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Background: The aims of this study were to determine the extent of workplace bullying perceptions
among the employees of a Faculty of Medicine, evaluating the variables considered to be associated, and
determining the effect of workplace bullying perceptions on their psychological symptoms evaluated by
the Brief Symptom Inventory (BSI).

Methods: This cross-sectional study was performed involving 355 (88.75%) employees.

Results: Levels of perceived workplace bullying were found to increase with the increasing scores for BSI
and BSI sub-dimensions of anxiety, depression, negative self, somatization, and hostility (all p < 0.001).
One point increase in the workplace bullying perception score was associated with a 0.47 point increase
in psychological symptoms evaluated by BSI. Moreover, the workplace bullying perception scores were
most strongly affected by the scores of anxiety, negative self, depression, hostility, and somatization (all
p < 0.05).

Conclusion: The present results revealed that young individuals, divorced individuals, faculty members,
and individuals with a chronic disease had the greatest workplace bullying perceptions with our study
population. Additionally, the BSI, anxiety, depression, negative self, somatization, and hostility scores of

the individuals with high levels of workplace bullying perceptions were also high.
© 2017 Occupational Safety and Health Research Institute, Published by Elsevier Korea LLC. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

The World Health Organization defines violence as “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, maldevelopment, or deprivation” [1].
Another issue that can be considered to be violence and is as
important as the definition of violence is the perception of
violence. Some people regard struggled attitudes or behaviors as
violent, while others do not. Thus, people who do not consider
such behaviors and attitudes to be violent give these behaviors
and attitudes legitimacy. The specific behaviors that are consid-
ered to be violent in the workplace vary according to the em-
ployees’ cultural and religious structures and personality types
[2]. Physical violence in the workplace (e.g., homicides, attacks,
and beating) and psychological violence (e.g., workplace bullying,

mobbing, and harassment) affect all categories of workers in
nearly all sectors [3].

The International Labor Office defines workplace bullying as
offensive behavior that is repeated over time and manifested as
vindictive, cruel, or malicious attempts to humiliate or undermine an
individual or group of employees [3]. Although the International
Classification of Diseases (ICD-10) and Diagnostic and Statistical
Manual of Mental Disorders (DSM V) indicate two conditions (post-
traumatic stress disorder and adjustment disorder), not necessarily
work-related, that are directly related to stress, the mobbing syn-
drome has not been clearly identified [4,5]. The health sector is
particularly at a high risk of workplace bullying due to the funda-
mental characteristics of the services delivered and the work envi-
ronment of this sector. The negative consequences of widespread
violence in the health care sector include workers’ decisions to leave
the health profession and deleterious effects on the quality of the
health services provided. These consequences can result in
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reductions in the health services available to the general population
and increases in the costs of health care. Health workers are already a
scare resource, and if they abandon their profession due to the threat
of violence, equal access to primary health care will be threatened in
developing countries [3].

Workplace bullying that is encountered in the workplace
negatively affects people’s professional and social lives (i.e., resig-
nation, dismissal, and loss of income because of frequently using
sick leave or receive reports) [6] and their health. Different phys-
ical, mental, and psychosomatic symptoms can be observed among
individuals who have been exposed to workplace bullying. These
symptoms include the following: (1) physical disorders including
chronic fatigue, gastrointestinal disorders, excessive weight gain or
weight loss, insomnia, various pain syndromes, deterioration in the
immune system function, and increased use of alcohol, drugs, and
cigarettes; (2) mental disorders including depression, burnout,
emotional emptiness, feelings that life is meaninglessness, anxiety,
loss of motivation, loss of enthusiasm, apathy, hypomania, and
adjustment disorder; and (3) behavioral disorders including irri-
tability, risky behavior, loss of concentration, forgetfulness,
emotional outbursts, roughness, exaggerated sensibility to
external stimuli, lack of emotion, family problems, divorce, and
suicide [6—9].

