et al. 
(2015)137

94 nursing 
staff

One 1-hour 
session 
comprising 
presentation 
and 
discussion 
on incivility, 
a 4-hour 
session on 
norm-setting 
and action-
planning, 
and a 2-hour 
simulation 
role-playing 
session

Quasi-experimental 
study with no 
control group. Data 
collection occurred 
pre, post session 
1, post session 2, 
post session 3, > 1 
month post session 
3, 5 months after the 
last session, and 24 
months after the last 
session

Bandura’s 
social learning 
theory (1977)

Education, 
action-planning, 
role-playing

Nurse Incivility Scale (NIS)
New General Self-
Effectiveness Scale (NGSE), 
Workplace Collective 
Effectiveness Scale 
(WCES), National Database 
for Nursing Quality 
Indicators (NDNQI)

Study of a three-part educational 
intervention to see if it reduced inci-
vility in two units of a hospital. It was 
effective in decreasing incidences 
of perceived incivility across all NIS 
subscales and self-effectiveness 
increased significantly

Y

Nicotera, 
Magon 
and Wright 
(2014)107

19 partici-
pants with 47 
comparison 
samples

Six 
90-minute 
sessions

Pilot quasi-
experimental 
pre–post design with 
comparison group. 
No randomisation. 
Post data collection 
was unclear

Structurational 
divergence

Education, 
conflict 
management, 
role-playing

Structurational divergence, 
role conflict, burnout, 
depression, bullying, beliefs 
about arguing, verbal 
aggressiveness, taking con-
flict personally (TCP, a set 
of attitudes predisposing 
one to internalise conflict), 
ambiguity intolerance, and 
conflict-management styles 
(collaborative, avoidant, 
and aggressive), general 
conflict orientations, scales 
for direct constructive 
discussion and direct 
destructive discussion

Assesses a nursing conflict 
intervention using mixed pre- and 
post-test methods with a control 
sample, which sought to reduce 
structurational divergence by raising 
awareness of it and teaching skills 
to manage it. They found that 
participants experienced better 
understanding of conflicts and how 
to sustain healthier relationships. 
The course significantly reduced 
destructive communication and 
improved constructive communica-
tion skills

Y

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

O’Keefe 
et al. 
(2022)152

203 par-
ticipants in 
surgery

1-day 
session with 
a 1-hour 
follow-up 
e-learning 
course

Case study Transformative 
learning theory 
conceptual 
framework

Role-playing, 
team-building, 
education, 
reflection

Online qualitative survey Outlines an intervention based on 
a Transformative Learning Theory 
conceptual framework that draws 
upon role-playing, simulations, case 
studies, reflection exercises, and 
peer-peer learning. Anecdotally, 
85% of participants reported a 
perceived improvement in conflict-
management skills but effectiveness 
was not formally tested

N/A

Saxton 
(2012)64

17 
participants

2-day 
programme

Pre–post study 
design without 
control group. 
Post-intervention 
data were collected 
immediately. Data 
collection also at 
4-week follow-up

Humanising 
Nursing 
Communication 
Theory and 
Social Cognitive 
Theory

Communication 
training

Self-Effectiveness to 
Address Disruptive 
Behavior Scale

Development and evaluation of a 
communication skills intervention to 
improve perceived self-effectiveness 
of perioperative nurses using a 
pre–post design. Results suggested 
an improvement in self-effectiveness 
scores and participants reported 
the ability to address disruptive 
physician behaviour 71% of the time 
4 weeks after the study intervention

Y

Training and/or further actions (e.g. codes of conduct)

Chipps and 
McRury 
(2012)134

16 staff 
members

3 month Quasi-experimental 
pre–post design 
without control with 
4-month follow-up. 
Post test given 
immediately post 
intervention

Einarsen’s 
(2000) 
theoretical 
framework on 
predisposing 
factors for 
workplace 
bullying

Education, 
peer learning, 
action-planning, 
conflict-management 
training, code 
of conduct, 
communication 
training

NAQ-R. Log books given 
for daily documenting of 
bullying experiences

This quasi-experimental study 
assessed pre test and post test an 
educational intervention to address 
workplace bullying. They noted an 
increase in bullying reports as a 
result (from < 1 act weekly/daily to 
1.6 acts weekly/daily), but it did help 
develop a learning community

N

Dimarino 
(2011)125

Unknown Unknown – 
‘on demand’ 
sessions 
and code of 
conduct

Case study None Code of conduct, 
education

Reports anecdotally on 
organisational turnover and 
reports of violence

Reporting of one ambulatory surgery 
centre’s approach to reducing lateral 
violence through education about 
lateral violence, and zero-tolerance 
policies. Did not test effectiveness

N/A

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Kang and 
Jeong 
(2019)61

72 hospital 
nurses

2-hour famil-
iarity session 
followed 
by 8 weeks 
on-demand 
usage 
(smartphone- 
based)

Cluster quasi-
randomised design 
with control group 
with pre, post 
(4-week post), and 
8-week follow-up 
measurement

Non‐violent 
communication 
(Rosenberg and 
Chopra, 2015)

Cognitive 
rehearsal  
(smartphone- 
based)

NAQ-R, turnover intentions 
were measured using a 
modified version of ‘intent 
to quit’

Investigates a cognitive rehearsal 
smartphone-based intervention’s 
impact on bullying using a cluster 
quasi-randomised trial. It found 
that use of the app reduced nurses’ 
person‐related (21.07 ± 8.38 to 
15.41 ± 4.03 at 8 weeks, ICU staff) 
and work‐related bullying experi-
ences (11.19 ± 5.02 to 7.81 ± 3.20 
at weeks, ICU staff) and turnover 
intentions (3.52 ± 0.8 to 3.21 ± 0.71 
at 8 weeks, ICU staff) between 
groups, but did not reduce intimida-
tion‐related bullying experiences

