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Abstract 

This Dissertation in Practice research study was designed to gain understanding of the 

frequency and degree of workplace incivility on Registered Nurses in the acute care 

setting.  The aim of the study was to understand the meaning and effect of workplace 

incivility experienced or witnessed by Registered Nurses as well as what their 

perceptions of positive interventions to stop or prevent such behavior might be.  Personal, 

in-depth interviews were conducted with ten Registered Nurses.  The study revealed that 

workplace incivility behavior is commonplace and causes destructive professional and 

personal outcomes.  Additionally, the study uncovered the ideas of those interviewed that 

could result in prevention of or barriers to such behaviors.  A common consensus is the 

need to create some type of educational resource to support those who encounter this 

behavior.  An educational intervention model is being developed that will support 

individuals as well as groups/organizations in managing workplace incivility. 

 Keywords:  Incivility, workplace, effect of uncivil behavior 
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CHAPTER ONE: INTRODUCTION 

Introduction and Background 

The lifeblood of any organization is its people.  Without people, many of the 

nuanced informal and formal human to human organizational processes would 

breakdown, causing decreased performance and ultimate failure.  That humans are 

important to organizations is common knowledge as borne out in decades of 

organizational and human capital research.  However, organizations in the United States 

still struggle with how to account for human capital in financial terms and how to 

maximize human capital for organizational performance.  It is also well known that 

American workers are more overworked and depressed than in any other industrialized 

nation.  Many managers and workers are under constant overt and covert pressure to 

perform which leads to anxiety, which in turn can manifest itself in workplace incivility.  

It is against the high pressure backdrop of healthcare organizations, where nurses are on 

the front line of patient care delivery, that this study on workplace incivility was 

conducted. 

 Workplace incivility has been examined within the nursing profession; a 

profession known for caring and is also the largest segment of the healthcare workforce.  

Historical events evolved into a culture of incivility within the nursing workforce.  Other 

factors have included the role of the female gender in a profession comprised mostly of 

women.  The outcomes of uncivil behaviors have been shown to adversely affect patient 

safety, organizational engagement, illness and the professional and personal lives of those 

involved. 
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The study of workplace incivility is complex and consists of many variables.  This 

particular research study was conducted using a personal face-to-face interview with ten 

Registered Nurses.  Questions concerning their involvement with incivility, outcomes 

from their experience, and personal ideas of how to prevent or stop workplace incivility 

were explored.  The end product of this valuable data will be the creation of an 

educational resource to support those who would prevent or limit such behaviors in the 

workplace. 

Statement of the Problem 

Organizations, as well as Registered Nurses (RNs), can be negatively impacted in 

the healthcare workplace by uncivil work environments.  Both can experience significant 

financial and personal loss.  The cost of lost productivity secondary to workplace 

dysfunction was examined by Lewis and Malecha (2011).  They found that on an annual 

basis, lost productivity was calculated at $11,581 per nurse.  The Center for American 

Progress (Boushey & Glynn, 2012) published a paper reviewing the cost of employee 

turnover.  The research found that the cost of replacing a low-earning position is 

approximately 16% of the salary.  Positions of higher-earning and those with highly 

skilled requirements may cost as much as 213% of the salary to replace (Boushey & 

Glynn, 2012). 

A more difficult cost to measure is the negative impact on personal and 

professional self-esteem and confidence.  The literature references this concern as 

psychological safety and injury (Edmondson, 2002).  Nielsen & Einarsen’s (2012) study 

of the outcomes of exposure to workplace hostility also support the aforementioned 

findings of other researchers in terms of the adverse effect of incivility behaviors. 
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Despite the many studies that confirm the negative, multi-factor implications of 

incivility in the workplace, initiatives to address this issue are lacking.  Nursing 

leadership has been associated with being responsible for role-modeling civil/uncivil 

behaviors (Smollan & Parry, 2011).  However, leadership within nursing is also key to 

creating interventions to address incivility and establishing a healthy work environment.  

Gilbert, Hudson, and Strider (2016) discuss the importance of the nurse manager’s role in 

recognizing and responding to bullying behaviors.  These authors surveyed 380 nurse 

leaders who confirmed that they had personally experienced incivility within their 

departments.  The overall summary of the study suggests that most nurse managers are 

ill-equipped to recognize and respond to uncivil behaviors.  The authors also felt that 

more research is needed to identify gaps in education for these managers.  This 

Dissertation in Practice study disclosed how workplace incivility is perceived and what 

actions those who have experienced it feel are needed in order to change current 

conditions. 

Purpose of the Study 

The purpose of this phenomenological study was two-fold.  The first objective 

was to investigate the perspectives of Registered Nurses in recognizing behaviors 

attributed to incivility in the workplace.  The second was to explore nurses’ insights on 

interventions they believe would support civility in the workplace and what those 

interventions might include.  Registered Nurses were asked to share their personal 

experience with incivility; their understanding of the impact uncivil workplace behaviors 

have on personal and professional lives, and the types of interventions they feel support 

civility in the workplace.  These nurses bring years of experience that give a global 
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picture of the workplace culture within the healthcare industry.  This understanding, 

coupled with their ideas, offers excellent themes for the development of tools providing 

intervention or prevention of uncivil work environment behaviors.  A common theme in 

all of the interviews was the need to bring about awareness of this topic and how to 

manage it. 

The purpose of this qualitative phenomenological dissertation in practice study 

was to discover the perspectives of Registered Nurses regarding interventions for 

workplace civility. 

Research Question 

Understanding of what constitutes workplace incivility and the resulting effect of 

it on Registered Nurses was essential in order to identify their perspectives for 

interventions in an uncivil workplace environment.  This understanding was gained 

through the use of face-to-face interviews.  Participant demographic data was collected in 

addition to examples of personal experiences.  The research question in this study was: 

What is it like to be a victim of incivility as a Registered Nurse in a  

healthcare organization and how can these experiences inform best  

practices in managing workplace incivility within the healthcare organization? 

Additional questions that guided the interviews included: 

-How does workplace incivility impact performance and patient outcomes? 

-What affect does workplace incivility have upon a nurse’s personal and   

   professional life? 

-What are some key skills to support nurses in managing workplace incivility? 
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-Describe workplace interventions and other programs or practices that you feel  

  effectively manage workplace incivility. 

Aim of the Study 

The aim of this study was to gain the perspectives of Registered Nurses on how 

best to manage incivility in the workplace.  The findings are foundational to designing an 

evidence-based education resource that will have the capability to support prevention or 

limitation of workplace incivility.  

Methodology Overview 

Groves, Burns, & Gray (2013) state that “qualitative research is a scholarly 

approach to describe life experiences from the perspective of the persons involved” (p. 

57).  Creswell (2014) expands this definition and states that the description of 

phenomenology “…culminates in the essence of the experiences for several individuals 

who have all experienced the phenomenon” (p. 79).  He also notes that phenomenology 

evaluates how the participants experienced the phenomena (Creswell, 2014).  

Phenomenology was the most appropriate approach to address the question being asked 

regarding the perceptions of Registered Nurses to address workplace incivility. 

This study used purposive sampling in order to acquire the most appropriate 

participants.  The study explored the self-understanding of Registered Nurses as a part of 

their lived experience and has been described by Willis, Sullivan-Bolyai, Knafl, & Cohen 

(2016) as phenomenology- a unique form of qualitative research.  Identification was 

made with a goal to confirm ten-15 participants or until saturation.  Saturation was 

achieved with ten participants.  Interviewing techniques examined the participant’s 
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experiences of working within an uncivil work environment and their perspective of the 

need for interventions to support civility.   

Definition of Relevant Terms 

The current literature contains multiple terms that may or may not crossover 

depending upon the perspective and industry specialty of the author.  These terms might 

include lateral hostility, incivility, workplace incivility, workplace hostility, lateral 

violence, workplace bullying, and others.  I recognized that multiple terms 

interconnecting with the same ideas and concepts may cause confusion.  To maximize 

clarity, the terms found in the literature will be referenced as incivility.  Providing one 

term with a clear definition allows simplicity for understanding this study.  For purposes 

of this research, the following terms are used in the context described.                      

Hostile Work Environment: An inclusive term that I adopted to represent the multiple 

terms used in the literature.  This term is expressed in the workplace as an action of 

others to purposely sabotage, denigrate, devalue, shame, or cause harm to the dignity of 

another that results in an angry response, withdrawal from normal engagement, complete 

avoidance of certain persons, an immediate desire to leave this position, or a combination 

of these actions. The terms used to create this definition include: 

Horizontal violence: “Sabotage directed at coworkers who are on the same level within 

an organization’s hierarch” (Bartholomew, 2014, p. 3).  It is behavior manifested in word 

or action that controls, belittles or harms the dignity of another.  

Incivility: “the exchange of seemingly inconsequential inconsiderate words and deeds 

that violate conventional norms of workplace conduct” (Pearson & Porath, 2009, p. 21). 
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Lateral violence: “Lateral violence is disruptive and inappropriate behavior demonstrated 

in the workplace by one employee to another who is in either an equal or lesser position” 

(Christie & Jones, 2014, p. 1). 

Psychological safety: “Describes the individual’s perceptions about the consequences of 

interpersonal risk in their work environment” (Edmondson, 2002, p. 6). 

Workplace bullying: “a situation in which one or several individuals persistently, and 

over a period of time, perceive themselves as being on the receiving end of negative 

actions from superiors or coworkers, and where the target of the bullying finds it difficult 

to defend him or herself against these actions” (Nielsen & Einarsen, 2012, p. 309). 

Workplace Incivility: “Low-intensity deviant behavior with ambiguous intent to harm the 

target, in violation of workplace norms for mutual respect.  Uncivil behaviors are 

characteristically rude and discourteous, displaying a lack of regard for others” (Lewis & 

Malecha, 2011, p. 41) or “…situations in which someone is subjected to social isolation 

or exclusion, his or her work and efforts are devalued, and he or she is threatened or 

otherwise worn down or frustrated” (Kivimaki et al., 2000, p. 656). 

Other, non-behavioral terms that will be used in this study include: 

Follower: A person who is guided by a leader’s vision and direction through a relational 

association or connection with that leader (Northouse, 2004). 

Healthcare Work Environment: Any workplace site where RNs may work.  This includes 

the in-patient, acute care setting, ambulatory care, home health, school, occupational 

health and non-traditional settings ("Nursing World," 2017). 

Leadership: “Leadership is a process whereby an individual influences a group of 

individuals to achieve a common goal” (Northouse, 2004, p. 3).   
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Registered Nurses (RN): A registered nurse is a licensed professional who has completed 

academic and clinical education, passed a state board examination, and operates under the 

state nursing practice act.  The experience level of the RN may vary from working under 

the guidance of an organization’s guidelines to an independent advanced practice level 

such as a nurse practitioner or clinical specialist.  

The Joint Commission: An independent, not-for-profit organization who accredits and 

certifies nearly 21,000 health care organizations and programs in the United States (The 

Joint Commission, 2008).  

Assumptions 

I did have some basic assumptions when first designing this study.  Negative 

personal experiences with workplace incivility were a motivating factor for choosing this 

topic for the Dissertation in Practice. I recognized that personal biases regarding causes, 

failures, and impact needed to be contained.  Explanation of the bracketing of these 

experiences is included within the methodology portion of the research.  Personal 

negative impact of prior incivility has created a sensitivity and awareness of how bias had 

to be controlled during the study.   

 It is the intent of this work to develop educational resources to support others in limiting 

or preventing such behavior in a professional manner.   

Delimitations and Limitations 

Limitations to this research include interviewing Registered Nurses with the 

consideration given that all nurses are leaders, even those without the official title.  This 

could cause some risk for readers to accept the data as relevant to all levels of nursing 
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hierarchy.  It will be up to the reader to identify sufficient correlations between the RN 

leadership concept being studied and their personal work specialty area.   

  Although the experience of incivility in the work environment is widespread 

across the healthcare industry, the study would have become unwieldy and difficult to 

manage to include other specialty areas.  The nursing profession is the largest healthcare 

discipline employed by hospital systems.  Thus, the information gained may provide a 

reasonable insight into how uncivil behaviors ultimately impact healthcare delivery 

across the spectrum.   

The research was conducted within a large metropolitan setting.  The original 

proposal setting was to include only four community hospitals within one organization.  

The research was expanded to incorporate other organizational settings.  I feel that 

expanding the study group allowed opportunity for a more diverse data collection.  The 

interview questions were specific to those RNs who are currently or have historically 

worked in an acute care setting and experienced or witnessed workplace incivility.   

Leader’s Role and Responsibility in Relation to the Problem 

Creating and facilitating a safe workplace environment is incumbent upon all 

leaders, no matter what level of leadership.  However, many leaders, including those who 

manage, are often not equipped or supported with the skills they need to promote and 

maintain such a positive culture.  I believe that those leaders whose style reflects the 

transformational leadership model have the ability to change a dysfunctional environment 

through education of and role-modeling behaviors for employees.   

There is another important consideration to include when examining nursing 

leadership.  Higher level leadership concepts, leadership styles, and leadership 
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approaches are not a significant part of traditional nursing curriculum.  While the 

traditional focus is on didactic content, theory, and developing clinical skills, leadership/ 

management concepts are usually reserved for advanced degree programs.  Education 

regarding leadership theories such as transactional, transformational, servant, and others 

would be an integral part of any developed resources.  It would also be important to 

recognize that modeling of these leadership styles may vary depending on the situation.  

New RN graduates may require a more structured leadership style, while seasoned RNs 

may work better under less structure.   

This idea aligns with Benner’s theory of Novice to Expert (Benner, 2001).  

Benner is a nurse theorist who developed a theory surrounding nursing knowledge as a 

growth journey over time.  While the theory concentrates on new graduates and their 

journey from novice to expert clinician, it can easily be applied to nursing leadership.  

Becoming a leader does not magically occur because a title is bestowed upon an 

individual.  Unfortunately, this is a common occurrence within the nursing profession.  A 

great bedside nurse is promoted to a manager level without the education and support 

needed to be successful within the new role.  An unprepared leader can be an open target 

for workplace incivility behaviors.  This can lead to the new manager eventually leaving 

under the umbrella of personal and professional failure.  Once again, there is a loss of 

investment in an individual, turnover, and a negative impact on the person.   

Within the nursing clinical setting, transformational leadership elements are rare. 

It has been my experience that many times, the staff RN is the one who introduces, 

develops, and promotes ideas or actions that change the practice of patient care or 

department culture. It is not incongruous that the staff level RN can be equipped and 
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taught positive, professional responses to uncivil work environments and role model 

those for others.  This study expands the traditional concept of leadership to include all 

employees within a department.  This perception is based on the definition given by 

Northouse (2004) that “Leadership is a process whereby an individual influences a group 

of individuals to achieve a common goal” (p.3). 

Significance of the Study 

The goal of this study was to take the work that had been previously published 

and narrow it to the RN population within the healthcare setting.  References in the 

literature cite the devastating impact of an uncivil work environment.  In addition to the 

financial considerations of decreased engagement and turnover, the consequences have 

been shown to affect patient safety and care delivery.  While patient care issues and 

financial implications are extremely important, one cannot discount the personal 

devastation experienced by the individual.  The significance of this study was to obtain 

the perspectives of Registered Nurses, at all levels of leadership, in regard to to needed 

interventions that affect workplace incivility.  These interventions will provide a 

foundation for developing education resources to support change in the work 

environment culture within the nursing profession.   

Summary 

Currently, incivility within the healthcare industry workplace is not only 

increasing, but is becoming an accepted cultural norm (Laschinger, Leiter, Day, & Gilin, 

2009).  RNs comprise the largest part of the healthcare workforce and are both targets 

and perpetrators of this type of negative behavior.  Although current literature states there 

is a problem and even notes that something must be done, it appears that specific 
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understanding of what the role of nursing leadership is in addressing this issue is limited.  

The literature is void of intentional actions to provide interventions to mitigate the 

destructive outcomes that result from incivility in health care.   This Dissertation in 

Practice will address this current gap. 
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CHAPTER TWO: LITERATURE REVIEW 

Introduction 

The position that there is worth in just being a person can be taken at face value (IBM/ 

Oracle, 2010).  However, there is a substantial amount of discussion in the literature 

surrounding the issue of the importance of people as an integral part of an organization 

versus invalidating the personhood by relegating them to being just another resource.  