Researches on workplace violence have shown that workplace
bullying is currently more dangerous than physical violence.
Moreover, these researches have shown that workplace bullying
has become a major health and safety issue for employees in the
workplace [1,3,6—12]. Recently, workplace bullying has been dis-
cussed in terms of psychosocial risk factors in the workplace. Thus,
this study was designed to examine workplace bullying in the risky
area of health care. The aims of this study were to determine the
extent of workplace bullying perceptions among the employees of a
University Faculty of Medicine, evaluating the variables considered
to be associated, and determining the effect of workplace bullying
perceptions on their psychological symptoms evaluated by the
Brief Symptom Inventory (BSI).

2. Materials and methods

This cross-sectional study was performed among the employees
of the Faculty of Medicine at a university located in the Central
Anatolia Region in 2012. The study was based on the variables of
workplace bullying perceptions and psychological symptoms
evaluated by the BSI. A theoretical model was designed in the study
assuming that the perception of workplace bullying may affect
psychological symptoms. This theoretical model was tested on
causality level by the structural equation model (SEM).

The study universe consisted of 1,433 individuals who worked
in the Faculty of Medicine. This research was intended to be per-
formed on a sample size of 400 individuals. The current employees
were layered according to their professions and departments
(considering their titles and tasks). The individuals included in the
sample were systematically selected from a list of existing em-
ployees who met the research criteria. The total number of par-
ticipants was 355 (88.75% response rate) (Table 2). A questionnaire
form was prepared for the study purposed. The questionnaire
included questions about sociodemographic characteristics (sex,
age, education, marital status, having a child, profession) and some
factors possibly related to the workplace bullying [administrative
tasks (administrative tasks were interpreted in two manners:
working in managerial positions and working in professional ca-
pacities), working time in the profession (seniority), working time
in the current workplace, weekly working time, working depart-
ment, general economic status according to their own evaluations,

workplace changes, chronic diseases, and mental diseases], and
questions of the Workplace Bullying Scale (WBS) and BSI.

The WBS was used in this study for the assessment of workplace
bullying perception levels of employees. The Negative Acts Ques-
tionnaire was developed by Einarsen and Raknes (1997) and
adapted by Einarsen and Hoel (2001) [13,14]. A study of the validity
and reliability of the Turkish version was performed by Aydin and
Ocel (2009) [15]. Aydin and Ocel did not directly translate the name
of the scale into Turkish. These authors believed that the original
name of the scale would cause misunderstandings regarding the
properties that the scale aims to measure. Thus, these authors used
“Workplace Bullying Scale” as the title. The scale consists of 22 five-
point Likert type (scored from 1 to 5) items. The minimum score
possible on this scale is 22, and the maximum score is 110. This
scale does not have a cut-off. The frequency of workplace bullying
score was obtained by collecting the marks for each scale item [15].
In this study, the scores derived from the WBS were expressed as
workplace bullying perception score. In our research, the Cronbach
a value for the WBS was 0.933.

The BSI was used in this study for the assessment of the psy-
chological symptoms considered to be associated with workplace
bullying perception. The BSI was developed by Derogatis (1992). It
is a self-report symptom inventory that was designed to reflect the
psychological symptoms. It is a brief form of the SCL-90 [16] and
consists of 53 items. It has also been used in research analyzing the
relationship between immune system functioning and stress
because this scale is sufficient for measuring stress-related psy-
chological symptoms. The BSI is a self-administered scale that is
rated on a five-point Likert scale that ranges from 0 (not at all) to 4
(extremely). The standardization, validity, and reliability of the
Turkish version of this instrument were performed by Sahin and
Durak (1994). The BSI consists of the following five sub-
dimensions: Anxiety, Depression, Somatization, Hostility, and
Negative Self. The minimum score on this scale is O, and the
maximum score is 212. This scale does not have a cut-off point.
Higher scores indicate more severe psychological symptoms [17,18].
In our research, the Cronbach a for the BSI was 0.974.