Y

Parker 
et al. 
(2016)138

Unclear/
organisation- 
wide

One away 
day and 
subsequent 
ongoing 
efforts of 
unclear 
overall 
duration

Case study design Longo’s (2010) 
three-level 
intervention 
model: 
organisation, 
leadership, and 
individual

Education, conflict 
management, 
leadership training, 
role-modelling, 
cognitive 
rehearsal, code of 
conduct, champi-
oning/becoming 
agents of change, 
seeking Magnet 
status

Briles’s Sabotage Savvy 
Questionnaire

Explores how nurses at an acute 
care hospital were able to implement 
multiple interventions to reduce 
horizontal violence prevalence in 
the organisation. These included 13 
total organisational, leadership, and 
individual-level strategies

N/A

Stevens 
(2002)103

Unclear Unclear Case study design None Action-planning, 
code of conduct, 
democratisation

Turnover rate Informally explores the impact of a 
multistrategy anti-bullying inter-
vention in a large teaching hospital, 
delivered mostly through workshops 
for education, policies, supervisor 
training, and more. They anecdotally 
found a decrease in nursing turnover 
rate after 1 year but it could have 
been also a result of other factors 
and programmes

N/A

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Thorsness 
and Sayers 
(1995)150

Approximately 
100 surgical 
staff

Unclear Pre–post design 
without control 
group. Survey was 
conducted before 
and 2.5 years after 
intervention

Kilmann 
model for 
transforming 
organisations 
(1974)

Survey, code 
of conduct, 
action-planning, 
communication 
skills training, 
workplace rear-
rangement, 
education

Kilmann-Saxton Culture-
Gap Survey

Evaluation of a programme adopting 
a systems approach to cultivating 
a positive work environment for 
perioperative staff members. 
Intervention comprised making 
action plans for different staff 
groups, code of conduct, and 
cultural-change efforts. Post survey 
showed improvements in culture 
but statistical significance was not 
tested

Y

Professional accountability and reporting

Baldwin  
et al. 
(2022)53

Three aca-
demic medical 
centres

Sept 2019 to 
Aug 2021 (2 
years)

Descriptive study 
assessing feasibility 
of implementation

None Vanderbilt 
intervention 
(reporting and 
escalation 
system, informal 
and formal 
resolution, 
championing, 
peer messengers, 
seeking Magnet 
accreditation)

Statistics from message 
database

Descriptive study analysing the 
types of reports received during the 
intervention to promote profession-
alism with nurses. 590 reports were 
received, of which most included 
more than one problematic behav-
iour; 76.5% of these messages were 
shared and completed

N/A

Churruca 
et al. 
(2022)97

Eight 
hospitals

5 years Case study/descrip-
tive design. Reported 
data are from 
between July 2017 
and July 2021

Unknown Ethos reporting 
system with peer 
messengers, 
informal 
resolution, formal 
investigation, 
training to 
enhance speaking 
up and 
role-modelling

Reported statistics from 
reporting system such as 
percentage of positive vs. 
negative reports

Reports on a case study of the Ethos 
messaging system implemented 
across eight hospitals in Australia 
to address a culture of respect. 
The Messaging System had 2497 
submissions with approximately 
1600 reflection conversations 
delivered; 54% submissions were 
about positive behaviours. Peer 
messengers faced some difficulties 
when delivering messages

N/A

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)

continued



180

N
IH

R Journals Library w
w

w
.journalslibrary.nihr.ac.uk

A
ppendix


 6 

Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Dixon-
Woods 
et al. 
(2019)143

Organisation-
wide at Johns 
Hopkins 
Medicine

2-year 
period, 
2014–2016

‘Case study’ 
approach

None Reporting system 
and formal 
investigation

Interviews This study sought to improve 
employees’ ability to speak up 
about transgressive and disruptive 
behaviour at a Johns Hopkins 
Medicine hospital. It uses largely 
qualitative exploration of the results 
and highlights importance of leader 
commitment and intolerant culture. 
Makes suggestions for a testable 
approach to encouraging voice. Did 
not test effectiveness

N/A

Hickson  
et al. 
(2007)98

Unknown Variable, 
depends on 
requirements

Case study design Unknown Vanderbilt 
approach for grad-
uated intervention 
(reporting system, 
informal conver-
sation, awareness, 
leader-led 
action-planning, 
formal investiga-
tion) and other 
variable strategies 
as required (e.g. 
communication 
training, leadership 
programmes, use 
of messengers)

Reports statistics on 
reporting system use and 
types of complaint

Outlines and reviews the Vanderbilt 
approach to identifying, measuring, 
and addressing UB using four 
graduated interventions. Did not 
assess effectiveness

N/A

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

McKenzie 
et al. 
(2019)93

21 healthcare 
staff 
pre-to-post

18 months 
into a 3-year 
intervention

‘Case study’ design Unknown Vanderbilt 
approach (edu-
cation, reporting 
system, cham-
pions, action 
plans, graduated 
informal to 
formal resolution)

Interviews and Safety 
Attitudes Questionnaire 
(SAQ)

Investigated factors affecting 
implementation of a multistrategy 
intervention using education, 
reporting systems with graduated 
intervention processes, safety 
champions, and action plans, to 
tackle UB. They found that leader 
role-modelling, work condition 
modification, confidence in 
accountability systems, and respon-
siveness enhanced the intervention 
implementation

N/A

Speck et al. 
(2014)147

Three 
teaching 
hospitals

4+ years Case study design Unknown Variation on 
the Vanderbilt 
reporting system 
with graduated 
escalation 
from informal 
resolution (peer, 
then manager) 
to formal 
investigation, 
championing

Reports on professionalism 
committee statistics and 
vignettes

Assessment of a professionalism 
committee approach to tackling UB 
across three large teaching hospitals. 
In this variation, department chairs 
were able to report individuals to 
the committee rather than any staff 
member. It found that it was able to 
identify early specific behavioural 
issues and refer them appropriately

N/A

Webb et al. 
(2016)151

Three 
hospitals

2 years 
for study 
data (but 
programme 
running for  
9 years)