Others, such as IDCON Vice-President Christer Idhammar, felt that only the “right” kind 

of person is an asset (Idhammar, 2017).  Controversy surrounds this perspective of 

considering human lives as just another commodity.  One thought is that to view 

humanity as a common product is to dehumanize the value of a person.  Shook (2008) 

admits in his blog how difficult it is to express the meaning behind recognizing people as 

a resource without demeaning the person.  I personally support Shook’s perspective on 

the importance of valuing human resources.  Regardless of the advancement and 

importance of technology, people are the connection within each organizational system.   

This is particularly true within the healthcare industry because of the human element of 

compassion required in order to deliver patient care that embodies body, mind, and spirit.  

 Proposed explanations for uncivil workplace environments are multi-directional; 

historical influences, oppressed workforce theories, and confusion in identifying the 

meaning of incivility.  Research conducted by Stecker, M. & Stecker, M. M. (2014) 

discussed the implications of incivility on the workplace environment, while Bartlett, J. 

E., Bartlett, M. E., & Reio, (2008) looked at variables that trigger or motivate the 

behaviors.  As already noted, the presence of incivility in the workplace has been 

published and discussed for several decades in many ways. How Registered Nurses and 
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leadership in particular, plan to address the incivility being witnessed appeared to be the 

gap in the literature.  Leadership within nursing could be a key factor in creating and 

sustaining a healthy workplace environment.   

 The process of the literature review facilitates the building of a research 

framework for the intended study.  Grove, Burns & Gray (2013) state, “A research 

framework summarizes and integrates what we know about a phenomenon more 

succinctly and clearly than a literary explanation and allows us to grasp the bigger picture 

of a phenomena” (p. 117).  The research then constructs a conceptual map that 

incorporates the literature to the methodology being used.   A multi-perspective approach 

was utilized to outline the literature review.  I first wanted to ascertain what research had 

been conducted regarding incivility in the workplace.  The initial findings revealed 

several different approaches, each designed with intentional outcomes.  The purpose was 

to discover what current interventions were either being recommended or employed to 

counteract incivility in the workplace.  The need to narrow the search was immediately 

apparent as over 50,000 results were obtained using only a few key terms.   

Figure 1. explains the process used to map the intended topics of this literature search. 
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Figure 1: Literature Review Mapping Process

 

 The following literature review presented the recognition and identifying 

behaviors of incivility in the workplace, theoretical causes as to why incivility exists 

within the nursing profession, the impact resulting from an uncivil environment, and the 

application of this type of situation to the work environment.  Included in the review was 

the effect that incivility can have on the personal and professional well-being and health 

of those who experienced it.  Last, the review provided an analysis of current 
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address incivility in the workplace continues (Colorado Center for Nursing Excellence 

website, 2017).   

 The issue of workplace violence is not a new one.  In 1995, McMillan published 

an article alleging that 30% of nurses across the globe wanted to leave the profession 

secondary to co-worker abuse (1995).  The American Nurses Association (2001) noted 

that workplace violence may be a deterrent to recruitment efforts into the profession.  

Recruitment efforts are a priority secondary to the long-term, chronic shortage of nurses 

across the nation. 

 The word incivility is taken from the Latin root incivilis, meaning “not of a 

citizen” (No Author, 2016).   The literature provided several different variations of 

definitions. Terms used to describe uncivil behavior included; workplace hostility, 

bullying and toxic leadership.  Merriam-Webster Dictionary (2016) defined incivility is a 

“rude or discourteous” act.  Andersson and Pearson (1999) described incivility as a 

devious behavior with intent to harm another.  They also noted that this type of behavior 

breaches the workplace norms of respect and courtesy.  Some of the literature supported 

the idea that incivility has become a normal part of workplace culture (Farrell, 2016; 

Gilbert, Hudson, & Strider, 2016).   

 The University of Missouri created an Occupational Stress Program through their 

Employee Assistance Program.  Their definition stated, “Incivility is counterproductive 

social–organizational behavior ranging on a scale from rudeness to aggression to overt 

threatening behaviors” (p. 1). 

Regulatory agencies have recognized the significant negative effect of incivility 

on staff morale and patient safety.  The Joint Commission (TJC) (2008) alluded to 
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healthcare dynamics as creating “challenges for inter-professional communication and for 

the development of trust among team members” (p. 1).  The regulatory survey 

measurements used by TJC included reviewing hospital policy and interventions to 

prevent the existence of workplace violence.  Review of the current literature revealed 

that uncivil or workplace violence included physical violence from patients, family 

members, or those in the community.  However, it also defined coworkers as those who 

are the perpetrators of this type of behavior.  The National Institute for Occupational 

Safety and Health (NIOSH) stated that workplace violence is, “…any physical assault, 

threatening behavior, or verbal abuse occurring in the work setting” (1996, p. 1). 

Acceptance of Incivility as a Cultural Norm 

 The literature identified workplace incivility as a trend within society that seemed 

to affect all industries.  Farrell (2016) spoke about uncivil behavior against librarians.  

Other research examined the effect of incivility in the healthcare workplace.  Edwards 

and O’Connell (2007) spotlighted uncivil behavior in nursing academia. Cortina (Cortina, 

Magley, Williams, & Day, 2001) and Sliter (Sliter, M., Sliter, K, & Jex, 2011) all spoke 

to the rise of workplace incivility.  They reported that 75 – 100% of employees have 

experienced and/or observed workplace incivility.  Two other researchers independently 

developed separate measurement tools to determine incivility intensity and its effects in 

the workplace (Anthony et al., 2014; Clark et al., 2013).  After reviewing their work, a 

compelling argument can be made that incivility is not only very present in the 

workplace; it may be becoming a normal part of the culture of an organization. 
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Physical and Emotional Behaviors of Incivility 

 Dellasega (2009) created a word list that illustrates physical and emotional 

incivility behaviors in healthcare.  Some of these words included; using the “silent 

treatment” against another nurse, spreading rumors, name calling, using humiliation and 

put-downs related to another’s skills and abilities, sharing confidences that were meant to 

be kept quiet, excluding a nurse from on- or off-the-job socializing, ridiculing one’s 

appearance, demeanor, or other traits and repeating information shared by one nurse out 

of context so that it reflects badly on him/ her.  Uncivil actions have possible 

repercussions on patient safety and consist of failing to support a nurse because one 

doesn’t like him/ her, refusing to share information with another nurse, setting another 

nurse up to fail, and running a smear campaign or otherwise trying to get others to turn 

against a nurse (Dellasega, 2009). 

 Although not a complete list of how physical and emotional incivility behaviors 

may appear, the noted studies did give substance to just how devastating these actions are 

on a person.  Noting that incivility now seems to be more tolerated in the workplace 

environment as a cultural norm, one must ask if the definition of this type of behavior has 

changed from when it was first recognized and studied.  This qualitative study focused on 

current definitions as defined by the participants. 

Theories: Cause of Workplace Incivility 

 Despite prevailing attitudes recognizing the value people have in organizations 

(Idhammer, 2017; Shook, 2008) research has shown that relationship behaviors of 

employees towards one another are often deficient.  Perceived workplace incivility has 

been examined in different manners within the nursing profession (Bartholomew, 2014; 
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Lim & Cortina, 2005; Roberts, DeMarco, & Griffin, 2009).  Several theories have been 

suggested as to the cause of workplace incivility.  While the research has been specific to 

each author’s perspective, it is not incongruous to suggest that incivility within the 

nursing profession is a mixture of these theories.  Humanity is not a black and white state 

and human behavior cannot be boxed into a fixed definition.  It is interesting to note that 

some of the theories as to cause of incivility are founded on research conducted for non-

healthcare organizations.   

Florence Nightingale 

 Historians have long heralded Nightingale as the founder of formalized nurses 

training.  However, she wasn’t born until 1820 after other nursing programs had already 

been developed.  In 1798, Dr. Seaman, a physician at New York Hospital, instituted the 

first training for nurse attendants (Palmer, 1985).  Prior to Dr. Seaman, informal nursing 

care was provided to the sick and wounded as early as the crusades.  Many of these 

“nursing care groups” grew out of religious and/or military orders (Palmer, 1995).  

Rigorous discipline and training fostered an environment whereby incivility could thrive.   

 Nightingale modeled her training program around a program established by 

German pastor Theodor Fliedner (Poplin, 1988).  He and his wife founded a training 

program which taught deaconesses in the subjects of nursing, social services, and 

religious instruction.  Quaker Elizabeth Fry created the Protestant Sisters of Charity in 

1840 (Poplin, 1988).  This sisterhood had very basic education about nursing and was the 

model on which Pastor Fliedner built his program.  Thus, both religious and military 

influences were woven throughout the developing profession of nursing.   
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Lim and Bernstein (2014) noted that the demeanor of Nightingale was 

“demanding, manipulative, and overbearing” (p. 124).  They also suggested that 

Nightingale had an “intimidating, domineering, and caustic manner along-side her image 

as an indefatigable ministering angel” (Lim & Bernstein, p. 124).  Stern and demanding 

nursing educators were a normal part of the history of nursing as expectations created 

were driven by inflexible disciplinarians for those who were becoming nurses.  In the 

early years, the nursing profession began with ex-convicts who would only provide 

inadequate services for immediate pay.  The new leaders of nursing programs, e.g. Ms. 

Nightingale, came from military nursing services and altruistic views who also believed 

in highly disciplined training (Donahue, 1983).  The role-modeling of the founder of 

modern nursing combined with the heavy disciplinarian culture of religious orders and 

military protocol have led to a theory of possible cause for incivility within the profession 

that continues to this day.   

Oppressed Group Behaviors 

 Freire’s (1970) work around education and the need to humanize the experience 

for students was adopted by Roberts (1983).  She applied the ideas to the nursing 

profession experience.  Roberts felt that nursing culture reflected oppressive group 

behaviors.  Roberts later updated her work to highlight how hierarchical traditions in 

healthcare have led to unhealthy behaviors within the industry (2000).  Matheson and 

Bobay (2007) studied how this theory might have implications for the nursing shortage 

crisis.  The summary of their findings suggested that the oppressed group behaviors 

theory has not been adequately studied in nursing.  Consideration must also be given to 

the historical patriarchal way in which nurses have been treated by hospital 



Running head:  PERSPECTIVES ON WORKPLACE INCIVILITY 21 

administrators and physicians.  It is also noteworthy that the role of women had changed 

during the time period from Nightingale to 2007. 

Horizontal Hostility 

 In 2006, Kathleen Bartholomew did a great deal of work around nurse-to-nurse 

hostility.  She expanded the idea of vertical authoritarian hostility to include horizontal 

incivility.  Her work also addressed the profession’s feeling of powerlessness, invisibility, 

and weakened sense of identity.  Bartholomew felt that the psychological stress from 

these issues created displaced aggression that was foundational to the oppression theory.   

Toxic Leadership  

The Toxic Leadership style is a more recent model that has received considerable 

attention.  Although there has been a large amount of focus on toxic leadership behaviors, 

it is now well-documented that uncivil behaviors occur between leader to follower, 

follower to leader, or peer to peer (Feeley, 2017; Fida et al., 2015; Kivimaki, Elovainio, 

& Vahtera, 2000; Nielsen & Einarsen, 2012). The healthcare industry is an example of 

where an uncivil environment is increasingly becoming a cultural norm (Lim & Cortina, 

2005).   

 Toxic leadership behaviors by their very nature facilitate incivility in the 

workplace.  Kets de Vries (2003) illustrated how toxic behavior itself promotes 

suppression of an employee’s ability to function.  Lack of employee engagement, loss of 

self-confidence, lost productivity, higher turnover, increased illness and poor health, 

withdrawal, decreased expression of creativity, and fear of being publicly demeaned or 

losing one’s job automatically creates an oppressive environment (Kivimaki et al., 2000; 

Pearson & Porath, 2009).  Lipman-Bluman (2005) suggested that most toxic leaders are 
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not even aware of how their behavior is perceived or of the devastating consequences 

resulting from such action.  None-the-less, the damage can be significant to the wellbeing 

of an organization and the employees. 

Tend and Befriend 

 Dellasega (2009) discussed possible causes for workplace incivility and how 

presentation of behaviors may differ by gender.  She referenced a study conducted by 

Taylor and colleagues that examined stress responses in both genders (Taylor, et al, 

2000).  The study showed that while both genders are capable of Fight-or-Flight 

responses, females are more inclined to manifest a “tend-and-befriend” approach.  This 

response is most likely based on “care giving and attachment behaviors triggered by 

oxytocin and other female hormones” (Dellasega, 2009, p. 53).  Research around this 

type of relational aggression has been concentrated more in the psychology discipline and 

is just now becoming of interest as possible application to the nursing profession.   

Organizational Factors 

 The Joint Commission noted in their 2008 alert regarding uncivil cultures in 

hospitals that organizational pressures can be exacerbated by differences within the 

healthcare team.  One research study considered these organizational factors, highlighting 

how competing priorities may provide a condition for incivility to take root.  Hutchinson 

and colleagues (Hutchinson, Vickers, Jackson, & Wilkes, 2006) found that “nursing work 

is increasingly driven by managerial imperatives…[and] nursing activities are constantly 

under surveillance “(p. 121).  They also pointed out that organizational systems have 

changed the “meaning of care” and that “on a daily basis nurses are faced with the reality 

of caring in a ‘corporate context’” (p. 121).  This type of environment in combination 
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with a lack of power over clinical practice, budget requirements, and day-to-day stressors 

exposes nurses to the potential for incivility.  “The trauma and brutality potentially 

perpetrated in environments predominately focused upon seeking efficiency, 

productivity, and cost containment have been described as a form of ‘organizational 

violation’” (p. 121). 

Application of Incivility to the Workplace 

Detrimental Human and Financial Considerations 

  The literature had a considerable amount of research supporting the negative 

relevance of uncivil behaviors in the workplace.  Concerns were raised across many 

industries, not just those related to healthcare.  The impact of incivility is seen in terms of 

detrimental human and financial outcomes.  According to Andersson & Pearson (1999), 

civility was even more important when the “interactions among people increase in 

complexity and frequency” (p. 452).  This idea took on even more importance when 

understood in context of caring for human life.  Lim and Cortina (2005) directed specific 

attention to the influence of incivility on decreasing employee engagement, performance 

and job satisfaction.   

Safety and Errors 

 Regulatory agencies and general research have greatly publicized the negative 

impact of incivility on patient safety.  In 2000, the National Institutes of Health (NIH) 

published a landmark report regarding errors in healthcare.  While many areas were 

addressed as to how to create a safer healthcare system, the paper did note that a 

“transparent environment” was essential if near missed or actual errors were to be 
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reported.  The idea was to create an environment where it was safe to report errors 

without the risk of retribution.   

 Kirwan, Matthews, & Scott (2013) conducted a study confirming that a positive 

environment supported safe patient outcomes.  They remarked that, “The study provides 

empirical evidence that an optimal work environment in a ward can increase patient 

safety within that ward” (p. 261).  Moreover, this study supported the initiative of the 

NIH to promote a safer environment in which near miss/ actual errors may be safely 

reported.   

 Lee, Y., Bernstein, K., Lee, M., & Nokes, K., (2014) discussed the adverse effect 

of incivility on patient safety.  Their work found that indirect financial costs cover a 

multitude of areas including: 

Interference with productivity, rise in accidents and errors, high turnover,  

 loss of qualified workers, absenteeism, potential escalation to workplace  

 aggression or violence, and implication to cultural organizational norm by  

 strained loyalty, distrust, sabotage, resentment, uncivil climate, decreased  

 communication, and diminished corporate reputation (p. 265). 

Litigation costs for investigations into breaches of safety standards, nursing errors, and 

legal representation can vary from $96,000 to $460,000 (Lee et al., 2014). 