2.1. Study approval

This study was approved by the ethical committee of the uni-
versity (Date: 09.05.2012, No: 2012/111). Furthermore, approval
from the dean of the University Faculty of Medicine was separately
obtained (Date: 15.05.2012, No: 3418-4540). The sample group was
informed about the research, and an oral consent was obtained
from each participant.

2.2. Limitations of the study

This study was based on employees’ perceptions of workplace
bullying. Thus, the real frequency of workplace bullying at this
workplace could not be determined. Individuals with associate’s
degrees or higher levels of education were included in the study to
measure workplace bullying perceptions as accurately as possible.
No groups that worked outside of the health care field were
included; thus, comparisons across employment fields could not be
made in this study. The workplace bullying perception and psy-
chological symptoms measured in the study were limited to the
scales’ items.

2.3. Statistical analyses
The data were evaluated using the SPSS 16.0 (SPSS Inc., Chicago,

USA) and AMOS 22 (Meadville, PA, USA) software programs. Sta-
tistical analysis was performed using Mann Whitney U, Kruskal—
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Wallis, and Spearman correlation tests. SEM was used to determine
the effect of workplace bullying perception on psychological
symptoms. The indexes for SEM analysis were assessed according
to the following values: x%/sd of between 2 to 5 provides a good fit,
RMSEA values < 0.05 indicate excellent fit, GFI and AGFI
values > 0.90 indicate good fit, and it is generally accepted that NFI
and CFI values > 0.90 indicate excellent fit [19—21]. The level of
significance was taken as p < 0.05 in all statistical analyses.

3. Results

The study group consisted of 238 (67%) men and 117 (33%)
women. The mean age was 33.7 &+ 8.7 (min: 20, max: 63) years. A
total of 142 (40%) participants had undergraduate degrees, 204
(57.5%) were married, and 195 (54.9%) did not have children.
Furthermore, 175 (49.3%) employees stated that their general eco-
nomic levels were medium in their evaluations. Across all 355
participants, the mean workplace bullying perception score was
42.24 +15.52 (median: 38). The lowest and highest scores received
by the employees on the applied scale were 22 and 109 points,
respectively. The scores for perceptions of workplace bullying were
higher among the 20—29-years-old age group and employees
without children (each p < 0.05). Table 1 summarizes the em-
ployees’ workplace bullying perception score distributions ac-
cording to some of the sociodemographic characteristics and
summarizes the results of the statistical analyses.

A total of 124 (34.9%) participants were nurses, 123 (34.6%) of
the employees had been working for 161 months. Additionally, 128
(36.1%) of those in the study group had been working in their in-
stitutions for 0—36 months, 210 (59.2%) participants worked for 40
hours per week or less, and 148 (41.7%) were working in internal
medicine departments. Fifty (14.1%) employees had been diagnosed
with a chronic disease, and 24 (6.8%) had been diagnosed with a
mental illness. Forty-nine (13.8%) participants in the study group
were taking a drug continuously. The workplace bullying

Table 1
Workplace bullying perception scores of the research group and the statistical an-
alyses results according to some of the sociodemographic characteristics

Sociodemographic n (%) Workplace bullying Statistical
characteristics perception scores analysis
Median z/[KW; p
(minimum—maximum)
Sex
Men 238 (67.0) 38 (22—109) —0.636; 0.525
Women 117 (33.0) 38 (22—-92)
Age group
20-29 (0) 139 (39.2) 44 (22—-109) 36.190; 0.000
30-39 (1) 140 (394) 38 (22—-93)
40-49 (2) 50 (14.1) 31 (22-93)
>50(3) 26 (7.3) 35 (25—-62)
Multiple Comparison (0-1) p = 0.034; (0-2) p = 0.000
(0-3) p = 0.006; (1-2) p = 0.002
Educational level
Associate degree 4 (20.8) 35 (22-95) 4.314; 0.229
Undergraduate 142 (40.0) 39 (22—-109)
Master’s degree 40 (11.3) 41 (22-93)
Doctorate 99 (27.9) 40 (22-93)
Marital status
Married 204 (57.5) 38 (22-93) —1.298; 0.194
Single 151 (42.5) 40 (22—109)
The status of having children
No 195 (54.9) 41 (22—-109) —2.778; 0.005
Yes 160 (45.1) 37 (22-93)
General economic status
Good 153 (43.1) 38 (22—95) 2.012; 0.366
Medium 175 (49.3) 40 (22—-109)