Case study/
evaluation

Unknown Vanderbilt 
reporting system 
with graduated 
escalation 
from informal 
resolution (peer, 
then manager) 
to formal 
investigation, 
championing

Reports on statistics from 
the reporting system such 
as number of reports and 
escalations

Presents a feasibility study of the 
Co-Worker Observation Reporting 
System implemented by Vanderbilt 
University Medical Center to 
reduce disrespectful and unsafe 
behaviours. They found that it was 
feasible, requiring organisation-wide 
implementation, and found that 
most workers self-regulate after 
being informed a report was 
received about them

N/A

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Westbrook 
et al. 
(unpub-
lished)127

Staff across 
five hospitals

2.5–3 years 
after Ethos 
implementa-
tion

Pre–post cross-
sectional study. 
Hospitals were 
surveyed at baseline, 
between July and 
November 2018, 
prior to programme 
introduction and 
repeated between 
October 2021 and 
February 2022 (post)

Unknown Ethos reporting 
system, training 
for leaders and 
staff to support 
speaking up and 
to role-model, 
tiered accounta-
bility pathway

Longitudinal Investigation 
Of Negative behaviour 
(LION) survey, follow-up 
survey including questions 
about the perpetrators of 
UBs, knowledge and views 
of the Ethos programme, 
and the impact of COVID-
19 on UBs

There was an overall reduction 
in the odds of staff experiencing 
incivility/bullying behaviours by 
24%, and a 32% reduction in odds 
of experiencing extreme UBs in the 
previous 12 months

Y

Structured and structured culture-change interventions

Armstrong 
(2017)141

9 nurses Two 8-hour 
sessions 
to train 
facilitators 
4 weeks 
total with 
one meeting 
per week. 
Sessions 
lasted 20–30 
minutes

Pre–post design 
without control. 
Assessment 2 weeks 
post intervention

Model for 
Improvement 
by Langley 
(1996)

CREW 
(education, 
team-building 
exercises, 
role-playing)

Workplace Incivility Scale, 
Confidence Scale

Quantitative investigation of an 
intervention in a rural hospital to 
reduce nursing workplace incivility. 
Findings indicated no change in 
experience of incivility but a greater 
ability to respond to incivility. 
There was a statistically significant 
improvement in the post-test mean 
score (M = 85.56, SD = 20.07, t 
(8) = −4.667, p = 0.002), when 
compared to the pre-test mean 
score (M = 62.22, SD = 18.56)

Y

Laschinger 
et al. 
(2012)155

8 units with 
33 controls

6 months, 
selecting 
strategies 
from the 
CREW 
toolkit as 
appropriate

Quasi-experimental 
design using 
randomised units. Pre 
and post assessment. 
Post-assessment 
timing is unclear

Kanter’s (1977, 
1993) Theory 
of Structural 
Power in 
Organizations

CREW intervention 
(espousing values 
by leadership/
role-modelling, 
education, signing 
code of 
conduct pledge, 
surveying civility, 
action-planning, 
role-playing, training 
on assertiveness, 
communication, 
conflict resolution)

Structural empowerment 
was measured using four 
subscales of the Conditions 
for Work Effectiveness 
Questionnaire-II, five 
items from the Workplace 
Incivility Scale, six items 
from Cook and Wall’s 
(1980) Interpersonal Trust 
at Work Scale

Investigates the impact of the CREW 
intervention over 6 months with 8 
intervention units and 33 control 
units. A significant interaction of 
time by intervention was found for 
the access to support and resources 
empowerment structures, total 
empowerment, supervisor incivility, 
and trust in management

Y

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Leiter et al. 
(2011)154

1173 workers 
across 41 
units

6 months Quasi-experimental 
design using 
randomised units. Pre 
and post assessment. 
Post-assessment 
timing is unclear

Social interac-
tions at work

CREW 
intervention 
(espousing values 
by leadership/
role modelling, 
education, 
signing code of 
conduct pledge, 
surveying civility, 
action-planning, 
role-playing, training 
on assertiveness, 
communication, 
conflict resolu-
tion, leadership)

CREW Civility Scale, 
the 10-item Workplace 
Incivility Scale and an 
additional dimension 
of instigated workplace 
incivility was included, Blau 
and Andersson (2005), 
respect was measured 
using two items from the 
Esteem Reward section 
of the Effort-Reward 
Imbalance Questionnaire, 
trust in management was 
measured by six items 
from Cook and Wall’s 
(1980) Interpersonal Trust 
at Work Scale, Emotional 
Exhaustion and Cynicism 
subscales of the Maslach 
Burnout Inventory-General 
Survey, three items were 
modified from the Turnover 
Intentions measure 
developed by Kelloway 
et al. (1999), Professional 
Effectiveness was meas-
ured using the Professional 
Effectiveness scale of the 
MBI-GS, two items from 
the Affective Commitment 
Scale (Allen and Meyer, 
1990), job satisfaction 
(Hackman and Oldham, 
1975; Tsui, Egan and 
O’Reilly, 1992), absentee-
ism from institutional data

Assesses the effect of 6 months 
of the CREW intervention and 
found that greater group × time 
interactions were found in the inter-
vention group for civility, supervisor 
incivility, respect, cynicism, job 
satisfaction, and management trust, 
and absences

Y

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Study Samplea Duration
Design and data 
collection timepoints

Theoretical 
framework Strategies Measures Findings

Reported 
effective 
by study 
authors 
(Y, N or 
N/A)

Osatuke  
et al. 
(2009)146

647 post-
intervention 
CREW 
participants 
and 680 
comparisons 
(total 34 
workgroups)

Flexible/
various

Quasi-experimental 
pre–post design with 
control group but 
no randomisation. 
The Civility scale for 
CREW was admin-
istered at CREW-1 
sites in September 
2005 and July 2006, 
and at CREW-2 sites 
in February 2006 
and March 2007. 
Comparison site data 
were retrospectively 
matched to inter-
vention sites for 
respective years

National 
Center for 
Organization 
Development 
(NCOD) 
practice model. 
Prototype 
approach.