Nursing Shortage Crisis 

 In an era where the nursing shortage cycles but never goes away, it is imperative 

to provide an environment in which nurses may grow and thrive.  The current healthcare 

structure necessitated that all healthcare workers perform to the maximum level of their 

scope of practice.  Yet often, incivility creates the motivation for nurses to transfer to 
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another facility or even leave the profession (Laschinger, Wong, Cummings, & Grau, 

2014).  Laschinger and colleagues (2014) discussed workplace incivility and burnout.  

Their concern was on impaired psychological wellbeing and employee turnover.  The 

American Nurses Association (2001) also suggested that the reputation of incivility in the 

discipline of nursing may be a deterrent factor to recruitment of new nurses into the 

profession.     

Impact of Workplace Incivility 

 Not only does workplace incivility have a significant financial effect on 

productivity and employee engagement, but it drastically influenced personal and 

professional wellbeing.  While the costs of personal distress may be more of a hidden 

expense, it none-the-less affects organizational outcomes.  Researcher personal bias and 

perspective seem to guide the research conducted in this area.  However, major focus 

issues included decreased employee engagement, employee turnover rates and the 

increased incidence of a negative state of wellbeing.   

The Effect of Incivility on Decreased Engagement, Turnover Rates, and Wellbeing 

 Lewis & Malecha (2011) estimated that the annual financial impact of incivility is 

approximately $11,581 per nurse.   This reflects costs associated with only lost 

productivity and is not related to turnover.  Porath, Foulk, & Erez (2015) discussed the 

accumulated effect of daily incivility events.  “Research shows that targets of incivility 

suffer psychological distress, negative emotional effects, and job burnout” (p. 258). 

 The consequences expand beyond what was originally understood.  Studies 

showed that those who observe incivility also experience some of the same effects as 

those who are recipients of it.  Effects can include decreased cognitive ability, anxiety, 
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and reduced creativity (Gilbert, et al.; Porath, et al.)  Harold & Holtz (2015) reported that 

“48% of victims intentionally reduced their work effort, 38% intentionally decreased the 

quality of their work, 66% experienced reduced job performance, and 78% reported 

reduced levels of commitment” (p.16). 

 Stress, both emotional and physical, has long been associated with impaired 

health.  Goleman (1985) discussed how stress helps to foster tumor growth in rats.  The 

healthcare industry is a highly stressful environment no matter the specialty area.  Within 

the nursing profession, role modeling has long been a major teacher.  Lim & Bernstein 

(2014) ironically spoke to how the leadership style modeled by Florence Nightingale may 

have set the precedence for incivility. 

Overall Costs of Incivility 

 Leiter & Maslach (2005) stated that the annual cost of the effects of incivility in 

corporations within the United States (U.S.) is $300 billion.  They noted that while there 

are many laws against discrimination, incivility behaviors generally don’t fall within 

those laws unless there is outright violation.  Laschinger, et al. (2014) discussed the 

decreased productivity and engagement issues, turnover, and illness as one collective 

concern.  Their research showed that the financial burden for U.S. health care 

organizations related to incivility impact is $23.8 billion annually.   

Personal and Professional Impact 

Registered Nurses can be negatively impacted personally and professionally in the 

healthcare workplace by uncivil work environments.  The result is often one of 

significant financial and personal loss.  Various studies document that uncivil work 

environments have increased staff sickness and absenteeism rates (Kivimaki, Elovainio, 
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&Vahtera, 2000).    Nielsen and Einarsen (2012) stated, “an extensive body of research 

has shown that this kind of cognitive dissonance is associated with persistent high stress 

levels and pathology, such as decreased sleep quality, increased cortisol levels, elevated 

heart rate, and increased mortality” (p. 313). 

A more difficult cost to measure is the negative impact on personal and 

professional self-esteem and confidence.  The literature referenced this concern as 

psychological safety and injury (Edmondson, 2002).  Nielsen & Einarsen’s (2012) 

studied of the outcomes of exposure to workplace hostility also supported the 

aforementioned findings of other researchers in terms of the adverse effect of incivility 

behaviors. 

Following the Institute for Healthcare Improvement (IHI) annual summit, Derek 

Feeley, President and CEO of IHI wrote about civility in the workplace.  He stated: 

Ensuring civil and respectful relationships among colleagues is a key driver  

in IHI’s theory on how to restore and increase the joy of the health care 

 workforce.  If health care is characterized by civility, then we’ll have a workforce 

 that’s much easier to engage in improvement (p. 1).   

Interventions to Manage Workplace Incivility 

A review of the literature confirmed that the presence of workplace incivility can 

result in devastating outcomes.  Researchers were in agreement that there is a need for 

positive interventions to manage uncivil behaviors.  There is however, a gap in the 

literature between recognizing the critical need for interventions and the development of 

these interventions that will support employees in managing or preventing workplace 

incivility. 
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Once recognition of an uncivil work environment has occurred, it will be 

imperative to provide resources for Registered Nurses that will facilitate change and 

support a healthy work environment.  These resources may emerge as education learning, 

skill development, group training interventions or a combination of these initiatives. 

Cost-effective strategies utilizing the concepts of Emotional Intelligence and conflict 

management are potential resources that could be used to address this issue.  The 

strategies would be designed to respond to those in leadership, subordinates and peer-to-

peer situations.   

 Empowering nursing leadership at all levels with practical knowledge and skills 

to respond in a professional manner to incivility would theoretically decrease or eliminate 

this type of behavior.  Leadership styles differ in their potential influence on workplace 

incivility.  Understanding of these styles is strategic to developing the educational 

resources needed to support workplace civility.   

Leadership Influence 

 Leadership is an active verb that described many perspectives and actions.  These 

actions can be initiated by those who are generally thought of as leaders such as a Chief 

Executive Officer.  Leadership actions can also be manifested by those employees that 

may not be officially recognized as being in a leadership position, but still have the 

potential to have considerable influence in the workplace.  Both groups can significantly 

affect workplace environment with resulting impact on the health and wellbeing of 

employees.   
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Lowney (2003) suggested that leadership is an influencing relationship that 

connects to a greater purpose.  Again, this influence is bi-directional.  The consequences 

of the leader/ employee relationship are considerable whether positive or negative.   

Gilbert, Hudson, and Strider (2016) discussed the importance of the nurse 

manager’s role in recognizing and responding to bullying behaviors.  These authors 

surveyed 380 nurse leaders who confirmed that they had personally experienced incivility 

within their departments.  The overall summary of the study suggested that most nurse 

managers are ill-equipped to recognize and respond to uncivil behaviors.  The authors 

also felt that more research is needed to identify gaps in education for these managers. 

Summary 

Workplace incivility is a legitimate and difficult issue that has a lasting negative 

impact on those who are touched by it.  Although presented from differing perspectives, 

the research agreed that outcomes can be both professionally and personally devastating.    

The literature review focus considered the conceptual framework suggesting that nursing 

leaders struggle with self-awareness and identification of incivility.   This gap in self-

awareness undermines an understanding of how to create interventions to prevent or limit 

uncivil behaviors.  The research also supported the goal of this Dissertation in Practice to 

bring awareness of the issue and provide appropriate interventions to support 

interventions that will prevent or deter incivility in the workplace. 

 

 

 

 



Running head:  PERSPECTIVES ON WORKPLACE INCIVILITY 30 

CHAPTER THREE: METHODOLOGY 

Introduction 

There has been a large body of research conducted to confirm that incivility not 

only exists in the workplace, but is becoming a normal part of the work environment 

culture (Laschinger, Leiter, Day, & Gilin, 2009).  Within nursing leadership, there is a 

gap that exists with recognizing uncivil behaviors in the workplace and knowing how to 

develop interventions to address them.  The purpose of this qualitative phenomenological 

study was to identify nursing leadership’s perspectives regarding interventions for 

workplace incivility.  The aim of this study is to use the results to address the existing gap 

between identified workplace uncivil behaviors and development of active interventions 

for use by leadership in nursing to support civility. 

Research Question 

The intent of the design of the research for this Dissertation in Practice w two-

fold.  The first objective was to investigate the perspective of Registered Nurses in 

recognizing behaviors attributed to incivility in the workplace.  The second was to 

explore the nurses’ understanding of the need to develop interventions to support civility 

in the workplace and what those interventions might include.  The research question in 

this study was; What is it like to be a victim of incivility as a Registered Nurse in a 

healthcare organization and how can these experiences inform best practices in managing 

workplace incivility within the healthcare organization? 

Research Design 

 Roberts (2010) describes qualitative research as that, “which focuses on people’s 

experience from their perspective” (p. 143).  Groves, Burns, & Gray (2013) expand this 
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definition stating that “qualitative research is a scholarly approach to describe life 

experiences from the perspective of the persons involved” (p. 57).  Creswell (2014) 

describes phenomenology as, “… [it] culminates in the essence of the experiences for 

several individuals who have all experienced the phenomenon” (p. 79).  He also notes 

that phenomenology evaluates how the participants experienced the phenomena 

(Creswell, 2013).   

 The experience of incivility in the workplace, whether a personal event or 

observed in others, is an individual phenomenon with great negative potential (Emdad, et 

al, 2013).  It is a lived experience that creates real-world conflict issues.  Roberts (2010) 

suggests that qualitative research allows a deeper examination into the details of a 

phenomenon that quantitative methods are unable to achieve.    

 A qualitative phenomenological methodology was chosen for this Dissertation in 

Practice (DIP) as this type of study best conveys the meaning behind incivility issues.  

Qualitative methodology facilitates solicitation of responses from the participants at a 

deeper level. Open-ended questions encourage the participant to provide responses that 

illustrate rich, multifaceted perspectives at a more meaningful level than what 

quantitative numbers could provide.  This type of design allowed me the ability to 

conduct an exhaustive examination of this issue through the lenses of those who have 

experienced the phenomena.  The data obtained strongly supports development of 

interventions that close the gap between identification of incivility and action to prevent/ 

stop it from occurring in the workplace. 
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Participants/ Data Sources and Recruitment 

 Participants for this study were Registered Nurses who are currently working or 

have previously worked in an acute care setting and hold either a formal or informal title 

of leader.  Northouse (2004) proposes that any individual who influences others towards 

a common goal is a leader.  Staff nurses frequently influence peers towards a common 

goal through collaborative efforts on such committees as unit based councils, evidence-

based research initiatives, and specialty practice associations.  Inclusion of informal 

leaders may provide additional unforeseen insight into the issues surrounding incivility in 

the workplace.   

Creswell (2014) recommends a sample size of six to 18 participants for a 

phenomenological study.  This number could vary with continuation until saturation has 

been obtained utilizing purposeful sampling.   Purposive sampling was utilized in order to 

find the most appropriate participants.   

The original proposal identified the sample group as RNs who are currently 

working in a hospital acute care setting within one health care system.  However, the 

study was extended to a large metropolitan setting and other organizations were included.  

Notification of the proposed study with a request for participant volunteers was 

distributed to via electronic and hard copy invitation.  Several of the participants 

contacted me after hearing about the study and asked to be a part of it.  Institutional 

Review Board (IRB) approval permission to conduct this study was obtained through the 

Creighton IRB Department. 
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Data Collection Tools 

The primary data collection tool for this study was a personal interview with each 

participant.  All of the interviews were conducted in person.  A taped narrative was 

utilized in addition to hand scribed notes.  Both were transcribed using confidential 

coding for each participant.  The interviewing techniques examined the participant’s 

experiences of working within an uncivil work environment and their perspective of the 

need for interventions to support civility.  The interview questions included demographic 

information, level of leadership status, and experience of either observed or personal 

encounter with workplace incivility behaviors.   

 Questions regarding the experience were open-ended to allow greater depth of 

information sharing.  Although the questions were structured, flexibility was facilitated to 

permit the participant to share their perspective of issues important to workplace 

incivility.  Houser (2012) states that in qualitative research: 

 The researcher is the measurement instrument, and so reliability is directly  

 related to his or her skill eliciting and describing information.  Qualitative data 

 is a naturalistic inquiry that bases results on the analysis of meaning, generally  

 in words, and so there is little reliance on numbers.  (p.223)     

Inclusion Criteria 

 Inclusion criteria requires exposure of either observed or personal encounter with 

workplace incivility.  Questions focused on the experience, its effect on personal and 

professional life, any interventions the workplace conducted that had that addressed 

uncivil behaviors and interventions the participant felt would have supported civility.  
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The participants were all RNs with a formal title of leader or staff nurses who informally 

perform leadership responsibilities. 

Qualitative Rigors 

 While qualitative research does not necessitate the same stringent reliability and 

validity that a quantitative study requires, there is a need to provide trustworthiness of the 

interview questions.  Houser (2012) notes that qualitative researchers establish 

trustworthiness of a study through the use of credibility, dependability, confirmability, 

and transferability.  Credibility ensures that results are representative of the realities of 

the participants.  Triangulation is one method to ensure credibility of the study data.  

Dependability is directed on the stability of the information involving individuals or time 

spans and can be achieved until there is saturation of the data.  Confirmability is the 

researcher’s attempt to reduce bias.  And transferability involves the capability of 

transferring the study results to similar situations or subjects in other settings.   

 Credibility of the interview questions was tested for trustworthiness through 

interviewing three people who met the inclusion criteria. The interviews were taped and 

transcribed.  Once the data was comprised that reflected the intended responses of the 

research questions, the data was sent to Dennis Ondrejka, PhD for confirmation.  Dr. 

Ondrejka is a qualitative researcher who was able to provide confirmability to the 

research questions.   

Data Collection Procedures 

 The data collection began after the application was submitted and approval 

obtained for the study from the IRB at Creighton University.  Following the IRB 

approval, notification of the proposed study was distributed to a large metropolitan 
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community via electronic and hard copy invitation.  The request for participant 

involvement was made at that time. 

Informed consent and confidentiality continued to be maintained through the use 

of coding names.  All identifiable information is kept in a locked box until destroyed.  No 

incentives beyond supporting new knowledge was provided and noted as such in the 

consent form. All interested participants were accepted into the study and once saturation 

was achieved, the study was closed.  Clarification of the data was completed at the time 

of the initial interview and there was not a need to re-contact the participants. 

Prior to the actual interview, the selected participants were asked if they had any 

questions or concerns.  Informed consent was obtained.   Participants were also assured 

that they may request a break during the interview and may also withdraw from the study 

at any time without retribution.  Actions taken to protect confidentiality and privacy 

continue to be enforced.  Participants were reminded that the interviews were audio-

taped. 

There were no budgetary limitations for this study. The legal/ regulatory matters 

involved IRB approval from Creighton University.  The IRB requirements insured the 

presence of informed consent on the part of the participants.   

Secondary to the unique approach of phenomenological research, it was necessary 

to give consideration to the researcher’s perceptions and experiences of uncivil 

workplace behaviors.  Although one of the criticisms of qualitative studies involves 

researcher bias, Johnston, Wallis, Oprescu, and Gray (2016) question if the experience of 

the researcher should be included as one of the study participants.  These researchers 

recommend that a researcher’s experience be used as a data source in order to, “gain a 
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complete picture of the phenomenon under investigation” (p. 574).  The general literature 

agrees that bracketing is not necessary should the study lean more toward interpretive 

rather than descriptive phenomenology.  Heidegger, a student of Husserl, felt that 

phenomenology should also stress the interpretation, not just a description of the human 

experience; thus, it is not possible to bracket one’s feelings (Polit & Beck, 2006). 

Contrary to the recommendation proposed by Johnston and colleagues, Creswell 

(2013) points out the need for a researcher to bracket personal feelings and experiences 

related to the topic being studied.  Houser (2012) states that not only does bracketing 

provide constraints for bias, it also raises researcher awareness of, “potential assumptions 

and preconceived notions” (p. 426).  Given the two polar opposite schools of thought 

regarding the use of bracketing and this researcher’s personal experiences with incivility, 

the decision was made to limit bias as much as possible.   

I worked with a qualitative research expert to develop a tool that limited personal 

bias in this study.  Dr. Dennis Ondrejka interviewed this researcher concerning personal 

experiences with incivility in the workplace.  Once identified, this researcher wrote the 

biases in a journal and then placed it in a box.  Metaphorically the biases were locked 

away.  This researcher also took great pains to view the participant’s stories from a third 

person stance; as if it was a movie on a screen and not a part of personal life experiences. 