Poor 7(7.6) 41 (22-88)
Total 355 (100) 38 (22-109)

perception scores were higher among the research assistants, the
employees without administrative tasks, the employees who had
worked in their profession for 0—59 months, the employees who
had worked in the institution for 0—36 months, and the employees
who worked 51 hours or more each week (all p < 0.05). The em-
ployees’ workplace bullying perception score distributions ac-
cording to profession and work-related characteristics and the
results of the statistical analyses are given in Table 2.

Across the entire study population of 355 participants, the
lowest BSI score was 0, and the highest score was 188. The mean BSI
score was 37.02 + 35.02 (median: 27). The mean anxiety sub-
dimension score was 7.88 + 8.90. The mean depression sub-
dimension score was 9.82 + 9.52. The mean negative self sub-
dimension score was 7.96 4+ 8.43. The mean somatization sub-
dimension score was 4.56 + 5.20. The mean hostility sub-
dimension score was 6.78 4 5.65. The workplace bullying percep-
tion scores, BSI scores, and the correlation coefficients from the BSI
sub-dimensions are given in Table 3.

In the present study, levels of perceived workplace bullying
were found to increase with the increasing scores for the BSI and
BSI sub-dimensions of anxiety, depression, negative self,

Table 2
Workplace bullying perception scores of the research group and the results of the
statistical analyses according to characteristics related to occupation and business

Characteristics related to n (%) Workplace bullying Statistical
occupation or business perception scores analysis
Median z/[KW; p
(minimum—maximum)
Profession / Title / Task
Faculty member (0) 61(17.2) 37.0 (22—109) 19.949; 0.001
Research assistant (1) 64 (18.0) 43.5 (22-72)
Nurse (2) 124 (34.9) 40.0 (22-93)
Administrative staff (3) 73 (20.6) 34.0 (22-95)
Manager (4) 33(9.3) 32.0 (22—-74)

Multiple comparison (0-1) p = 0.016; (1-3) p = 0.000; (1-4) p = 0.000;

(2-3) p = 0.013; (2-4) p = 0.009

Task
Academic 125 (35.2) 41.0 (22—109) —2.078; 0.038
Administrative 230 (64.8) 37.0 (22—-95)

Administrative task
No 315(88.7) 39 (22—-109) —2.684; 0.007
Yes 40 (11.3) 35 (22—64)

Working time in the profession (seniority) (month)
0-59 (0) 115 (32.4) 44 (22—-109) 25.478; 0.000
60—160 (1) 117 (33.0) 38 (22—-82)
> 161 (2) 123 (34.6) 35(22-93)

Multiple comparison (0-1) p = 0.038; (0-2) p = 0.000; (1-2) p = 0.005
Working time in the current workplace (month)

0—-36 (0) 128 (36.1) 43.0 (22—109) 19.534; 0.000
37-125(1) 108 (30.4) 39.5(23-82)
> 126 (2) 119 (33.5) 35.0 (22-93)
Multiple comparison (0-2) p = 0.000; (1-2) p = 0.003

Weekly working time (hour)
<40 (0) 210 (59.2) 35.5(22—-109) 14.606; .001
41-50 (1) 86 (24.2) 42.0 (24-81)
>51(2) 59 (16.6) 43.0 (22-92)
Multiple comparison (0-1) p = 0.001; (0-2) p = 0.004

Working department
Internal sciences 148 (41.7) 39.0 (22-95) 7.301; 0.063
Surgical sciences 119 (33.5) 40.0 (22—-93)
Basic medical sciences 14 (3.9) 42.5 (28-79)
Other 74 (20.8) 34.0 (22—-109)