CREW inter-
vention (survey, 
action-planning, 
various training, 
e.g. on communi-
cation, education)

CREW civility scale Preliminary evaluation of a nation-
wide Veterans Health Administration 
intervention called CREW across 
23 sites. It found significant pre- to 
post-intervention changes in civility 
compared to none at comparison 
sites

Y

LION, longitudinal investigation of negative behaviour.
a	 Sample based on numbers competing post-intervention data collection.

TABLE 28 Characteristics and findings of the 42 included studies reporting an intervention (continued)
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Appendix 7 Interventions outside the scope of 
this report

This appendix outlines interventions we became aware of during our review but which do not formally 
meet our inclusion criteria. This included practice-based interventions which were not formally 

reported in the literature but were mentioned by our stakeholders, for example, as well as interventions 
to improve civility which may inadvertently reduce UB but are not focused on doing so. Lastly, this 
includes CBM, which may mitigate the impact of UB on patient safety and ability to speak up; however, 
this was not formally included because it is currently based on simulation studies.

Practice-led interventions

An example of a practice-based intervention which has not received evaluation is the NHS England 
Civility and Respect Programme,227 which is a toolkit available for organisations to implement across 
the UK’s NHS. Formed due to the ongoing concerning results of the NHS staff survey regarding a high 
prevalence of bullying and unprofessionalism,129 this intervention draws on an Analysis, Intervene, 
Measure approach organised across four themes. These themes are (1) data and analysis, which suggests 
to organisations that they should first use a survey to help understand the prevalence of UB in their 
organisation; (2) policy and process, which highlights the importance of culture and a restorative 
approach to tackling UB and leadership behaviours as key to working for or against culture-change 
efforts; (3) staff and management support including providing a structure for staff to speak up against 
UB in the workplace and leadership training, and strategies for ‘health and well-being’ such as resilience 
training and counselling; and (4) a just and restorative culture, drawing on leadership role-modelling to 
drive development of a compassionate, restorative, and learning culture. Interestingly, this intervention 
also draws on a tiered escalation process to addressing individual conduct which exactly replicates the 
Vanderbilt escalation model.151 This escalates from a level 1 awareness intervention (informal resolution) 
to a level 2 guided intervention by authority (attempt at informal resolution by line manager) and finally a 
level 3 disciplinary intervention (formal investigation).

This intervention offers a wide range of other strategies, mostly in the form of presentation slides 
(i.e. ‘sessions’) which can be implemented on a case-by-case basis in their 249-page toolkit including 
education, leadership training, team-building exercises, assertiveness training and communication 
training, among others.228

There are also examples of other organisational approaches to tackling UB in the workplace being 
developed. One such example is an intervention called the ‘Improving Staff Wellbeing: Using the 
“Your Voice” Digital Reporting Tool’.229 This was intended to have been a web-based reporting system 
for incidents of bullying and harassment across the Leicester, Leicestershire and Rutland Health and 
Care System but it is unclear whether this intervention received funding to be implemented. As such, 
there is evidence for uptake of many ideas in the academic literature in practice, but there needs to be 
greater focus on evaluation and the reporting and sharing of results of such interventions with others to 
generate knowledge regarding what works, where, and for whom.

Positive, civility-first interventions

We identified some interventions that we may not have included because they focus on driving ‘positive 
behaviours’ or a culture of civility and do not mention UB-related terms in the title or abstract. One 
example paper drew on several strategies to try to improve a culture of civility.230 This included an 
education session, a computer-based cognitive rehearsal intervention, role-playing and peer-to-peer 
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learning and reflection. After the intervention, they realised more must be done so implemented an 
action-planning session with leaders, which also led to people becoming champions for the intervention. 
Evaluation found that behaviours such as being ignored or excluded daily, weekly, or monthly, reported 
initially as occurring 28.23% of the time, improved to 15.25%. Four other types of negative acts also 
reduced in prevalence.

Another civility intervention is set out by Clark,231 termed ‘Pathway for Fostering Organisational 
Civility’ (PFOC). This intervention relies heavily on implementation-aiding strategies, similar to CREW 
with flexibility. The author states ‘Any model or pathway to foster civility must be considered within 
the context of the organization’s unique culture and climate and must be nimble and flexible to use 
in a variety of work environments’.231 Its first step is to raise awareness of civility through education, 
then assemble a work team, survey incivility in the organisation at all levels, action-planning, then 
implementing the action plan drawing on co-creating, and building effective communication and 
conflict-management skills. The final steps involve evaluation, rewarding civility, and expanding the 
civility initiative. They also draw on a reporting system for positive and negative behaviours as well as 
tracking and evaluating progress. This programme has many overlaps with CREW, but demonstrates 
that some strategies to enhance civility may not have featured in our review (e.g. rewarding 
positive behaviours).

Overall, the design of these programmes and their findings demonstrate that the types of strategies 
used to enhance civility or reduce incivility are similar.

Stakeholder feedback summary – strategies

Our stakeholder group meeting in November 2022 focused on our findings around strategies and initial versions of our 
Key Dynamics presented in this chapter. The stakeholder group helped to make us aware of the substantial amount of 
work going on ‘in practice’ to address UB in various organisations in the UK and provided us with examples such as the 
‘Using Your Voice Digital Reporting Tool’. However, this work does not always get evaluated properly nor does it end up in 
the academic or grey literature.