Ethical Considerations 

 Strict ethical considerations regarding confidentiality are imperative in order to 

create a safe environment for the participants.  The assurance of confidentiality and the 

process of how anonymity will be maintained are paramount to securing an appropriate 

participant group.  Confidentiality is one of the major issues in this study.  It can be 
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reasonably assumed that the participants are in some working relationship with those who 

instigate workplace incivility.   

 Secondary to the involvement of human subjects, IRB approval is mandated.  IRB 

requirements include informed consent documents, the invitation letter, interview 

process, and signed consent form.  It was important to recognize that participants may 

feel distress when reliving incivility experiences.  This distress may involve emotional, 

cognitive, or physical manifestations.    

 A fear of discovery of “telling on others” who may be the perpetrators of 

incivility was another possible limitation to obtaining direct data.  The experience of 

incivility can be shattering on a person’s personal and professional life.  It was my intent 

to take all possible measures to prevent any further distress for the participants while still 

eliciting information that could potentially contribute to future workplace culture 

changes.  Although some of the participants cried while sharing their stories, none felt the 

need to stop the interview.  Two of the participants actually commented during closure 

how “healing” the interview had been.  None of the participants needed referral to a 

mental health site.  However, the informed consent sheet did provide resources should a 

need later occur.   

Data Analysis Plan 

 A qualitative study allows for either hand coded data or the use of a software that 

automatically transcribes the interview.  A final decision was made to invest in 

MAXQDA software.  This vendor is a qualitative/ quantitative data analysis system that 

recognizes the needs for a doctoral student in addition to those who regularly conduct 
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research.  Additionally, there is opportunity for synchronization of the software data with 

manual input from my personal observations during the interviewing.  

 While qualitative software analysis is appropriate for coding studies with large 

volumes of data or participants, this study was conducted with a relatively much smaller 

amount of data and participants.  Houser (2012) states that the qualitative researcher, 

“looks at the data deliberately and in-depth to become thoroughly familiar with them, … 

the researcher becomes embedded in the data, like a detective at a crime scene, looking 

for clues that might lead to an intuitive conclusion about the data” (p. 456).  Manual 

analysis should allow a more intimate involvement with data interpretation.   However, 

Houser (2012) also supports the use of automation for efficiency of sorting, documenting 

and copying data, while reflection, analysis, and interpretation are still the role of the 

researcher.  

 Houser (2012) also explains the phases that evolve as a researcher begins 

analyzing data.  Comprehending is the first phase and involves the researcher attempting 

to make sense of the collected data.  Theme analysis is foundational to analyzing the data 

in this study.  Synthesizing the data then facilitates the researcher to put the pieces 

together.  Inductive reasoning is used in the synthesizing process.  The data forms a 

theory that provides a parsimonious explanation; an explanation that is the, “most 

focused while providing the best overview of the final conclusions” (Houser, 2012, p. 

456).    

 A process to manage and organize the information was initiated prior to the start 

of the interviews.  This included the invitation notice, informed consent and signed 

consent forms. The secure lock box was obtained as well.  The audio recording device 
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was purchased and I completed training on its use.  Although the phases are linear, I 

found there to be crossover during the data gathering process.  Once the data collection 

began, I reviewed the information for an initial interpretation of theme.  The data was 

then read and re-read multiple times with the goal of extracting all primary and secondary 

themes.  The MAXQDA software was also helpful with identifying themes.  This also 

allowed me to reflect on the meaning of the data, obtain clarity, and formulate ideas and 

thoughts of next steps.   

 The review of the data facilitated the development of a classification system.  I 

used a schematic outline provided by the software.  The schematic outline allowed the 

data to be categorized into themes of consistencies, concepts, or clusters of concepts.  

The data evolved into the development of codes and a code book.  Houser (2012) 

describes codes as, “chunks of meaning’, or pieces of data that demonstrate patterns or 

themes in the responses” (p. 458).  Houser (2012) further explains that general categories 

of codes include setting and context codes, perspective codes, subjects’ ways of thinking, 

process codes, activity codes, strategy codes, relationship codes, and social structure 

codes.  Themes are then identified out of the coded data.  

 The final qualitative report is written in first person.  The report provides 

information about the study, the findings, and how well the study findings relate to the 

topic in the lived experience.  A reflection of the “fittingness” of the results is also 

provided.     

Summary 

 Incivility in the workplace is not a new topic.  The literature is full of multi-

perspective studies that substantiate its existence and the harm it puts upon personal lives, 



Running head:  PERSPECTIVES ON WORKPLACE INCIVILITY 40 

organizations, and patient safety.  The purpose of this qualitative phenomenological study 

was to identify nursing leadership’s perspectives regarding interventions for workplace 

incivility.  The strategy of the study is constructed with qualitative rigors so as to assist 

the reader in making a decision as to the value of applying the information to other 

workplace environments.  Research methodology, addressing of potential biases, and the 

research process were all considered in the development of the study.   
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CHAPTER FOUR: FINDINGS 

Introduction 

 The significance of workplace incivility is multidimensional and affects 

organizations as well as individuals at a professional and personal level.  The purpose of 

this research was to identify understanding of the need to create interventions to support 

civility in the workplace and what those interventions would include.  Based upon this 

understanding, the research question centered on what the perspectives of nursing 

leadership are regarding interventions for workplace incivility.  The results of the 

research are presented in this chapter. 

Presentation of the Findings 

 A mixture of purposive and snowballing selection process took place to recruit 

participants.  Houser (2012) describes purposive selection “in which the researcher 

identifies criteria for the type of information most likely to illuminate the research 

question” (p.424) and snowball sampling as “useful when one cannot locate a list of 

individuals who share particular characteristics.  As participants are identified, they in 

turn are asked identify others who meet the inclusion criteria” (p.424).   It was 

determined that Registered Nurses (RNs) that had experienced exposure of either 

observed or personal encounters with workplace incivility would be included in the 

study.   All of the RNs interviewed either currently work or had worked in the acute care 

setting within a large metropolitan locality.  The original design of the study was to focus 

on only four community hospitals within one organization.  However, the participant 

study group was expanded to include RNs from other hospital settings.  This allowed for 

the possibility of cultural differences based on organizational strategies to address 
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workplace incivility.  While other health care professionals working in an acute care 

setting are often exposed to uncivil work environments, they were not included in this 

study.  Further research is necessary to establish the effect of workplace incivility on 

other specialty areas.   

 Personal interviews were conducted with ten Registered Nurses.  After a potential 

participant expressed interest, an invitation to participate was emailed and followed by a 

phone call.  Once interest in participating was confirmed, the date, time, and location was 

mutually agreed upon.  The audio recorded interviews were conducted in person in a 

location determined by the participant with most of the interviews being achieved in 

coffee shops.  The study information and consent form were reviewed and an informed, 

signed consent was obtained.  Each interview took approximately 45 – 90 minutes to 

complete. 

Participant Demographics 

 The participants enrolled in this phenomenological qualitative research (N=10) 

were all Registered Nurses who have either worked or are currently working in an acute 

care setting.  The majority were female, which is representative of the nursing workforce.  

One participant was male.  All of the participants have substantial experience in the acute 

care setting of the healthcare industry.  Subspecialty areas included critical care, 

oncology, medical, surgical, and emergency medicine.  Several of the participants also 

had experience in nursing education within the acute care setting. 

 The ages of the nurses ranged from 43 – 70.  There was equal distribution 

between the 51 – 60 and 61 – 70 age groups.  It was discovered after saturation was 

reached, that those nurses younger than 50 years of age did not participate in the study.   
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Table 1 in Appendix D illustrates the demographics of the participants. 

Method of Analysis 

 Analysis of the data was conducted using both the MAXQDA software program 

and a manual review.  The audio recordings conducted during the interviews were 

manually transcribed and then coded per software instructions.  A table was constructed 

providing a visual record of the themes and subthemes as coded by me.   

 Houser (2012) speaks to the fact that in a qualitative study, the “researcher is the 

instrument, and so reliability is directly related to his or her skill eliciting and describing 

information” (p.223).  While qualitative research does not require the same stringent 

reliability and validity of a quantitative study, there is an obligation on the part of the 

researcher to confirm trustworthiness of the study data (Houser, 2012).  This 

trustworthiness is accomplished through the use of credibility, dependability, 

confirmability, and transferability.   

Credibility 

 Credibility ensures that results are representative of the realities of the 

respondents.  Triangulation is one method to ensure credibility of the study data 

(Houser, 2012).  The credibility of the interview questions was established through a 

pilot interview of three nurses prior to initiating the actual research.  Interview questions 

were then refined to better elicit responses from respondents that addressed the research 

question.   

Dependability 

 Dependability is the stability of the information involving individuals or time 

spans and can be achieved until there is saturation of the data (Houser, 2012).  The 
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pilot interviewing also strengthened the dependability of the data.  The questions were 

reviewed and confirmed by Dr. Dennis Ondrejka, an independent qualitative researcher.  

Dependability was also verified through saturation of the data.  Saturation was attained 

by the seventh interview.   

Confirmability 

 Confirmability, or the attempt to reduce researcher bias, (Houser, 2012), was 

addressed immediately after acceptance of the research proposal.  Recognizing the 

significant potential for bias based on prior personal experiences, a bracketing process 

was used to eliminate possible bias.  This process included working with Dr. Ondrejka to 

journal personal perspectives and potential biases.  Those personal perspectives were then 

placed into a box; metaphorically symbolizing the dismissal of possible contamination of 

the participant’s interpretations of their experiences.  Acting with strong intentional 

mindfulness, participant stories were viewed as if watching a movie unfold with no 

personal, direct connection.   

Transferability 

 Transferability is the final step of achieving trustworthiness of the data of a 

qualitative study.  It involves the capability of transferring the study results to 

similar situations or subjects in other settings (Houser, 2012).  The study findings 

did reveal the capability of the data to be transferred to other settings, including 

those outside of the health care industry.  Transferability of the findings will be 

discussed at a more in depth level in Chapter Five. 
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Content Analysis 

 A process to analyze the data was initiated using both the coding software and a 

manual review.  Houser (2012) explains that the “purpose of content analysis is to 

discover and interpret the meaning in the words of respondents…” (p. 489).  Using the 

transcriptions from each of the respondent interviews, a manual content analysis review 

of the data was conducted.  All transcriptions were carefully read multiple times.  

Reading the transcriptions on multiple different occasions allowed opportunity to not 

inadvertently miss any important understanding and meanings.  It also limited omission 

of pertinent data secondary to fatigue.  As the interviews were read and re-read, the 

coding process began.  Notes were made next to the texts that included initial 

perspectives, impressions of the participant’s words, and an attempt to apply 

comprehension of the meaning of those words.  Using sticky notes and a pad of paper, 

data themes were classified and coded as well as any data that did not fall comfortably 

within the most prominent themes.  Arranging the data on paper allowed for a visual 

illustration as codes, themes, and subthemes emerged.   

 The coding software allowed for the transcription of the audio recording to be 

downloaded.  A separate folder was created for each respondent interview.  A code 

system was developed.  Categories and themes were identified and the results placed into 

the appropriate code system.  The software automatically calculated how many times the 

particular word had been observed.  A table was constructed reflecting the manual review 

of the documents.  The table provided for a clearer organization of the data.   
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Both the manual table and the table generated by the MAXQDA software program were 

compared and found to be fully aligned with one another thus demonstrating 

trustworthiness of the data.    

  The advantage of manually performing content analysis and using the qualitative 

software analysis allowed for meaning of the data to be extracted.  While the software 

was able to construct black and white data, it was not able to incorporate the field notes 

noting such things as body language, tears, and facial expressions of the participant.  The 

field notes added a depth of understanding to the meaning of the interview.   

 The coding process examined the actual verbiage of the participants as recorded 

and later transcribed.  Each interview was audio recorded in addition to my handwritten 

comments during the interviews.  The comments were used for field notation.  The data 

collection was coded according to category and theme and then analyzed.  As saturation 

of the data began to occur, specific themes emerged.  Recurrent words were then coded 

under the theme where it was identified.   

Data Results 

 From the content analysis, four themes and subthemes were identified.  They 

included: 

 1.  Characteristics of Workplace Incivility. 

  a. definitions of workplace incivility  

  b. behaviors of workplace incivility 

  c. those involved in uncivil behavior 

 2. Outcomes of incivility. 

 3.  Perceptions of support 
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 4.  Recommended positive actions and/or desired interventions 

Definitions of Workplace Incivility 

 The definitions given by participants of what constitutes workplace incivility were 

similar or the same in each interview.  While bullying, hostile, and passive/ aggressive 

are often used in the literature, other words such as gossip, nasty, demeaning, 

disrespectful, and purposeful humiliation were terms that repeatedly surfaced from those 

interviewed.  The respondents readily described the behaviors that represented these 

labels.  Respondent 04 shared, 

I felt demeaned when my manager put me down for getting my specialty  

certification.  She stated that ‘I didn’t need it and why did I waste the time’.   

I felt less than for putting all that time and money into something that didn’t  

matter to others.  I did it for me. 

Respondent 06 described her workplace incivility experience as being the target of 

vicious gossip. She reported; 

 One RN on our unit had a reputation for gossiping about other staff.  She  

would intentionally direct gossip towards specific individuals. I had a  

difficult time in my life that caused severe depression.  It was so hard to  

even get to work.  The depression caused me to withdraw from everyone.   

Normally I am very positive and outgoing.  Because of my withdrawing,  

this RN began to gossip that I must be on drugs.  She said that to everyone  

who worked there.  Eventually management made me do the drug screening.   

Of course it was negative, but it was still reported to the State Board of  

Nursing.  They made me undergo the Peer Assistance program.  I was  
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required to give random UAs and attend classes that I had to pay for.   

They kept pressuring me to confess that I was on drugs.  Until I confessed  

it, I was in denial and they couldn’t help me.  It created a tremendous 

amount of emotional, physical, and financial stress.  And it strained my 

marriage until we finally got a divorce.  Eventually the psychologist said 

to me, ‘You don’t belong here’.  By then all of the damage had been done.  

I was still talked about at work and my personal life was ruined.  I finally  

quit because I couldn’t take the harassment anymore. 

Respondent 06 also observed, “Behaviors change towards people because of one 

person’s gossip.”  No action was ever taken against this person who gossips all of the 

time.  In fact, she is still there and does the same thing to other new people who are hired.  

“Gossip becomes truth if continually spoken.”   

 Respondent 03 discussed incivility from several different angles.  The first 

perspective involved her manager.   

 My manager would always give off negative body language like that of being  

a dictator stance such as the lack of eye contact, huffing, crossed arms and a 

 talking at me rather than tome.  She would constantly brow beat me in front  

of others.  I couldn’t take it anymore and eventually left.  It was an unhealthy 

 cycle of fear. 

 Respondent 03 also spoke to her manager not fulfilling her role as a leader.   

 When there was a conflict between two employees, my manager would state  

 that she would not tolerate being unkind to one another’ and that we had to  

 work it out on our own.  ‘I am empowering you guys to work it out- I won’t  
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 get involved’.  I didn’t have the ability to stop the bullying and the manager  

 was too chicken to intervene.  She abandoned the staff instead of being a  

 leader.  

Respondent 03’s second perspective involved physician interactions.  One 

particular event happened several decades ago and yet, is still very much a part of how 

Respondent 03 views workplace incivility.  She stated; 

 It was the New Year holiday and I was assisting in surgery.  The neuro  

surgeon became angry and threw scissors at me and barely missed my 

head.  When I  reported the event, the only thing my manager wanted 

to know was if I was able to get another sterile pair for the surgeon  

right away.  I didn’t matter.  He was more important because he was a  

doctor.  

Her third perspective centered on coworker incivility.  Respondent 03 stated;  

Many nurses now feel entitled.  As an educator I am supposed to make  

sure they pass their Basic Life Support and other requirements or they  

will come at me.  It has gotten so bad that I will take extra steps to avoid  

the conflict of what will happen if I don’t meet their expectations.  If I 

didn’t pass them, they would yell at me or go to their manager saying I 

was not fair or the test wasn’t fair.  