The status of workplace change along working life
No 156 (44) 39 (22-95) —0.503; 0.615
Yes 199 (56) 38 (22—-109)

Chronic diseases
No 305 (86) 38 (22-95) —1.556; 0.120
Yes 50 (14) 40 (24—-109)

Mental diseases
No 331(93) 38.0 (22-95) —0.711; 0477
Yes 24 (7) 42.5 (22—-109)

Total 355 (100) 38 (22—-109)
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Table 3

Workplace bullying perception scores, brief symptom inventory scores, and the correlation among the brief symptom inventory sub-dimensions

Correlations (Spearman'’s rhos)

Points Workplace bullying Brief symptom Anxiety Depression Negative self Somatization Hostility
perception score inventory score
Workplace bullying perception score 1.000 - - - - - -
Brief symptom inventory Scores 0.536" 1.000 — — — — =
Anxiety 0.503" 0.957" 1.000 - - - -
Depression 0.456" 0.939" 0.875" 1.000 - - -
Negative self 0.528" 0.932" 0.883" 0.845" 1.000 — -
Somatization 0.375" 0.830" 0.779" 0.761" 0.702" 1.000 —
Hostility 0.561" 0.892" 0.825" 0.767" 0.810" 0.683" 1.000
*p < 0.001.

somatization, and hostility (all p < 0.001). Of the total variance in
the workplace bullying perception scores, 31% (r* = 0.31) was
explained by hostility scores, 28% (r* = 0.28) by BSI scores, 27%
(% = 0.27) by negative self scores, 25% (1% = 0.25) by anxiety scores,
20% (? = 0.20) by depression scores, and 14% by (1> = 0.24) so-
matization scores.

SEM was used in the study to determine the effects of inde-
pendent variables on workplace bullying perception and the effects

of workplace bullying perception on psychological symptoms
(Table 4).

The BSI sub-dimensions and workplace bullying perception
included in the model proposed with this study were taken as the
observed variables, while the BSI was accepted as the latent variable.
The 13 personal and professional characteristics of employees were
examined as the explanatory variables in the model (Fig. 1).

In the initial model, the variables of being single (t = —0.267;
p = 0.789), having a child (t = 1.112; p = 0.266), being a nurse
(t = —0.201; p = 0.840), administrative tasks (t = 0.013; p = 0.990),
working time in the profession (seniority) (t = —1.296; p = 0.195),
working time in the current workplace (t = 1.948; p = 0.051),

Table 4
Path coefficients of the revised structural equation model estimating determinants of the research group’s workplace bullying perception
Path Standardized B S.E. t p
Age — Workplace bullying perception score -0.317 0.088 —6.484 < 0.001
Being Divorced — Workplace bullying perception score 0.100 4.666 2.036 0.042
Chronic Diseases — Workplace bullying perception score 0.138 2219 2.813 0.005
Being a faculty member — Workplace bullying perception score 0.152 1.616 3.099 0.002
Workplace bullying perception score — BSI 0.466 0.015 9.272 < 0.001
BSI, Brief Symptom Inventory.
=

Fig. 1. The initial structural equation model identifying determinants of the research group’s workplace bullying perception. BSI, Brief Symptom Inventory.
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mental diseases (t = 0.830; p = 0.406), and weekly working time
(t = 0.945; p = 0.345) were not significantly affected from the
workplace bullying perception scores (Fig. 1). It can be also showed
that the goodness-of-fit indexes for initial model indicated that the
model was not within the specified limits of acceptability (le
df = 18.692, p = 0.000, GFI = 0.543, AGFI = 0.429, NFI = 0.429,
CFI = 0.441, RMSEA = 0.224). The independent variables that were
proven to be non-significant in the initial model and the variable of
being research assistant were excluded one by one from analysis to
achieve higher goodness-of-fit values and higher compatibility of
the model to the data by examining the modification indexes.
Subsequently, a revised new structural equation model was
constituted. Standardized values for the structural equation model
are presented in Fig. 2.