Cognitive bias modification to mitigate impact of UB on patient safety

We identified several interventions that sought to mitigate the impact of UB occurring in the clinical 
environment on patient safety more directly. Typically, this was done using CBM. CBM involves training 
(in this case computerised) designed to alter threat-oriented biases in interpretation of rudeness towards 
a more positive and benign interpretation. For example, one study drawing on a simulation study design 
randomised 39 neonatal intensive care unit teams to four conditions. These were rudeness or control 
conditions, as well as rudeness with CBM or therapeutic (narrative) interventions. Judges assessed 
team performance in medical treatment in each condition. In line with other simulation studies, they 
found that rudeness inhibited ability to share information and helping behaviours. However, in the CBM 
condition, effect on information-sharing and helping was reduced. Therefore, the authors report that 
‘the CBM intervention succeeded in “immunising” participants from the effects of rudeness’.14

Due to difficulties with testing CBM with ‘real-world’ UB exposure it is difficult to say how effective 
it may be or how long such training may last. However, it could be argued that CBM modifications, 
since they seek to modify the impact of UB on information-sharing and decision-making, may more 
directly impact on patient safety than other interventions that seek to reduce UB. A final concern with 
these interventions is that use of such mitigation techniques may tacitly send the message, if used 
alone without other strategies to reduce UB itself, that UB is going to occur and that the issue is staff’s 
response to it rather than the culture that enables UB itself. As such, CBM may be best used as a 
co-ordinated package of measures to avoid inadvertently sending such a message.
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Appendix 8 Draft recommendations for 
stakeholders working in the NHS

Introduction to appendix

This document is a draft version of guidance for stakeholders working in the NHS who are seeking to 
address UB. We have included this in the appendix of this report to provide a sense of the practical 
recommendations emerging from our findings. An earlier version of this document was presented to our 
stakeholders for refinement on 28 March 2023 and feedback has been integrated. Our stakeholders 
suggested the audience for this guidance may include: people working in areas of OD, and equality, 
diversity and inclusion (EDI), non-executive directors and NHS managers or leaders.

This document contains (1) a summary of the findings of our review; (2) suggestions for how those 
seeking to address UB in various ways should approach it; and (3) an overview of what people have done 
in the past to tackle UB (still in development). A glossary of terms is at the bottom of this document.

After report submission, we will continue to develop this document as a resource for stakeholders, and 
will also translate information contained here into infographics, a short film and other easily accessed 
communications forms. We intend to provide more information regarding which strategies help address 
particular instances of UB, and we will also seek to reach policy-makers, regulators and others, through 
other means such as policy briefs.

Introduction to guide

This guidance focuses on healthcare staff interpersonal UBs towards each other, not behaviours towards 
patients or patients towards staff. Following a comprehensive review of the literature, this guidance has 
been co-produced with NHS staff, managers and leaders, as well as academics, patients and the public. 
This guidance can be useful to managers and leaders in two ways by specifically helping to consider:

1.	 what to think about and do when confronted by UB (retrospective intervention)
2.	 what to hold in mind about work culture as it unfolds in the daily conversations, given the likelihood 

of UB (prospective interventions).

Context for this review

Tackling unprofessional behaviour matters because

•	 18.7% of staff experienced harassment, bullying or abuse from colleagues in 2021/22, while 11.1% 
experienced the same from managers (NHS staff survey 2022)

•	 9% of staff from ethnic minority backgrounds reported experiencing discrimination at work from 
managers or colleagues (NHS staff survey 2022)

•	 22.5% of white respondents and 27.6% of ethnic minority respondents experienced harassment, 
bullying or abuse from colleagues in the NHS (Workforce Race Equality Standard data from 2022)

•	 Unprofessional behaviour can negatively impact:
◦	 (i) NHS staff (people targeted by it and witnesses) resulting in psychological and physical ill-health
◦	 (ii) patients, affecting reporting of clinical errors, patient experiences, care quality and outcomes
◦	 (iii) organisations, who can incur substantial costs from loss of staff, any patient safety issues, and 

loss of reputation.
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Findings of this review

Definitions
Unprofessional behaviour is an umbrella term that includes bullying, incivility, harassment, 
microaggressions and discrimination. We found this term useful, yet across the literature there was no 
consensus about what constituted UB or other more common terms, such as bullying. This can pose 
problems for academic work but also for identifying UB and addressing UB in practice. We proposed a 
short and longer working definition for UB, as used in our review:

Short:	 ‘�Any interpersonal behaviour by staff that causes distress or harm to other staff in the 
healthcare workplace’.

Longer:	 ‘�Any interpersonal behaviour by staff that acutely or frequently undermines, humiliates, 
intimidates, or causes distress or harm to other staff, in the healthcare workplace’.

Contributors
The literature pays significant attention to how individual and personal characteristics contribute to 
UB (aka ‘bad apples’). We identified how a range of organisational and systemic issues contribute to 
UB including:

•	 workplace disempowerment (includes organisational hierarchies, a physically uncomfortable 
environment and unfair processes)

•	 organisational confusion, uncertainty and stress (includes high job demands and lack of resources, 
pervasive culture of pressure and lack of role clarity)

•	 job and organisational design that inhibits social connection (includes lack of social support which 
leads to an inability to cope with UB, an (in)ability to communicate effectively)

•	 harmful work cultures (includes permissive and complicit leadership, negative role-modelling and 
prior learned behaviour, authoritarian leadership style, organisational deafness, cliques and lack of 
accountability by leadership).

These contributors can be targeted by strategies as part of well-designed interventions.

Who is most affected?

•	 Women, individuals from black, minority and marginalised groups, LGBTQ+ staff, and new entrants 
to the profession are at greater risk of UB. Evidence regarding interprofessional interactions (e.g. 
doctors and nurses) was mixed in terms of frequency but did suggest that intraprofessional UB was 
more harmful to well-being than interprofessional UB.

Strategies to address unprofessional behaviour

We identified 13 types of activity that seek to address UB in different ways. Strategies we identified in 
the literature are outlined in Table 29. We will continue to develop this section to be more applicable 
and specific to various contexts after report submission.