Respondent 10 verbalized his experiences as a male nurse.  He noted;  

“So often male nurses are more highly regarded because of their gender.   

For me, it was the opposite experience.  Physicians are sometimes intimidated  

by working with another male in the nurse role.”   
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Although he has been an RN for 32 years, an experience from when he was a new 

graduate is still very vivid; 

 I was working in the Intensive Care Unit and a patient needed a pacemaker 

 placed.  At that time, pacemaker wires were placed in the heart with the  

 wires protruding externally from the chest wall.   The wires were connected 

  to a pacemaker box which was manually set to deliver a certain heart rate.   

 The physician became annoyed as he attempted to place the wires at the  

 bedside.  Sterile package after sterile package was opened and the contents 

 thrown to the floor.  The physician finally accepted and placed a set of  

 wires and connected them to a pacemaker box.  The box did not work.   

 I went to find a second box that also didn’t work.  As I left to look for a  

 third box, the physician threw the second box at me and hit me in the back.   

When I reported the incident, the manager asked, ‘So did you finally get a  

correct box? I felt so undervalued… like I didn’t matter as a person.  I could  

be replaced. 

Respondent 10 describes how he felt when driving to work each night; 

 I had this feeling of dread and would keep saying to myself over  

 and over, I don’t want to do this!  I had nausea, diarrhea, and stomach  

 cramping from the stress of just thinking about going into a place  

 where there was so much negative and I didn’t feel safe giving patient  

 care.  I thought about leaving nursing. 

Respondent 02 expressed she felt fear when a leader threatens an employee and the 

employee feels that there is no recourse; 
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 My manager told me she was going to bring in an employee because   

 he is always late.  She wanted me to address it in front of everyone  

 in a staff meeting.  I refused.  She told me that if I didn’t, ‘Then I am  

going to make sure you don’t stay in your role as an Assistant Nurse  

 Manager’.  I didn’t do it. 

Respondent 02 shared another situation; 

 I had also been working on a project for our department for over a year.  

It was to be published.  She took it and changed the title and submitted it   

 as her work. My project was then null and void and I didn’t meet the job 

 requirements for that year.  I ended up leaving so she won. 

Respondent 02 also spoke about an incident that resulted in a serious breach of 

professional practice; 

 One of the advanced practice practitioners was prescribing opioid  

 medication for herself.  I told senior leadership about it as I was afraid  

 for patient safety.  To my knowledge, no one ever did anything about it.   

 In the end, I was never again accepted for transfer to another department 

 within the organization.  I think someone put something in my file.  I no  

 longer work there. 

Respondent 01 has worked as both an RN and Licensed Practical Nurse (LPN) for 28 

years.  She witnessed the negative outcomes of workplace incivility and accepted a 

director position with the goal of changing such an environment.  Respondent 01 spoke 

of how she managed a new RN graduate program.   

 The very first class I was responsible for had quite a few new graduates 
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 in the surgery department.  Some of the new graduates were experiencing 

 belittling, inappropriate physical touch, screaming, isolation, and verbal  

 abuse from department RNs.  I stepped in to advocate for the new graduates  

 by reporting it to senior leadership.  When the director of the department  

 didn’t respond, I went to senior leadership.  However, they were friends  

 with one another so no one would support me. 

 Respondent 01 explained that senior leadership and the department directors were 

friends outside the work environment.  “I felt like no one would listen because the new 

graduates didn’t matter.  I was hitting a wall.”  Both she and the new RN graduates 

resigned within months of one another. 

 Table 2 in Appendix E represents the definitions that were stated by five or more 

participants.  Other words describing incivility included abusive, unhealthy, 

discouraging, uncooperative, leadership “friends” that caused division within the 

department, sad, backstabbing, embarrassment of others, belittling, arrogant, taking credit 

for other’s work, verbal abuse, harassment, instilling fear, isolation, and an environment 

that promotes turnover. 

Behaviors of Workplace Incivility 

 In addition to providing these word descriptions of workplace incivility, 

participants were able to identify what behaviors facilitate such an environment.  Some of 

the behaviors cross-over and share or have multiple definitions.   They encompassed 

diverse events including sabotage, physical violence, betrayal of trust, and compromise of 

patient care and safety.  While respondent perspectives describe what they identify as 
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uncivil behaviors, there also seems to be some misunderstanding that not all behaviors 

exhibited are uncivil, but rather they may be illegal or unethical.     

 Sabotage was one word that several Respondents used.  Respondent 06 related her 

first experience with this behavior when she was a new graduate; 

 I was a new graduate and very excited and very positive.  I wanted to be  

 the best nurse!  My preceptor was cold to me most of the time and often 

 declined to help me.  Sometimes it would even affect patient care.  One  

 night I had a patient who was incontinent of stool all over the bed.  He was 

 in strict isolation and so I requested help to clean him up as he was very frail  

 and unable to do much on his own.  She was charting at the nurses’ station 

 and refused to help me.  By the time  I finished cleaning him and remaking  

 the bed, I was covered with this infectious stool.  She didn’t care.  A long  

 time later, after I wasn’t a new grad anymore, she admitted that she had  

 been jealous of my positive energy and that’s why she hadn’t helped me. 

 Respondent 01 also expressed negative experiences as a new graduate; 

 I was a new graduate so the charge nurse felt she could always assign me  

 the patients who were really difficult or who no one else wanted to care for.  

 I remember one RN saying to me, ‘Well- this patient is allergic to dogs and 

 I have a dog, so you have to take care of him’.  I experienced this type of  

 behavior as a new grad and whenever I would start in a new organization. 

 Respondent 03 stated, “Incivility happens on every front.  Every person you have 

contact with as a nurse, there is that potential that is always there.” 

 Respondent 04 described witnessing of incivility to a new graduate; 
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  I watched this new grad try to keep pace with a busy Emergency  

 Department.  Her preceptor would hound her and intentionally make 

 her feel inadequate.  She also complained to co-workers about the new  

 grad where the new grad could hear her.  She was an experienced preceptor  

 too.  I eventually requested that I be this new grad’s preceptor.  She ended  

 up being a really good nurse; just needed some extra attention. 

 Respondent 05 discussed how behaviors changed when relationships changed; 

I worked for this leader and she was very good to me; very protective.   

When I moved up and became her peer, she changed.  She became rude 

in meetings and would confront me with everything in front of others.  I 

suddenly wasn’t ok and wasn’t able to use her as a resource in my new role. 

It was a very difficult time and caused confusion for me.  I had heard that she  

was that way with others, but now I was experiencing it. 

Table 3 in Appendix F summarizes uncivil behaviors either experienced or witnessed by 

the respondents. 

Those Involved in Uncivil Behavior 

 There is no discriminatory designation for those who are involved in perpetuating 

uncivil behavior.  Such behavior is exhibited peer to peer, leader to peer, peer to leader, 

and RN to other non-RN healthcare workers.  A common descriptor used to identify a 

group of offenders displaying uncivil behaviors was “pack mentality”.  Nine out of ten 

respondents spoke about how a certain group of nurses would “pick” on one person.  The 

prior example of Respondent 06, who was a victim of vicious gossip, illustrates this 

observation.  The RN was experiencing a difficult period in her personal life.  As a result, 
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she was sleep deprived and overwhelmed.  Her physician had prescribed an 

antidepressant medication.  The combination of the medication and manifestation of the 

depression caused her to withdraw from others.  The charge RN noted her change in 

behavior and continually asserted to other staff that she must be on drugs.  Respondent 

06‘s experience demonstrates how far reaching the fall-out of incivility can extend.   

 While Respondent 06’s experience was an example of RN to RN interaction, 

Respondent 02 gave an example that involved physician to RN interaction.  “There is a 

perception of physicians not taking RN assessments/ interventions in patient care 

seriously.  I am not sure why they don’t, but I have seen times when patient care or safety 

was affected because of it.”  This same concern was expressed by eight of the ten 

respondents.  The common thread in their statements focused on the fear of the RNs to 

call and report concerns.  Physicians were known to react so negatively that the RNs 

would delay calling them out of fear of the uncivil behavior they expected to follow such 

a call.   

 Respondent 02 shared examples of the verbal abuse she experienced by 

physicians when they became impatient with conditions related to regulatory or 

organizational requirements.  

I worked in the pre-operative area and everyday was a struggle to complete 

required paperwork on each patient before initiating admitting processes 

for the next patient in a pre-operative setting.  The process steps were  

designed to protect patients from errors.  However, if patient’s preparation  

was delayed, surgeons would begin to yell, slam charts down on the counter,  

and demand that their patient be sent immediately to the operating room. 
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 Respondent 08 also worked in the pre-operative department and described an 

uncivil interaction with a surgeon.   

The surgeon had not completed his required history and physical and the  

consent form was not yet signed.  The anesthesiologist notified the 

surgeon that premedication could not be given until the consent was  

signed.  The surgeon lost control and began to lash out at the anesthesiologist.   

He slammed the chart down so hard that other patients in the area were 

frightened.  I took him out in the hallway to calm him down.  He later  

apologized to the patient and offered to reschedule the surgery for a  

different day.  He never spoke to the anesthesiologist.  She just sort-of  

shrunk away during his fit. 

 Respondent 05 discussed a personal uncivil behavior experienced with senior 

leadership; 

 At that time, the budget was very strict.  All managers were required to  

 report their productivity at a weekly meeting and how they would address  

 any overtime issues.  In one meeting the CEO pointed me out and began  

 to curse at me.  He publicly demeaned me in front of all of the other  

 managers and senior leadership.  No one, including my director, supported 

 me.  The Chief Nursing Officer was out on a medical leave and I had no  

 one to help me.  I left the organization. 

RNs are not always the recipients of uncivil behaviors.  Respondent 01 stated, “I have 

seen charge nurses devastate new interns for no reason.”  Respondent 08 also noted, 
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“Back in the beginning, doctors would yell at nurses and throw stuff at us.  And nurses 

would bully the new interns.”   

Outcomes of Incivility 

 The outcomes of uncivil behavior have both organizational as well as personal 

implications.  Many times this effect cannot be separated.  The negative impact of 

turnover/ resignation can hold devastating consequences for both the employer and the 

employee.  One of the most devastating outcome examples is that of a dread to go to 

work.  This feeling of dread affects tardiness, sick call-ins, illnesses, and level of staff 

engagement.  It also had a personal impact affecting self-confidence in providing nursing 

care.  

 Respondent 09 described how this dread of going to work played into what days 

she would call in as ill.   

 I would look at the schedule to see who was working and call in if I had  

 to work nights with certain nurses.  One RN I worked with was particularly  

 awful and would cause me to be so nervous that I wasn’t on my game.  After 

 two years she  realized that I knew what I was doing so she left me alone  

 and began to pick on another new nurse. 

 Respondent 08 noted, “I would be late to work or not come at all in order to 

avoid physician rounds.  It was at the beginning of my career.  Doctors would throw 

charts and call nurses names.  It was so stressful for me.”   

 Another common experience among the respondents was the outcome of incivility 

of coworkers.  All of the respondents agreed that they had witnessed a coworker be the 

recipient of uncivil behavior by another coworker, a physician, or a manager.  Eight of 



Running head:  PERSPECTIVES ON WORKPLACE INCIVILITY 58 

the ten respondents reported that a coworker became ill, took a leave of absence, or 

terminated their employment.  In rare circumstances, the RN left the nursing profession.   

 Respondent 01 shared, “A physician harassed my manager so much that she 

ended up taking a leave of absence secondary to the stress.  When she returned, she left 

for a new job.  Eventually all of the original crew left to work somewhere else.”   

Respondent 02 also shared her experience with a co-worker; 

 A staff RN I worked with had a mental health breakdown secondary to  

incivility on our unit.  She was fired.  Her depression turned into suicidal  

thoughts and she was admitted to the hospital.  She was a single mom who  

worked nights, long hours, had little kids and got beat up at work. 

Respondent 05 discussed a personal observation of incivility from one senior 

leader to another.  

  The Chief Nursing Officer (CNO) reported to the Chief Medical Officer 

(CMO).  He was ‘old-school’ and did not support her.  A serious personal  

event occurred to the CNO and she took a leave of absence.  She returned  

six months later questioning why she was there.  Shortly after that she left  

the organization. 

 One serious outcome of incivility involved patient care and safety.  Respondent 

02 noted that there were increased “falls, family member complaints, medications not 

given on time, and patients feeling neglected” secondary to uncivil workplace 

environments.  Most of these patient care issues resulted from what Respondent 02 

described as “intentional omission of reporting of patient condition.”  Nurses refused to 

work together in a cohesive manner.  She spoke about omission of information as a way 
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of personally “sabotaging” her; “If I wasn’t given all of the information, then they could 

come back later and either yell at me for missing something, or make comments about 

how I had missed something important in my patient care.” 

 Respondent 04 mentioned a patient who was septic and care was delayed 

secondary to personal conflict between team members; 

 I had completed the protocol process for assessing the patient for sepsis  

 while his assigned nurse finished with another patient.  When she came  

 into the room, she wouldn’t accept that everything had been done and 

  proceeded to redo it while telling the patient’s family that she wanted to  

 make sure it was done right. She was trying to make me look bad while she 

 seemed to be the expert.  The patient was septic.  Because of her throwing  

 me under the bus, there was a long delay in beginning the antibiotics.  He  

 ended up in ICU.  This could have been worse because of her actions. 

 Respondent 07 discussed an event that had potential life-threatening 

consequences for the patient; 

 The patient passed out and hit his head in the room.  The patient’s nurse  

was not available at the moment so the unlicensed assistant requested help 

from another nurse.  Because the patient was not her patient, she refused to  

go in and check on him.  Care was delayed until the unlicensed assistant  

could find someone who would assess him. 

 Table 4 in Appendix G summarizes the negative impact of the outcomes of 

incivility as described by five or more participants.  Other results included lack of 



Running head:  PERSPECTIVES ON WORKPLACE INCIVILITY 60 

engagement at work, leave of absences secondary to the stress of incivility, fear, 

frustration, frequent call-ins, and a negative financial impact. 

Perceptions of Support  

 Senior leadership support to stop or decrease uncivil behaviors in the workplace is 

crucial.  However, nine out of ten respondents indicated that there had been no support 

from either direct leadership or senior leadership.  Respondent 02 stated that, “If it 

[physician] made money, it [incivility] was ignored.  The physicians were allowed to bully 

because they brought in the money.”   

 Respondent 03 did state; 

 The unit manager has made some attempts at teambuilding exercises, but  

 they were fluffy.  They did not accomplish the intended results.  I’m  

 not sure that she really knows what to do.  Leadership in the organization  

 also developed a wellness program, but not necessarily in response to incivility. 

 Respondent 04 noted that; 

 The unit manager was so difficult that she was eventually fired.  We did  

 not feel that the manager’s termination was secondary to our concerns.   

 We questioned if the termination was more because our manager was not  

 meeting senior leadership’s expectations with budget requirements. 

This RN felt that whether true or not, the understanding by the staff was that leadership 

did not value their concerns, but acted upon issues relevant to management’s 

expectations. 
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 An unexpected perspective was offered by Respondent 02.  She had witnessed 

incivility in documentation of another RN that management wanted to terminate.  She 

noted; 

 Management used documentation of this RN to try and fire her.  They  

didn’t like her and she was insecure in her nursing.  Rather than working 

 on a corrective action plan with the RN, I watched as false documentation  

was created and they fired her.  I think that with some help, she could have  

been a great nurse.  Although stating that such behavior was unethical, 

Respondent 02 felt that, “Leadership will use any opportunity to terminate rather 

than provide supportive measures needed to retain staff through education or  

coaching.” 

 Respondent 03 noted; 

 Sometimes a manager may seem supportive, but the words used are  

not sincere. They are a form of manipulation that allows the manager  

to not have to get involved.  Whenever there is conflict between two  

employees, the manager will that she wants the employees to work it  

out.  However, when the two employees cannot independently resolve  

the conflict, the manager won’t intervene. 

Respondent 03 saw this action as a “cop out” on her role as a manager.   