One point increase in the workplace bullying perception score
was associated with a 0.47 point increase in psychological symp-
toms evaluated by the BSI (p < 0.001). Standardized path co-
efficients between BSI latent variable and BSI sub-dimensions were
obtained as follows: 0.97 with anxiety, 0.92 with depression, 0.94
with negative self, 0.82 with somatization, and 0.85 with hostility.
In the literature, standardized path coefficients that have absolute
values less than 0.10 might indicate a small effect, whereas values
around 0.30 indicate a medium effect, and values greater than 0.50
indicate a large effect [21]. The goodness-of-fit indexes of the
revised structural equation model were within acceptable limits
(y2/df = 3.184, p = 0.000, GFI = 0.942, AGFI = 0.909, NFI = 0.950,
CFl = 0.965, RMSEA = 0.079). The revised structural equation
model revealed that the variables of age (t = —6.484; p < 0.001),
being divorced (t = 2.036; p = 0.042), being a faculty member
(t = 3.099; p = 0.002), and having a chronic disease (t = 2.813;
p = 0.005) were significantly related to workplace bullying
perception scores (Table 4).

The standardized coefficients that were used in comparison of
the effects were found to have significant difference between them.
In this model, age had the strongest effect on workplace bullying
perception scores. According to the results, workplace bullying
perception scores decreased with increases in the employees’ age
(B = —0.314; p < 0.001). Workplace bullying perception scores
increased with being divorced (§ = 0.100; p = 0.042), being a fac-
ulty member (B = 0.152; p = 0.002), and having a chronic disease
(B = 0.138; p = 0.005) (Fig. 2).

4. Discussion

In the present study, the mean workplace bullying perception
score was 42.24 + 15.52 (median: 38). The independent variable
with the strongest effects on workplace bullying perception was
age. The workplace bullying perception score of employees was
found to be higher in the 20—29-years-old age group (Table 1).

Moreover, the SEM analysis revealed that workplace bullying
perception score decreased by 0.32 points for each year of age
(Table 4). There are several previous studies reporting higher
score of workplace bullying perception in younger age groups
[22,23]. On the other hand, there are several studies reporting no
association between the workplace bullying perception and
age [6,11,24—26]. We interpret this finding as follows. Young
people exhibited higher workplace bullying perception scores
than did older people because the young people were newly
encountering working life and its associated challenges; thus,
they were inexperienced in business life and were less tolerant of
negative events.

In the present study, univariate analyses did not reveal signifi-
cant relationships between workplace bullying perceptions and
being divorced (Table 1). However, being divorced was associated
with a 0.10 point increase in workplace bullying perception scores
compared with the other marital statuses in the SEM analysis
(Table 3). Divorced people faced stigmatization and traumatic sit-
uations in this community and interpreted these factors as re-
sponses within the workplace that were based on their known or
detected conditions in the community. Some situations, such as the
problems faced by the divorced, exposure to different viewpoints,
and evaluations in the workplace, are thought to create factors that
increase workplace bullying perception scores; moreover, in-
dividuals who have lost their places in their social environments
and families have less social support than others. A significant
relationship between employees’ marital statuses and workplace
bullying was not found in the study by Chen and colleagues [7].
However, Sahin et al. [24] reported that single employees are more
likely to be exposed to workplace bullying.

The workplace bullying perception scores of those with chronic
diseases may have been higher because these individuals are less
likely to complete excessive workloads compared with healthy
individuals, frequently use sick leave or receive reports, and are
difficult to replace when absent. For these and similar reasons,
colleagues and management may harbor more negative attitudes
against these individuals [27]. In this study, we also found that
having a chronic disease was not related to the workplace bullying
perception (p > 0.05) among the employees (Table 2). However, the
SEM analysis revealed that having a chronic illness increased
workplace bullying perception scores by 0.14 points (Table 3). We
interpret this finding that people may gain sensitivity due to
chronic disease, or they may be more exposed to negative behavior
and attitudes because of their illness. However, it was unclear
which one of these was effective on high workplace bullying
perception of these people.