DOI: 10.3310/PAMV3758� Health and Social Care Delivery Research 2024 Vol. 12 No. 25

Copyright © 2024 Aunger et al. This work was produced by Aunger et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

189

TABLE 29 Activities and strategies that seek to address UB

Activity (and whom it impacts) Types of strategies

1.	 Informal or disciplinary strategies to address 
UB and speaking up (e.g. by a victim,  
bystander, manager or peer)

Informal resolution, formal investigation, bystander intervention, softening 
language, mediation, speaking up, use of peer messengers

2.	 Improving confidence to come forward  
(victim, bystander)

Assertiveness training, role-playing, cognitive rehearsal

3.	 Improving ability to cope (victim, bystander) Seeking help externally, journalling, moving victims, individual coping 
strategies (e.g. taking sick leave), reflection

4.	 Understanding prevalence of UB (managers/
leaders)

Surveys, multisource feedback, reporting systems; FTSUG reports

5.	 Improving teamwork (all staff) ‘Team-building activities’ staff networks, conflict-management training, 
communication training, problem-based learning, group writing

6.	 Social norm setting (all) Anti-discrimination policies, codes of conduct, role-modelling,  
championing, environmental modification, allyship

7.	 Improving leadership competence and  
empathy (managers/leaders)

Leadership and management training

8.	 External pressure on organisations  
(managers/leaders)

Public pressure (from social trends (e.g. #BLM) or public knowledge of 
failings), government and regulator action, legislation, seeking Magnet 
status

9.	 Reporting and escalation systems (all staff) Reporting systems, e.g. Ethos or Vanderbilt programme reporting methods

10.	Workplace redesign (all staff) Democratisation of workplace, new patient pathways, change 
management

11.	Improving awareness and knowledge  
(all staff)

Education (e.g. about what UB looks like, how to speak up about it)

12.	Strategies to aid Implementation  
(managers/leaders)

Action-planning, scheduling workshops, appointing dedicated personnel to 
lead programme

13.	Changing recruitment, induction and  
dismissal processes (all staff)

Pledges during hiring, focus on UB in induction, changing recruitment 
criteria, dismissal, referral to regulators

What you can do to mitigate, manage and prevent unprofessional behaviour in your 
organisation

It is important to recognise the problem and DO SOMETHING and not ignore the prevalence and nature 
of UB, which can have deleterious effects on staff morale and well-being and on patient care quality and 
outcomes. Interventions can feel like ‘fixes’ but often they are not. The conversational culture (who can 
talk about what, to whom, with what tone etc.) needs constant attention. To support a turn towards a 
conversational culture, we suggest the following 10 recommendations:

1.	 The default position statement of the employer (NHS), leaders and managers needs to be ‘we do not tolerate 
unprofessional behaviour of any kind’. Doing something to address UB is better than doing nothing; maximise 
visibility to engage and signal seriousness about addressing UB

2.	 Assess organisational landscape (understand organisational contributors to UB) then invest in implementation 
of multiple interventions and strategies (cover as broad a section of the organisation as possible to avoid 
perceptions of singling out specific groups, and foster culture change) and plan both ongoing formative and 
summative evaluations

3.	 Implement multiple strategies: using a greater number of (aligned) strategies can increase uptake and spread
4.	 Intervening early when UB is first detected is important to reinforce message that UB is not tolerated and 

maintain trust in management; but make sure the intervention is seen as just and not overly punitive (e.g. 
relatively minor instances of UB are tackled/ addressed informally)

5.	 Plan and implement a UB strategy to address organisational need; use societal shifts and changes in 
discourses relating to bullying, harassment and racism
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6.	 Shift the balance towards organisational as well as individual-level responsibility by encouraging allyship and 
workplace redesigns that foster social support and the ability to speak up

7.	 Identify and nurture leaders capable of modelling ‘good’ behaviours and encourage their visibility so they can 
lead by example; avoid simply moving the instigator or recipient of UB – sends negative signals regarding 
tolerance of UB

8.	 Harness existing organisational processes to emphasise organisational commitment to reducing UB 
(repurpose existing meetings, or build into professional development reviews and appraisals)

9.	 Co-create interventions with staff (to foster intervention authenticity and increase engagement) including 
those more at risk (e.g. minority group members; those lower in organisational hierarchies) and senior groups 
to ensure buy-in, authenticity and reach

10.	Appoint dedicated staff to lead work to tackle UB (intervention implementation and monitoring to improve 
design, enhance intervention implementation and sustainability) and maximise manager engagement.

To aid in translating action into practice we identified seven common factors across the literature which 
are essential considerations when designing interventions or activities to address UB. These include:

1.	 Interventions should address systemic factors that contribute to UB, not only individual factors.

Overestimating individual factors as contributing to UB may leave systemic contributors (such as a 
work environment that promotes frustration) unaddressed. A focus on individual factors has led to a 
prevalence of interventions which do not tackle systemic root causes and instead have, for example, 
focused on boosting individual resilience or identifying people who behave badly (‘bad apples’). 
Recommendations to address this dynamic include:

•	 Encouraging those who create and implement programmes to reduce UB to adopt a mindset that 
explores UB as an organisational, not just an individual, problem.

•	 Assessing and understanding potential systemic contributors to UB in an organisation prior 
to intervening.
◦	For example: using Trust-wide OD support; better use of NHS annual staff surveys to understand 

where any hot spots may be and using NHS staff survey open comments to understand issues and 
contributors and therefore where and how to intervene

•	 Identifying nature and extent of UB by providing a system that empowers staff to report/speak up 
can be beneficial.
◦	 Important elements to ensure that the system works well include: an anonymous reporting system 

that facilitates feedback (allowing acknowledgement that reports are delivered; the use of a triage 
process and database where reports are reviewed and verified) to help avoid ‘weaponisation’ of 
such systems (e.g. use of system to scapegoat others).

•	 Multiple strategies – using a greater number of strategies can enable increased uptake and 
effectiveness as some individuals may respond better to some certain strategies than others. 
Likewise, use of more strategies can help address a greater number of contributors to UB but this 
may come at additional resource cost.

•	 Including and planning to undertake well-designed evaluations alongside interventions to assess 
intervention and implementation effectiveness over time are important. Use of ongoing evaluation 
can help assess how effective an intervention is during implementation and help drive real-time 
changes to make it more effective.
◦	However, caution is required – It is important to keep data in mind as a means to an end rather 

than an end in itself. Collecting lots of data can be a form of resistance or a defence against 
anxiety. The data can become the task rather than addressing challenging questions such as ‘why 
are we like we are’ and ‘what will make UB/ us better?’
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Tackling systemic
issues is too hard, we
need to find the ‘bad

apples’
vs.