 Respondent 05 discussed how she had a personal situation where her child was 

suicidal; 

 I submitted the paperwork for an FMLA and was told by the manager  

that I shouldn’t/ couldn’t take it.  I appealed and the HR lawyer supported  
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the manager.  I quit my job as I couldn’t leave my child at home alone.   

Recommended Positive Actions and/or Desired Interventions 

 During the interviews, the respondents were not only able to describe many 

aspects of incivility, but what they felt were interventions that could be implemented to 

limit or stop incivility.  A common idea of desired interventions was that of recognition 

and intolerance of incivility by an organization.   Respondents expressed a desire to have 

medication or patient care events viewed as a learning opportunity as opposed to punitive 

action.  It was also noted that the idea of coaching interventions rather than punitive 

actions would create a friendlier environment where learning could occur.  Such an 

environment would allow for reporting errors or situations where errors were missed, but 

could have occurred.    

 Advocacy was an important aspect of the desired interventions.  Respondent 01 

stated that, “It would be so nice to have the CNO accompany me to difficult meetings or 

conversations with other high-level leadership.  I wish she would advocate for me and 

what I am trying to do.”   Respondent 02 also stated, “If they, [leadership] would 

advocate for me, then I could focus on patients.”  Respondent 05 felt that, “Leadership 

should make an intentional effort to check-in with staff to see how things are going”.   

 Education/ Training were also two second important aspects of the desired 

interventions.  Respondent 10 echoed several of the other Respondents when he stated, 

“There needs to be more awareness of incivility and the fact that it is a problem.  People 

need to know that it is not ok for this type of behavior to happen.”   Respondent 01 stated 

that, “There needs to be more training for staff on how to handle this and how to set 

boundaries to stop the bully”.  Respondent 09 stated, “There needs to be more awareness 
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of this and training around it.  The training should help to build a ‘team culture.”  

Respondent 07 echoed this thought, “We need to bring people together and find out what 

the root cause is and help one another to change.”  Respondent 08 felt that, “We should 

develop collaborative committees who will brainstorm ideas for change.  Maybe have 

early reporting of behaviors and commitment between nursing peers to address and stop 

this behavior.”  Respondent 06 also felt that bringing people together and discovering the 

root cause would be helpful.  She suggested, “We need to have more accountability of 

each other and those who act this way.  We should create a ‘Speak Up’ culture rather 

than being complacent.”   

 Table 5 in Appendix H presents the ideas the participants shared.  Only those 

interventions that were noted five or more times are listed.  Other interventions included 

having the Chief Nursing Officer attend difficult meetings, requiring follow-up with staff 

after an event has been reported, peer to peer reporting councils, and 1:1 frequent 

conversation with direct reports.   

Analysis and Synthesis of Findings 

 The findings of this qualitative study confirm the presence of incivility in the 

workplace.  It also supports the thought that although there are many perspectives of what 

defines uncivil behaviors, the definitions and examples are closely related to one another.  

There was also a common theme of the devastating personal and professional effect on 

the lives of those who have either experienced or witnessed this type of behavior.  The 

negative consequences can impact patient care and safety as well as organizational 

wellbeing.   
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 Tables 2 through 4 in the appendix provide an illustration of the words and 

behaviors that participants used to describe incivility and related outcomes of such 

behaviors.  Nasty, accusatory, disrespectful, yelling, screaming, gossip, and purposeful 

humiliation were word definitions that the majority of the participants referenced.  

Behaviors were described as negative body language, ignoring, passive/ aggressiveness, 

hostile, unsafe, betrayal of trust issues, and throwing objects.  All participants agreed that 

behaviors that were repetitive towards a particular staff member confirmed incivility 

versus someone just having a negative moment during a bad day.   

  All participants spoke to one of the outcomes of workplace incivility as eroding 

their self-confidence, resulting in questioning of personal competency for providing 

nursing care.  Most would eventually leave their current position in search of a healthier 

environment.  Table 4 represents the negative impact some of the participants 

experienced.  Their words describe the effect on their families, marriages, and physical 

and emotional health.  One of the participants spoke to how workplace incivility was, 

“crippling to my spirit”.   

 While the negative effect of incivility can have a ripple effect that touches many 

lives, it is also significant to note that the respondents were optimistic in their ability to 

offer ideas that would change this culture and create favorable outcomes.   Table five 

reflects their personal feelings about interventions that would support a cultural change 

away from incivility.  Communication is a common thread.  The participants spoke of 

being open to communication, collegiality that fosters communication among the 

different disciplines, and communication that facilitates a “Speak Up” culture.  A second 

important intervention is that of education.  Education creating awareness, education of 
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interventions and skills to manage uncivil behaviors, and education of how to hold staff 

accountable were all noted as being instrumental in addressing and managing workplace 

incivility. 

 In summary, the findings emphasize that 

 1.  Workplace incivility does exist.    

 2.  Registered Nurses can describe incivility with concrete words and provide 

     examples of incivility. 

 3.  The outcomes of incivility can be devastating for staff, patients, and   

      organizations. 

 4.  Registered Nurses are able to offer ideas and perspectives as to how best to  

      change this culture. 

 5.  All respondents agreed that there is a need to change culture and a desire to be  

      a part of that change. 

Summary 

 This qualitative study focused on workplace incivility and identifying the 

perspectives of Registered Nurses as to what behaviors indicate such situations, what 

support is/ has been available, and what initiatives need to be implemented to stop or 

lessen this type of work environment.  The findings suggest that not only are RNs aware 

of workplace incivility, but are enthusiastic about discovering ways to intervene and 

change the current culture.  The responses of the participants allowed for a foundation on 

which to build an educational intervention that nurses (and perhaps non-healthcare 

industries) might be able to utilize to address workplace incivility.  This proposed 

solution will be presented in Chapter Five. 
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FIVE: CONCLUSIONS AND RECOMMENDATIONS 

Introduction 

 There is a broad range of comprehensive workplace incivility research in the 

literature.  Among the findings is consistent agreement that the behaviors that constitute 

incivility have a significant adverse effect on the personal and professional lives of those 

persons who are targeted, patient safety and care, and individual organization culture.  

The identified gap in this study is how to support individuals to address the issue of 

incivility in a manner that is both professional and effective.   

 This qualitative study focused on Registered Nurses who have either experienced 

or witnessed incivility in the workplace.  These uncivil experiences exposed the personal 

negative impact suffered by the targeted individual and the resulting consequences of 

such upon the provision of patient care and organizational culture.  Additionally, the 

study was able to identify specific measures important to these nurses that could be 

developed and implemented to stop or limit incivility in the workplace.   In keeping with 

the aim of this study, the proposed interventions provide a foundation for the 

development of an educational resource.  This resource will support nurses, and possibly 

others outside of the health care industry, to manage uncivil behaviors in the workplace. 

This chapter will present a proposed solution, implications for implementation, and final 

conclusions. 

Purpose of the Study 

The purpose of this phenomenological study was two-fold.  The first objective 

was to investigate the perspectives of Registered Nurses in recognizing behaviors 

attributed to incivility in the workplace.  The second was to explore nurses’ insights on 
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interventions they believe would support civility in the workplace and what those 

interventions might include.  Registered Nurses were asked to share their personal 

experience with incivility; their understanding of the impact uncivil workplace behaviors 

have on personal and professional lives, and the types of interventions they feel support 

civility in the workplace.  These nurses bring years of experience that give a global 

picture of the workplace culture within the healthcare industry.  This understanding, 

coupled with their ideas, offers excellent themes for the development of interventions 

providing intervention or prevention of uncivil work environment behaviors.  A common 

theme in all of the interviews was the need to bring about awareness of this topic and 

how to manage it. 

The purpose of this qualitative phenomenological dissertation in practice study 

was to discover the perspectives of Registered Nurses regarding interventions for 

workplace civility. 

Aim of the Study 

The aim of this study was to gain the perspectives of Registered Nurses on how 

best to manage incivility in the workplace.  The findings are foundational to designing an 

evidence-based education resource that will have the capability to support prevention or 

limitation of workplace incivility.  

Proposed Solution 
 

The proposed solution to support RNs with managing incivility in the workplace 

is the development of a multi-tiered intervention.  The foundation of the intervention is to 

create awareness of this workplace incivility and an understanding that it is not 

appropriate or healthy to allow incivility to become ingrained as a cultural norm in the 
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workplace.  For the intervention to be successful, it is imperative to weave understanding 

and acknowledgement of the value of human life and dignity with the awareness of the 

significant negative impact of incivility.  Nursing is a profession tightly interwoven with 

the concepts of caring and should function as such within the profession as well as to 

those he/she serves.  Incivility devalues both dignity and human value at an incredibly 

toxic level.   

 Educational interventions will be developed that are inclusive of individual as 

well as group/ organization interactions.  The individual intervention includes a didactic 

self-assessment, self-learning and reflection guide.  Group/ organization interaction 

activities will consist of self-reflection, coaching, the design of an interactive game with 

applicable learning scenarios/ situations, and perhaps live simulation scenarios.  Figure 2. 

proposes how the variances of the intervention might look. 

Figure 2:  Proposed Outline of the Education Intervention 
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Support for the Solution 
 
 Review of the current literature confirms the existence and pervasiveness of 

workplace incivility.  However, a gap of how to manage such behaviors continues to 

exist.  This qualitative study revealed the perspectives of RNs regarding their exposure 

and experience with uncivil behavior.  The study also gave account to what interventions 

RNs felt would personally support them in limiting or preventing such uncivil behaviors.  

The perspectives were drawn from RNs working at the staff, manager, and director 

levels.   

 All study participants agreed that workplace incivility occurs at the follower to 

leader, leader to follower, and peer to peer levels. The design of the proposed solution 

allows for individual as well as group and/or organizational education.  This education 

will provide the learner with the ability to identify and respond to workplace incivility.  

Workplace Incivility Intervention Model

Individual
-Didactic resources
-Self-Reflection and 
personal application

Group/Organization
-Didactic
-Group Scenarios
-Self-Reflection
-Coaching

Awareness
What is it?

-Impact of incivility
-Demeans value and   
dignity of human life
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Individuals who want to learn how to manage incivility are able to do so through self-

assessment, self-learning, and reflecting activities.  Self-learning could be used as one 

intervention to facilitate a learning opportunity for those who are not able to join in group 

activities or would prefer to learn at their own pace.  Reflection has been utilized within 

academia as one method to assist with the reinforcement of learning content.  The group/ 

organization interaction activities will provide the interventions needed to educate and 

support employers in preventing or limiting incivility. Interactive activities allow for role-

playing and other “real-life” situations (Theall, M., Bruff, D., Gross, A., 2017).  This 

method of learning can assist with creating value and making the scenarios more 

applicable to the workplace situation (Pappas, 2013).  Facilitation of an organization to 

sponsor such activities could be seen by employees as support for a no tolerance position 

of uncivil workplace environments.    

 All education interventions have to be developed with an understanding of adult 

learning principles.  Education interventions must be relevant and useful while 

maximizing the learning experience.  Application of the didactic portion assists in 

providing personal value to the learning.  Learning becomes more interesting and 

pertinent when there is value and ability to apply it to personal situations (Theall, M., 

Bruff, D., Gross, A., 2017). 

 Interview data provided multiple levels of support for the creation of interventions 

to manage workplace incivility.  Respondent 10 stated, “I had diarrhea, stomach cramps, 

and sleep disturbances the entire time I worked there”.  He admitted that he was not 

aware of any action that could make the situation better.  Indeed, he many times felt that 

he should leave the profession. Respondent 03 noted that during her employment she 
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developed hypertension and was placed on medication.  She voluntarily terminated her 

employment earlier than originally planned secondary to the stress.  Since her departure, 

she no longer has hypertension and has been taken off the medications.  The effect of 

workplace incivility carried over into her personal relationships as well as strained her 

marriage.  This was in addition to the effect of the experience on her professional life.  A 

common theme identified in the study was the lack of tolerance for human frailties. 

Should a nurse cause an error or present with a perceived physical or emotional 

weakness, he or she becomes fair game as a target of workplace incivility behaviors. 

 Feedback received from the respondent interviews supported that interventions 

extend to non-nursing industries as well.  Respondents recommended that the 

interventions be designed to include the staff of public school systems, older children as a 

means to addressing bullying, and other healthcare specialty areas.  Secondary to the 

nursing community awareness of this study, there were multiple requests from RNs to 

take part in the interviews.  A request was also made to present ideas on how to manage 

workplace incivility at the Kaiser Permanente Fall Nursing Conference in November, 

2017.  Respondent 02 mentioned that she is currently obtaining her Masters of Science in 

Nursing (MSN) so she can teach, but was giving serious consideration to dropping the 

program.  Her rationale was that she did not want to help others come into the “negative 

world of nursing” (Respondent 02).  After the interview, she learned of the planned 

creation of interventions that addresses workplace incivility and became very excited.  

She decided to continue her MSN journey and will be using the concepts and 

interventions to empower her students.  She suggested that perhaps these interventions 
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should be introduced to nursing schools as a part of foundational curriculum prior to 

beginning student clinical rotations (Respondent 02).          

Factors and Stakeholders Related to the Solution 

 Stakeholders will vary dependent upon the setting of where the incivility 

educational interventions are implemented.  Stakeholders will include individuals, 

groups, and entire organizations.  While staff is often considered the student group of a 

focused education topic, leadership is also encouraged to engage in the learning these 

interventions provide.  The advantage of this type of intervention is that it can be utilized 

in multiple settings.  The individual intervention will be designed for personal, 

individualized learning, while the group/organization version is for a larger group 

interaction.   

Potential Barriers and Obstacles to Proposed Solution 

 Individual use of the interventions will be determined by personal motivation and 

cost.  The goal is to create cost-effective interventions that are user friendly.  This will 

allow an individual the ability to conveniently assess their current knowledge and 

understanding of incivility. It will also assist them to better recognize their emotional 

responses to incivility and how to manage those personal responses to counteract 

incivility. 

 Use of the interventions within a group/organization setting will require 

leadership and educators to have some recognition of the existence of the issue of 

workplace incivility.  Budgetary constraints and time could create barriers for providing 

time and salary expenses to facilitate the learning program.  Creating the program to 
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maximize the learning experience while containing costs will decrease resistance and 

barriers to implementing it.  

Financial/Budget Issues Related to Proposed Solution 

 As previously noted, costs of the interventions may create constraints on its use.  

It will be imperative to develop the interventions to be as cost-effective as possible.  This 

includes the costs of the actual intervention, staff time to participate, and salary expenses 

for those who facilitate the learning activities.  The financial impact could vary among 

organizations dependent upon how much time is invested into the class.  The format or 

structure of a class could also decrease paid classroom time.  An example might be the 

use of a flipped classroom concept that would require students to prepare outside of the 

classroom.  Preparation is initiated by the student without the need for the costs of a 

facilitator/ instructor.  Classroom time is then maximized for hands-on application of the 

concepts.  Another option may be the utilization of the organization’s Learning 

Management System for delivery of the content.  Preliminary investment of time and 

monetary resources would involve development of the content and its presentation 

format.  However, the learning intervention could then be utilized multiple times. 

Legal Issues Related to Proposed Solution  

 Possible legal ramifications may occur secondary to increased awareness of the 

behaviors that constitute incivility within the workplace.  There is the possibility that 

once the topic is presented, awareness takes place, and there is staff and leadership 

support to stop incivility, the number of concerns/ complaints to the Human Resources 

Department (HR) may increase.  However, providing solutions on how to address the 

issues in a professional manner may empower staff to act in a fashion that limits or stops 
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uncivil behaviors without leadership/ HR interventions.  There is a chance as well that 

litigation/ harassment and perhaps even turnover may actually decrease as the 

organizational culture no longer tolerates incivility. A collective ability among staff to 

understand and demonstrate a skill set that holds others accountable could potentially 

strengthen staff camaraderie and team work.  This type of environment would support 

less tolerance for workplace incivility.       