Research assistants were expected to have more exposure to
workplace bullying because of not having a clearly articulated job
description, having frequently assigned to the drudgery, feeling

. /[ Age
’A I Being divorced

\ 47 Workolace -
- - : .20 el TXplacs
&) Negative Self 82 bullying pareaption s\ 15
- N~

©, S-‘/

@) o]

b6

Fig. 2. The revised structural equation model identifying determinants of the research group’s workplace bullying perception. BSI, Brief Symptom Inventory.
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stuck between faculty and administrative staff, and having con-
cerns about the unsafe working and future [10]. In the present
study, the research assistants exhibited the highest mean work-
place bullying perception scores (p < 0.05) among nurse, faculty
member, administrative staff, and manager (Table 2). However, the
SEM analysis revealed that being a faculty member resulted in a
workplace bullying perception score increase of 0.15 points
compared with the professional groups (Table 4). Studies have
shown that the risk of being exposed to violence among healthcare
workers is 16 times higher than that of other service sector em-
ployees. The risk of exposure to violence among nurses is three
times higher than that of other health care workers [12]. Yavuzer
and Civilidag [25] have reported that nurses and other health
workers are more exposed to workplace bullying than physicians.
On the other hand, workplace bullying perception of allied health
personnel was higher than other employees in the study by Tutar
and Akbolat [23]. We interpret this result as follows. This phe-
nomenon may have arisen due to the greater awareness among the
faculty members of this issue, and this increased awareness may
have arisen from the faculty members’ wide range of professional
duties and responsibilities; their experiences of pressure, compe-
tition and conflict while progressing in academia; their desire to
prove that they were exerting more effort than their peers; the
uncertainty of the Health Transformation Program; their experi-
ences of the feelings of worthlessness, and the inability to predict
the future.

According to our research, one point increase in the workplace
bullying perception score was associated with a 0.47 point increase
in psychological symptoms evaluated by the BSI (Table 4). It is ex-
pected that individuals exposed to workplace bullying experience
have more psychiatric (i.e., anxiety, depression, burnout, and post-
traumatic stress disorder) [7,8,25], psychological (i.e., stress, sleep
disorders, aggression, distractibility, reduced self-esteem, and lack
of confidence) [9], and psychosomatic (i.e., sleep problems, head-
aches, stomach disorders, difficulty concentrating, emotional
exhaustion, loss of courage, a high level of anger, and memory
problems) [6,11,26,28] health complaints. Workplace bullying is also
associated with negative emotions level. Victims who have high
levels of negative emotions may show aggressive behavior [6,11]
and thoughts of revenge to defend themselves [26] by developing
negative attitudes toward other employees. Workplace bullying
creates an atmosphere in which communication becomes hostile,
immoral, and unethical. Moreover, workplace bullying has been
defined as a malicious behavior [9]. Given these findings, hostility
scores are likely to be predictors of the ability to contain violent
behaviors, such as becoming angered easily and wanting to physi-
cally harm others. We found that the workplace bullying perception
scores were most strongly affected by the scores of anxiety, negative
self, depression, hostility, and somatization (Fig. 2).

Workplace bullying affects individuals mentally and physically
and thus can also result in serious psychosocial problems among
organizations and communities. The present results revealed that
young people, divorced people, faculty members, and people with a
chronic disease had the greatest workplace bullying perceptions
with our study population. Additionally, the BSI, anxiety, depres-
sion, negative self, somatization, and hostility scores of the in-
dividuals with high levels of workplace bullying perceptions were
also high. We offer the following recommendations for the pre-
vention of the emergence of workplace bullying and perceptions of
workplace bullying: (1) units that report such incidents should be
created within institutions for employees who believe that they
have been exposed to workplace bullying; (2) employees who are
being victimized for reasons such as being divorced may have weak
social support and thus should be provided with specific social and
psychological support; and (3) young workers who have begun

working recently should be provided with support to aid their
adaptation to their working environment.
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