Identifying ‘bad apples’ Enhancing psychological safety

We just want an
environment in which

it is safe to speak up

2.	 Encouraging bystanders to intervene can help drive culture change but may also lead to moral injury.

Encouraging bystanders to intervene is important to send positive signals regarding culture change and 
the unacceptability of UB. However, creating an imperative to intervene can also lead to moral injury 
(failing to prevent acts that transgress deeply held moral beliefs and expectation leading to loss of 
psychological well-being) if staff subsequently do not intervene. Intervening can also place staff at risk of 
reprisal, which has its own risks.

Recommendations to address this factor include:

•	 The importance of allyship (when the more privileged use those advantages to further the cause 
of marginalised group): communicate to employees (via comms channels such as posters, intranet, 
e-mail) that intervening when UBs are witnessed is preferred, but that intervening should only be 
done when it feels safe to do so.

vs.

Encouraging Not encouraging

Encouraging staff to
intervene sends the

message that UB is no
longer tolerated but

may put staff at risk of
reprisal or moral

injury

Not encouraging staff
to intervene can imply
that managers are not

serious about
addressing UB

3.	 Ensuring authenticity of interventions can help build trust in management and leadership.

Staff need to feel that any intervention is genuine. Authenticity can be lost if:

a.	 managers are seen to engage in negative behaviours themselves during programme
b.	 an organisation is sending mixed signals about what it will or won’t tolerate; or
c.	 if the intervention is perceived as a ‘tick-box exercise’. Recommendations to address this factor 

include:
•	Chief executives are key to driving culture change and ensuring programmes to address UB are 

sufficiently supported.
•	Providing managers and senior staff with supportive training to better understand and address 

UB (e.g. communication training, management training).
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•	Recognising the importance of role-modelling positive behaviours by leaders and managers and 
celebrating success and highlighting positive behaviours.

•	Organisations clearly communicating values and standards of behaviour they do and don’t 
tolerate through for example demonstrable leadership (e.g. CEO attending all inductions and 
communicating values).

•	Co-creation of interventions or co-decisions regarding intervention implementation (avoiding ‘top 
down’ ‘done to’ staff programmes) with staff to increase buy-in, engagement and uptake.

•	Breadth – interventions must cover a range of staff groups within the organisation so that 
everyone benefits equally and a culture change is fostered.

•	Organisational turnover and change – intervention sustainability is key, despite organisational 
turnover and change processes. If not properly managed, key architects can shift roles and 
intervention momentum can be lost. Programme leadership must not fall on the shoulders of one 
or two people – must be the responsibility of all. Loss of momentum or responsibility of a few can 
tacitly send the impression that there is organisational tolerance of UB if not the responsibility 
of all. However, this must be balanced with accountability and accountability for intervention 
success must be maintained (i.e. someone must be responsible).

•	Perception that the intervention is fair – an intervention must be seen as just and not overly 
punitive for it to be properly engaged with. For example this may mean that one-off relatively 
minor instances of UB are addressed informally, rather than being immediately escalated into 
formal proceedings.

•	Dedicated staff to lead work to tackle UB – having dedicated staff in place to manage programme 
implementation and monitoring can improve design by providing centralised people to collate 
necessary knowledge, and enhance sustainability of a programme, but, as above, care to be taken 
that responsibility for engaging is responsibility of all.

•	Skilled facilitation – interventions drawing on the use of a facilitator to impart key messages must 
ensure they are well trained to avoid unintended consequences (e.g. incorrect information being 
imparted, groups feeling inadvertently singled out).

•	Maximising existing opportunities – making use of existing organisational processes to emphasise 
organisational commitment to reducing UB can enhance effectiveness of programmes. This can 
include regularly scheduled existing meetings that can be repurposed, or use of professional 
development reviews and appraisals or tying in new activities with existing initiatives such as the 
Freedom to Speak Up Guardians programme, for example.

•	Maximise visibility – visibility of interventions in an organisation should be maximised through 
strong communications strategy and advertisement. This can enhance engagement as well as 
signal that management is serious about addressing UB.

•	Signalling serious commitment rather than quick fix: for example, it may be unwise to simply 
move the target of UB or even the instigator – moving a target or instigator of UB to another role 
within an organisation can send negative signals regarding tolerance of UB in an organisation.

Programme perceived as authentic Programme perceived as inauthentic

vs.

“It looks like
management is finally

serious about
addressing

unprofessional
behaviour, let’s give this

programme a chance”

“Managers continue to
engage in or tolerate

unprofessional
behaviours and there is
no way this programme

will address issues
sufficiently, so why

change our behaviour?”
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4.	 Addressing senior staff behaviour in specific ways.

It is important to include leaders, managers and senior staff in interventions. However, it may not always 
be advisable to include senior staff in interventions with other employees in group sessions. Doing so 
can inhibit staff speaking up and engaging fully with intervention development. Recommendations to 
address this factor include:

•	 Those designing and implementing interventions should be aware that seniority and hierarchy can 
suppress group engagement and learning.

•	 Consider delivering group training to staff at the same hierarchy level (such as the same grade or 
‘band’ in the NHS).

•	 Leader and manager engagement – keeping managers interested and engaged in the intervention 
is essential to ensuring its sustainability and essential for an intervention’s perception as a genuine 
effort to reduce UB.

•	 Advocate that activity around addressing UB becomes part of the core competencies of managers – 
featuring in job description/appraisal/promotion assessment processes.

•	 Recognise that hearing staff concerns can be difficult (‘deaf effect’). One reason not to like people 
speaking up is that they will say things we do not want to hear, including wanting to say something 
about our behaviour as a leader. Providing support to those hearing may over time give them the 
courage to act and better support their staff.