Other Issues or Stakeholders Related to Proposed Solution 

 Organizations that have allowed incivility to become a cultural norm may be wary 

of any change that could affect existing practice.  The introduction of interventions that 

creates change to such longstanding, permitted behavior may create some resistance from 

leadership and other individuals ingrained in uncivil behaviors.  An organization should 

constantly review how it relates to and supports those who provide the services 

foundational to the mission. That said, it will be vital to be mindful of an organization’s 

current culture when introducing these interventions.  It is crucial to show sensitivity to 

the organization while providing understanding of the value and importance of change 

and interventions that can support that change.  Presenting the intervention as one means 

of affecting positive change in areas of employee engagement, decreased turnover, 

illness, and increased patient experiences and safety may offer value that would interest 

organizational buy-in in considering utilization of the interventions.  

Change Theory  

 Change theory and implementation is a science that requires participation and 

buy-in from those affected by it.  In the case of workplace incivility, all levels of staff and 

leadership are involved in the change initiatives as well as influencing outcomes.  All ten 
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of the Respondents agreed that change needs to occur, but were uncertain of how to 

facilitate new behaviors.   

 The design of the proposed education tool is to be an interventional change 

model.  Interventional change models are created to present a framework and structure 

that guides the intended change to occur (Thompson, A., Peteraf, M., Gamble, J. & 

Strickland, A., (2014).  Although most change is difficult and can disrupt the status quo 

of an organization, limiting or stopping workplace incivility is essential to promoting the 

wellbeing of an organization and its employees.  The proposed interventions would 

include: 

1. Provision of awareness of what workplace incivility is and its effect upon           

employees, patient care and safety, and organizational culture with 

interventions to counteract uncivil behaviors. 

 2.  Creation of interventions that is tailored to individuals and organizations. 

 3.  An intervention that is cost effective and uses minimal resources. 

 4.  An intervention that interweaves the value and dignity of human life within the   

                 content. 

5.  An intervention that effectively translates to other healthcare specialties, non-     

     healthcare industries, adults and young adults. 

 Additionally, the interventions are flexible so as to be adaptable to a variety of 

settings.  The concepts and course content is applicable to all workplace settings 

including those outside of the healthcare industry.  The interventions will need only slight 

modification to meet the request to provide it to young adults as a means of preventing/ 

limiting acts of bullying in the academic setting.  Teachers and students will be able to 
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utilize these concepts to collaborate together and create actions that will enhance the 

academic environment that facilitate freedom for increased learning.  Introducing the 

concepts of the interventions to first year nursing student curriculum may provide those 

students with the ability to manage incivility during their clinical rotations.  More 

research is needed, but one can surmise that the skill set acquired while a student may 

facilitate a much smoother transition from academia to practice upon reaching a new 

graduate RN status.   

Implementation of the Proposed Solution 

 Implementation of the interventions will be completed at several different levels.  

Although the original thought was that these interventions would be built to meet group/ 

organizational needs, the research has confirmed that it would be useful in multiple 

settings.  Implementation for the individual intervention would include marketing of the 

interventions once the individual design is completed.  Introduction of the interventions 

for group/organizational levels would also include marketing interventions.   Marketing 

strategies would focus on illustrating the value of the program and the potential positive 

effect on the most basic of organizational issues; employment turnover, lack of 

engagement, positive consumer (patient) outcomes, and decreased costs associated with 

illness and employee discontent.   

Factors and Stakeholders Related to the Implementation of the Solution 

 The two stakeholders directly involved with implementation of these 

interventions are interested individuals and group/organizational leaders.  Individual 

stakeholders independently are motivated to learn and increase their skill set to manage 

incivility in their workplace setting.  The negative impact of workplace incivility and a 
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desire to manage those actions is imperative to gaining group/ organizational leadership 

interest and support of utilizing the interventions.  These leaders make the decisions 

regarding time and financial resources available for supporting a program focused on 

limiting/ preventing workplace incivility behaviors.  

 Leader’s Role in Implementing Proposed Solution 

 Individuals interested in augmenting their personal skills and reducing the 

harmful impact personal and professional incivility has on their psyche will be motivated 

to independently invest time and resources into completing the interventions.  Leadership 

influence would not be required in cases of staff self-motivation.  This level of 

commitment is on an individual level. 

 Organizational leaders will be required to make a decision as to what parts of the 

interventions they would like to offer to employees.  This may be based on how much 

value they perceive versus investment of time and financial resources.  It is critical to 

clearly illustrate the value of using this education to offset the hidden costs of employee 

illness, lack of engagement, and turnover.  The interventions will be built at a tiered level 

so the group/organization may provide the didactic portion with follow-up facilitation of 

group scenarios and role-playing or potentially other forms of simulation.  Resources for 

self-reflection may be offered once the initial content is presented.  The organization may 

also offer coaching and self-reflection techniques to certain levels of leadership as an 

approach to support the previous learning.    

 Another aspect to consider at the organizational level is leadership styles.  

Leadership styles set a foundation for the type of role-modeling and interaction of a 

leader.  Secondary to the vast diversity of roles and competency levels in the nursing 
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workforce, it is essential to interconnect the various styles of leadership to meet these 

differences.  Strictly adhering to the tenets of one type of leadership style would most 

likely not meet the multi-varied needs of such a diverse group.  Those who are less 

skilled and/or new to the nursing profession may require a much different type of 

leadership guidance than those who are seasoned and comfortable in their abilities.   

Three Styles of Leadership 

 Although there are many types of leadership styles reviewed in the literature, for 

purposes of this study, three, well-recognized styles of leadership are examined.  

Transactional and toxic leadership styles are common in the healthcare setting.  The tenants 

of transformational leadership are not expressed as often in this industry, but incorporation 

of this style might be a definitive factor in changing workplace incivility.  Defining and 

understanding the qualities of each sets a foundation for the development of an educational 

interventions.  Understanding leadership styles enables interventions to be developed that 

will provide value to the perspective of each.  It is important to understand that in the 

nursing profession, a leader may embrace parts of each type of leadership style in order to 

meet the needs of the employees or create positive change. 

 Transactional leadership. This type of leadership, also defined as managerial 

leadership, utilizes the skills of subordinates to obtain benefits for both the leader and 

employees. Rewards and punishments are the motivating factors that incentivize employee 

compliance. Northouse, (2008) states that “Transactional leaders exchange things of value 

with subordinates to advance their own as well as their subordinate’s agenda” (p. 178).  

This person leads by influence. 
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 Transformational leadership. This style of leadership collaborates with 

followers to develop a vision based on a need for change.  Leaders who operate using this 

leadership style are focused on followers and their professional development.  The 

motivation is to facilitate employees to reach their fullest potential.  Inspiration versus 

influence guides this type of leadership behavior (Haslam, Reicher, & Platow, 2011). 

 Toxic leadership. Kets de Vries (2003) writes that, “This type of leader is 

exploitative, callous, and over competitive, and frequently resorts to excessive use of 

depreciation. This behavior fosters submissiveness and passive dependency, stifling the 

critical function of subordinates” (p. 24).  Polar opposite to the Transformational 

Leadership style, this behavior can create an environment whereby creativity, wellbeing 

and even physical health can be negatively impacted.  Lipman-Bluman (2005) suggests 

that most toxic leaders are not even aware of how their behavior is perceived or of the 

devastating consequences resulting from such action.   

Infusion of Servant Leadership Principles into Leadership Style 

 A large body of literature has been written about Servant Leadership and its 

impact on an organization.  Greenleaf first developed this concept in the 1970s 

(Greenleaf, 1977).  Sipe and Frick (2009) expanded the concept to practical application in 

the workplace environment.  Although very similar to the Transformational Leadership 

style, the focus is slightly different.  Transformational Leadership facilitates learning and 

professional growth of employees with a focus of goal attainment (Choudhary, Akhtar, & 

Zaheer, 2012).  Servant Leadership concentrates on service to the employees.  The 

concepts of Servant Leadership are not so much an independent style of leadership 

modeling, but valuable ideas that should be infused into any leadership style.   
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 Although leaders may strongly identify self with one of these types of leadership 

styles, it is more likely that parts of each actually create the framework for their 

individual leadership approach.  Leadership initiatives could have a profound impact on 

prevention of workplace incivility. Providing an educational intervention that speaks to 

the different styles may potentially facilitate the use of the interventions. 

Building Support for the Proposed Solution 

 In most situations, the idea of a change in organizational practice or leadership 

initiatives is daunting to those already struggling to manage heavy workloads.  It is 

essential that ideas regarding change be presented as adding value to an organization.   It 

is quite possible that the ability to influence change can be severely limited unless the 

value of the change positively influences time and financial resources.  A succinct 

meeting with the organization’s key senior leaders would facilitate the most receptive 

setting possible for utilization of these interventions.  Representation from the Chief 

Nursing Officer and Chief Financial Officer is imperative.  Additional representation 

could include educators and other leaders within the facility.  Those facilities with 

American Nurses Association Magnet© status might also include their Magnet© 

coordinators.   

 The focus of this meeting would center on the need for awareness of and changes 

in workplace incivility behaviors.  Explanation of the costs and impact of uncivil 

behaviors would illustrate the value of interventions to stop or limit incivility.  Alignment 

with the organization’s goals and/or mission statement would also support meaning of 

using these interventions.  This focus and the key leaders might be slightly modified for 

those outside of the healthcare industry.  
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Additional Considerations for Implementation and Assessment 

 Additional considerations include the personal costs associated with developing 

the actual interventions, obtaining copyright status, and marketing of the intervention 

model.  Although not originally integrated into the design of the intervention model, 

another possibility is to offer an additional outlier of services.  A separate service may be 

offered that assists the organization with measuring outcomes of the interventions.  An 

example might be an employee survey that determines satisfaction of the workplace 

environment six months after the employee completes the program.  Another example 

may be a request to the HR Department to provide the number of turnovers within a set 

time period after the program is offered.   

Global / External Implications for the Organization  

 The population that was interviewed for this research included RNs from different 

healthcare organizations across a large metropolitan setting.  Although these 

organizations are in competition with one another, each workplace encounters similar 

incivility behaviors.  This Dissertation in Practice examined these behaviors on a 

comprehensive level within the nursing profession.  The development of the proposed 

interventions not only has the ability to meet the inclusive needs to all healthcare 

organizations, but address the same issues encountered within other industries as well.  

The intervention model is not limited to one organization, but encompasses all nursing/ 

non-nursing staff, patients/ or consumers outside the healthcare industry, and all 

industries.  These interventions embody and reflect the heart of the Ignatian value or Cura 

Personalis or care for the whole person.  It is about respecting others where they are at 
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and recognizing their particular gift.  The intervention model provides learning and 

support for others to become the very best they can be. 

Evaluation and Timeline for Implementation and Assessment 

 The implementation timeline for the intervention model is currently informally in 

progress.  Interest in the topic of the interviews has resulted in several speaking 

engagements at different healthcare organizations.  Once this Dissertation in Practice has 

been finalized, formal development of the intervention model will be initiated.  Within a 

six month to a year timeline, the intervention model for individuals and groups/ 

organizations will be created.  Marketing strategies will then be initiated.  The goal is to 

provide a very cost-effective and professional means of addressing workplace incivility 

for all levels of employees.       

 In order to establish value to a program, measurement of outcomes of the 

initiatives is essential.  These interventions offer several options for implementing 

measurement of outcomes.  Individual metrics will be harder to establish and validate.  

However, collaboration with groups/organizations might involve development of an 

employee survey offered after a set amount of time post class that measures workplace 

civility satisfaction levels.  Reviewing data of employee turnover, illness call-ins, and 

stress-related Leave of Absences (LOAs) can also trend possible influence of the tool.  

Groups/organizations may also request certain other metrics that are specific to their 

situation. 
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Implications 

Practical Implications 

 The goal of this Dissertation in Practice was to look at the effects of workplace 

incivility and discover, through personal interviews, the thoughts and perceptions of 

those affected by such behaviors.  The interviews provided great insight into what 

behaviors are perceived as uncivil.  Additionally, the interviews identified initiatives that 

might limit or stop incivility as perceived by the respondents.   

 There are a multitude of practical implications of creating an interventions model 

that all levels of employees can utilize.  Understanding of what incivility is and how it 

negatively impacts individuals, patients, and organizations is the foundation for 

development of the interventions.  In many situations, uncivil behaviors are being 

accepted as part of the cultural norm of an organization.  By providing education and 

interventions that employees may apply to workplace situations, there is the possibility of 

turning around some of the negative impacts of incivility at an unprecedented multi-level 

stage.  This includes employee engagement and illness that ultimately affects patient care 

and safety and organizational ability to succeed at an exceptional level.  Organizations 

with employees who are engaged are able to accomplish great things and stay mission 

focused (Gallup, 2015).           

Implications for Future Research 

 The proposed interventions are just that; interventions to support those who want 

to recognize, understand, and change uncivil behaviors in the workplace.  This could be a 

personal journey identified by a staff member observing incivility in day-to-day practice.  

The interventions are only as good as those who learn and employ the concepts learned.  
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Unfortunately, any intervention that is meant for good may also be utilized in a negative 

fashion.   

 Future research may look at how the interventions are utilized.  It would also be 

of interest to research if the interventions were applicable to non-work situations.  

Another question requiring further research is the possible personal impact on individual 

self-esteem and confidence after incorporating the learning from the interventions into 

daily practice.   

Implications for Leadership Theory and Practice 

 The findings of this study relate to leadership theory and practice on a more 

global level.  The study interviewed Registered Nurses at the staff, manager, and director 

levels and identified each as a leader.  Although each has different areas of responsibility 

and authority, all are leaders within the profession.  It is a common thought that the 

traditional leader exerts influence over daily practice.  However, it is often informally 

recognized that it is the staff RN who motivates change that sustains the organization at a 

professional and regulatory level.   

 It is also the staff RN who models the concepts of caring and compassion not only 

to the patient/ family, but to other professional staff as well.  Unfortunately, the staff RN 

often has little leadership training in incivility and may rely on traditional behavior 

models that are either now ineffective or negative in nature.  It is also true that leadership 

development of RN managers, directors, and CNOs is a relatively new concept in many 

organizations.   Development of appropriate behaviors does not often come naturally.  

Formalized training in addressing workplace incivility provides a foundation for one part 

of leadership training.  RNs must continually update clinical competency and so it is with 



Running head:  PERSPECTIVES ON WORKPLACE INCIVILITY 85 

leadership development.  Continued growth of leadership skills in the context of incivility 

will provide for sustained positive influences on the workplace environment.  It could be 

surmised that as uncivil behaviors change and there is an increase in positive role-model 

behaviors, incivility will no longer be a part of the cultural norm.   

 When considering application of the Ignatian values to leadership, it is obvious 

that all of them reflect effective leadership strategies and behaviors.  This application is 

appropriate for all three of the staff, manager, and director levels.  Secondary to 

leadership being relationship based, Cura Personalis is particularly important.  Two other 

values that are relative are Men and Women for Others and Finding God in All Things.   

Summary of the Study 

 This Dissertation in Practice concentrated on uncivil behaviors in the workplace; 

their impact on employees, patients, and organizations; and what initiatives might be 

employed to stop or prevent such behaviors.  A phenomenological qualitative study was 

conducted.  Interviews with ten Registered Nurses who have personally experienced or 

witnessed such behavior provided valuable insights in terms of meaning and 

understanding of this issue.   

 Interview questions confirmed a gap in awareness of what constitutes incivility 

and how to manage such behavior in a professional, effective manner.  Respondents were 

very forthcoming with a multitude of different circumstances they had encountered in 

their nursing practice.  They also recognized the negative impact of stress-induced 

anxiety, illness, turnover, lack of engagement and self-depreciating perceptions.   

 In response to the research findings and current literature, an educational resource 

intervention model is being developed.  The model is designed to meet the needs of both 
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individuals and group/organizations.  While providing multi-tiered options, the 

intervention model will be cost-effective and respective of resource utilization.  The 

intervention model will also have the flexibility to be generalized to non-healthcare 

industries.   

 This small study interviewed only ten Registered Nurses from different healthcare 

organizations.  Saturation was achieved by the seventh interview.  Future studies may 

include a greater number of interviews as well as outcomes achieved after use of the 

intervention model for individuals, and groups/organizations.   

 The abstract of this Dissertation in Practice discussed the fact that although 

incivility is not to be tolerated, there is a reason for it.  By looking at incivility through 

the eyes of God, spiritual meaning can give way to understanding.  Understanding allows 

for compassion that can result in positive actions that affect and potentially heal both the 

recipient and the perpetrator of such behavior.    
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Appendix A 

Invitation to Participate and Consent 

Invitation to Participate in a Nursing Study  
 
You are invited to participate in a nursing study related to incivility in the workplace.  
The researcher is Penne McPherson, a doctoral student at Creighton University.  The 
following details described in this form will give you information regarding the study in 
order to help you decide if you would like to participate.  Any questions should be asked 
of the researcher.  You may reach her at 303-887-4981 or at 
Pennemcpherson@creighton.edu.   Please do not sign the consent form unless all of your 
questions/ concerns are addressed.   
 

Purpose of the Study 
 

The purpose of the study is two-fold.  The first is to identify the perspectives of nurses 
regarding interventions for workplace incivility.  The second purpose is to distinguish 
how participants self-identify interventions that prevent or decrease incivility behaviors 
in the workplace. 
 
This study looks at all RNs as leaders whether or not they hold an official title.  Thus, 
directors, managers, and staff are invited to participate.  Participants must also: 
 -Be 18 years of age or older 
 -Have either experienced or observed uncivil behaviors in the workplace at some  
   point during their nursing career 
 -Not be receiving psychological counseling or services for issues related to the  
   workplace 
 -Be currently working in an acute care setting or was working in an acute care  
   setting when the experience occurred 
 

Payment for the Study 
 

 -A maximum number of 20 participants will be interviewed 
 -The researcher is not receiving funding to conduct this study 
 -The participant does not pay to be in the study and does not receive any type of  
   compensation.  While the participant may not directly benefit from the study,  
   their contribution will help to increase knowledge and awareness regarding this  
   topic. 
 

Information on the Study 
 

The study will be conducted in a face-to-face interview in a private location convenient to 
you.  The interview will take approximately 60 – 90 minutes.  There may be a second 
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email/ phone call in order for the researcher to clarify participant statements made during 
the initial interview.  
 
Should you decide to participate; basic information about yourself will be asked such as 
age, gender, education status, and how long you have been an RN.  Questions specifically 
related to your experience with workplace incivility will then be asked.  There will also 
be time allocated for you to share other issues that the questions may not address. 
 
The researcher will audiotape the interview in order to ensure that the statements are 
correctly transcribed.  The statements will be used only for purposes of the study and will 
not be shared with anyone outside of the study project.  Once the study is completed and 
final data is coded, the audiotapes will be destroyed.  All information is kept confidential.   
 
There is a possible risk that the interview may trigger personal or professional distress.  It 
is not expected that you will experience any long-term stress or have psychological harm 
from the interview questions.  If at any time you become uncomfortable with the 
questions, you may request either a break or complete withdrawal from the study without 
retribution.  You may also choose to not answer any question.  Should you feel the need 
to discuss any resulting stress from the study with someone, you may speak with close 
friends or family, or contact the Thrive Center, a listing of mental health and support 
resources for the state of Colorado.  The web site address is INFO@THRIVECTR.ORG 
and their number is 303-632-6840.  It is not recommended to discuss the study in the 
work environment. 
 
Please note that the study is completely voluntary.  It is your decision whether or not to 
participate.  You may choose to withdraw at any time without retribution.  If you wish to 
withdraw, just tell the researcher.  The researcher also reserves the right to remove you 
from the study if she feels it is best for you to stop participating or if you do not meet the 
criteria.   
 

Confidentiality 
 
Upon agreeing to participate, you will be assigned a five-digit code.  The code is used by 
the researcher to identify each participant, the consent form, and any written 
documentation relevant to the study.  At no time will anyone outside of the study be able 
to identify you.   
 
The audiotapes will be kept in a secured location and only the researcher and the 
dissertation committee will have access to the study data.   
 
There are three circumstances where the researcher will not be able to maintain 
confidentiality.  The researcher is required by law to report when study data supports: 
 
 -That a child or vulnerable adult has been abused 
 -A person plans on hurting him or herself; such as suicide intent 
 -A person plans on hurting someone else 

mailto:INFO@THRIVECTR.ORG
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Please clarify any questions you may have prior to agreeing to be in the study.  It is 
important that you not feel betrayed should the researcher not be able to honor 
confidentiality. 
 

Contact Information Regarding the Study 
 

At any time, you are encouraged to ask questions regarding the research.  Questions 
should be asked of the researcher.  You may contact her at 
Pennemcpherson@creighton.edu or at 303-887-4981.    
 
You may also contact the Institutional Review Board at Creighton University.  This board 
has been established to protect the rights and welfare of any human research participants.  
Their contact information is 402-280-2126or IRB@creighton.edu. 

 
Consent to Participate 

 
You are free at any time to refuse to participate in this research project or to withdraw 
your consent and discontinue participation in the study without penalty or retribution.  By 
signing this form, you agree that you have read all of the information regarding the study 
and had all of your questions answered.   
 
My signature below indicates that all my questions have been answered.  I agree to 
participate in the project as described above.  By signing this form, I have not given up 
any of my legal rights as a research participant.  I will get a signed copy of this consent 
for my records. 
 
________________________________________ 
Printed Name of Participant 
 
________________________________________  _____________________ 
Signature of Participant         Date 
 
 
I voluntarily agree to let the researcher audiotape me for the study.  I agree to allow the 
use of my recordings as described in this form. 
 
_______________________________________ 
 Printed Name of Participant 
 
_______________________________________  _______________________ 
Signature of Participant         Date 
 
 
A copy of this form has been given to me.          ____________ Participant’s initials 
 

mailto:IRB@creighton.edu
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Research Investigator:  I attest that I have discussed with this participant the procedure 
described on the study invitation and all possible risks involved.  I believe the participant 
has had enough time to consider this information, has had an opportunity to ask 
questions, voluntarily agrees to participate, and that he/ she understands and is competent 
to give legal consent. 
 
_____________________________________ 
 Printed Name of Researcher 
 
_____________________________________ _________________________ 
 Signature of Researcher         Date 
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Appendix B 

Interview Questions 

Interview Questions 
 

Date:___________________________ 
 
Place:___________________________ 
 
Interviewee:  (coded name)_______________________________________ 
 
Introduction: 
“Thank you for agreeing to participate in an interview for research regarding workplace 
incivility.  I am a student in a doctorate program at Creighton University.  As a part of 
my dissertation in practice, I am conducting a study of the perceptions of Registered 
Nurses regarding interventions to support workplace civility.   
Safeguards have been put in place to protect your confidentiality.  Your comments will 
not be kept confidential is if the researcher is made aware that a child or vulnerable 
adult has been abused; a person communicates a plan to hurt him or herself; or another 
person.  Laws and regulations require reporting of any of the above situations.   
The interview will take approximately 60 – 90 minutes.  An audio recording will be made 
and I will also be taking notes.  Both the notes and the recording will be kept secured 
until after the study is completed at which time they will be destroyed.  You may take a 
break at any time.  You also have the right and are encouraged to stop participating at 
any time should you wish to stop the interview.  Do you have any questions before we 
begin?” 
 
Demographics/ Background: 
 
1.  What age group do you belong?  
 

20 – 30___  31 – 40___  41-50___  51-60___ 61 - 70 ___   71 or >___ 

 
2.  What is your gender? 
 
Professional Data: 
 
1.  What is highest degree you currently hold? 
 
2.  How many years have you worked in the role of registered nurse? 
 
3.  In what level of nursing leadership do you currently work? 
 
 director_____  manager_____   staff_____  other, please identify_________________ 
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Experience with incivility in the workplace: 
 
1.  I would like to begin by having you tell me about your experience with workplace     
      incivility.    
 
2.  Were there any supportive measure taken by leadership to improve civility? 
 
3.  What words would you use that best describe an uncivil work experience? 
 
4.  How do you determine if a behavior is uncivil versus a stressed response to a  
     situation? 
 
5.  What kinds of behaviors would a nurse co-worker need to do in order for his/her  
      actions to be considered as uncivil?  
 
6.  Please describe any occasion where you have witnessed uncivil behavior toward    
      a co-worker or other person.  What was the observed behavior?  
 
7.  Please describe a time when uncivil behavior in the workplace adversely affected  
     patient care and/or safety. 
 
8.  During the time you have worked as an RN, tell me about personal experiences with  
     working in an uncivil environment.  Who was involved?  How long did the experience  
     last?  
 
9.  How did this experience affect your personal/ professional life?  
 
10. Please describe a time when an uncivil work environment in which you worked  
      could have/ did cause you to become ill or take a leave of absence.   
 
11.  Please describe a time when an uncivil work environment in which you worked  
       caused a co- worker to take a leave of absence. 
 
12.   What types of formal training related to uncivil work environments have you had?  
 
13.  Describe any workplace interventions to improve civility in the work environment. 
 
14.   What interventions would you have liked to have seen conducted or implemented?   
 
15.  Other thoughts/ comments/ feedback?  
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Appendix C 

Institutional Review Board Approval 
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Appendix D 

Nursing Participant Demographics 

Table 1 

Nursing Participant Demographics 

Participant Demographic Information 

(N=10) 

Respondent    Age      Gender     Race    Initial         Highest    Yrs as    Level of  
          Degree      Degree           RN         Leadership 
 
01          61-70      F       W        ADN  MSN           22         Educator 

02          51-60          F           W        Diploma     BSN             34         Staff  

03          61-70          F           W        BSN            BSN             34         Staff 

04          51-60          F           W        BSN            MSN            32         Staff 

05          41-50          F           W        BSN            MSN            20         Director 

06          41-50          F           W        ADN           MSN            23         Manager 

07          51-60          F           Latino  ADN          MSN            12         Manager 

08          61-70          F           W         ADN          ADN            43         Manager 

09          61-70          F           W         BSN           MSN            34         Staff 

10          51-60          M         W         Diploma  MS           32         Manager 
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Appendix E 

Definitions of Workplace Incivility 

Table 2 

Words Describing Workplace Incivility (Five or more times) 

(N=10) 

Word    Participant Quote 

Nasty    “I can’t describe it…they were just nasty.  They were  

      mean, disrespectful, and accusatory”. 

Throwing objects   “The physician threw a bloody sponge at me”.  

Mean     This word was used by six of the respondents. 

Demeaning   “I was put down for going for my certification.  I was told  

     that I didn’t need it”.  

Gossip    “Gossip becomes truth if continually spoken”. 

    “They constantly were saying jabbing remarks”. 

    “The two nurses always talk bad about everyone else”.  

Negative body language “Dictator stance; talking at; rolling eyes; huffing; no eye  

    contact; crossed arms”. 

Disrespectful   “Yelling”   “Screaming” 

Ignoring   “Isolated” 

Passive/ Aggressive  “She was my preceptor and would act nice when others  

      were around and then told me when we were alone that I  

     was doing everything wrong”. 

Purposeful Humiliation “She would purposely yell at me in front of others.” 
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    “I constantly felt humiliated and knew they were talking  

      about me”. 

Repetitive   “It happens over and over- I was a target”. 

    “If it is a stress response and not incivility, they will come  

      back and apologize and it doesn’t happen all of the time.   

      Incivility happens all of the time over and over”.  

Bullying/ Ostracizing  “They pick on certain people”.   

    “Certain ones will gossip about others.  They always find  

      someone to pick on”. 

Hostile    “Unsafe”  “Difficult to stand against”  “Pack mentality” 
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Appendix F 

Behaviors of Workplace Incivility 

Table 3 

Behaviors Demonstrating Workplace Incivility (Five or more times) 

(N=10) 

Behavior  Example 

Sabotage  “The manager changed the name of a project that I had worked on  

     for almost a year.  She then submitted it as her work.  It was to  

     be published and I was not given credit”.   

   “I became a manager so I could implement positive changes.  I  

     was told by the MD that I didn’t belong there and to leave.  They  

     wanted to continue having control over everyone except the  

      ‘favored’ staff”. 

   “Care was compromised because of withholding of information”. 

Physical violence “The cardiologist was angry and threw a pacemaker box and              

                                      purposefully hit me in the back”. 

   “The neuro surgeon was upset and threw scissors at me during the  

     surgery barely missing my head”.  

   “The surgeon was upset and threw a bloody sponge and hit me  

     with it”. 

Betrayal of  “We loved our director.  The day we were told that she had ‘quit’,   

of Trust Issues    but instead, she was fired.  We were mistrustful of the HR   

    department and later, it was confirmed that she had been fired”. 
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   “The Charge RNs were required to come in ½ hour early, but not  

     paid for it.  And we always had to work past 0730, but we were  

     not allowed to be paid for it.  We had to clock out and come  

     back and finish our work.  Most of the time we would be there  

     for several more hours”.  “We finally took the concerns of not  

     being paid for overtime to leadership.  The Assistant Director of  

     Nursing gave us one day off to make up for it, but we were  

     required to attend the party she was sponsoring at her home”. 

   “During my first interview as a new graduate, the manager asked  

     if I was planning on becoming pregnant in the near future since  

     I was a newlywed”. 

   “The situation was so bad that after ten months I left.  Because it  

    had not been a full year since I started, HR refused to give me a  

    reference”. 

“I reported a serious breach of medication prescribing and  

 unprofessional behaviors towards patients.  Pictures of genitalia   

 were being taken of patients and passed around the department.  It   

 wasn’t just the RNs either.  Because I whistle-blew, something      

 was placed in my file.  I was never allowed to transfer to another   

 department.   No one wanted me after checking my file”.  
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Appendix G 

Results/ Outcomes of Incivility 

Table 4 

Results/ Outcomes of Workplace Incivility (Five or more times) 

(N=10) 

Outcome    Example 

Sense of dread going to work  “I called in sick to avoid physician rounding”. 

     “I would cry all the way to work”. 

Illness     “Diarrhea, stomach cramps, sick feeling”. 

     “She took an LOA secondary to the    

     stress of incivility behaviors in the workplace”. 

     “She took an LOA and then returned for a short  

       time only to quit her job”. 

     “One co-worker had a mental breakdown”. 

Increased Turnover   “I changed jobs frequently secondary to incivility”. 

     “Most quit their jobs; some left the profession”. 

Effect on Personal Life  “I developed hypertension.  After I resigned, it  

     went away.  I’m no longer on medication”. 

     “I’m grouchy and impatient with my kids”. 

     “It caused my divorce”. 

     “It was crippling to my spirit”. 

     “Devastating” 

     “It affected my marriage”. 

     “It affected my family”. 
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     “I changed my reaction to the environment in order  

     to survive”. 

Effect on Professional Life  “Stressed out” 

     “Painful” 

     Ten out of ten participants stated incivility caused a  

      loss of self-esteem as manifested by: 

      “demoralized” 

      “questioned my self-worth and ability” 

      “questioned why I was a nurse” 

      “makes you feel less than” 

      “questioned why I was still there; my  

      values didn’t align with the organization  

      anymore” 

Patient Safety Issues   “Nervous from incivility- not on my game”. 

     “The patient’s care was delayed” 
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Appendix H 

Recommended Positive Actions and/or Desired Interventions 

Table 5 

Interventions in Response to Incivility (Five or more times) 

(N=10) 

Intervention   Example 

Leadership actions  “Coach instead of discipline unless absolutely necessary” 

    “Use an incident as a teaching moment” 

    “Advocate” 

    “Be open to conversations” 

Staff Accountability  “Hold staff accountable” 

Awareness   “Need more awareness of incivility and what it is” 

    “Identify what incivility is” 

Collaboration   “Commitment to change from RNs” 

    “Collegiality between physicians and RNs” 

Culture change  “Facilitate a “Speak Up” culture” 

    “Build a team culture” 

    “Recognition of/ no tolerance by organizations” 

Formal education  Eight out of 10 participants have had no formal training on  

    incivility 

    “Education should include: 

     -What constitutes incivility?  

     -How to respond in the moment. 

     -How to handle day-to-day incivility” 


	You may also contact the Institutional Review Board at Creighton University.  This board has been established to protect the rights and welfare of any human research participants.  Their contact information is 402-280-2126or IRB@creighton.edu.