•	 Asking managers and leaders to think about their own behaviour provides an opportunity to stay in 
role and repair things. The leadership task is to be cognisant of their behaviour and think reflexively – 
why now? Why am I shutting this person down – what is the issue that must be silenced?

Managers Workers

vs.

We want to tackle
unprofessional

behaviours, but we
don’t want to be

targeted or included
ourselves

Managers need to be
targeted or included
by the strategies for

the intervention to be
seen as fair and

authentic

5.	 Interventions that are both inclusive and fair are essential to ensuring effectiveness and sustainabil-
ity and for delivering benefits to different groups.

The shared task is to keep people safer, meaning everyone has a duty to help, and being offered the 
role of ‘victim’, ‘perpetrator’ or ‘bystander’ may abandon people to these roles, which isn’t productive or 
conducive to behaviour change. Key questions here include:

a.	 How are different groups of people silenced in our organisation?
b.	 Who and what tend to get heard and who and what are at risk of being silenced?

Interventions need to be inclusive and cover all individuals to be seen as fair and to avoid resentment 
in any particular groups. However, at the same time, certain groups do experience a greater impact 
and incidence of UBs. Gaining a greater understanding of the differences in the experience of UB 
by different groups and the root causes of these may help drive greater understanding of how to 
address UB in a fair and inclusive manner for people, for example, women and minority groups. 
Recommendations to address this factor include:
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•	 Focusing on getting better organisational data to help identify and thus try and solve the root cause. 
Better data can help in decision-making and identifying the behaviour to be addressed, with policies 
changed appropriately in response. This can help avoid situations where one group feels another is 
being unfairly targeted or is receiving benefits that another group is not receiving.

Some groups are
disadvantaged and

require specific
help

vs.

Inclusion Equality

Interventions
should include all

groups to be
perceived as fair

and equal

6.	 The design of an intervention and its flexibility have implications for how best to evaluate the effec-
tiveness of the intervention to bring about change.

Some interventions are designed to be inherently flexible, including a repertoire of strategies that can 
be drawn upon in each situation. This can enhance applicability and adaptability of the programme 
to different scenarios that may occur during programme implementation. However, using different 
strategies in different contexts can make it more difficult to assess the effectiveness of an intervention 
(where individual strategies may be effective or ineffective depending upon the context in which they 
are used). Recommendations to address this factor include:

•	 where resources allow, build in an evaluation to identify and evaluate the different strategies of the 
intervention alongside implementation to monitor any changes to UB and contributors

•	 consider, where possible, the use of mixed methods (surveys and interviews, for example) at different 
timepoints (including baseline before the start of the intervention, mid and end point and follow-up). 
This will increase understanding of what is working in a given context, particularly with a more 
responsive, flexible intervention

•	 aim to include a range of outcomes both proximal (e.g. impact on frequency and type of UB 
experiences) versus distal (e.g. impact on staff well-being, retention or patient safety).

vs.

Responsiveness Fixed

Allowing intervention
content to vary
depending on

circumstances can
enhance effectiveness

Keeping intervention
content fixed can
enhance ability to

evaluate what works

7.	 Interventions to reduce UB can also enhance patient safety if well considered.

If interventions to reduce UB want to also have a significant impact on improving patient safety, they 
need to improve the ability to speak up in critical moments when it is important, for example, when 
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medical errors are occurring, and the ability of managers to act on these concerns. Addressing UB is key 
to keeping people safer. While speaking up retrospectively is important, caution is required to avoid a 
focus on hindsight only (e.g. Francis report). The use of informal systems may be a useful safety value 
and syphon of data about how things ‘really work around here’, providing data about the conversational 
culture (e.g. What would need to be different to make it more likely we can say it in the moment?).

We identified that some interventions may incentivise speaking up later, for example with an online 
reporting system, which may reduce UB but not help improve patient safety. To address this factor, 
leaders and managers may wish to:

•	 seek to understand the likely impacts of the strategies selected in their intervention, including 
whether they foster a culture that enables people to speak up ‘in the moment’ or not and consider 
the consequences of these for patient safety

•	 maintain a focus on outcomes further down the causal chain, such as improving patient safety, rather 
than simply reducing UB – as these may not always be the accomplished through the same means.

vs.

Enabling speaking up Enhacing psychological safety

“I just saw the
surgeon make a

medical error. I didn’t
feel safe to say
anything but

thankfully I can report
it online tomorrow!”

“I just saw the
surgeon make an

medical error.
Thankfully, I felt able

to report it in the
moment and avoided
harm to the patient.”

Glossary of terms

Term Definition

Allyship When an individual from a more privileged background publicly comes out in support 
of less privileged colleagues and actively furthers their cause

Datix Datix is a Risk Management Information System to collect and manage data on adverse 
events (as well as data on complaints, claims and risk) which is currently in use in the 
UK’s NHS179

Ethos A professional accountability intervention being tested in Australia. ‘Ethos aims to 
“redefine normal” and tackle the problem of unprofessional behaviour across all staff groups. 
The program uses trained peer envoys who provide feedback about reported behaviour to col-
leagues in an informal, non-punitive manner. The program includes organisation-wide training 
of staff to increase their skills in identifying and dealing with unprofessional behaviour’10

People with ‘protected 
characteristics’

A term originating in the UK, it refers to characteristics which it is against the law to 
discriminate upon. These include age, disability, gender reassignment, marriage and 
civil partnership, pregnancy and maternity, race, religion or belief, sex, and sexual 
orientation

UB (as used in this document) Any interpersonal behaviour by staff that causes distress or harm to other staff in the 
healthcare workplace

Vanderbilt A large university medical centre in the USA, Vanderbilt have developed a professional 
accountability intervention upon which Ethos is also based. Vanderbilt has at its core 
‘four graduated interventions: informal conversations for single incidents, nonpunitive 
“awareness” interventions when data reveal patterns, leader-developed action plans if 
patterns persist, and imposition of disciplinary processes if the plans fail’98
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